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INTRODUCTION AND AIMS

• To introduce the concept of compassion fatigue 

• To think about how self-care and personal 
resilience may protect against/ support those 
experiencing compassion-fatigue

• To think about how individuals, systems and 
organisations can support staff experiencing 
compassion fatigue



WHAT IS COMPASSION FATIGUE?

Definition:

the stress resulting from helping or wanting to help a traumatized or 
suffering person (Figley, 1995)

An emotional state with negative psychological and physical 
consequences that emanate from acute or prolonged caregiving of 
people stricken by intense trauma suffering or misfortune (Oncology 
Nursing Forum, 2009)

Also referred to as secondary traumatization



ASSOCIATED CONSTRUCTS

• Burnout: A response to prolonged exposure to demanding situations. It 
is characterised by emotional exhaustion, depersonalization, and 
reduced personal accomplishment.

• Countertransference: The response that is elicited in the recipient 
(care-giver) by the other’s (patient’s) unconscious transference 
communications

• Vicarious Traumatisation: The negative transformation of the self 



MODEL OF COMPASSION FATIGUE

http://www.figleyinstitute.com/documents/Workbook_AMEDD_SanAntonio_2012July20_RevAugust2013.pdf



IMPACT ON THE INDIVIDUAL

• Disruptions in the caregivers’ mood, affect regulation, physical health, 
interpersonal relationships, activity levels and connection with the body 

(Bride, 2015; Pearlman & Saakvitne, 1995)

• A state of tension and preoccupation with the individual or cumulative 
trauma of clients as manifest in one or more ways. Including:

�Re-experiencing of traumatic events

�Avoidance/numbing of reminders of the traumatic event

�Persistent Arousal

(Ray et al, 2013) 



IMPACT ON THE INDIVIDUAL-

SPOTTING THE SIGNS

• Physically: Chronic exhaustion, headaches, stomachaches, lack of 
appetite, sleep disturbance, physical agitation or retardation, 
frequent bouts of sickness

• Psychologically: frequent irritability, feeling overwhelmed, reduced 
affect regulation

• Relationship with Clients: reduction in their empathy, feeling numb, 
cynical regarding clients’ ability to change and/or perceive them as 
being responsible 

• Organizationally: feeling scattered, struggling to meet professional & 
personal obligations

(Mendenhall, 2006)



IMPACT ON THE INDIVIDUAL-

SPOTTING THE SIGNS

Re-experiencing Symptoms

• Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s).

• Recurrent distressing dreams related to the traumatic event(s).

• Dissociative reactions 

• Intense or prolonged psychological distress at exposure to internal/ external cues that resemble the 

traumatic event(s).

• Physiological reactivity on exposure to cues that resemble an aspect of the traumatic event(s).

(Bride, 2015)



IMPACT ON THE INDIVIDUAL-

SPOTTING THE SIGNS

Avoidance Symptoms

• Avoidance of distressing memories, thoughts, or feelings about or closely 
associated with the traumatic event(s).

• Avoidance of external reminders (people, places, conversations, activities, 
objects, situations) that arouse distressing memories, thoughts, or feelings 
about or closely associated with the traumatic event(s).

(Bride, 2015)



IMPACT ON THE INDIVIDUAL-

SPOTTING THE SIGNS

Arousal Symptoms

• Irritability, verbal or physical aggression

• Reckless or self-destructive behaviour

• Hypervigilance

• Exaggerated startle response.

• Poor concentration.
(Bride, 2015)



IMPACT ON PROFESSIONAL PRACTICE

• Decreased productivity

• Lower morale

• High turnover/sickness

• Reduced quality and effectiveness

• Organisational culture than struggles to show compassion to staff/ 
clients

(Meadors & Lamsden, 2008; Ray et al, 2013)



RISK FACTORS

• Associated with having a strong personal empathic orientation 

• Personal factors. Including:  history of unresolved trauma, lower social 
support, and low sense of personal-agency, higher personal stress 

• Caring for the most vulnerable in society. 

• Regular exposure to traumatic experiences.

• A lack of recovery time 

• Systemic factors: lack of resources, fragmented/ isolated services, 

poor/no supervision

(Adams; Mealors & Lamsden, 2008; Ray et al, 2013)



RELATIONSHIP BETWEEN DEMANDS AND 
RESOURCES (HENDRY & KLOEP, 2002)

Anxiety

Security

Few resources

Many resources

Many task demands

Few task demands

RISK

CHALLENGE

ROUTINE

Coping resources can mediate the relationship between trauma at work/ personal stress and compassion 
fatigue (Meadors and Lamsden, 2008). Poor self-care associated with higher CF (Figley, 1995)



NORMALITY OF EXPERIENCE

“The expectation that we can be immersed in 
suffering and loss daily and not be touched by it is as 
unrealistic as expecting to be able to walk through 
water without getting wet” (Rachel Remem, 1996)



NORMALITY OF EXPERIENCE
• Social Workers (n = 529) (Bride & Lee, 2012)

• 15% scored above the clinical cutoff.

• 11% met the core criteria for PTSD

• Domestic/Sexual Violence Social Workers (N = 154) (Choi, 2011)

• 16% scored above the clinical cutoff.

• 13% met the core criteria for PTSD.

• Child Welfare Workers (N = 187) (Bride, Jones, & MacMaster, 2007)

� 43% scored above the clinical cutoff.

� 34% met core criteria for PTSD.

• Limitations of current research estimating prevalence rates

(Bride, 2015)



COPING WITH COMPASSION 
FATIGUE

Self- care has been identified as protective against the development 
and maintenance of compassion fatigue 

(Mealors & Lamsden, 2008; Figley, 1995)

It is imperative that clinicians take steps to ensure that they are 
functioning at their best in the therapeutic relationship.

Facilitating their own personal well–being and avoiding burnout is 
clearly one way in which this can be achieved

(Linley, & Joseph, 2007)



COPING WITH
COMPASSION FATIGUE

Exercise:

What generally helps people to cope in times of stress?

� Strategies

� Resources

� “Styles” of coping 

� Beliefs / perspectives



10 WAYS TO BUILD RESILIENCE

1. Good relationships 

2. Avoid seeing crises or stressful events as unbearable 
problems

3. Accept circumstances that cannot be changed

4. Develop realistic goals and move towards them

5. Take decisive actions in adverse situations

(American Psychological Association)



10 WAYS TO BUILD RESILIENCE

6. To look for opportunities of self-discovery after a 
struggle with loss

7. Developing self-confidence 

8. To keep a long-term perspective and consider the 
stressful event in a broader context

9. To maintain a hopeful outlook

10. To take care of one's mind and body, paying 
attention to one's own needs and feelings.

(American Psychological Association)



Three areas to consider:

• Individual

• Interpersonal 

•Organisational / Systems

IT’S EVERYONE'S’ RESPONSIBILITY

ACTION: SY/AM

(Andrews & Thorne, 2014)



FINAL NOTE…

This does NOT mean that you must be in perfect mental health to provide 
good care, or that stress and its adverse effects inevitably cause impairment . 

However, mental health difficulties often precede impairment and should be 
regarded as a warning signal, as lack of adequate attention to such problems 
makes the possibility of impaired professional practice more likely. 
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