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Abstract

The experience of compassion fatigue is a serious challenge within caregiving
professions. Scholars agree that although the symptoms of compassion fatigue are similar to
burnout and secondary stress disorder, there is no agreement on what distinguishes compassion
fatigue from similar experiences. The terms compassion fatigue, secondary traumatic stress
disorder, and burnout have been used interchangeably in the literature. The aim of this research
was to develop a theoretical understanding of compassion fatigue, its process, and its relationship
with compassion, which can inform nursing research and education.

This research is a grounded theory investigation into the relationship between lived
experience of compassion fatigue, patient engagement styles, and their knowledge of and attitude
towards compassion among direct care nurses who worked during the COVID-19 pandemic in
Canada. As part of this study, an anonymous survey among direct care nursing professionals
from different parts of Canada functioned as the participant recruitment platform for the
subsequent grounded theory interviews. The main inclusion criteria were specified as the nurses’
who experienced of compassion fatigue any time during their career and who worked or are
working during COVID-19. The principal methodology of this is the grounded theory approach
of Gioia et al. (2013), located within the constructivist paradigm of Charmaz (2006). As the main
part of the data collection process, in-depth interviews were done with 27 direct care nurses from
different parts of the country; the majority came from the provinces of Ontario, Alberta, and
British Columbia. The preliminary literature review and anonymous survey data indirectly
informed the formulation of the research problem and questions and contributed towards cross
checking of the emergent grounded theory model and other findings.

The research addresses the significant gap in the literature around understanding
compassion fatigue within the context of the practice of compassion. Specifically, the study
contributes a comprehensive understanding of the process of nurse compassion fatigue within an
emergent grounded theory. Findings emerging from the data indicate the understanding of nurse
compassion fatigue as an outcome of a relational process within the context of the practice of
self-referential compassion, rather than a reactive process experienced within empathic
interaction between the nurse and patient. While the former experience can be called compassion
fatigue, the latter can be termed general nurse fatigue. The study considered both pandemic and

non-pandemic experiences related to compassion fatigue. While COVID-19 was an acute



stressor in relation to compassion fatigue, the pandemic and non-pandemic factors of compassion
fatigue appeared to be similar. The emergent grounded theory of the multi-phased compassion
fatigue process among nursing professionals highlights the formative opportunities in dealing
with compassion fatigue and the central role of the work environment as an attachment system
which has a potentially high mediatory role in the experience of compassionate care and
compassion fatigue. This research connects the philosophical understanding of compassion with
nurses' everyday lived experience of compassionate care of patients, and it convincingly argues

for a place for compassion fatigue within the compassion literature.
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CHAPTER 1
OVERVIEW AND ORIENTATION OF THE STUDY
1. Background

Over the last three decades, scholars and researchers have studied stress-related fatigue
and burnout of caregiving professionals at their work. Joinson (1992) is credited with introducing
the term compassion fatigue into nursing literature, but Figley (1995, 2002) brought it into the
scholarly conversation by replacing his concept of secondary traumatic stress disorder (STSD)
with compassion fatigue. Though over two decades of compassion fatigue research suffers
significantly from a lack of both conceptual clarity and adequate measurement criteria (Boyle,
2011; Bride et al., 2007; Figley 1995, 2002; Sabo, 2011; Sinclair et al., 2017; Steinheiser, 2018),
the relevance of the issue of compassion fatigue has never been contested. Compassion fatigue
continues to be a regularly discussed subject in healthcare and mental health contexts. Canadian
Nursing Association accepted it as a concern, reporting 80% of the 7000 nurses polled as feeling
fatigued after work and 55% of the 7000 nurses always felt fatigued during their work, and asked
for a collaborative effort in dealing with it (Canadian Nursing Association, 2010).

Joinson (1992) used the term compassion fatigue to mean the “loss of ability to nurture”
(p.119) in her studies on emergency nursing. She suggested it as a unique kind of burnout
affecting caregiving professionals like nurses, counsellors, and ministers. Figley (1995) adopted
the term to describe the "cost of caring" (p.7) when therapists and counsellors worked with
clients who were physically and/or psychologically traumatized. He used the term compassion
fatigue interchangeably with secondary traumatic stress disorder (STSD), which emerged from
his work on Post-Traumatic Stress Disorder (PTSD). According to Figley (1995), the symptoms
were very similar to PTSD, except that STSD was caused by indirect trauma. Ever since Figley
defined compassion fatigue as "the natural consequent behaviours and emotions resulting from
knowing about a traumatizing event experienced by a significant other — the stress resulting from
helping or wanting to help a traumatized or suffering person" (p. 7), there has been a surge of
research in the field mostly using the Professional Quality of Life (ProQOL) scale. However,
ProQOL has been reported as non-representative of compassionate care (Ledoux, 2015; Sinclair
et al., 2017) and not being a valid statistical measurement tool (Bride et al., 2007; Sinclair et al.,

2017; Steinheiser, 2018). The issues of conceptual clarity and lack of adequate measurement
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tools regarding compassion fatigue will be discussed in detail within the literature review portion
of this dissertation.

The unique use of compassion as a resource (sometimes limited) in a relational process is
found in Joinson (1992), in contrast to the use of it as a stress regulator with all characteristics of
empathy as explained by Figley (1995) in his account of compassion fatigue. This insight of
compassion as a potentially limited resource affecting relational processes resonates with the
broader issue of limited, conditional compassion found in both Western philosophical systems
and in the early stages of training of Buddhist compassion (Parattukudi & Melville, 2019). Self-
referential compassion refers to the various expressions of limited exercise of compassion
(Ekman, 2012: Halifax, 2011), which depends on either the perception of the compassionate
and/or the condition of the object of compassion. In the context of self-referential compassion,
we can explain the issues of compassion fade, fatigue, grades of compassion, conditional and
limited compassion.

Dealing with a pandemic like the COVID-19 brings unimaginable stress for both the
health care system and health care professionals. It also becomes a challenging time for the
practice of compassionate care as it confronts indefinite demand for human connection by
patients who undergo intense and unavoidable suffering (Joinson, 1992) due to both their illness
and the pandemic. The pandemic continues to hit different parts of the world with its different
waves and diverse mutated virus variants even today as I am writing this. There are no recent
comparable events to COVID-19, even after considering that the 9/11 terrorist attacks, 2003
SARS and 2014 Ebola virus diseases affected a considerable part of the world. The effects of
these events were limited by geography and did not pose the need for quarantines or isolation
and the ongoing risk of life-threatening illnesses (Holmes et al., 2021). COVID-19 has resulted
in a global surge of depression, anxiety, and escalation of existing mental health conditions. It
has explicitly affected the health care workers with physical and emotional challenges to varying
degrees. Of particular importance to our study is the emotional breakdown of direct health care
workers who are challenged with the "added pressure to choose between family responsibilities
and their inner sense of duty toward patients" (Sasangohar et al., 2020, p. 2), not to mention their
need for a livelihood. They are further challenged with the overloaded demand on the health care
system to respond to a disaster like this. They also are faced with the prospects of being exposed

to the virus and taking it home to the vulnerable population at home. The frontline health care
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workers also seem to experience the paradox of having to be in direct contact with the infected
persons while the public is advised to stay at home and avoid social contact (Ruiz-Fernandez et
al., 2020). The nurses often care during a pandemic with limited resources and scarcity of
personal protective equipment (PPE). Thus, witnessing the suffering of these patients impacts the
frontline health care workers with a "perceived inability to alleviate the suffering of those in their
care" (Alharbi et al., 2020), even though there is a lot of fear and anxiety and lack of support.

The term "shared trauma" (Holmes et al., 2021, p. 2), which emerged in response to the
9/11 experience, appears to be the appropriate term to explain a pandemic like COVID-19.
Secondary trauma, though a similar term, refers to the sufferer communicating their trauma to a
therapist or the caregiver, and they are being affected through the experience of empathy (Figley,
1995). In shared trauma, both the sufferer and the caregiver experience the trauma directly
through its multidimensional effects, both in their social and personal lives. A few among the
study participants who lost their close family members to COVID-19 had to work with the
COVID-19 patients.

This grounded theory research into the relationship between direct care nursing
professionals' lived experience of compassion fatigue, patient engagement styles and their
knowledge of and attitude towards compassion during the COVID-19 pandemic is aimed at
finding a theoretical understanding of compassion fatigue, its process and relationship to
compassion. It may also present specific insights related to the experience of compassion fatigue
unique to a pandemic context. In order to attain the above-stated goals, this dissertation will
explore the foundational literature on compassion, compassion fatigue and explore and analyze

the data collected from the in-depth interviews to build a grounded theory of compassion fatigue.

2. Linking the Personal and the Research

Growing up in a rural village of an Asian country, with close connected neighbourhoods,
are my earliest childhood memories. The people were of varied creeds and classes who
established a dynamic relationship through many altruistic emotions like love, hate, pity, and
compassion. Even though I had witnessed hatred and pity during my childhood to some extent,
the overwhelming experience was of love and compassion. Even when my family struggled with
ruptures and disturbances, I experienced the community as a safe haven and secure base
(Bowlby, 1969). After my tenth grade, I started exploring beyond the frontiers of my village and

province to distant and different geographical, cultural, spiritual, and socio-political spaces. My
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adult life was a period of exposure to complex human realities of conflicts in societies related to
class, gender, haves and have nots, majority and minority, and different faiths ranging from
theistic to atheistic. They valued compassion more as a remedy to human suffering than a
problem to be avoided. Compassionate care, both in natural and formal care settings, though it
involved challenges, sacrifices, and fatigue, was never construed as a problem in the society
rather a highly regarded virtue. I tried to critique the concept with my philosophical,
psychological, religious studies and academic exposure. However, the contemplative, religious
experiences and spiritual/religious interactions with people reinforced the value of compassion in
me. Somewhere along the way, I had accepted the importance of compassion beyond any
reasonable doubt into my personal and professional life to define me and my relationship with
others around me.

Several years ago, when I came to Canada as a student, I had not expected that altruistic
emotions would capture my attention once again. In the initial year in a new country without
family or friends to depend on, the journey took me from loneliness and insecurity to strangers
who would become friends and family. Though the Western society portion of my experience
was marked with its individualistic philosophy and had unleashed a philosophical presumption of
compassion as weak, often going against justice and morality, I witnessed the worth of
compassion by being mentored by a few very compassionate individuals and through the practice
of compassion in therapeutic spaces. By this time, I had more questions than answers that I
grappled with regarding compassion triggered by existential stories of people.

As I began pursuing higher education, my focus was doubtlessly on altruistic emotions,
specifically compassion. Soon it came to my awareness that my Eastern upbringing and Western
exposure, the philosophical training, the opportunity to work with the real-life situations of
people in therapeutic spaces as well as a questioning mind interested in finding answers and
solutions to the worries of the world, will keep the passion in me during the doctoral program.

The decision to research compassion fatigue for my doctoral dissertation was not a
spontaneous choice. It emerged out of a pragmatic philosophical bend of my mind, which later
alone I came to know was congruent with the philosophical undercurrents of pragmatism in
constructivist grounded theory. After having done an extensive literature exploration on
compassion, I was able to get a journal article published in Asian Philosophy, titled,

“Understanding the phenomenon: A comparative study of compassion of the West and karuna of
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the East” (some parts of this work is integrated into the literature review chapter); another
journal article in Journal of the International Society for Teacher Education titled, “Enacting the
educational world in compassion: A reflection and positioning of how to teach and learn the art
of compassion”; and a conference paper titled, “A case for the language of the first-person plural
in classroom activities for the sake of community and compassion.”

As the time approached to determine the subject of research, my clinical background in
health care prompted me to work on something related to healthcare. Researching on
compassionate care was a natural choice. However, the issue that came up in literature was not
so much the experience of compassionate care but the inability to care compassionately because
of related fatigue and stress. This issues in compassionate care challenged my reflections on it
from an experiential point of view. Having worked as a health care professional who is interested
in the formative experiences of care professionals, the choice of researching on compassion
fatigue appeared the right choice.

3. Introduction to the Study

This grounded theory investigation made use of a nation-wide anonymous survey for
participant recruitment which followed by in-depth interviews for data collection. Initially, I
collected responses from 305 nurses from different parts of Canada about their experience of
compassion fatigue through an anonymous survey and around 80 of the survey participants
agreed to share their experiences in the subsequent research interviews. Finally, I was able to do
in-depth interviews with 27 direct care nurses from different parts of the country as part of the
data collection process of this research. Direct care nursing was chosen as the research context,
assuming that the phenomenon under study may be more prevalent in this nursing population as
they are in direct contact with human suffering and trauma. According to Nursing Interventions
Classification (NIC), nursing interventions are divided into direct and indirect care activities.
Direct care intervention is a treatment performed through direct interaction with patients, and the
indirect care interventions are done away from the patients but on behalf of patients or a group of
patients, which supports the effectiveness of the direct care intervention (Butcher et al., 2018).
The following section speaks of the purpose, rationale, significance, and challenges of this

research.
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3.1 Statement of Problem

There is a non-negotiable place in health care for the caring of suffering individuals.
While alleviating physical, mental, and emotional suffering is the essential aim of health care
services, it is most often facilitated in relational care. It is imperative for health care personnel in
direct client care to be repeatedly exposed to unpredictable and varying degrees of suffering of
the individuals in their care. Repeated exposure to suffering evokes compassion fatigue (Figley,
1995) and related experiences like secondary traumatic stress and burnout. Just as caring for the
suffering individuals ever remain the focus of health care practice, learning about the formative
and non-formative experiences of direct caregiving professionals which influence the practise of
compassionate care and experience of compassion fatigue is taken up in this dissertation as part
of the scope of health care educational research. Clarifying the concept of compassion fatigue
and its relationship with compassion will remain the central focus of this research as
compassionate care is of great value in health care, however, is also much misunderstood as
causing fatigue.
3.2 Rationale for Research

Kirby et al. (2019) speaks about positive attitudes to compassion resulting in positive
outcomes related to compassionate care. In building on the current literature, I examine the role
of compassion within the experience of compassion fatigue among direct care nurses most of
whom experienced it during COVID-19 in Canada. Joinson (1992) speaks of the nature of
suffering as largely unavoidable and sometimes intense, leaving very high emotional demand on
health care professionals. A situation like the COVID-19 pandemic stands out as a unique kind
of unavoidable and intense suffering for both the patient and the health care professionals. The
patient engagement styles adopted by health care professionals during patient care are discussed
in compassion fatigue literature by Figley (1995) and Joinson (1992) with contradicting
implications. Porr et al. (2010) observed that the socially connecting engagement style in fatigue
is beneficial to its management. As the research questions are theoretical and clinical, and
contextualized in a pandemic situation, the emergent grounded theory may contribute to
developing educational interventions related to compassion fatigue management in general and

specific to COVID-19 like pandemic situations.
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3.3 Purpose of the Study and Research Questions.
The threefold purposes of this study in investigating the experience of compassion fatigue among
direct care nursing professionals who worked during COVID-19 are,
e To examine the experience of compassion fatigue, including the reasons, processes, and
effects.
e To examine the role of compassion within the experience of compassion fatigue.
e To develop a theoretical model of the process of compassion fatigue by employing the
grounded theory research methodology.
In order to address these purposes, a primary research question, and a subsidiary question have
been developed. The primary research question is:
1. What is the etiology and processes of compassion fatigue among direct care nursing
professionals who worked during COVID-19 in Canada?
Flowing from the answer to this primary question, the subsidiary question is:
2. Can we model the nurse’s formative experiences of compassion and how that impacts
their experiences of compassion fatigue?
3.4 The Scope of the Study
All participants of this research have been educated, and most of their nursing formation
happened in Canada. This research employed a comprehensive approach in investigating the
issue of compassion fatigue which took into consideration the personal, developmental, work-
related, and social factors of the participants within the study. The study also encapsulated
diverse ages, duration of experience, specialties, and education. The study does not represent
gender diversity, as only one participant of the study was male, although that is informative as it
may reflect the profession as a whole. The study was limited to direct care nurses who were
either Registered Nurses (RN) or Licensed Practical Nurses (LPN)/ Registered Practical Nurses
in Ontario (RPN).
3.5 Theoretical Approach
The conceptual framework for this proposed research explores the whole person, their
lived experience and environment regarding compassion fatigue and compassion. Some of the
recent qualitative studies on compassion fatigue (Austin et al., 2009; Perry et al., 2011) have
endorsed this view of understanding compassion fatigue in the context of the whole person, lived

experience and environment. To explore compassion, I will be using the theoretical model of
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Fernando and Consedine (2014) who speak of the transactional model of physician compassion,
which considers the dynamic interplay between person and environmental changes in the
experience of compassion. Halifax's (2012) model of enactive compassion is very similar as she
explains it as an emergent process that comes about in the interplay of "interrelated attentional,
somatosensory, and cognitive processes that are embedded in and responsive to the context" (p.
2). Similarly, I have elaborated a theoretical model of compassion as enaction following the theory of
enaction proposed by Varela et al. (2016) in one of my works (Parattukudi, 2019). The theoretical
orientation to study the whole person will be complemented with the study of the developmental
experiences of the study participants. The studies on compassion as an attachment system
involving the interplay between attachment behaviour and caregiving behaviour (Mikulincer &
Shaver, 2017) is used in this study to understand and interpret participant experiences related to
compassionate care.

The theoretical approach of studying the whole person is also reflected in the
methodology for this study, namely the constructivist paradigm of Charmaz (2006) specifically
using the grounded theory approach of Gioia et al. (2013). While constructivist grounded theory
examines participant experiences in the light of an emerging theory that may explain some sense
of causality and pattern, the Gioia approach takes into consideration the lived experience of the
participants throughout the data collection, analysis and articulation of the grounded theory

process, which deepens the awareness of the nature of the issues that the participants face.

3.6 Place of Literature Review and Anonymous Survey Data in this Study

In most research approaches, literature review prior to data collection and analysis helps
the researcher to contextualize the research within the existing body of knowledge. However, in
grounded theory, in general, conducting a literature review prior to collection and analysis of
data is understood to be a constraining approach (Glaser & Strauss, 1967, Strauss & Corbin,
1994). Though all traditions of grounded theory espouse the idea that the theory developed
through grounded theory should be grounded on the participant data and not on literature, they
have varied approaches to the use of literature informing the researcher. While Glaser (1967)
recommends avoiding contaminating data by researcher’s prior knowledge, Strauss and Corbin
(1994) advocates for maintaining “an attitude of skepticism” (p. 45) regarding prior literature or
knowledge. However, Charmaz (2014) following the tradition of qualitative research suggested

that avoiding the influence of the researcher on the research is an impossible task. The grounded-
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ness in constructivist grounded theory is not the result of the removal of the researcher from the
research process rather through “researcher’s commitment to analyse what they actually observe
in the field or in their data” (Charmaz, 1990, p. 1162).

Regarding the use of literature within grounded theory, Gioia et al. (2013) upholds a stand of
“semi-ignorance or enforced ignorance” (p. 21). Accordingly, over dependence on the literature
early on the research blinds the researcher and it causes “prior hypothesis bias” (p. 21) in the
researcher. So, they suggest for a balanced approach in using the literature just to facilitate the
discovery of new concepts without re-inventing the wheel. The “semi-ignorance” of the literature
is also helpful during the writing phase to be creative, and not being pre-occupied to disprove or
contest the literature that has gone before. The purpose of the literature review in this dissertation
has been similarly not to re-invent the wheel (Charmaz, 2006, Gioia et al., 2013) but to focus on
the phenomenon as experienced by the participants in the study.

Similarly, the study initiated an anonymous survey mainly for the purpose of participant
recruitment. The survey also collected demographic data and inquired into the prevalence and
nature of compassion fatigue experience among the survey participants (Appendix x). It has
indirectly informed choices in developing the research problem and questions and was used to
cross check the theoretical model and its projected implications. The data for the study, however,

solely consists of the in-depth interview data collected from the 27 research participants.

4. Significance and Limitations of the Study

The significance of this study lies in the approach to understanding compassion fatigue in
connection with compassion in the lived experiences of nurses. The study explores compassion
fatigue experience in the lives of nurses by identifying the reasons, effects, and processes. There
is currently limited research in this area, and the COVID-19 pandemic has highlighted the gap in
the literature. The study addresses the need to honour the nurturing ability of healthcare
professionals in nursing profession, also expressed in a wide variety of caregiving contexts. In
doing so, the experiences and expertise of these caregiving professionals, including their
struggles and insights are highlighted. This research would facilitate a discussion on potential
growth opportunities for nursing professionals without abandoning what brought them to the
caregiving profession in the first place, namely compassion (Joinson, 1992).

The study is about compassion and compassionate care and the limiting or depleting of that

ability in individuals. The study approaches the experience with an open mind and a desire to
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describe the problem in a conceptually organized language. The methodology used for this study,
namely, grounded theory (Charmaz, 2006; Gioia et al., 2013), is unique as this approach to
grounded theory seriously accounts the exploration of the lived experience of participants in
every step of the study to understand the phenomenon and maintains a constructivist paradigm in
building the theoretical model. As the study considers the various social actors within this
experience, it will have direct implication to nursing practice and their work environment. The
study approaches compassion fatigue as a confused and ambiguous subject in nursing literature.
It will call for a relational approach to compassion fatigue research. The study also puts the issue
of compassion fatigue within the scope of compassion research. The research may also have
insights into a pandemic related compassion fatigue experience as it considers both pandemic
and non-pandemic experiences of compassion fatigue.

The study is limited in its ability to be generalized as the research may contribute a
conceptual and clinical understanding only suitable for a similar situation under consideration.
However, understanding and distinguishing the lived experience compared to other related
constructs could be a step towards a broader generalization effort. The rich data that may be
arrived at by the phenomenological focus can strengthen the theory to reflect what it is supposed
to understand and theorize. The limited number of samples used in the study can affect the
strength of data, even though theoretical saturation is appropriately used as part of the grounded

theory approach.

5. Organization of the Dissertation

The dissertation is arranged into nine chapters. Each chapter is arranged according to the
natural progression of the research process, which started with the preliminary conceptualization
of the subject, in-depth review of related literature, assessment of research methodology, the
process of data collection and analysis, exploration of data, discussion, the discovery of
grounded theory, discussion on value and implication of the study and ended with a reflection on
the research journey. The first chapter is titled "An Overview and Orientation of the Study"
which introduces the research context, research questions and significance of the study. Chapter
two “Compassion Fatigue: Historical and Theoretical Debates” is a detailed and critical overview
of the concept of compassion fatigue, including the role of empathy and compassion within it.
Chapter three “Research Methodology” deals with the choice and rationale behind the chosen
methodology and description of the flow of work using the methodology. Chapter four is titled as
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“Data Analysis and Results”. As clear from the title, this chapter describes various steps used for
data collection and analysis.

Chapter five and six deal with the findings within this dissertation. Chapter five
“Findings: The Main Themes and the Emergence of a Grounded Model” explores the main
themes within the study to evidence the saturated data which is followed by a short presentation
of the constructivist grounded theory model of multi-phased nurse compassion fatigue process.
The chapter six “Findings: Explicating Grounded Model Through Case Vignettes” is where the
grounded theory model is tested against participant data. This is achieved by formulating
representative participant narratives into a separate case vignette which go through the various
phases within the grounded theory model. Chapter Seven, “Discussion on the Grounded Theory
Model of Multi-phased Nurse Compassion Fatigue Process” is devoted into the discussion of the
grounded theory model by exploring various elements of the grounded theory, checking it
against literature and participant data. Chapter eight “Emergent Grounded Theory: Conclusions
and Implications” gives a summary of the research, its value and implications to the scholarly
community. Chapter nine is titled "Challenged by Compassion: Researcher's Reflections on the
Research", which is my retrospection into this research journey, what I learned as a researcher
and the challenges I encountered. The overall arrangement of the dissertation into the nine
chapters is meant for a logical progression of the thought process. The inclusion of case vignettes
in this grounded theory study enhances its phenomenological focus in studying human behaviour

regarding care and fatigue within the context of empathy and compassion.

6. Concluding Remarks

This chapter was aimed at helping the reader to be oriented about the study background,
research questions and purposes, researcher location and theoretical approach. It also gives a pre-
taste of researcher’s philosophical and methodological approaches in investigating the subject.
The following literature review chapter will consider the concept of compassion fatigue, its
origin, foundational thoughts, arguments, and contemporary debates related to empathy,

compassion, and compassion fatigue.
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CHAPTER II

COMPASSION FATIGUE: THE HISTORICAL AND THEORETICAL DEBATES

At the beginning of my doctoral program, one of the foundational readings
recommended by my dissertation supervisor was Boote and Beile (2005), which speaks about the
centrality of literature review within a doctoral work. I was fascinated by the term used in their
title, "scholars before researchers," and ever since tried to have a good grasp of the foundational
literature in my research interest. As a result, I engaged in a rather extensive literature
exploration in the fields of empathy, compassion, and compassion fatigue. This section produces
the results of those explorations on content and contexts, which ignited the initial curiosity and
understanding to take up the constructivist grounded theory research on the subject.

The essence of this chapter is a review of the related literature to understand the nature
and extent of compassion and the nature and extent of fatigue experienced during intentional
caregiving contexts between human persons. This chapter has a detailed overview of the
literature on the concept of compassion fatigue and its relationship to empathy and compassion.
As demanded by the literature on compassion fatigue, I also undertook a comprehensive
historical/etymological/philosophical investigation into the nature and structure of the
phenomenon of compassion comparing the Western and the Eastern expressions of it. This work
has been published as a journal article in Asian Philosophy under the title: “Understanding the
phenomenon: A comparative study of compassion of the West and karuna of the East
(Parattukudi & Melville, 2019). A summary of this study is incorporated into this section to
explicate the potential relationship of compassion to compassion fatigue.

Unlike most of the existing literature on compassion fatigue, my final speculation is to
consider compassion fatigue as resulting from a relational process rather than a reactive process
evidenced by a close analysis of some of the recent literature. The discussion also implies that
compassion fatigue may not be empathic distress fatigue or a secondary traumatic stress disorder.
This position would mean that the study on compassion fatigue can be situated within
compassion research as the self-referential experience of the phenomenon of compassion which

can be subject to fatigue or depletion.
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This chapter analyses the historical development, interpretation, and use of the term
compassion fatigue with the help of an integrative review of the literature. It explores the issue of
mistaken use of the term and proposes a cross correction with a relational model to explain
compassion fatigue by exploring the concepts of empathy and compassion as related to

compassion fatigue.

1. Background

In September 2018, Dr. Nadia Hitchen from the Auckland City hospital wrote a letter to
the editor of the Journal of Internal Medicine narrating her personal experience with compassion
fatigue and calling it an epidemic to the medical profession (Hitchen, 2019). Hitchen was
personalising a concern about the connection between compassion fatigue and health
professionals’ health. This link had been highlighted by Lee et al. (2003). Their study of nurse’s
health, which had 54412 participants, followed over four years, reported an increase in the risk of
heart diseases in nurses who cared for disabled or chronically ill patients for nine or more hours
per week. This research can be understood in the context of burnout, vicarious trauma,
compassion fatigue (CF) and secondary traumatic stress disorder (STSD) experienced by persons
in various caring professions. Compassionate care is an integral part of the health care
profession, and it is explicitly mentioned by various nursing bodies (Durkin et al., 2016).
Though compassionate care is encouraged continuously by health care professionals, there are
also questions about its impacts on health care professionals due to the prevalence of the
experience of compassion fatigue and similar experiences. Indeed, Austin et al. (2009 question
whether the caring space is a "dangerous place?" (p. 196). They report compassion fatigue as one
of the main factors in the overall absence of nurses at work and in issues related to employee
retention in the health care field.

Just as compassionate care for suffering individuals remains as a focus of health care, it is
imperative to find ways to understand the problem of compassion fatigue and related experiences
which disrupt care. There is a need for us to differentiate compassion fatigue from other similar
concepts and experiences. Such clarity will help in finding an effective way to deal with the
problem of compassion fatigue. The relationship of compassion fatigue, conceptually and
experientially, to compassion needs to be established as compassionate care is of great value in
health care and is much misunderstood as a cause for compassion fatigue and related distress

(Ledoux, 2015; Sinclair et al., 2017). This integrated review aims at reviewing the historical and
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theoretical progression of the concept at various points in the literature. This will inform and
enrich the study in its efforts to clarify the concept of compassion fatigue and its relationship

with other related concepts.

2. Method of Review and Selection of Literature

For this study, the integrative literature review method was selected as outlined in
(Russell 2005). An integrative review asks four questions: namely, "(1) What is known? (2)
What is the quality of what is known? (3) What should be known? Moreover, (4) what the next
step for research or practice?" (p. 1) is? In such a review, all available relevant material
connected to the topic can be considered. This literature can then be segregated in the data
collection phase by considering the historical period of the emergence of the concept. This will
ensure the validity of research at the data collection stage by addressing the issue of "inadequate
sampling" (p. 4). During the data evaluation phase, to counter the temptation to evaluate data all
positively, the study mixed different kinds of data, including methodology, in tabulating
associated ideas and concepts. An integrative review is considered an excellent tool to "identify
central issues in an area ... identifying a theoretical or conceptual framework" (p. 5) to support
further research of the concept.

The initial inclusion criteria gave preference to health care literature. I selected a few
pieces of literature outside of this area due to their presence in the reference list of the seminal or
prominent works. 199 individual works were chosen as relevant to the topic. Most of them were
quantitative or qualitative studies, which evaluated at least one of three major concepts other
than compassion fatigue: burnout, secondary traumatic stress disorder, and compassion
satisfaction. The search narrowed down to 51 works due to redundancy and relevance of ideas,
including five book chapters, one doctoral thesis, and 44 journal articles. The 51 works had 26
pieces of literature, which were considered seminal and theoretical in content, and others
included 11-literature reviews, eight concept analyses and six exploratory qualitative works. The
literature was all published in the period 1982 to 2020. The choice of this period reflects the
earliest found literature on compassion fatigue.

The guiding question to help this review is, what is compassion fatigue? Moreover, what
makes it different from the related concepts of burnout, secondary traumatic stress disorder,

vicarious trauma, and transference?
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3. Historical and Theoretical Debates

3.1. Compassion Fatigue: A Historical Overview

Maslach (1982) identified burnout symptoms as the experience of fatigue, tiredness,
resistance, and eventual withdrawal from patients (Austin et al., 2009). The earliest use of the
term compassion fatigue is found in the studies of Maslach (1982), related to job burnout in
helping professionals (Kinnick et al., 1996). Maslach (1982) considers burnout is not limited to
helping professions alone rather experienced in any occupation. She explicated that burnout
occurs when there is no sufficient acknowledgement of the human person, and there is a conflict
between the nature of the person and the nature of the job; by a "pattern of emotional overload
and subsequent emotional exhaustion" (p. 3). In helping the caring professions, a person gets
overly involved emotionally with the client and feels overwhelmed by the emotional demand.
Maslach (1982) describes the first component of burnout as the emotional exhaustion that is
experienced when the helping professional’s emotional resources are depleted. She says that in
such a situation, "people feel that they are no longer able to give themselves to others. It's not
that I don't want to help, but that I can't, I seem to have a "compassion fatigue" (p. 3). According
to Maslach, to avoid such a predicament, professionals try to emotionally detach from their
clients to the extent of being cold and even despising the presence of people, which she calls
"depersonalization" (p. 5), the second aspect of burnout. Being overwhelmed by the inability to
care, the experience of depersonalization, and the conflict of being not a caring, compassionate
person, individuals start to experience a "feeling of reduced personal accomplishment" (p.7),
which Maslach labels as the third aspect of burnout. Issues of low self-esteem and depression are
some of the symptoms that may follow such a deterioration of health. Maslach states that when
emotional detachment is combined with genuine care, which she calls "detached concern" (p. 4)
a professional can deal with the potential for emotional exhaustion and subsequent burnout. She
proposed that the situational influences of a stressful environment contributed more to burnout
than the caregiver's personality.

Before 1990, the term compassion fatigue was used to address a lack of empathy towards
social problems (Austin et al., 2009). The term developed a negative connotation in the context
of its usage for the popular American response to refugee problems (Baizerman, 1990; LeMaster
& Zall, 1983; Riddle, 1988). The words compassion fatigue described the hesitation to resettle

refugees (Riddle, 1988); it reflected the resentment of American people over the perceived
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uncontrolled refugee inflow (LeMaster & Zall, 1983). Baizerman (1990), reacting to the killing
of students the Tiananmen Square by the Chinese authorities and the apathy towards the incident
by the public, described compassion fatigue as a "condition of caring without concomitant
action" (p. 68). In the earliest known empirical study on the media-related compassion fatigue
phenomenon, Kinnick et al. (1996) used Hoffman's (1981) over-arousal hypothesis related to the
empathy/altruism literature, which is supported by the experience of health care professional's
burnout, particularly through compassion fatigue. Hoffman (1981) speaks about a spectrum of
empathic arousal where the optimum empathic arousal leads to helping behaviour, and over-
arousal may cause avoidance behaviour to alleviate the distress attached to the experience of
empathy. Less than optimum arousal may make the person indifferent to the suffering of the
other.

By 1990 compassion fatigue started being used in the health professions to express a lack
of empathy towards patients (Austin et al., 2009). Though Joinson (1992) is often quoted as
having originally introduced the term compassion fatigue in health care settings, a 1989 Los
Angeles Times' article speaks of Dr. Edward Poliandro of Mt. Sinai Medical School in New York
and Dr. Lyle H. Miller, head of the Biobehavioral Institute in Boston publishing a paper with the
title; Doctors, social workers and therapists are giving a new name to a syndrome they say is
draining their ranks: "compassion fatigue" (J. Puch, 1989). Poliandro calls compassion fatigue a
kind of burnout, which is a resultant feeling of energy depletion by giving it away (Berkmoes,
1990). Berkmoes (1990) terms compassion fatigue as compassion-related burnout in his article,
and he directly connects it with compassion, which, according to him, is an essential part of
medicine. He says, "From compassion burns the fire of hope and inspiration. However, that same
fire can be all-consuming. If a person gives and gives without pausing to replenish themselves,
that person may end up with nothing left to give" (p. 23).

Joinson (1992) introduced the terminology of compassion fatigue with her observation of
the nurses in an emergency department who had gradually become unable to nurture. She
referred to compassion fatigue as a kind of burnout affecting caregiving professionals and spoke
about two case examples. The first case involved Jackie, who grieved the death of her patient and
finally approached a pastor to deal with her feelings around it, and secondly, Marian, a surgical
unit nurse who stopped crying over her patients as a way of dealing with it. Joinson speaks of

Marian as the nurse with compassion fatigue. Further, Joinson (1992) gives four characteristics
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to compassion fatigue: it is emotionally destructive, the caregiver's personality is part of the
issue, the outside sources that cause it are unavoidable, and it's difficult to recognize without
proper awareness. She says that the very nature of compassion, which attracts a caregiving
professional to their profession, works to their detriment. She quotes Rev. Steven Wende, who
speaks to the use of self in the nursing profession and the infinity of human need regarding
caring, together with the multiple roles of the nurses, can be a problem. Joinson speaks of nurses
who "completely forget how to turn off that nurturing mindset" (p. 117) as the reason for
compassion fatigue.

According to Joinson, by disengaging the caring nature of a caring professional, they are
taking away their nurturing element, which can cause conflict in their psyche. Rather, Joinson
advocates for engaging with the emotion of compassion as the right way to deal with compassion
fatigue. One of the most difficult things is to recognize compassion fatigue early enough, as
people generally lack proper awareness and training for it. However, she believed that it could be
taught. Joinson concludes in her work that the real way to work through compassion fatigue is to
care for oneself and care for others, not to disengage or withdraw. However, she agrees with the
suggestion that the care professional should get away from the stressful situation, find time for
oneself, and know that they don’t need to solve problems by themselves.

Figley (1995) adopted the term compassion fatigue to replace secondary traumatic stress
disorder (STSD) in his 1995 seminal work. He also acknowledged the first use of the term by
Joinson (1992). Figley re-contextualized the caring professional’s concept of compassion fatigue
to a more therapeutic setting of working with the traumatic suffering of clients. According to
him, "the most effective therapists are most vulnerable to this mirroring or contagion effect.
Those who have an enormous capacity for feeling and expressing empathy tend to be more at
risk of compassion distress" (p. 1). He defined compassion fatigue as "The natural consequent
behaviours and emotions resulting from knowing about a traumatizing event experienced by a
significant other — the stress resulting from helping or wanting to help a traumatized or suffering
person" (p. 7). In his psychotraumatology explication, influenced by the 1980 publication of the
American Psychiatric Association's DSM-111, with its introduction of Post Traumatic Disorder
(PTSD) and its subsequent revisions, Figley argued that people are traumatized both directly and
indirectly. Figley was influenced by some of his colleagues who abandoned clinical work and

research with traumatized individuals, as they found their inability to deal with the pain of
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others. Figley (1995) was concerned about the under-representation of trauma experienced by
people who care for trauma victims and thus introduced the terms Secondary Traumatic Stress
(STS) and Secondary Traumatic Stress Disorder (STSD) (p. 7). In this connection, he preferred
to call PTSD Primary Traumatic Stress Disorder compared to STSD.

Accordingly, Figley (1995), even though STS and STSD represent most accurately the
experience of secondary trauma, preferred to use the term compassion fatigue, as in his informal
research he found that nurses, emergency workers, and other trauma workers preferred the term
compassion fatigue over STSD. Another argument for this shift was that STS and STSD were
derogatory labels, and the word compassion better expressed the nature of the job by nurses and
therapists. Therefore, he suggested, that the terms compassion fatigue and STSD can be “used
interchangeably by those who feel uncomfortable with STS and STSD" (p. 15). Though Joinson
(1992) described compassion fatigue in the nursing literature for the first time, Figley took over
the concept in his seminal work (1995) on compassion fatigue and later Stamm (2005) developed
the Professional Quality of Life scale (ProQOL), which is a revised version of the compassion
fatigue Self-Test (Figley, 1995). Stamm described compassion fatigue and compassion
satisfaction as the negative and positive experiences of helping professionals. Since then,
ProQOL has been widely used both for clinical evaluation and research on compassion fatigue.

Gentry (2002) finds the origins of compassion fatigue as the cost of caring in the writings
of Carl Jung on countertransference, and he goes on to accept the turn of the term with Figley’s
(1995) STSD without mentioning anything about Joinson (1992) and the burnout literature.
Collins and Long (2003) hold the view that compassion fatigue has "its root in the abstract
notion of compassion" (p. 421); however, they accepted the conceptualization of Figley. One of
the unique observations regarding Joinson's (1992) take on compassion fatigue is that it doesn't
speak of trauma or traumatic experience between the caregiver and the patient. The use of self is
explained not in any other way but only in the context of care, which places infinite demand on
the caregiver.

3.2. Empathy or Compassion? Contemporary Debates on Etiology

Starting from Sabo (2006), researchers have questioned the veracity of the usage of the
term compassion fatigue, as it expresses a lessening of compassion (Ledoux, 2015, Fernando and
Consedine, 2014). Sabo (2006) argued that compassion fatigue in health care is a negative

approach, which focuses on pathology, should shift to the protective factors for caregiving
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professionals who are caring for the sick and suffering. He asks, by focusing on the pathology of
compassion fatigue, "do we run the risk of pathologizing a quality of nursing that forms its
foundation?" (p. 136). Fernando & Consedine (2014) similarly states that although compassion
fatigue is a "very real phenomenon, the focus on compassion fatigue appears to have led to
paradoxical neglect of compassion itself" (p. 290). Ledoux (2015) speaks about the lack of
clarity regarding the etiology of compassion fatigue.

Empathy is understood as the ability of a person to experience another's emotions. But
compassion is understood as a response to suffering, and it involves a concern for the sufferer
and a desire to alleviate suffering (Price & Caouette, 2018). Empathy has its etymological root in
the 19th-century German word einfiihlung, meaning "in feeling" (Soto-Rubio & Sinclair, 2018,
p. 2) attributed to German psychologist Vischer in 1873 in the context of appreciating art with
the ability to project self into the art. The term’s usage was introduced in psychology by 20th-
century translation of the psychoanalytic literature of Freud, followed by the use of it by object
relation theorists. According to Kohut (1981), empathy is considered an informer for an accurate
understanding of the other, where the purpose of understanding the inner experience of the other
"can be of kindness or...of utter hostility" (p. 126). In their experiments on empathy, Batson et
al. (1995) found that empathy-induced altruism can work against the principle of justice as
empathy and sense of justice are independent of each other. The modern scientific consensus is a
distinction between empathy and compassion, where empathy is useful in communicating
feelings (any feeling), not necessarily leading to action, and compassion entails an essential
motive towards alleviating suffering (Soto-Rubio & Sinclair, 2018).

The following section is an exploration into the role of empathy and compassion within
compassion fatigue experience with the purpose of gaining clarity regarding etiology.

3.2.1 Empathy and Compassion Fatigue

One of the most challenging criticisms of the term compassion fatigue has come from the
neurological research article of Klimecki and Singer (2011). Drawing from social psychology
and neuroscience research on empathy, they proposed that the word compassion fatigue needs to
be replaced by the term empathic distress fatigue as the experience of compassion fatigue is
similar to empathic distress. Their suggestion also pre-supposed the belief that compassion
cannot be subject to fatigue and empathy is the cause of the experience which often called as

compassion fatigue.
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Klimecki and Singer (2011) unpacked the experience of burnout and secondary stress
disorder with the conclusion that empathy was contributing to the experience of compassion
fatigue. They used the term compassion fatigue interchangeably with burnout and secondary
stress disorder. They have not considered the description of compassion fatigue as the inability to
nurture (Joinson, 1992). This is important as both burnout, and secondary stress disorder speaks
of empathic reactive response to situations or people's trauma and suffering, but compassion as
the "inability to nurture" (Joinson, 1992) speaks of a relational process.

Klimecki and Singer's idea of empathy producing empathic concern (compassion) and
empathic distress is not proved in their research. They adopted the idea that empathy is the first
step in line with feelings of compassion, empathic concern, or sympathy. Accordingly, there are
two ways of responding to suffering: empathic concern or personal distress/empathic distress.
This conceptualization was majorly influenced by Batson et al. (1981), who put into experiment
some of Hoffman's (1981) hypotheses on empathy creating altruistic action. Though Klimecki
and Singer (2011) hypothesized empathy to grow into compassion, their later research (Klimecki
et al. (2013) revealed that both empathy and compassion represented non-overlapping brain
regions which establishes the fact that these two are different experiences. However, compassion
training can override the empathic distress experience by introducing positive affect and making
changes in areas related to compassion feeling (medial orbitofrontal cortex (mOFC), subgenual
anterior cingulate cortex (sgACC) and the ventral striatum/nucleus accumbens (VS, NAcc). In
their experiment, an increase of empathy increased pain and negative affect in the corresponding
brain regions but did not transform into compassion, disproving the claim they made in their
2011 paper that "physicians and caregivers, in general, should aim at maintaining high levels of
empathy and how to transform empathy into compassion and loving-kindness before being
trapped by empathic distress" (p. 378).

The most important observation from Klimecki et al.'s (2013) experiments regarding
compassion fatigue indicates that probably what we are witnessing in compassionate care and
compassion fatigue is something like mother-child caregiving and the potential of fatigue. Their
2013 research suggests social connectedness is represented in the compassion-activated brain
areas. Disconnection is presented in the empathy activated areas: "social connectedness is
typically associated with activations in brain regions that comprise ventromedial prefrontal

cortex and ventral striatum, whereas social disconnection is rather associated with activations in
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Al and dorsal ACC" (p. 877). They also suggested that the brain area involved with compassion
also represents maternal affiliations: "positive affect and reward, activations in the prefrontal
cortex and ventral striatum have been related more specifically to maternal affiliation" (p. 878).
These are the brain regions that are activated with compassion training in their experiment.

It is also hard to assume that the altruistic helping behaviours of individuals who
experience compassion fatigue are propelled by the stress regulatory needs arising from empathic
distress. The discovery of distinct neural pathways for empathy and compassion (Klimecki &
Singer, 2013) may challenge the empathy-induced altruistic action hypothesis (Batson et al.,
1981) through the empathic concern and personal distress routes as "empathy and compassion
indeed rely on antagonistic affective systems" (Klimecki et al., 2014, p. 878). This may be an
argument for empathy’s inability to produce helping action through a direct mechanism other

than the stress regulatory function.

3.2.2 Compassion and Compassion Fatigue

Gu et al. (2017) have developed a five-factor description of compassion which includes
different phases of awareness of suffering, awareness of the universality of suffering, emotional
connection to the sufferer, ability to tolerate negative emotion in the experience and motivation
to alleviate suffering. Referring to the practice of compassion in nursing literature and its history,
Bivins et al. (2017) speak of complex historical shifts through, before concluding that most
definitions surveyed in the nursing literature include a cognitive element: understanding the
other's perspective; a volitional element: choosing to alleviate other's suffering; an altruistic
element of responding to others selflessly; and a moral element saying that to not show
compassion to others may compound further distress to the suffering patient.

Berzoff and Kita (2010) write that while compassion sometimes leads to fatigue; it helps
one to enter the suffering of others. They reported that some who attended an end-of-life
certificate program reported great satisfaction in entering an intimate space with the dying
persons. They define compassion fatigue as the result of constant caring, and what prevents
compassion fatigue is the practice of compassion. For them, compassion fatigue is not a reactive
process; rather, it speaks about the inability to reduce suffering, "...compassion fatigue is not an
enactment. Rather, it is a response to the cumulative experience of caring for people who are
suffering, and the personal experience of the persistent excess of suffering despite one's best

efforts at ameliorating it" (p. 343). Austin et al. (2009) say that compassion fatigue refers to a
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state prior to when the person had compassion, and which is diminished now. They describe
compassion fatigue following an understanding of compassion where compassion has two
inevitable components; recognizing the suffering and the motivation to alleviate suffering. They
suggest, "compassion fatigue may be the bifurcation of these necessary emotive constituents,
where a person, unable to alleviate the suffering of another actively withdraws from similar
emotive stimuli" (p. 200). Sinclair et al. (2017) argued that compassion fatigue, if essentially
linked to the construct of compassion, can be problematic as it implies "something inherently
tiring about compassionate feelings and behaviours" (p. 13). Ledoux (2015) challenges the idea
that caring itself is the cause of compassion fatigue and that there is a cost to caring. Instead, he
says that to understand compassion fatigue, we need to study compassion. Similarly, Sinclair et
al. (2017) suggest that the term compassion needs to be empirically studied in order to
understand compassion fatigue.

It is clear from the given literature that there are for and against opinions regarding the
possibility of compassionate care becoming subject of fatigue. The literature clearly states the
need for investigating the concept of compassion to understand compassion fatigue and its
etiology. Following this gap in literature in understanding compassion fatigue, I undertook a
historical, etymological, and philosophical exploration of the concepts of compassion and
karuna-an Eastern equivalent for compassion which has been published in Asian Philosophy
Journal (Parattukudi & Melville, 2019). The central focus of this literature investigation was to
understand the phenomenon of compassion by exploring the similarity and difference between
the Western concept of compassion and the Eastern concept of Karuna. There were two main
sources used for this study representing the West: 1) the philosophical thoughts on Pity (the word
pity refers to the phenomenon of compassion in Classic Greek and Latin literature, including its
exposition in the works of Aristotle) in Homeric poems (c. S00BCE-600BCE), in Aristotelian
tradition (Aristotle’s The Rhetoric-c. 384-322BCE) culminating in the most recent exposition in
Martha Nussbaum (2001, 2008, 2013), 2) the account of pity developed during the Hellenistic
period (323 BCE-31BCE) of Western philosophy in the Judeo-Hellenistic tradition (300 BCE-
200 BCE), followed by the 1st Century philosopher Philo. The sources used in the study
representing the East was the teaching and practice of karuna in Buddhism. The study compared

the nature and structure of the phenomenon of compassion within these various traditions.
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The comparison between the expressions of this phenomenon of compassion in the East
and West, revealed that the Aristotelian tradition, despite its influence in philosophy and the
Western worldview, falls short of the essential elements of similarity as compared with the
Judeo-Hellenistic exposition of the phenomenon of compassion and that in Buddhism. In the
Western presentation of compassion, the Judeo-Hellenistic concept of compassion is more
comparable with the Buddhist karuna as both show a structural completion in the process of the
emotion, and both show love as one of the motivating principles of the experience. These
traditions also show a strong forward move towards action to remove affliction from the sufferer.
In our exploration of the phenomenon of compassion, the most challenging and unique
difference, even when the Judeo-Hellenistic view representing the West is well considered as a
close ally to Buddhism, is the self-centeredness of compassion and the non-self-centeredness of
karuna.

Kupperman (1995), in his exploration of emotions in the West and East, observes that the
"limited altruism" of the West has deep roots in its philosophical construct of "individualized
self" (p. 131). In contrast, Buddhism insists that the relationships (the five aggregates — khanda)
that make personhood and reality are empty, and the perception of it is something that one must
escape for attaining nirvana. The main difference is based on understanding the individual self
within the Western and Eastern systems, which introduces the concepts of self-referential and
non-self-referential expressions of compassion.

While self-referential compassion is subject to individual conditions and interpretations,
non-self-referential compassion can transcend those limiting factors. Halifax (2011) speaks of
self-referential compassion in the Buddhist tradition. According to her, self-referential
compassion always has an object and may be subject to fatigue, whereas non-self-referential
compassion has no object and is universal. Halifax divides self-referential compassion into
various categories, "biologically based compassion" which implies instinctual bond, "unripened
compassion", implying a kind of compromised one, "attached compassion" like that experienced
in a sexual relationship, "compassion through identification" experienced through identifying
with the suffering of others, and "reasoned compassion" which is further divided into
compassion as a moral principle and compassion through the deep insight of reality (p. 151).
Ekman (2012) spoke of four types of compassion: familiar compassion, familial compassion,

compassion to strangers and compassion to all sentient beings. The first two reflect self-
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referential compassion, and the latter represents non-self-referential compassion. Self-referential
compassion, when understood through the prism of the universal human experience of suffering,
can be vulnerable to fatigue or fade and, however, is amenable to change towards the direction of
non-self-referential experience with its positive benefits as compassion training is treated in
Buddhist tradition (Analayo, 2015; Halifax, 2011).

The following tabulation (Table: 1) places empathy, self-referential compassion, and non-
self-referential compassion in their respective processes related to altruistic action, the reason,

and results.
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Empathy/compassion Different types Reason for Result of altruistic action
altruistic action
Empathy Cognitive Through distress Fatigue is experienced due to the
empathy regulation depletion of the dopaminergic system
Emotional (Dowling, 2018)
empathy
(Ability to experience any Emotional arousal
emotion, ability to distinguish theory
the feeling in self or other, (Hoffman,1981)
no natural action oriented- Empathic distress, Negative feelings, poor health, burnout,
ness, Reactive) Pathological withdrawal
altruism (Klimecki | Empathic distress fatigue
& Singer, 2011)
(Batson et al.,
1987)
Compassion (Self-referential)
Concern for suffering and Familial Attachment-based Perception of depletion in the ability to
action to alleviate suffering compassion (Gilbert, 2017) care/nurture due to the perception of
(Virtuous action, most times (Ekman, 2012) excess need and lack of resources
guided by love and pleasant
affect, Biologically (Compassion fatigue)
Moral/spiritual motivation based (Genuine altruistic action and yet
Relational, compassion- vulnerable to fatigue)
Subject-Object divide). (Halifax,2011)
“Attached
compassion-
(Halifax, 2011)
Familiar Guided by the fear | Distress regulation.
Analayo (2015) speaks of compassion of a similar thing
Buddhist compassion (Ekman, 2012) happening to me
focusing on a particular compassion Guided by the
object in the basic stage and through subjective state of
is objectless in the advanced identification- the compassionate
stage. (Halifax,2011), or condition of the
(Nussbaum,2001) | object (Aristotelian
view, Nussbaum,
2001)
Compassion (Non-self- Guided by No fatigue
referential/transcending self) Compassion to all | awareness of It can prevent fatigue
Universal, Relational, sentient beings- suffering, common
No subject-object divide, (Ekman, 2012) humanity, and
Pleasant affect, interdependence of
Guided by the awareness of Reasoned sentient beings,
the nature of suffering and compassion- Guided by wisdom
interdependence of all beings | Halifax (2011) (Buddhist
tradition)
Neurological
research by
(Klimecki &
Singer, 2013)
Guided by the unconditional | Compassion to Judeo Hellenistic
law of love-nature of God strangers- tradition (Mirguet,
(Ekman,2012) 2017)
(parattukudi &
Melville, 2019)

Table 1: Empathy, compassion, and altruistic action

It is possible that most times, what we call empathy or compassion in the health care
experience is the self-referential compassion which can be limited, conditional and respond to
the nature, size and intensity of the suffering object, the personality of the sufferer or the

compassionate caregiver. While acknowledging that non-self-referential compassion is the ideal,
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it is hard to believe that such universal compassion is common experience among caregivers. We
need to account for the instances of self-referential compassion found in Buddhist literature
(Ekman, 2012; Halifax, 2011) and in Western philosophical tradition (Parattukudi & Melville,
2019), which may also be present in the health care related compassionate caregiving spaces and
the biological, attachment-based informal caregiving systems like parenting. That is to say, when
we refer to compassion in general terms, we may be looking at a spectrum of experiences within
compassion, most of it resulting in fade and fatigue. Therefor the recent euphemism around
compassionate workplaces, if not accepting all expressions of compassion as legitimate, may end
up in a context of compassion becoming a "mode of power" (Simpson et al., 2014) viewed

through a Foucauldian analysis.

4. Current Status of Compassion Fatigue Research

The term compassion fatigue originated in the context of nursing (Joinson, 1992) and
burnout literature, mainly supported by the burnout theory of Maslach (1982). However, the
majority of the literature follows the conceptualization of Figley (1995, 2002), which sees
compassion fatigue as a secondary traumatic stress disorder (STSD), which he argued as parallel
in traumatology and symptoms to Post Traumatic Stress Disorder (PTSD) which appeared in
DSM III. Beginning with Figley (1995), scholars started exploring the experience of therapeutic
exposure to trauma and suffering within the compassion fatigue /secondary traumatic stress
disorder (CF/STSD) model. In this review, and in the following sections of this dissertation,
CF/STSD refers specifically to the interpretation of compassion fatigue by Figley (1995).

Most studies have mapped overlapping experiences of compassion fatigue, secondary
traumatic stress disorder and burn out. Several studies (Abendroth, 2005; Craig & Sprang, 2010;
Drury et al., 2014; Hegney et al., 2014; Kelly et al., 2015) reported trauma, anxiety, life demands
and excessive empathy as contributory factors for CF/STSD. The factors that predicted
CF/STSD and burnout were young age, lack of work experience and reduced recognition at
work. Meaningful recognition, higher job satisfaction, older age, more years of experience, self-
care, and evidence-based practice were found as having some preventive effects on CF/STSD
and burnout in some studies (Craig & Sprang, 2010; Hegney et al., 2014; Kelly et al., 2015;
Sanso et al., 2015).

A study including hospice nurses in Florida by Abendroth (2005) revealed that 78% of

the nurses interviewed had moderate to severe CF/STSD, and 26% were considered at high-risk.
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Significant factors influencing CF/STSD were trauma, anxiety, life demands and excessive
empathy. These factors accounted for 91% of the incidence of CF/STSD, and hospice
organization and others accounted for the rest. Hegney et al. (2014) studied 132 nurses regarding
CF/STSD and compassion satisfaction and the contributory factors of depression, anxiety, and
stress. Compassion fatigue, burnout, secondary stresses were positively correlated to anxiety and
depression. Younger populations of nurses with less experience had a higher incidence of
compassion fatigue. Kelly et al. (2015) surveyed 491 direct care nurses in critical care regarding
compassion satisfaction, burnout, and secondary trauma. The factors connected to higher
compassion satisfaction with receiving meaningful recognition, higher job satisfaction, older age,
and fewer years of experience. Conversely, the factors linked to burnout were lack of meaningful
recognition, membership of the age group 21-33years, and more years of experience.

Mental health professionals tend to have chronic and intense exposure to traumatic clients
and their stories. From Figley (1995), scholars started exploring the experience of therapeutic
exposure to trauma within the framework of CF/STSD. Sprang et al. (2007) examined the
relationship between CF/STSD, compassion satisfaction and burnout in 1121 mental health
professionals. Female gender was associated with higher compassion fatigue, with psychiatrists
reporting more compassion fatigue compared to non-medical professionals. Craig and Sprang
(2010) surveyed a random sample of 532 self-identified trauma specialists in the United States
on the impact of evidence-based practices to deal with CF/STSD and burnout. The results
indicated higher levels of burnout in younger professionals compared to higher levels of
compassion satisfaction in experienced professionals. Use of evidence-based practices reported a
decrease in CF/STSD in this study. Kraus (2005) investigated self-care, CF/STSD, and burnout
and compassion satisfaction among 90 mental health clinicians who worked with adult sex
offenders. The study found that self-care strategies had no influence on compassion fatigue and
burnout but had some relationship to compassion satisfaction. They suggest that compassion
satisfaction may be useful in decreasing burnout, not compassion fatigue.

It appears that there is some difference between direct, critical nursing to oncology,
hospice palliative care nursing regarding CF/STSD. Hooper et al. (2010) compared emergency
nurses with other specialties like oncology and nephrology and intensive care. There was no
statistically significant difference in CF/STSD, intensive care nurses had higher burnout, and

oncology nurses showed high levels of compassion fatigue. Martins Pereira et al. (2011)
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in their literature review of burnout in palliative care concluded that the burnout experienced by
palliative care professionals was not higher than professionals experienced in similar health care
settings. The study by Sans6 et al. (2015) on palliative care nurses to understand the impact of
CF/STSD found that self-awareness was a significant component in promoting compassion
satisfaction and a decrease in CF/STSD.

There are several studies which look at the personality factors of caring professionals its
relationship to CF/STSD and burnout. Craigie et al. (2016) studied the relationship of the trait-
negative affect (disposition to experience negative state of mind) of nurses in 273 samples to
compassion fatigue and other related experiences. The negative trait affect contributed to a
relationship to both compassion fatigue and secondary traumatic stress and burn out. However,
compassion satisfaction showed only protective factors regarding burnout, not secondary
traumatic stress. Kim et al. (2014) conducted a study in 172 nurses to understand how Type D
personality ( a personality type who usually suppress negative emotions) was related to
CF/STSD, burnout, compassion satisfaction and job stress. In this study, 79.7% of nurses were of
Type D personality, and Type D personality had a statistically significant positive relationship
with CF/STSD, burnout and job stress. Pardess et al. (2014) studied volunteers from several
trauma-related organizations in a series of three studies on attachment insecurities and CF/STSD.
The result indicated a significant positive relationship of attachment insecurities with
compassion fatigue.

Some of the following approaches are found in the reviewed literature as preventative
strategies for CF/STSD. Figley (1995, 2002) suggested developing methods for compassion
satisfaction and physical and emotional separation from their work to allow workers to renew
their energy to deal with compassion fatigue/STSD. Drury et al. (2014) in a study of Australian
nurses which involved two phases, regarding CF/STSD, compassion satisfaction, anxiety and
stress proposed a model of resilience as effective against CF/STSD. Hevezi (2016) did a
nonrandomized pre-post study on 15 registered oncology nurses by introducing a short
meditation (less than ten mints) to deal with CF/STSD. The study revealed a statistically
significant increase in compassion satisfaction, decrease in burnout and secondary trauma. Way
and Tracy (2012), using qualitative data from hospice employees, studied the communication of
compassion at work. The authors proposed a model of "recognizing, relating, and (re) acting" (p.

292) for communicating compassion at work. A literature review by Canfield (2005) revealed
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some of the coping strategies by therapists included "affective distancing; putting collegial
support systems in place; drawing on a sense of altruism or a higher purpose in life; regular
exercise; and having a supportive and empathic supervisor to whom therapist could reach out"

(p. 98). Schwam (1998) suggested self-awareness and self-care as an intervention for compassion
fatigue. Valent (2002) suggested a holistic approach, which included debriefing and
psychotherapy mainly to deal with the survival strategies. Dev et a. (2019) surveyed 801 nurses,
516 physicians, and 383 medical students regarding barriers to compassion in work. Nurses in
this study reported more work environment-related barriers to compassion such as pages, phone
call or other interruptions during consult, and less patient family related barriers such as the

worry that the patient/family may complain or sue.

5. Compassion Fatigue Research: Methodological Problems

Figley (1995) designed the first test for measuring CF/STSD, the Compassion Fatigue
Self-Test. It was a 40 item self-report measure combining compassion fatigue/STSD (23 items)
and burnout (17 items). Gentry et al. (2002) adapted it to a 30-item scale called the Compassion
Fatigue Scale. Recently Stamm (2005) incorporated positive items on compassion satisfaction
onto the scale and designed the ProQOL with 30 items, three sub-items with ten items each on
compassion fatigue, STSD, and compassion satisfaction. Stamm (2005) described compassion
fatigue and compassion satisfaction as the negative and positive experiences of helping
professionals. Since the introduction of the tool, the ProQOL scale has been widely used both for
clinical evaluation and research on compassion fatigue. Stamm states that the ProQOL scale
contains three distinct scales, and they have not succeeded in getting all three into a single
composite scale. In his conceptualization of compassion fatigue, he defines it as the result of
"work-related, secondary exposure to extremely stressful events" (p.5) and compassion
satisfaction as "the pleasure an individual derives from being able to do their work" (p. 5). This
definition indicates that the scale does not consider caring relationships and compassion sources
in such a process. Despite this, the ProQOL scale continues as the most prominent compassion
fatigue measure (Sinclair et al., 2017) in recent healthcare research. Ledoux (2015) says that
though nursing research has always used the ProQOLscale and other compassion fatigue tools
following the theory of Figley (1995), they do not seem to measure the construct of compassion.

Sinclair et al. (2017) hold a similar opinion in their meta-narrative review on compassion fatigue.
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Within the literature, the accepted view on compassion fatigue's measurement is that it is
challenging due to the lack of clarity of the concept and lack of classification compared to other
related experiences (Najjar et al., 2009). The various compassion fatigue measures are not
considered diagnostic but are instead screening tools to help the individual and the organization.
Bride et al. (2007) state that the score of the ProQOL scale needs to be interpreted with caution,
as the individual who reports high in the measure may not, in fact, experience compassion
fatigue. As Stamm (2005) clarifies: "It is possible for people to report high scores on compassion
satisfaction combined with high scores on compassion fatigue" (p. 5), and he argues that highly
altruistic people may find themselves in the most challenging places and experience both
compassion satisfaction and compassion fatigue. This explanation clarifies the lack of any direct
relationship between the different parts of the scale. However, in the general perception, as we
find in current literature, compassion satisfaction appears to be the opposite of compassion
fatigue (Gribben et al., 2019).

Some of the recent qualitative exploratory studies (Austin et al., 2009; Perry, 2008; Perry
et al., 2011; Steinheiser, 2018) have departed from using measures like the ProQOL scale in
studying compassion fatigue. Steinheiser (2018) reviewed the experience of compassion fatigue
in Skilled Nursing Facilities (SNF), where they cared for older adults who faced multiple losses
and end-of-life concerns. He used the interpretive phenomenological approach in understanding
the phenomenon of compassion fatigue, which primarily reflected it as caring relationships and
the inability to nurture it coupled with traumatic incidents like death. He compared the potential
use of the ProQOL scale for nursing research and reported that many nurses reflected their
symptoms to the items in the scale related to burnout; however, they did not support the
symptoms associated with compassion fatigue in the scale.

The ambiguities in defining the concept led to a lack of focus and clarity in the literature
regarding compassion fatigue. Measurements and interventions are based on the foundational
conceptualization of the concept. Without having such a clear conceptual foundation, further
research on compassion fatigue will not measure what it is supposed to measure and intervene
what it needs to intervene. In the earliest works on compassion fatigue, Valent (2002) stands out
as someone who proposed a heuristic distinction between the terms STSD, compassion fatigue
and burnout through his survival strategies approach. He suggested burnout as the failure of

assertiveness-goal achievement strategy, compassion fatigue as rescue-care taking strategy. He
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acknowledged the general term of STSD perpetuated by Figley (1995,2002) and others while
holding on to the idea of rescue-caretaking trauma in compassion fatigue.

Kanter (2007) has an intuitive suggestion regarding confusion in conceptualizing
compassion fatigue. Given that the consequent physiological symptoms of compassion fatigue,
secondary traumatic stress disorder and burnout are very similar, what is needed is a differential
diagnosis approach. Critiquing Figley's work, he argues that "reducing all stress to traumatic
origins" (p. 289) is wrong and that there is chronic suffering experienced by many without a
trauma component. He says that all suffering is inherently stressful, and it is the individual's
response that makes it manageable or not and that not all suffering leads to trauma.

6. Compassion Fatigue and Other Related Experiences

Kanter (2007) writes a critique of Figley's ideas on compassion fatigue and explores other
experiences like countertransference and burnout. According to him, we need a clear etiology to
study compassion fatigue, and such a thing is missing in the literature. Collins and Long (2003),
in a literature review on the after-effects of exposure to the traumatic narratives of patients by
care professionals, elaborate at length on a synthetic view of secondary stress, burnout, vicarious
trauma, countertransference and compassion fatigue. The distinction between burnout and
secondary stress disorder is that burnout does not include work-related fear, but STS includes the
experience of fear related to work trauma. Burnout is also related to the workplace environment,
but STS is related to patient-related episodes (Ames et al., 2017).

In the following sections these related experiences will be briefly discussed in order to

better understand the relationships between compassion fatigue and these related experiences.

6.1 Compassion Fatigue and Secondary Traumatic Stress

Meadors et al. (2010) suggested that compassion fatigue and secondary traumatic stress
are different even though they have overlapping elements that warrants further research. Leone et
al. (1999) suggested that Figley (1995) combined the experience of burnout and PTSD symptoms
experienced by individuals who were associated with or treating trauma victims to conceptualize
compassion fatigue/STSD. They suggested that if it was not treated, it might become PTSD.
According to Stamm (2005), the symptoms of compassion fatigue/STSD can have a sudden
onset related to a particular event and can manifest difficulty in sleeping, triggering disturbing
memories and evoking avoidance response. Though the term compassion fatigue was initially

used in the nursing context, it was later defined in another context. The common risk factor for
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both is contact with clients. However, STSD presents with trauma and exhaustion, while

compassion fatigue more commonly presents with exhaustion (Coetzee & Klopper, 2010).

6.2 Compassion Fatigue and Burnout

According to Gallagher (2013), burnout results from the caring professional's interaction
with their working environment not being supportive of their health. However, compassion
fatigue results from the relationship between the patient and the professional. Ledoux (2015)
suggests that burnout speaks about the breakdown of the relationship between the employer and
the employee, while compassion fatigue refers to the nurse-patient relationship. According to
McHolm (2006), while the nurse who experiences burnout eventually becomes less caring and
empathetic, nurses with compassion fatigue "give themselves fully to their patients, finding it
difficult to maintain a healthy balance of empathy and objectivity" (p. 14). The same experience
is reported by Boyle (2011), who found nurses suffering from compassion fatigue made
desperate attempts to connect with their patients compared to the nurses who experienced
burnout who practiced distancing from patients. For Boyle, the difference between burnout and
compassion fatigue is in their etiology: burnout is a reaction experience, and compassion fatigue
is a relational experience. Ledoux (2015), analyzing the work of Joinson (1992), suggests that
Joinson was not trying to make a "causal relation between burnout and compassion fatigue" (p.
2045). Figley (1995) suggested that burnout emerges gradually while CF/STSD can happen
suddenly, and there is a faster recovery for it than burnout. Keidel (2002) conceived compassion
fatigue and burnout as mutually overlapping concepts. Valent (2002) made a clear distinction
between compassion fatigue and burnout by suggesting that compassion fatigue resulted from the
failure of rescue-care taking strategy and burnout resulted from the failure of an assertiveness
strategy. Collins and Long (2003) are of the opinion that compassion fatigue and burnout have a

dynamic relationship, with burnout sometimes causing compassion fatigue and vice-versa.

6.3 Compassion Fatigue and Counter Transference

In psychoanalytic theory counter transference is understood as the “result of the analyst's
unconscious reaction to the patient” (Tosone, 2012, p. 3) where the therapist projects to the client
their unresolved conflicts. Accordingly, many of the patients instead of remembering traumatic
issues of the past, unconsciously involves the therapist in “traumatic enactments as a form of
communication and recollection” (P. 7). If not managed well, this can be extremely emotionally

draining for the therapist. Figley (1995) argued that countertransference could be incorporated
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into CF/STSD, but not limited to it as it can also occur in non-therapeutic situations. Berzoff and
Kita (2010) state that countertransference and compassion fatigue are different experiences and
need different interventions. Countertransference happens as part of therapeutic enactment.
However, compassion fatigue is the result of repeated exposure to suffering. Gentry (2002)
suggested that CF/STSD had roots in transference experience and that it works as a "catalyst for
positive change, transformation, maturation, and resiliency" (p. 37), together with its disruptive
role in the lives of people who care for the traumatized. Kanter (2007) says that the scholars of
compassion fatigue have taken an "ahistorical approach" (p. 289) in not considering
countertransference experience in the conceptualization of CF/STSD. He argues that the example
of Jane with compassion fatigue in Figley (2002) is really an example of how
countertransference affects an individual. He argues for transference as the cause of compassion
fa