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Abstract

Background Clinical nurses are susceptible to compassion fatigue when exposed to various types of traumatic
events in patients for extended periods of time. However, the developmental process, staging, and psychological
responses distinct to each stage of compassion fatigue in nurses are not fully clarified. This study aimed to explore
the processes of compassion fatigue and the psychological experiences specific to each phase of compassion fatigue
among clinical nurses.

Methods Charmaz's Constructivist Grounded Theory methodology was used in this qualitative research. Semi-
structured interviews were conducted with 13 clinical nurses with varying degrees of compassion fatigue from
December 2020 to January 2021. Interview data were analyzed using grounded theory processes.

Results The data were categorized into five separate categories and 22 sub-categories. This study found that

the process of compassion fatigue is dynamic and cumulative, which was classified into five phases: compassion
experience period, compassion decrement period, compassion discomfort period, compassion distress period, and
compassion fatigue period.

Conclusion Clinical nurses who experience compassion fatigue may go through five stages that are stage-specific
and predictable. The findings can shed light on local and global applications to better understand the problem of
nurses' compassion fatigue. The interventions for addressing compassion fatigue in clinical nurses should be stage-
specific, targeted, and individualized.
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Background

Compassion, as one of the core professional attributes of
nursing care, is described as understanding another per-
son’s suffering and trying to eliminate or alleviate it [1-3].
As professionals, nurses are expected to have empathy for
their patients [4]. However clinical nurses have the most
direct contact with patients and continuous exposure
to patient pain, grief, and suffering, which put nurses at
high risk of developing compassion fatigue [2]. Compas-
sion fatigue has been recognized as an occupational haz-
ard and has attracted scholars’ attention worldwide [5,
6]. Despite extensive literature that has explored nurses’
experiences of compassion fatigue, limited evidence
demonstrates nurses’ compassion fatigue psychological
experience process [7, 8]. Shedding light on this complex-
ity would inform nursing practice and education globally.

Compassion fatigue describes the emotional, physi-
cal, and psychological weariness as a result of prolonged
and intense work-related stress exposure [9]. Compas-
sion fatigue in nursing refers to a cumulative and pro-
gressive process of absorbing patients’ pain and suffering
that nurses experience as a result of their compassionate
contact with patients and their families [10]. The con-
ceptual structure of compassion fatigue proposed by
Figley includes burnout and secondary traumatic stress
[11], they both combine to raise the risk of compassion
fatigue [12]. Compassion fatigue symptoms include head-
aches, insomnia, poor self-esteem, depression, tardi-
ness at work, avoidance of work, and frequent sick leave
[13]. Consequently, compassion fatigue can result in
high turnover rates of nurses, decreased concentration
and productivity, and even increased medication errors
which ultimately affect patient satisfaction and safety [14,
15]. Compassion fatigue can happen to any nurse, at any
time during the job course [10]. A meta-analysis includ-
ing 21 studies found compassion fatigue is widespread
among clinical nurses, with a prevalence of up to 52.55%
[16]. Therefore, exploring the occurrence and develop-
ment of compassion fatigue among nurses is warranted
to effectively avoid compassion fatigue.

Nurses’ experiences can be thoroughly explored
through qualitative research, which can then help us
comprehend how they feel and behave when they suffer
from compassion fatigue. After review of the literature
revealed that current research on compassion fatigue in
nurses mainly focuses on their experiences, facilitating
factors, and coping strategies. For example, Pérez-Garcia
et al. [2] found that the lack of time and resources to pro-
vide comprehensive nursing care were facilitating factors
of compassion fatigue. Compassion stress and overload
can lead to compassion fatigue. Some strategies to reduce
compassion fatigue are proposed, such as self-care,
increased self-compassion, support and recognition from
colleagues and family, and better work-life balance [7].
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Based on the comprehensive literature review, we
found that the current research about compassion fatigue
among clinical nurses mainly focuses on the physi-
cal and psychological symptoms of compassion fatigue,
facilitating and hindering factors, coping strategies and
gains, etc. The processes of compassion fatigue and the
psychological experiences specific to each phase of com-
passion fatigue among clinical nurses remain unknown,
which brings obstacles to proposing targeted interven-
tion programs for nurses in different stages of compas-
sion fatigue. Therefore, this study aims to explore the
processes of compassion fatigue and the psychological
experiences specific to each phase of clinical nurses. We
anticipate that the findings will be helpful and valuable
in developing tailored, stage-matched intervention pro-
grams for clinical nurses.

Methods

Study design

A grounded theory methodology is a prospective
approach to obtaining theoretical knowledge of psycho-
social phenomena [17]. According to Charmaz’s con-
structivist grounded theory, the interaction between
the researcher and the subject shapes the reality of the
research findings. Because this interaction takes place
within a broader social context, it highlights both the
social construction process and the process of interac-
tion between the two parties involved in the research
[18]. This study attempts to articulate the psychologi-
cal process of clinical nurses experiencing compassion
fatigue and the psychological experiences specific to each
stage, which is a reality formed in a specific historical
and social developmental context, as well as an articula-
tion and interpretation of the meanings co-constructed
by the researcher and the participants. Charmaz’s con-
structivist grounded theory is highly compatible with the
research purpose and content of the study, and therefore
we chose this approach to guide this study. The Standards
for Reporting Qualitative Research (SRQR) checklist was
employed to present the results [19].

Participants

Clinical nurses in a tertiary hospital in Changsha, China,
were selected. Purposive sampling and theoretical sam-
pling were used to choose the participants in accor-
dance with the grounded theory approach’s guiding
principles. At the beginning of the interview, purposive
sampling was used. The inclusion criteria were the fol-
lowing: registered nurses in employment and working
on the frontline, and nurses with different levels of com-
passion fatigue (mild, moderate, and severe) measured
by the Professional Quality of Life Scale [20]. Stamm
developed the original version [21], which was trans-
lated into Mandarin [22]. The scale was tested, and the
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findings demonstrated that it had strong validity and reli-
ability and could be utilized to assess compassion fatigue
among clinical nurses [23, 24]. The Chinese version of
the professional quality of life scale has three dimen-
sions: compassion satisfaction, burnout, and secondary
traumatic stress [22]. The total score critical value of the
above three dimensions is <37 points, > 27 points, and
>17 points respectively [22]. If the total score of the three
dimensions does not exceed the critical value, there is no
compassion fatigue; if the total score exceeds the critical
value of any dimension, it is mild compassion fatigue. If
the total score of any two dimensions exceeds the critical
value, it is moderate compassion fatigue, and if the total
score of all three dimensions exceeds the critical value,
it is severe compassion fatigue. Before the interview, 20
nurses were tested by the professional quality of life scale.
Among them, 18 nurses had different levels of compas-
sion fatigue and through objective sampling and theoreti-
cal sampling, finally, 13 nurses completed the interview.
Data saturation was reached after 13 interviews when no
new theoretical insights emerged as the information was
analyzed.

Data collection

Semi-structured interviews were conducted from
December 2020 to January 2021. Prior to recruiting
nurses, the researchers obtained consent from the direc-
tors and head nurses of each institution explaining the
study’s purpose. Following the clinical nurses’ expres-
sion of interest in the study, an electronic version of the
Professional quality of life scale was used to assess their
level of compassion fatigue via Wenjuanxing (a Chinese
online crowdsourcing platform). The principal researcher
who was professionally trained in qualitative research
contacted the participants by telephone and gave them
a detailed introduction to the research content and pur-
pose. Since this study was conducted at a time when
COVID-19 was severe in China, phone interviews or
video interviews through WeChat (a social networking
software in China), relatively safe interview methods,
were chosen to avoid the risk of infection to the partici-
pants and the researcher. The researcher established a
trusting relationship initially by talking briefly with the
interviewees before the formal interview, which pro-
ceeded smoothly because the primary researcher was a
former clinical nurse and had many common topics. The
researcher appropriately used techniques such as ques-
tioning, responding, verifying, summarizing, and silenc-
ing during the interviews to encourage the interviewees
to express their inner feelings. The length of the inter-
views ranged from 30 to 70 min. Based on the literature
review and pre-interviews, the researcher developed an
interview guide, which included the following aspects: (1)
feelings and experiences in the process of providing care
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to patients; (2) changes in feelings or experiences in the
process of providing care to patients from the beginning
to the present; (3) own awareness of compassion fatigue;
(4) how to deal with compassion fatigue; (5) impressive
cases in the process of experiencing compassion fatigue.

Data analysis

Nvivo 11.0 was used to manage, store, and analyze the
interview data. Data were systematically analyzed using
initial coding, focused coding, theoretical coding, and
constant comparative methods. Initial coding was car-
ried out by continually “asking questions” of the origi-
nal data through line-by-line coding and looking for
nuances, explicit statements, and implicit meanings [17].
The initial codes with comparable meanings and features
are then grouped together by ongoing comparison of
the original codes, and the more pertinent and concep-
tual codes are then identified for focused coding [18].
The process of focused coding ultimately yielded five
categories. By comparing, generalizing, and summariz-
ing the codes and analogies, the continuous comparative
analysis methodology is adopted throughout the study
to comprehend the psychological experiences particu-
lar to each step and the process of clinical nurses’ com-
passion fatigue. The analysis was completed by the first
author, who also consistently discussed it with the co-
authors. Finally, the possibility of having preconceived
notions about the study data was reduced by conducting
a literature review pertinent to the research after the data
analysis.

Study rigor

The rigor of the study was accomplished in a variety of
ways, including confirmability, credibility, and trans-
ferability [25]. To ensure confirmability, the researcher
emailed the transcribed text to the participants and asked
them to determine if the transcribed text was consis-
tent with their views and experiences. In addition, the
research team met frequently to discuss findings, plan
future data collecting, examine transcripts, and evalu-
ate data [26]. To ensure credibility, the research team
accurately reviewed the interview transcripts, compared
the extracted codes to the initial data, and repeatedly
checked the analysis against the views of the study partic-
ipants to maintain reflexivity and avoid the researcher’s
views influencing the study data. To ensure transferabil-
ity, a thick description strategy as a way of achieving a
type of external validity was used [27]. The thick descrip-
tion strategy was used to describe not just the behav-
ior and experiences, but their context as well [28]. For
instance, nurses’ positive and enthusiastic work in this
study was linked to their perception that their work will
provide them with a feeling of achievement and that they
are highly motivated to work every day.
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Table 1 Demographic characteristics of the participants
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Number  Department Sex Age Position Education Working Years Level of compassion fatigue
N1 Spinal surgery Female 31 Nurse Master degree 9 Moderate
N2 Critical Care Female 28 Nurse Master degree 3 Severe
N3 Emergency Female 28 Nurse Bachelor degree 6 Severe
N4 Oncology Female 36 Nurse Bachelor degree 17 Moderate
N5 Head and neck surgery Female 26 Nurse Master degree 2 Severe
N6 Intervention Female 35 Head nurse Master degree 13 Severe
N7 Spinal surgery Female 30 Nurse College diploma 10 Moderate
N8 Hepatobiliary surgery Female 23 Nurse College diploma 4 Severe
N9 Hepatobiliary surgery Female 28 Nurse Bachelor degree 7 Moderate
N10 Respiratory Medicine Female 29 Nurse Bachelor degree 8 Severe
NT1 Emergency Female 30 Nurse Master degree 4 Moderate
N12 Neurology Female 36 Head nurse Bachelor degree 14 Mild

N13 Emergency Female 46 Head nurse Bachelor degree 24 Mild
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Results

The participants were all female, aged 23 to 46 years, with
3 to 24 years of experience; two of them had mild com-
passion fatigue, five had moderate compassion fatigue
and six had severe compassion fatigue (Table 1). The data
were categorized into five separate categories and 22 sub-
categories (Fig. 1). This study found that the process of
compassion fatigue is dynamic and cumulative, which
was classified into five processes: compassion experience
period, compassion decrement period, compassion dis-
comfort period, compassion distress period, and compas-
sion fatigue period (Fig. 2).

Stage I: compassion experience period

Positive and enthusiastic work

When clinical nurses first entered clinical work, they
were active and enthusiastic, full of expectations and

Negative emotional
stress

Helplessness

hopes for the job, and more concerned about the condi-
tion of the patients under their charge.

Because I love clinical work, 1 feel like every day after
work, I look forward to going to work the next day, I am
hopeful and motivated to do my job, and I want to do it
well. (N5)

Nurses will feel that their work will bring them a sense
of accomplishment and that they are very motivated to
work every day. When working they are passionate and
treat their patients seriously and responsibly.

When I first started, as a new nurse, I was full of energy,
couldn’t stop, and thought my work was valuable. I enjoy
the sense of accomplishment I get from helping patients.
(N12)
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Fig. 2 Schematic diagram of the developmental stages of compassion fatigue

Recognition of work value

In the process of helping patients, nurses experience a
sense of satisfaction and accomplishment in their daily
dealings with patients. In the process, they will take
the initiative to give compassion, put themselves in
the patient’s shoes to experience the patient’s state and
needs, and meet their needs, thus gaining a sense of value
and satisfaction.

In my work, I can appreciate the patient’s inner needs
and solve their problems in a timely manner, 1 think my
work is quite meaningful and valuable. (N7)

Nurses have an emotional contribution to caring for
patients and receive affirmation from patients and fami-
lies, which reflects the value of work and gives positive
strength to nurses.

I remember a patient in our department with an
advanced tumor, but his family got along with us very
well and his family was always grateful to us right after
the patient died. Some of the family members also gave me
positive energy (making me feel) that others remember me
and recognize my work. (N3)

Realization of role change
Some nurses reported that they perceived their life and
work to be relatively balanced and did not bring emo-
tions at work into their lives. The transition between the
role in life and the role at work was successfully achieved.
I rarely bring emotions from the hospital into my life,
and if I were to think back now, I wouldn’t be able to
recall. (N9)
Some nurses said that if they encountered difficulties
or unhappiness at work, they would not bring what hap-
pened at work into their families, but adopt their own

ways to digest and adjust, thus completing a successful
transition of roles.

I will use the ten minutes or so on the way to work,
whether it is something at home or at work...I usually use
ten minutes to complete the role change. (N12)

Revisiting the meaning of life

Clinical nurses gain a different perception and reflection
of life and a greater reverence for life during their contact
with patients.

Our department is an oncology department, and many
patients have to experience multiple chemotherapy treat-
ments, which makes me think that people are stronger
than they think. (N4)

Clinical nurses reacquaint themselves with disease and
the positive and negative aspects it brings through con-
tact with patients in their regular work.

My perception of the disease is not quite the same. I used
to think that I would be more negative if I had cancer. But
after the professional study and care of patients, I became
more positive and optimistic. (N7)

Positive personal growth

Most of the nurses said that through the care of complex
cases, they improved their working abilities and made
progress in their professional skills.

The most important thing is that I can learn and grow
through work, whether it is learning to be or to do. (My
work) exercises our logical thinking and enhances the rigor
of the work, which can correctly establish my outlook on
life and values. (N8)

As clinical nurses gain experience, they become calmer
and can help patients and families by utilizing what they
have learned to ease their worries.
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After working for three or four years and gaining some
work experience, 1 thought of taking care of patients
beyond my skills, including providing psychological sup-
port and companionship to patients. (N12)

Stage Il: compassion decrement period

High-intensity workload

Clinical nurses consider that their busy work schedule
leaves them with no time to do what they love and that
compassion-giving is slowly diminishing.

I found myself wanting to do some things but simply did
not have the time and energy to do them. I began to care
less for my patients. (N2)

Some clinical nurses said that their hectic clinical work
will also accumulate some negative emotions and need
time to adjust their negative emotions.

Our work is fast-paced and without realizing it, we have
accumulated some negative emotions there, and I need a
break to adjust myself. (N7)

Lack of rest time

Clinical nurses have a lack of rest time and are physically
exhausted, which is a major reason for their diminished
compassion.

Sometimes it was so busy that I went for a month with-
out a break and even had more than 30 h without sleep
before. Occasionally I still need to do (work-related) things
after work, which makes me extremely fatigued. (N8)

Matters outside of work sometimes take up a lot of rest
time for clinical nurses, causing them to be physically and
mentally exhausted.

Every week we have difficult case studies and a lot of
stuff that are just chores that take up a lot of my rest time
and make me feel tired. (N5)

Grievance and compromise

Clinical nurses will give compassion, put themselves
in the patient’s shoes and solve some problems for the
patient or family, but if they do these things and the
patient or family does not understand, the nurse feels
frustrated and aggrieved. The enthusiasm for empathy
will also be greatly reduced.

Sometimes the family members may not understand,
and they may speak viciously or violently to me, which
(makes me) feel very grieved. (N3)

Sometimes patients or families have a bias or disap-
proval of the nursing profession, which can also lead to
diminished compassion for clinical nurses.

I feel that sometimes I may be emotionally depressed
because the patients as well as the families do not trust
and affirm my dedication. (N12)
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Stage lll: compassion discomfort period

Reflexive guilt and moral suffering

In the workplace, clinical nurses are afraid to face the
death of patients, expressing helplessness about their
aggravation or passing away, and also harboring a sense
of guilt and sadness.

In the hematology department, there was a patient who
was very close to me, but he still passed away, and it was a
very sad time for me. (N8)

Sometimes nurses feel guilty for not being able to help
the patient, feeling frustrated that the patient is helpless,
but that they are not able to help relieve their distress.

(Sometimes 1) look at patients and feel that they are
helpless. I am also helpless because I feel a sense of frus-
tration that I am not able to help patients in my work-
place. (N13)

Highly emotional

Clinical nurses’ emotions are affected by the clinical out-
come of patients, and they feel happy and accomplished
if the patient has a good outcome. But if the patient has
a poor clinical outcome, nurses will be sad and regretful.

1 feel sad when a patient is not resuscitated, and I think
how could this happen, especially when some patients are
very young...(N10).

It is easy for clinical nurses to put themselves in the
position of the family and feel their emotions, leading to
an inability to accept the passing of the patient.

When we were at work (the patient) was still on the
phone with his family and told them he was fine. As a
result, the patient’s condition worsened and died in the
afternoon. So how can the patient’s family accept (this
result)? I can’t even accept it. (N3)

Powerlessness

Clinical nurses feel helpless and powerless when faced
with patients, especially those whose conditions change
rapidly and who suffer more pain.

I can only say that I am so helpless, and then sometimes
I want to cry when they (patients) cry. Because I can’t solve
their problems. (N2)

Clinical nurses can feel very helpless about the progres-
sion of a patient’s condition, and they can only do their
best to make it better for them.

I can’t control the patient’s condition, it’s just really
helpless. I can only do my best to make them (the patients)
feel better. (N2)

Self-doubt

When clinical nurses make a significant effort for their
patients, but their patients’ conditions do not improve
significantly or even continue to deteriorate, they may
doubt the value of their work at this time.
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Although I've been working for eight or nine years, 1 still
can’t do that much when the patient is like this (when it’s
serious). (N2)

Clinical nurses sometimes have doubts about their abil-
ities which may lead to depression.

I was there (ICU) for three months, watching several
patients die one after another, feeling that I could not do
anything, at that time is a very powerless feeling, once
doubted myself, I do this profession for what. There was a
time of depression. (N7)

Stage IV: compassion distress period

Repeated recall of the patient’s condition

Clinical nurses will repeatedly recall the more impressive
patients and their experiences after hours or in their lives,
and subconsciously, they will impact their own lives.

After a few days, I still think about the patient, includ-
ing some things that I can still think about (the patient).
(N10)

Some clinical nurses said that they are also concerned
about the change in patients’ condition after work and
cannot control to know the condition of patients.

Sometimes even when I am off duty, I worry about his
(the patient’s) condition, and I take the initiative to ask
my colleagues how the patient is doing. (N10)

Emotional distress
During this phase, clinical nurses can experience dif-
ficulty in grasping the boundaries of emotions and can
be infected by the emotions of the patient or family and
brought into sadness.

When I saw that scene (the patient died), I was sad, and
then I saw the family crying, and I felt like crying too. (N5)

Clinical nurses can suffer from more emotional distress
due to excessive emotional commitment at work and can
develop anxiety and bring that anxiety into their lives.

(Our) work itself is intense because we have to keep our
heads clear all the time, usually, this anxiety does not
show up, but in life that anxiety, even depressed, nega-
tive emotions will reveal, I do not know why? (silent, emo-
tional). (N11)

Social comparison
Clinical nurses will analogize the patient’s condition and
experience to their worry and fear.

Because now there are more cars and car accidents, see
them on which road accident, sometimes walking there
from work, I will have a feeling of fear. (N13)

Clinical nurses always have compassion for their
patients and will internalize it in themselves and their
families, and will caution their families to take care of
their health.

1 still feel miserable about the patients, and of course, I
sometimes think of myself. What should I do if my family
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becomes like this, I often remind my family members to
take care of themselves. (N1)

Potential anxiety compulsion

Clinical nurses at this stage will have underlying anxiety
and compulsive behavior. After work, they will reflect on
whether the turnover of the patients they are in charge
of was thorough and detailed, and they will frequently
double-check.

Sometimes after work, I worry about whether I've
handed over my work clearly and whether I've missed any-
thing. (N5)

Sometimes the lack of professional competence causes
clinical nurses to be cautious and overstressed in their
work.

I really feel that I am not capable and I am careful in
everything I do, I am afraid that something will happen to
that patient. (N2)

Stage V: compassion fatigue period

Sleeping disorder

Clinical nurses at this stage are often immersed in worry,
and the invisible pressure of work causes the sleeping
disorder.

I worry every day .... and have nightmares almost every
other day. (N3)

The clinical nurse’s mind will go back and forth to the
patient, the more insomnia, the more fear of going to
work, and this vicious cycle occurs.

I have an invisible pressure that causes me to have trou-
ble sleeping, and I think about it repeatedly, and the more
I can’t sleep, the more I repeat the cases of those patients
in my mind. My insomnia is rather severe. (N2)

Deliberate avoidance of work and patients
Clinical nurses want to escape such a work environment
and deliberately avoid contact with patients.

I dread going to work every day. I want to postpone going
to work and just accomplish what I must do now. I want to
go (leave the hospital). (N8)

Clinical nurses lack enthusiasm for their work and feel
that their work is just numb work with no emotional
input. They feel that they are not promoted in all aspects
either, and will experience burnout and even want to
leave their jobs.

1 feel like I'm not making any progress and I'm tired of
working nonstop. Others claim that there is an incentive
for work, yet I want to change my job. (N5)

Role conflict
Clinical nurses present with a work-life imbalance that is
impossible to achieve.
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Unpleasant things at home do not affect my work, but
things at work affect my life, probably because I regard my
work as more important. (N6)

After working for so long, I still feel that I will bring some
emotions from work into my life, and I feel that I can’t dis-
tinguish between life and work. (N3)

Emotional exhaustion
Having experienced numerous patients in a wide variety
of situations, clinical nurses can become numb and calm.

Overall, I'm starting to get numb to some things at work.
(N10)

Clinical nurses have seen many sad scenes, after which
they feel used to them and take them for granted without
much feeling.

I have experienced a lot of resuscitation, experienced
too many times, and got used to it, then I became not have
too much feeling, a little numb. (N10)

Negative emotional stress

Clinical nurses develop a sense of depression and fatigue.
My character is more serious, so when I unknowingly

give more of myself emotionally, it is simple to walk in that

mood. Sometimes, I even worry that I'll carry that emo-

tion home, which causes me to feel anxious and depressed

(Silent crying). (N7)

Helplessness

Clinical nurses can become helpless, with nowhere to
go to relieve their fears and anxieties, feeling that some
people will not understand their state and not knowing
whom to turn to for help.

I don’t know where to express my bad emotions, and I
feel helpless. I'm not even able to mention these things to
some people since they could not understand you and even
believe you can’t handle the suffering. (N2)

Discussion
Our study outlined the stages of compassion fatigue and
its characteristics in clinical nurses. The whole process of
compassion from the initial giving of compassion to the
gradual development of compassion fatigue was demon-
strated. Coetzee et al. [29] after a comprehensive litera-
ture review outlined the process of compassion fatigue as
a progressive and cumulative process, from compassion
discomfort to compassion stress to compassion fatigue,
which is partially consistent with the results of this
study. Our research expanded and enriched with a more
detailed division into five stages, including the compas-
sion experience period, compassion decrement period,
compassion discomfort period, compassion distress
period, and compassion fatigue period.

In this study, nurses at the beginning of their careers
experience a period of compassion characterized by
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positive and enthusiastic work, recognition of work value,
realization of role change, revisiting the meaning of life,
and positive personal growth. Mei et al. [30] indicated
that in the initial stage of nurses demonstrating compas-
sion, they experience positive emotions like a sense of
self-worth and professional accomplishment, which is in
line with the results of this study. In addition, Berg et al.
[31] interviewed trauma group members and the results
of the study also showed that they would be motivated
to work initially, further supporting the findings of this
study. For this stage, we can fully explore its positive
factors to actively maintain the experience during this
period. Klein et al. [5] conducted a study implementing
a resilience program focused on education about com-
passion fatigue, hoping to develop an ongoing self-care
practice to prevent compassion fatigue. In other words,
clinical nurses can preserve the period of compassion by
utilizing their individual psychological resources (e.g.,
psychological resilience, self-compassion, and optimism).

With the increase in workload and lack of rest time,
nurses will feel physically exhausted. Coupled with the
fact that their emotional commitment is not under-
stood by patients and families, nurses will feel aggrieved,
thus entering a period of compassion decrement. This
is in accordance with the findings of a previous study
on the emotional experience of compassion fatigue in
emergency department nurses [32]. In this period, the
patients’ and family members’ lack of understanding will
diminish the nurse’s compassion experience due to the
increased workload and lack of rest time. At this time,
the key point of intervention is to consider seeking social
support from society, hospitals, and families. At the hos-
pital level, we can consider a rational allocation of human
resources and a moderate reduction of work intensity; at
the family level, family and friends can give more support
and assistance; at the social level, we are actively guiding
through the media to create a positive professional atmo-
sphere for nurses.

Following failed treatment of patients, nurses go
through a time of compassion discomfort brought on by
psychological guilt and self-blame, emotions of helpless-
ness, intense emotional misery, and unseen moral suffer-
ing. Studies have found that when nurses become overly
empathically devoted to their patients, the slight discom-
fort or distress of patients can elicit a strong response
from the nurse due to excessive emotional and responsi-
ble involvement [7, 33]. During times of compassion dis-
comfort, clinical nurses generally feel moral distress and
self-doubt. The self-efficacy theory of Bandura contends
that behavior and self-efficacy are strongly related [34].
At this point, nurses have self-doubt about their com-
petence, so increasing self-efficacy might improve their
psychological well-being and consequently, their behav-
ior. Verbal encouragement, alternative experiences, and
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behavioral performance successes serve as the founda-
tion for an individual’s sense of self-efficacy [34]. There-
fore, researchers can raise nurses’ sense of self-efficacy
through the power of role models, encouraging words,
and feedback to pass through the compassion discomfort
period among clinical nurses.

The emotional distress of clinical nurses is exhibited
in the compassion distress phase. Nurses will repeatedly
focus on and recall things related to the patient, and this
repeated recall has disrupted the nurses’ lives, disturbed
them emotionally, and can create an underlying sense of
anxiety and compulsion in their lives. In addition, this
study found that nurses will socialize the comparison
from the patient’s events and will analogize the patient’s
condition and experience to themselves, to worry and
fear, and occasionally experience fear of illness. During
this time, nurses will be influenced by patients’ emotional
responses and may experience psychological pain. They
may likely have anxiety and obsessive symptoms in life
if they keep thinking about the patients’ circumstances.
The pivotal point of intervention at this stage can be con-
sidered to use cognitive restructuring, which transforms
negative, self-defeating thinking into positive, self-affirm-
ing notion.

As negative emotions accumulate, nurses eventually
encounter a phase of compassion fatigue. Numbness
and emotional exhaustion in the emotional experience,
avoidance and alienation from work behavior, and physi-
cal problems including sleep disorders all occur, which
is corresponding with results from previous studies [2,
7]. If the nurse experiences physical problems, such as
sleeping difficulties, they may seek medical assistance
and prescription medications. The psychological effects
of emotional exhaustion can be alleviated through active
interventions including emotional catharsis, attention
shifting, and focusing on a spiritual outlet (such as reli-
gious belief) to help recovery [7].

Relevance for clinical practice

Compassion fatigue in clinical nurses develops over time
and is a dynamic process, which can shed light on a bet-
ter understanding of the problem of nurses’ compassion
fatigue locally and globally. The findings contribute to
nursing management and education in the field of solving
compassion fatigue in clinical nurses. The implications
for nursing management include that clinical nurses’
experience of compassion fatigue is a cumulative process.
Interventions for compassion fatigue in clinical nurses
should be staged, targeted, and individualized to main-
tain the compassionate experience period, pass through
the compassionate discomfort period, cope with the
compassion fatigue period, and ultimately reduce psy-
chosomatic damage among clinical nurses.
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In terms of nursing education, these findings urge con-
sider teaching nursing students and new nurses about the
development of compassion fatigue so they may be pre-
pared for the problems they may encounter in the future.
The majority of the existing intervention programs are
designed to help nurses who are already suffering from
compassion fatigue. Instead, we should emphasize pre-
vention more, and a cost-effective way to do this is by
creating educational programs to raise clinical nurses’
awareness of and knowledge about compassion fatigue.

Limitations

The shortcomings of this study include the following
aspects. Firstly, due to the impact of COVID-19, the
study subjects were interviewed by telephone or video,
and there may be an inability to carefully observe the par-
ticipants’ body language and facial expressions during the
interview process. However, throughout the study, the
researcher deeply felt that the participants were more
willing to confide their feelings through the long-distance
interviews with electronic devices, providing a wealth of
information that could help the researcher understand
more deeply the emotional experience during the pro-
cess of compassion fatigue. Secondly, all the interviewees
were female, and there may be differences in the feelings
of male nurses; however, most of the nurse population
was female, and the results of this study may also inform
the psychological experience of the developmental pro-
cess of compassion fatigue for most nurses; thus, further
studies conducted with male nurses are needed.

Conclusions

Clinical nurses who experience compassion fatigue may
go through five stages that are stage-specific and pre-
dictable: compassion experience period, compassion
decrement period, compassion discomfort period, com-
passion distress period, and compassion fatigue period.
This study pointed out a noteworthy issue regarding the
significance of tackling compassion fatigue based on the
characteristics of different stages. The analysis showed
that if prompt intervention is not given to clinical nurses
during the early stages of compassion fatigue, such as the
periods of compassion decrement, compassion discom-
fort, and compassion distress, they will eventually enter
a period of compassion fatigue, which is especially harm-
ful to the nursing profession building on compassion and
caring. This study critically advocates for hospital admin-
istrators to better address this issue by creating custom-
ized, stage-appropriate intervention programs.
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