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OBIJECTIVES: To develop an evidence-based
compassion fatigue program and evaluate its impact
on nurse-reported burnout, secondary traumatic
stress, and compassion satisfaction, as well as
correlated factors of resilience and coping behaviors.

SAMPLE & SETTING: The quality improvement pilot
program was conducted with 59 nurses on a 20-bed
subspecialty pediatric oncology unit at the St. Jude

Children’s Research Hospital in Memphis, Tennessee.

METHODS & VARIABLES: Validated measures of
compassion fatigue and satisfaction (Professional
Quality of Life Scale V [ProQOLV]), coping (Brief
COPE), and resilience (Connor-Davidson Resilience
Scale-2) were evaluated preprogram and at two, four,
and six months postprogram, with resilience and
coping style measured at baseline and at six months
postprogram.

RESULTS: Secondary traumatic stress scores
significantly improved from baseline to four months.
Select coping characteristics were significantly
correlated with ProQOLV subscale scores.

IMPLICATIONS FOR NURSING: Ongoing
organizational support and intervention can
reduce compassion fatigue and foster compassion
satisfaction among pediatric oncology nurses.
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ediatric oncology nurses are at an in-

creased risk for developing compas-

sion fatigue related to lengthy rela-

tionships with patients and families,

ethical dilemmas in clinical care, and
active participation in grief and bereavement (Zander,
Hutton, & King, 2010). Compassion fatigue has been
described as an acute loss of emotional and physi-
cal energy toward the self and work, with a hindered
ability to provide compassionate care for patients
experiencing suffering (Figley, 2002). Symptoms of
compassion fatigue may include decreased job sat-
isfaction, fatigue, negativism, outbursts, lessened
compassion toward coworkers, inability to separate
work and home, intrusive thoughts related to patient
suffering, dependent nurse-patient relationships, and
feelings of hopelessness and depression (Aycock &
Boyle, 2009; Panos, 2007; Pfifferling & Giley, 2000).
Compassion fatigue may lead to higher use of sick
days and increased nursing turnover (Pfifferling &
Gilley, 2000; Potter et al., 2010).

Individual factors, such as having fewer than five
years in the nursing profession, blurred professional
boundaries, ineffective coping styles, and traumatic
personal life events, further exacerbate the nurse’s
reaction to the stressors of the work environment
(Yoder, 2010). Environmental factors (e.g., heavy
workload, high patient acuity, end-of-life patient
care, rapidly changing technology, lack of adminis-
trative support) also escalate the risk for compassion
fatigue and burnout (Hinds et al., 1994; Hooper, Craig,
Janvrin, Wetsel, & Reimels, 2010; Rourke, 2007).

Recommended interventions to prevent and treat
compassion fatigue involve individual, professional,
and organizational support (Rourke, 2007). Individual
interventions for self-care may include healthy eating,
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sleep, exercise, relaxation techniques, mindful-
ness, prayer, work-life balance, and personal coping
strategies. Professional interventions may include
boundary setting, peer consultation, diversification
of workloads, positivity, and team building (Rourke,
2007). Organizational interventions may include
mentoring programs, support groups, team building,
continuing education, and respite settings (Aycock &
Boyle, 2009; Morrison, 2012; Rourke, 2007).

Background

In the healthcare literature, the term compassion
fatigue has been used synonymously with secondary
traumatic stress, moral distress, vicarious trauma-
tization, and burnout, causing confusion between
conceptual definitions and operational definitions of
survey instruments. To provide clarity and congru-
ence, this article will refer to operational definitions
of compassion fatigue, secondary traumatic stress,
and burnout aligned with the Professional Quality of
Life Scale V (ProQOLV), a validated scale widely used
to assess workplace satisfaction, secondary trau-
matic stress, and burnout (Stamm, 2010). According
to the ProQOLV instrument, compassion fatigue
consists of two parts: secondary traumatic stress and
burnout (Stamm, 2010). Secondary traumatic stress
describes the stress response that caregivers expe-
rience from witnessing the suffering or trauma of
others (Figley, 2002) and is characterized by intru-
sive thoughts of a traumatic event, insomnia, fear,
and avoidance (Stamm, 2010). Burnout is defined as
a chronic state of physical, mental, and emotional
exhaustion and cynicism secondary to cumulative
work-related demands and is associated with a lack
of pride in self, aversion to work, and loss of interest.
The onset of burnout is gradual and brought on by
work-related stressors (Maslach, Schaufeli, & Leiter,
2001; Stamm, 2010), whereas secondary traumatic
stress has a rapid onset and is associated with rela-
tional aspects of caring (Stamm, 2010). Together,
secondary traumatic stress and burnout reflect the
challenge of balancing role-related demands and
fostering therapeutic relationships within complex
healthcare environments.

In contrast to compassion fatigue is the phe-
nomenon of compassion satisfaction. Compassion
satisfaction is the fulfillment derived from helping
others or from doing one’s job well (Stamm, 2010).
An individual’s resilience, or his or her ability to cope
effectively and grow amid stressful situations, is
thought to promote compassion satisfaction and pro-
tect against secondary traumatic stress and burnout
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(Grafton, Gillespie, & Henderson, 2010; McSteen,
2010; Zander et al., 2010).

Presence of compassion fatigue was voiced as a
concern in pediatric oncology nurses at the current
authors’ institution. Therefore, a needs assessment
was conducted to elicit the concerns and supportive
needs of nurses; this identified the areas of grief and
bereavement, teamwork, and stress/burnout man-
agement. The needs assessment was followed by
administration of the ProQOLV to 132 inpatient and
outpatient nurses and confirmed high levels of sec-
ondary traumatic stress, moderate burnout, and high
compassion satisfaction. To improve compassion
fatigue in nurses working at the authors’ institution,
a compassion fatigue intervention pilot program was
planned.

When seeking to develop a compassion fatigue
intervention program, a standardized program for
pediatric oncology nurses was not found in the lit-
erature; therefore, one was designed by the current
authors based on recommendations in the literature
for nonpediatric settings. Most described programs
consisted of one-time seminars, educational offerings,
or off-site retreats, with limited evidence of ongoing
organizational resources. It was recommended that
each organization create a program based on inter-
ventions tailored to individual, professional, and
organizational needs (Roberts & Boyle, 2005; Zander
et al., 2010).

Primary goals identified by the current authors
were to design an ongoing evidence-based com-
passion fatigue program for nurses on an inpatient
pediatric oncology unit and to evaluate its impact on
nurse-reported compassion fatigue and compassion
satisfaction. Secondarily, the authors also sought to
determine whether there was a correlation among
nurses’ reported compassion fatigue, compassion sat-
isfaction, resilience, and coping methods.

Methods

Theoretical Framework

The Neuman Systems Model, which describes an
individual as a whole client or client system who
interacts with actual or perceived environmental
stressors, was used as the guiding framework for this
project; according to this model, clients use protec-
tive mechanisms to successfully cope with stressors
and facilitate overall health (Gonzalo, 2011; Neuman,
1980). In this model, compassion fatigue could be
likened to the depletion of one’s core energy because
of ineffective coping and resilience against stressors.
Conversely, compassion satisfaction reflects overall
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system wellness and resilience influenced by adaptive
coping and role-related meaning. Consequently, this
framework is focused on nurses’ wellness, resilience,
and depletion of core energy.

Sample and Setting

The pilot program was conducted on a subspecialty
pediatric oncology unit at the St. Jude Children’s
Research Hospital, a National Cancer Institute-
designated pediatric comprehensive cancer center
in Memphis, Tennessee. RNs on an inpatient unit
specializing in the complex care of children and
adolescents with solid and central nervous system
tumors were invited to voluntarily participate in the
six-month pilot program. At the time of this study,
the unit had 20 beds and an average daily census of
16.7 patients and 12.8 RN hours per patient day. Each
nurse was invited to participate through a face-to-face
encounter with the project nurse.

Variables

Prior to program initiation, all participants were
given a unique identification number. Demographic
variables and the nurses’ reported secondary
traumatic stress, burnout, and satisfaction were col-
lected at baseline (prior to program), with repeated
measures at two, four, and six months (plus or
minus 14 days at each time point). Resilience and
coping style were assessed at baseline (prior to the
program) and month six (plus or minus 14 days at
each time point). All measures were completed in
hard copy and placed in a secure location within the
unit. At each repeated measure, the project nurse
hand-delivered the assessment tools to each partic-
ipant. The project nurse reviewed the surveys and
followed up via email or face-to-face encounter with

FIGURE 1. Unit-Based Self-Care Program

Education

all nurses who did not return the survey. The quality
improvement project received institutional review
board exemption.

Measures

Professional Quality of Life Scale V: The ProQOLV
is a 3o-item self-report scale adapted from the
Compassion Fatigue Self-Test developed by Figley
(1995). It is the most widely used scale to assess the
impact of helping in caring professionals (Stamm,
2010). Scores are reported as raw scores or t scores.
Raw scores allow for better analysis of continuous
data, whereas t scores provide standardized scor-
ing, which facilitates comparison across various
ProQOL versions (Stamm, 2010). Average scores
were derived from a database of 1,289 cases from
multiple studies (Stamm, 2010). Secondary trau-
matic stress subscale t scores average 50 (SD = 10,
Cronbach alpha = 0.81), with t scores greater than 57
indicating higher levels of stress influenced by acute
or traumatic events. Raw scores between 23 and 41
are equivalent to a mean t score of 50. Raw scores
of 42 or greater indicate higher secondary traumatic
stress levels (Stamm, 2010). Burnout subscale t
scores average 50 (SD = 10, Cronbach alpha = 0.75),
with t scores greater than 57 indicating negative
feelings about one’s ability to effectively perform
work functions. Raw scores between 23 and 41 are
equivalent to a mean t score of 50. Raw scores of 42
or greater indicate higher burnout levels (Stamm,
2010). Compassion satisfaction subscale t scores
average 50 (SD = 10, Cronbach alpha = 0.88), with
higher t scores (greater than 57) representing greater
satisfaction with one’s ability to effectively provide
compassionate care (Stamm, 2010). Raw scores
between 23 and 41 are equivalent to a mean t score

Self-care
Health Grief
and wellness and bereavement
Nutrition Exercise Sleep End-f)f-.“fe Rememp rance
debriefing activities
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of 50. Raw scores of 42 or greater indicate higher
compassion satisfaction levels (Stamm, 2010). Raw
scores range from 10 to 50 (Stamm, 2010).

Connor-Davidson Resilience Scale-2: The
Connor-Davidson Resilience Scale-2 (CD-RISC2) is
a two-item, four-point Likert-type assessment of per-
sonal resilience characteristics and symptom status
(Vaishnavi, Connor, & Davidson, 2007) adapted from
the original 25-item CD-RISC (Connor & Davidson,
2003). Items 1 (“able to adapt to change”) and 8
(“tend to bounce back after illness or hardship”) from
the CD-RISC scale comprise the CD-RISC2 question-
naire. The CD-RISC2 has a strong correlation (r =
0.78, p < 0.001) with the remaining 23 items of the
CD-RISC scale (Vaishnavi et al., 2007).

Brief COPE Scale: The Brief COPE Scale is a
28-item questionnaire to assess adult coping strat-
egies that measures coping reactions through 14
two-item subscales (Carver, 1997). Coping reaction
is ranked according to a four-point Likert-type scale
ranging from 1 (not at all) to 4 (a lot), with higher
scores indicating endorsement of the coping trait.
Subscale internal Cronbach alphas range from 0.5 to
0.9. The Brief COPE was adapted from the 60-item
COPE Inventory and shows general internal consis-
tency (Grafton et al., 2010).

Unit-Based Self-Care Program Intervention

Self-care and healthy lifestyle resources were provided
to the nurses as part of the intervention program (see
Figure 1). Each component of the intervention was
delegated to interprofessional team members, with
oversight by the corresponding discipline.

Education: Each nurse was provided with educa-
tional materials in a binder. The materials promoted
awareness about compassion satisfaction and com-
passion fatigue and introduced self-care practices
to enhance professional quality of life (i.e., health
and wellness, grief and bereavement, and use of the
respite room).

Health and wellness: Nutrition support was
provided by a clinical registered dietitian who was
available for individual consultation. The dietitian
assisted with disseminating healthy snacks on the
unit, including kale smoothies, blueberries, and
granola bars. Healthy recipes for nurses to make
at home were distributed monthly in a compassion
satisfaction newsletter. Communication of on-site
employee resources for physical activity, such as a
free fitness center and health coaches, were included
in the newsletter. In addition, nurses received edu-
cational materials describing exercises that could
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be performed at the nurses station. Yoga mats and
handheld weights were made available in a respite
room. Sleep hygiene education materials included

TABLE 1. Sample Characteristics (N = 59)

Characteristic n
Age (years)

20-29 36
30-39 17
40 or older 6
Current shift

Weekdays 18
Weeknights 20
Weekend days 10
Weekend nights 9
Weeknights, weekend nights 1
Other 1
Highest nursing degree held

Diploma 1
Associate degree 4
Bachelor’s degree 48
Master’s degree 6

Marital status

Married 28
Single 28
Divorced or separated 3

Participation in nurse residency program

No 42
Yes 17
Years in current shift

0-4 43
5-10 11
More than 10 years 5
Years in pediatric hematology-oncology

0-4 39
5-10 9
More than 10 years 11
Years as an RN

0-4 34
5-10 13
More than 10 years 12
Years at St. Jude Children’s Research Hospital

0-4 39
5-10 10
More than 10 years 10
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details about maintenance of a healthy sleep sched-
ule and shift-sensitive guidelines. As an incentive to
monitor individual health and wellness goals, each
nurse participant was given a Fitbit One™ calorie,
activity, and sleep tracker.

Grief and bereavement: A monthly time of remem-
brance honoring patients who had recently died was
established by the spiritual care service. Participants
were encouraged to share memories and write mes-
sages honoring patients on a piece of paper; these
were then folded into origami cranes and displayed in
the respite room. This time of remembrance rotated
monthly among the weekday, weeknight, and week-
end shifts, occurring quarterly on each shift. Staff from
spiritual care and quality-of-life services were available,
as needed, for staff debriefings after a patient’s death.
Group debriefing and remembrance sessions provided
nurses the opportunity to express their emotions and
concerns in a supportive environment. Individual sup-
portive services were offered and included meeting with
a member of the spiritual care and/or quality-of-life
services or use of the employee assistance program, a
professional counseling service offered free of charge to
eligible employees and their family members. At each
debriefing and remembrance session, a brief announce-
ment was made to remind nurses of available individual
supportive resources. To further assist with bereave-
ment, sympathy cards were created and placed in the
nurses’ educational binders. Nurses sent these cards to

families after the death of their child, providing another
method of coping and closure for the nurse.

Respite room: The respite room was constructed
from a seldom-used consultation room on the inpa-
tient unit and was furnished with comfortable
furniture and soft lighting. A bookshelf housed self-
care and relaxation references, such as therapeutic
journaling. Additional resources for stress reduc-
tion and promotion of work-life balance, as well as
music to facilitate relaxation and mindfulness, were
available in the respite room. A mini refrigerator was
equipped with healthy snacks and water.

Statistical Analysis

Participants’ demographic characteristics and self-
reported quality-of-life scores were summarized by
descriptive statistics. The Wilcoxon signed-rank test
was used to compare the change in ProQOLV scores
(burnout, secondary traumatic stress, and compas-
sion satisfaction) from baseline to month two, from
baseline to month four, and from baseline to month
six. The change in quality-of-life scores from baseline
at each time point was compared among demographic
variables by using the Wilcoxon rank-sum test or the
Kruskal-Wallis test. Demographic variables in the
analysis included years as an RN, years as a pediat-
ric oncology nurse, current shift, certifications, and
participation in a nurse residency program. The
Spearman rank correlation coefficient was used to

TABLE 2. Change in Scores of Participants’ Reports of Professional Quality of Life Scale V Domains

Preintervention Postintervention Change

Domain Median IQR Median IQR Median IQR
Change from baseline to month 2 (N = 48)

Burnout 21.5 18t024.5 21.5 18.5t024.5 -1 -3t03
Secondary traumatic stress 22.5 2010 25 21 1810 26 -1 -4t01.5
Compassion satisfaction 42.5 37.5t045 42 381t045.5 - -3.5t03
Change from baseline to month 4 (N = 49)

Burnout 21 18t024 20 18t023 -1 -4t01
Secondary traumatic stress 23 20to0 25 21 171025 -2 -4t02
Compassion satisfaction 42 371045 41 381044 - -3t02
Change from baseline to month 6 (N = 41)

Burnout 22 18t024 21 18t0 24 -1 -3t02
Secondary traumatic stress 23 20t0 25 22 18t026 - -3t03
Compassion satisfaction 42 371045 42 361045 -1 -4t02

IQR—interquartile range
Note. Higher scores indicate higher risk of burnout, greater fatigue, and greater satisfaction. Raw subscale scores range from 10 to 50.
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TABLE 3. Spearman Correlations Among ProQOLV, CD-RISC2, and Brief COPE Scores at Baseline

(N =53)

ProQOLV Domains
Item Burnout STS Compassion Satisfaction
CD-RISC2
Total -0.052 -0.005 0.17
Brief COPE
Self-distraction 0.012 0.222 -0.059
Active coping 0.002 0.156 0.012
Denial 0.285* 0.233 -0.136
Substance use 0.102 0.207 0.082
Emotional support -0.115 0.005 0.01
Instrumental support 0.027 0.021 -0.176
Behavioral disengagement 0.52** 0.435* -0.318*
Venting 0.176 0.156 -0.063
Positive reframing -0.122 -0.062 0.047
Planning 0.188 0.204 -0.154
Humor 0.261 0.264 -0.161
Acceptance -0.005 0.038 -0.056
Religion 0.096 0.137 -0.094
Self-blame 0.354* 0.255 -0.213

*p<0.05;**p<0.01

CD-RISC2—Connor-Davidson Resilience Scale-2; ProQOLV—Professional Quality of Life Scale V; STS—secondary

traumatic stress

assess the relationship between quality-of-life scores
and resilience and coping style scores at baseline
and at six months. A two-sided significance level of
p < 0.05 was considered to be statistically significant.
Statistical analyses were conducted using SAS, ver-
sion 9.4.

Results
Table 1 displays demographic characteristics of the 59
RN participants. Most participants were women (n =
54). A majority of the participants were aged 20-29
years, had been an RN for fewer than five years, had
fewer than five years’ experience as a pediatric oncol-
ogy nurse, and had a bachelor’s degree or higher.
Slightly more than half of the participants held pro-
fessional certifications (n = 30). Although 59 nurses
were initially enrolled, only 37 participants completed
all outcome measures. The reasons for discontinua-
tion in the project included maternity leave, transfer
to another unit, and lost to follow-up.

Changes in ProQOLV scores were compared
between the following time points: preprogram (To)
to two months (T1), preprogram (To) to four months
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(T2), and preprogram (To) to six months (T3). Table
2 compares the participants’ reported ProQOLV sub-
scale scores over time, with measures reported only
for those with outcomes at the comparative time
points. Eighty-one percent of nurses had compara-
tive outcomes from To to T1, 83% had comparative
outcomes from To to T2, and 69% had comparative
outcomes from To to T3. A statistically significant (p =
0.029) reduction in secondary traumatic stress from
preprogram (To) to four months (T2) was found.
Demographic characteristics and changes in
ProQOLV scores from baseline were evaluated at
each time point for potential correlation. Years as an
RN, shift worked, certification, and participation in
the nurse residency program were not correlated with
a change in ProQOLV scores from baseline over time.
Also explored were the preprogram scores measuring
burnout, secondary traumatic stress, and compassion
satisfaction (ProQOLV subscales) and the scores’
correlation with the nurses’ reported resilience and
coping style (see Table 3). Comparisons of coping
styles and ProQOLV subscales of burnout, second-
ary traumatic stress, and compassion satisfaction
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demonstrated significant moderate to strong correla-
tions (r = 0.3 to < 0.5 and r > 0.5) at baseline (Cohen,
1988). The maladaptive coping mechanism of denial
and self-blame positively correlated with burnout.
Behavioral disengagement was positively correlated
with secondary traumatic stress and burnout and neg-
atively correlated with compassion satisfaction.

At program completion, being able to adapt and
bouncing back were not significantly correlated
with burnout and secondary traumatic stress.
Overall scores of burnout and secondary traumatic
stress minimally improved over time; however, the
number of reported maladaptive coping mechanisms
increased. The following maladaptive coping mech-
anisms were positively correlated with burnout and
secondary traumatic stress: self-distraction (activities
to take my mind off things), denial (believing some-
thing did not happen), substance use (glass of wine
helps me escape), behavioral disengagement (giving
up), venting (expressed negative emotions), humor,
and self-blame. Behavioral disengagement and self-
blame were negatively correlated with compassion
satisfaction (see Table 4).

Discussion
Although not significant across all time points, the
current study’s findings support those of Potter et al.
(2013), who reported that a structured intervention
program reduced overall levels of secondary trau-
matic stress in adult oncology nurses. An ongoing
compassion fatigue program for pediatric oncology
nurses was not found in the literature, so the current
authors used a variety of evidence-based organiza-
tional and individual self-care practices for mitigating
secondary traumatic stress and promoting resilience.
Although overall secondary traumatic stress and
burnout scores decreased during the intervention,
scores showed a slight increase at the last time point,
with an increase in maladaptive coping mechanisms.
This is consistent with the theoretical framework, in
that maladaptive coping against stressors will increase
stress (Neuman, 1980). This last time point occurred
during the month of December, which coincides with
important family and religious holidays. Within the
pediatric oncology setting, healthcare providers often
attempt to give patients and families a short respite
from hospitalization over such holidays (Phillips,

TABLE 4. Spearman Correlations Among ProQOLV, CD-RISC2, and Brief COPE Scores at 6 Months

After Program Implementation (N = 45)

ProQOLV Domains
Item Burnout STS Compassion Satisfaction
CD-RISC2
Total -0.217 -0.208 0.274
Brief COPE
Self-distraction 0.312* 0.382* -0.226
Active coping 0.127 0.158 0.068
Denial 0.459* 0.44* -0.236
Substance use 0.41* 0.578** -0.208
Emotional support -0.089 -0.166 0.12
Instrumental support 0.123 0.076 -0.044
Behavioral disengagement 0.654** 0.512%** -0.509**
Venting 0.295* 0.374* -0.103
Positive reframing 0.273 0.14 -0.041
Planning 0.106 0.115 0.101
Humor 0.473* 0.463* -0.269
Acceptance 0.253 0.199 -0.056
Religion -0.112 -0.026 0.206
Self-blame 0.394* 0.429* -0.323*

*p<0.05; **p<0.01

CD-RISC2—Connor-Davidson Resilience Scale-2; ProQOLV—Professional Quality of Life Scale V; STS—secondary

traumatic stress
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Barker, & Brewer, 2010). Patients who are hospitalized
during the holidays likely require more time-sensitive
or emergent services and close monitoring. At the
same time, staffing levels may be lower because of
vacations, seasonal illness, and seasonal affective
disorder (Gooch, 2015). In addition, holiday staffing
may consist of a larger proportion of less-experienced
nurses, with limited exposure to emergency manage-
ment. Following the holidays, scheduled treatment
admissions tend to resume with an influx of patients.

The current authors hypothesize that the increase
in secondary traumatic stress scores may have been
influenced by holiday-related stress and a component
of negative seasonal affective disorder. Nursing lead-
ership should be aware of and consider the potential
risk for increased stress among the nursing staff during
the holiday season, providing a balanced skill mix of
experienced and less-experienced nurses, as well as
additional support and recognition to boost morale.
Morale-boosting organizational interventions could
include compensated meals, work release if census
permits, bonus holiday pay, and fun holiday activities
(Gooch, 2015). The current authors recommend that
holiday staffing schedules and skill mix be aligned with
patient treatment schedules and needs unique to this
season.

Demographic characteristics were not found to be
associated with secondary traumatic stress or burn-
out. These results are similar to those reported in a
study by Potter et al. (2013) of adult oncology nurses.
Potter et al. (2010) described higher stress and burn-
out in the more experienced nurse and suggested that
higher education levels increase the risk of second-
ary traumatic stress and burnout. However, this was
not a factor among participants in the current study,
with 39 participants having fewer than five years of
experience and 54 participants having a bachelor’s
degree or higher. Lack of experience may be a lesser
contributing factor, with most institutions offering
nurses a didactic and clinical orientation program
lasting several months, as well as a new-graduate
nurse residency program. These programs provide an
environment for mentoring of new nurses through
education, collaboration, and professional develop-
ment. In addition, resilience and compassion fatigue
are often discussed, along with institutional resources
and wellness activities.

Personal resilience is a trait thought to promote
compassion satisfaction and protect against com-
passion fatigue. The characteristic of adaptability
(ability to adapt when changes occur) was positively
correlated with higher compassion satisfaction and
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m Ongoing organizational interventions fostering tailored, individu-
alized self-care are recommended to reduce secondary traumatic
stress and burnout.

m Adaptive coping styles should be fostered to facilitate compassion
satisfaction and protect against compassion fatigue.

m Staff may require additional supportin combating compassion fa-
tigue during the holidays because of patient acuity, staffing sched-
ules, and less experienced nurses working holiday hours.

negatively correlated with secondary traumatic
stress and burnout. This suggests that adaptability
may serve as a protective mechanism against sec-
ondary stress and burnout. At the last time point of
assessment, secondary traumatic stress and burn-
out negatively correlated with resilience scores.
In addition, over time, secondary traumatic stress
and burnout positively correlated with maladaptive
coping mechanisms; specifically, positive correlations
were found with nurses’ endorsement of maladaptive
coping with sarcasm and behavioral disengagement.
These attitudes may serve as red flags, signaling the
need for increased interventions. Self-assessments
for the presence of maladaptive coping are practical
ways that nurses can evaluate their risk for compas-
sion fatigue while developing self-care strategies to
foster adaptive coping and resilience.

Secondary outcomes of the current study include
an increased awareness of stress and burnout, not
only among nursing staff but among the entire
oncology community. This nurse-led pilot program
initiated awareness of the need for ongoing support-
ive resources for all employees involved in patient
care. Several subsequent independent projects were
conducted in various departments and units, with
the ultimate outcome of hospital-wide resilience and
coping initiatives, including the implementation of
quarterly Schwartz Rounds™ and development of an
interprofessional resilience center and committee.
Ongoing Schwartz Center Rounds provide opportu-
nities for interprofessional health professionals to
gather and share their caregiving experiences, facil-
itating meaningful connections with patients and
colleagues (Schwartz Center, n.d.). Respite rooms
were incorporated into the construction plan for
the institution’s new inpatient units, as was a dedi-
cated nursing lounge on each unit. Promotion of staff
self-care has been incorporated into orientation and
ongoing education.
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Limitations

Limitations of the current project include the young
and less experienced sample of nurses; therefore, this
sample may not represent more seasoned nurses’
compassion fatigue levels. In addition, the pilot pro-
gram was conducted on only an inpatient unit; other
inpatient and outpatient service areas may have
responded differently to the interventions. Also,
this project was limited by its six-month timeframe,
with the last time point aligning with the holidays.
Therefore, the current authors were unable to eval-
uate nurses’ reported compassion satisfaction and
fatigue scores following the holidays.

Implications for Nursing

Nurses working with children and adolescents with
cancer often feel that they are compelled or have a
personal calling to do so. This sense of purpose and
passion may explain why nurses experienced com-
passion fatigue and satisfaction simultaneously.
Nurses are notorious for caring for others while
often neglecting their own self-care. This concept
was reinforced by the American Nurses Association’s
(n.d.) declaration of 2017 as the “Year of the Healthy
Nurse,” which encouraged nurses to create and main-
tain a work-life balance. In addition to individual
prioritization of self-care, organizations have a key
role to play in fostering a healthy work environment.
Given that pediatric oncology nurses are at high risk
of experiencing compassion fatigue, it is essential that
healthcare organizations educate staff about this risk
and provide resources for prevention and treatment.
Additional research should be conducted regarding the
promotion of healthy coping mechanisms when diffi-
cult patient and clinical situations are encountered.
An ongoing self-care program requires support from
administrators and resources and may require dedi-
cated personnel. Offering an array of interventions
allows nurses the flexibility to develop individualized
self-care plans. As a result, health administrators play
an integral role in supporting nurses with grief and
bereavement and in role-related stress, work-life bal-
ance, and healthy coping styles while promoting the
growth of resilience.

Conclusion

Pediatric oncology nurses are susceptible to compas-
sion fatigue. To reduce compassion fatigue in inpatient
pediatric oncology nurses at the current authors’ insti-
tution, a pilot intervention program was implemented.
To the authors’ knowledge, this is the first reported
organizational compassion fatigue intervention

346 ONCOLOGY NURSING FORUM MAY 2019, VOL. 46, NO. 3

targeting pediatric oncology nurses. A variety of orga-
nizational, educational, and self-care resources were
provided to participants, allowing nurses to adapt
self-care techniques to their individual preferences.
Through a six-month pilot program, nurses’ levels of
compassion fatigue were reduced, demonstrating the
benefit of an ongoing compassion fatigue program.
Since the completion of the pilot, several adminis-
tration-led initiatives have been developed to combat
compassion fatigue and foster resilience, perhaps the
most significant being the development of an inter-
professional resilience center. Additional work is
recommended to further explore the roles of coping,
resilience, and ongoing organizational and unit-
focused interventions in pediatric oncology.
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