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ABSTRACT 

 

Burnout is a construct first proposed by Freudenberger to describe a condition that 

develops in people who work with people such as teachers, nurses and first responders 

(Shan, 2005). Professionals who are burned out demonstrate a lack of concern for the 

people they service and often perform poorly on the job. In recent years, the construct of 

Burnout has been largely replaced by the construct of Compassion Fatigue.  Interestingly, 

mental health professionals who work with children as their predominant client base have 

not been extensively studied, although these professionals arguably could be 

experiencing some of the highest levels of Compassion Fatigue (Eastwood, 2008).  

Research shows that burnout and Compassion Fatigue impact the work that an individual 

performs, but the impact of these on the use of particular therapeutic practices as an area 

is less studied. 

The present study sought to determine if there is a relationship between Burnout, 

Compassion Fatigue, and the use of evidence based practices in mental health 

professionals.  Using research by Craig and Sprang (2010) as the starting point, this study 

also investigated whether mental health professionals who work with children experience 

more or less Burnout and Compassion Fatigue than those who work with adults.   Mental 

health professionals from a variety of mental health facilities in the Philadelphia region 

served as subjects in this study. Participants were given the Trauma Practices 

Questionnaire (TPQ), a 22-item treatment practices utilization scale, the Professional 

Quality of Life Scale-V (PRoQOL-V), a 30-item scale that required  respondents to 
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assess their thoughts and feelings in relation to their work, and a  questionnaire 

formulated by this investigator that included demographic information, background 

information, as well a question that focused on the age of the mental health professional’s 

client base and a question that focused on years of professional experience.  The results 

showed that the mental health professionals who worked with adults were older, more 

typically white, had higher levels of education and had undergraduate majors that were in 

psychology or a psychology-related area (e.g., social work) than mental health 

professionals who worked with children. Burnout and Compassion Fatigue correlated 

negatively with all practices, evidence-based and non-evidence based.  Males used more 

evidence-based and total practices than females. Females have a higher level of 

Compassion Satisfaction but also a higher level of Burnout.  The results showed that the 

mental health professionals who worked with children had higher levels of Compassion 

Satisfaction, but also higher levels of Burnout.  The data show that the group that works 

with children used less cognitive and behavioral approaches.  The broader implications of 

the results are discussed in the conclusion. 
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CHAPTER 1 

Introduction 

 

Professionals working in the field of mental health experience stressful events on 

a daily basis. In the interactions with their clients, these professionals come face-to-face 

with hardships that many people never personally experience or, at most, encounter only 

after it has passed the media’s filter and been reduced to a more palatable form–in 

television, newspapers, or films (Craig, 2010).  During their routine workdays mental 

health workers are inundated with high levels of stress, heavy workloads, role ambiguity, 

and lack of support from supervisors (Killian, 2008).  This constant level of stress can 

produce a number of negative outcomes in the mental health professional, namely 

Burnout or what has come to be called in the recent literature Compassion Fatigue
1
 

(Craig, 2010; Demerouti, 2007; Killian, 2008; Kraus, 2005; Maslach, Schaufeli, & Leiter, 

2001; Mathieu, 2007). This Compassion Fatigue eventually leads to anxiety, depression, 

and poor health (Maslach, Schaufeli, & Leiter, 2001). 

                                                 

 

1
  The distinction between Compassion Fatigue and Burnout will be made later in 

chapter one and in more detail in chapter two.  Until then, the terms will be used 

interchangeably. 
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In their exhaustive examination of the research on mental health professionals and 

Burnout, Leiter and Harvie (1996) found that the level of Burnout experienced by these 

workers was as high as professionals in other fields (such as education and healthcare) as 

demonstrated by the means on  widely used Burnout scales (Leiter & Harvie, 1996). They 

also found that a number of client and organizational variables were associated with 

Burnout. Specifically, mental health workers who had to interact with more seriously 

damaged clients and who had to work in non-supportive environments demonstrated 

higher levels of Burnout. They summarize their research as follows: 

Together, the research is consistent with the proposition that Burnout is 

more evident in work situations that inhibit mental health worker’s 

capacity to realize their values through their work. While this pattern is 

most directly evident in articles that directly considered the mental health 

workers’ values, many of the personal and environmental conditions 

considered in the studies reviewed here suggest that burnout arises when 

there are problems enacting value through work. Such problems arise 

through excessive demands associated with caseloads of personal conflict 

that interfere with opportunities to attend thoroughly to the needs of 

service recipients. (Leiter & Harvie, 1996, p.98) 

 

Overall, there seems to be general consensus that mental health workers are as 

prone to Burnout as professionals in other people-oriented professions (Eastwood, 2008; 

Leiter & Harvie, 1996).   While this finding is not necessarily unexpected, it is also the 

case that the empirical support of this idea is somewhat limited due to the restricted 

populations studied. For example, all of the research summarized by Craig and Sprang 

(2010) used mental health workers who were accessed through professional 

organizations. As such, these professionals were highly trained and certified. When one 

examines the organizational structure of mental health facilities it is often the case that 

the mental health workers with less training interact with the clients more than those 
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workers with advanced and more specialized training (Eastwood, 2008).   It is also 

important to note that in the Craig and Sprang (2010) study the sample of self-identified 

trauma specialist used as subjects carried caseloads that consisted of, exclusively or 

primarily, adult clients. There is little research that uses mental health workers whose 

caseload consists primarily of children (Eastwood, 2008).  These issues--lack of research 

with non-certified bachelor level professionals and lack of research with mental health 

professionals who work primarily with children--continue to represent gaps in this 

literature.   Therefore, research with non-certified mental health workers, whose 

caseloads consist primarily of children, on variables such as Burnout and Compassion 

Fatigue are areas that certainly deserve more attention.  

Burnout and Compassion Fatigue 

Burnout and Compassion Fatigue are terms that are commonly found within 

bodies of literature often characterized as vicarious or secondary traumatization literature.  

The vicarious or secondary traumatization literature is concerned with the negative 

effects experienced by mental health professionals as a result of work with clients who 

have had traumatic or serious experiences.  This literature also includes terms such as 

vicarious trauma, secondary traumatic stress syndrome, Compassion Fatigue, and 

Burnout.  Vicarious Trauma theory is a development in research that according to the 

work of Pearlman and Saakvitne (as cited by Devilly, Wright, & Varker) has its basis in 

Constructivist Self-Development Theory (CSDT).  CSDT attempts to understand an 

individual’s adaptation to trauma as an interaction between personality, personal history, 

the traumatic event and its social and cultural context (Devilly, Wright, & Varker, 2009).  
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Secondary Traumatic Stress syndrome (STS), as defined by Figley, came about after the 

1994 revision in the DSM regarding the diagnostic criteria for Post Traumatic Stress 

Disorder  (PTSD).  The revision expanded the criteria for PTSD to include “…hearing 

about threatened death or serious injury to another individual” (Devilly, Wright, & 

Varker, 2009, p. 374).  The symptoms of STS are consistent with those of PTSD--

intrusive thoughts, avoidance behaviors, and hyper arousal  that occur following one 

experience.  Compassion Fatigue, another term coined by Figley, incorporates the STS 

symptoms but also includes characteristics that have been traditionally associated with 

Burnout: emotional exhaustion, depersonalization, and lack of personal accomplishment 

(Craig, 2010; Devilly, Wright, & Varker, 2009; Sprang & Whitt-Woosley, 2007).   

Burnout is a psychological syndrome that occurs as a result of work related stressors. 

According to Maslach, one of the seminal researchers in this area, the three components 

of Burnout occur in sequential order, with emotional exhaustion leading to 

depersonalization, finally resulting in a feeling that anything one does lacks worth 

(Benson, 2005; Devilly, Wright, & Varker, 2009; Maslach, Schaufeli, & Leiter, 2001).       

Most writers who have dealt with this vicarious or secondary traumatization 

literature concede that the empirical support to distinguish between the constructs is 

insufficient and the definitions often overlapping and ambiguous (Craig & Sprang 2009; 

Devilly, Wright, Varker, 2009; Sprang & Whitt-Woosley, 2007; Stamm 2010). The 

preeminent researchers in the field of Burnout and Compassion Fatigue, however, are 

Maslach (Burnout), Figley (STS and Compassion Fatigue) and Stamm (Compassion 

Fatigue and Compassion Satisfaction).  These researchers are prolific and respected in 
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their areas of study. Maslach’s research in the field began in the 70s with mostly 

qualitative studies that included observation and interviews of social workers (Maslach, 

Schaufeli, & Leiter, 2001).  Figley’s research gained prominence in the 90s, although his 

research also began in the 1970s with an interview of a Vietnam War veteran (Figley, 

2002).  Stamm and Figley worked together and individually on the concept of 

Compassion Fatigue (Stamm, 2010).  This led to Stamm’s research becoming recognized 

in most current literature as the preeminent theory in this area. 

Again, Maslach talks about Burnout as consisting of three sequential components: 

emotional exhaustion, depersonalization, and lack of personal accomplishment (Kraus, 

2005; Maslach & Jackson, 1984).   Additionally, most researchers of the subject consider 

Burnout to be a phenomenon that occurs over time (Eastwood, 2008).  Central to the 

concept of Burnout is the function that workplace organizational factors play in one’s 

experience with Burnout. “Work overload, limited support, role conflict, and role 

confusion have been consistently associated with burnout and are considered primary 

antecedents” (Devilly, Wright, & Varker, 2009, p. 374).  Maslach, Schaufeli, and Leiter 

(2001) reiterate that “ burnout is an individual experience that is specific to the work 

context…The results of research over the past 25 years paint a clear picture of the impact 

of the work situation on individual burnout.”  (p.407).  “Workload and time pressure aere 

strongly and consistently related to burnout, particularly the exhaustion dimension” 

(Maslach, Schaufeli, & Leiter, 2001, p. 407).  “Studies of qualitative job demends have 

focused primarily on role conflict and role ambiguity, both of which consistently show a 

moderate to high correlation with burnout” (Maslach, Schaufeli, & Leiter, 2001, p. 407). 
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Craig and Sprang (2009) posit that Compassion Fatigue is distinguished from 

other constructs in this vicarious traumatization nomenclature by its characteristics that 

are similar to PTSD. Compassion Fatigue can be considered the broader term that 

includes a combination of the symptoms of the syndromes secondary traumatic stress 

and Burnout (Figley, 2002; Newell, 2011; Stamm, 2010).  Compassion Fatigue is often 

considered an inevitable occurrence that all helping professionals will experience to some 

degree as they perform helping work (Project Compassion Fatigue Awareness, 2010).  

Yet, there are positive outcomes of performing work in helping fields.  One such outcome 

is Compassion Fatigue’s opposite--Compassion Satisfaction.   As Douglas (2010) says: 

Compassion fatigue validates the fact that you are a deeply caring 

individual. Burnout can occur when a professional in a” helping” field 

works with a child who exhibits significant behaviors and when the 

professional believes that he or she may not have access to the tools 

needed to treat a client. Also it becomes apparent when time is not allowed 

for the caregivers to process their own feelings or pay attention to their 

own needs. This can lead to an emotional and spiritual depletion that can 

manifest in a variety way. Conversely, when a professional believes that 

he or she is equipped to handle and/or treat a child compassion satisfaction 

will be the result. (p 418) 

 

Mental Health Professionals Who Work With Children  

In many ways, working with children in the mental health field remains a 

professional area where people who have not succeeded in other professional areas land –

particularly at the Bachelor’s level.  Some therapists, clinicians, social workers, mental 

health technicians, and special education teachers who work with children that have 

significant deficits in functioning report their work as being meaningful. Others have said 

that their career path was a conscientious choice made in life.  Still others iterate that they 

landed in their career serendipitously but are nonetheless gratified by their work.  Then 



Burnout & Compassion Fatigue in Mental Health                                                     7 

 

 

 

there are those who claim to have been in need of employment, were informed that 

experience in the field is not a must, and, as long as criminal and child abuse clearances 

did not detail crimes related to children or felony convictions, employment is almost a 

guarantee.  There are many areas that are germane but not assessed prior to one being 

hired to work with children in the mental health field.   Mental health related degrees are 

not often a requirement for employment in this field.  Knowledge of therapeutic 

techniques or the ability to prove the acquisition of this knowledge is not necessarily 

required during the hiring process.  Particular competencies regarding knowledge of 

behavior, cognitive abilities, and responses to trauma are often not even discussed during 

the hiring interview. Many staff members seem not to fully understand or care about 

these areas.  Further, they often do not understand that it is their responsibility within 

their positions to gain knowledge of these areas such that they will “do no further harm” 

to the children with whom they work.  Training is important in informing staff responses 

to and interactions with children.  However, management of the implementation of 

interventions and strategies does not often occur and can be difficult to assess.  Instead, 

unless there is an accusation of mishandling by an outside entity (e.g., parent or wrap 

services provider) many errors in implementation of therapeutic intervention are not 

effectively addressed, while errors in documentation are scrutinized with a regular 

frequency.  In fact, mental health agencies in the Philadelphia area have annual or 

biannual city and state inspections.  The focus of these inspections is usually paper 

documentation.  Documentation is important, but the interaction that provides the need 

for the paperwork is as important--if not more.  
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 Training, however, is often inadequate.  Agencies often offer lecture style 

training or group activities trainings that focus on the employees working together.  They 

fall short in the areas of role playing and demonstrating ways to handle real situations 

with redirection and guidance that are based on evidence-based practices. In summation, 

agencies resist the time and financial investment in training (Saayman, Saayman, & 

Weis, 2006).  All of this can and often does lead to the mental health professional who 

primarily works with children to develop Burnout or Compassion Fatigue.  

This lack of training for mental health workers is also demonstrated in teachers 

who are asked to work with children who are experiencing some degree of trauma or 

stress. Because teachers are often required to have certification to teach in many school 

settings they are often overlooked when it comes to training.  Also, the training that is 

given to the other mental health providers is the same training that is given to the 

teachers.  However, this training set is often inadequate to handle the demands that are 

being placed on the teacher.  School teachers working within the psychiatric setting 

require, though often do not receive, more specialized training.  Often, their lack of 

training, ability, and supervision is problematic.  Specifically, they must be cognizant that 

the way they present work and correct a child must be trauma informed.  Their 

presentation of the work must be in a way that does not overwhelm the child and that 

respects the child’s beliefs about his deficits and probable negative academic history. All 

too often the teacher’s impact is overlooked in behavioral or therapeutic settings.   In the 

hospital /school setting teaching has both 

Pedagogical aims and aims concerning care. The focus is on pedagogical 

diagnosing, helping the pupil in his learning difficulties and curing the 
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retardation resulted from the disease. From the viewpoint of care, the aim 

of hospital school teaching is to support the care and rehabilitation of the 

pupil. The schoolteacher takes into account the symptoms of the disease 

during the teaching situations. (Huotari, 2003, p. 345)   

 

Another factor that impedes treatment efficacy is the extraordinary documentation 

requirement for mental health professionals.  This weighty paperwork mandate often 

leaves the staff with the difficult choice of completing paperwork during the time when 

they could more profitably be working with the children. These professionals often are 

faced with the dilemma of completing the paperwork at home often to the exclusion of 

home life responsibilities such as interacting with one’s husband (or wife), children and 

family. 

Another factor that impacts the mental health professional’s relationship with the 

client is the practitioner’s previous personal experience with trauma, tragedy, and 

emotional and behavioral difficulty (Maslach, Schaufeli, & Leiter, 2001).  Many 

professionals enter the field because they believe that since they survived very difficult 

childhoods (and often live difficult adulthoods),   have been able to complete college,  

and sustain gainful employment  then they are able to help alleviate the suffering of 

others.  The problems in this premise are many.  First, even if this scenario is true it does 

not negate the need for professional training.  In fact, it could arguably necessitate more 

training. People do not often acknowledge or may be unaware of: 1) the extent that their 

past difficulties have impacted the trajectory of their personal and professional lives; 2) 

how maladaptive their coping mechanism may have been and might continue to be; 3) the 

repressed pain and anger they continue to experience, and 4) the extent these issues are 

unresolved and continue to impact all aspects of their lives--social, emotional, physical, 
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occupational, interpersonal.  There can be no doubt that adaptive or maladaptive 

functioning in a single area of one’s life is impactful to other areas. 

Despite the difficulties that are often associated with being a mental health worker 

the need for qualified professionals continues to grow.  In 2005 congress passed The 

Child Healthcare Crisis Relief Act designed to increase the number of people entering the 

mental health field (Brown University, 2005).  This legislation created many career 

opportunities for individuals to effectively treat the increasing number of children who 

are attempting to live and learn while contending with severe life stressors that 

consistently work to impede their functioning in school, in the home, and in the 

community. This is demonstrated by the dramatic increase in the number of mental health 

agencies that are present in the public schools of Philadelphia, and the recent increase in 

the number and type of mental health professionals that exist in the city of Philadelphia 

and the surrounding area (Rouff, 2009).  

Mental health professionals are treating children with significant diagnoses such 

as: Disruptive Behavior Disorder, Oppositional Defiant Disorder, Attention Deficit 

Hyperactivity Disorder, Attention Deficit Disorder, Depression, Post traumatic Stress 

Disorder, Attachment Disorder Autistic Spectrum Disorder, and Adjustment Disorder 

(Berliner, 2005).  The behaviors that are symptomatic of these diagnoses are wide 

ranging and act as serious impediments to the healthy functioning of these children.  

Behaviors range from constantly getting out of seat and calling out in class to attempted 

murder and suicide.  Many children are unable to attend to their work- or any appropriate 

stimuli- long enough to achieve the tasks expected by their teachers and parents. While 
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all children have to deal with some amount of psychosocial stress, many children in 

urban areas are clearly stressed beyond their psyche’s capacity to handle the frequency, 

duration, and intensity of the psycho-social stressors that they have been forced to 

encounter in their lives.  So it becomes incumbent upon the scientific community, among 

others, to explore the effects of work with this population on the provider.  Since these 

professionals are vulnerable to the negative effects of stress they are likely candidates for 

the development of Compassion Fatigue (Mathieu, 2007; Pas, Bradshaw, Hershfeldt, & 

and Leaf, 2010; Prati, 2010; Sprang, Craig, & Clark, 2008). 

In general it is commonly accepted that mental health workers are as prone to 

Compassion Fatigue as other professionals who work in people oriented fields.  However, 

there are important reasons to consider specifically mental health workers who work 

primarily with children.  Much of the research on Compassion Fatigue has focused on 

professionals who work with adult clients. Does this same effect exist with mental health 

workers who deal with children?  It is important to consider this question because mental 

health agencies are working with a larger number of children and to a greater extent than 

in previous years (Brown University, 2005; Rouff, 2009).   The consequences of this new 

growth should be examined such that programming and treatment is appropriate and 

effective for the children who are being serviced.  Programming and treatment can only 

be effective and appropriate if the one performing the treatment is working at his or her 

optimum level (Mathieu, 2007).   

Working with children is distinctly different from working with adults in the 

mental health field (APA Presidenbtial Task Force on Posttraumatic Stress Disorder and 
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Trauma in Children and Adolescents, 2008; Silva, Bath, Beer, Minami, & Engel, 2007).  

First, children are not independent agents and therefore they have adults who act on their 

behalf aside from, and in specific regard to, the therapeutic process.  This point alludes to 

the second point that demonstrates that working with children is a unique experience 

when compared to working with adults.  That is, children are considered to be a 

vulnerable population and clearly have little or no control over many of the 

circumstances in which they are involved that often lead to the need for mental health 

services.  Knowledge that one is working with a fragile population that one is obligated to 

protect undoubtedly changes the lens by which a professional views a situation.  Further, 

this cognition adds layers of emotional, professional, moral, and legal responsibilities 

(Silva, Bath, Beer, Minami, & Engel, 2007).      

When a professional is working with a child there are automatically other people 

involved because there is a child involved.  For example, parents or agents acting in loco 

parentis must be consulted on most decisions involving their child.  Often other entities 

such as professionals who are representatives of whole systems put in place to protect or 

care for the child are involved.  For example, in Philadelphia if a child is recommended 

for a mental health evaluation because he or she exhibits repeated acts of aggression (in 

school) the school counselor will often call the Department of Human Services as well as 

a mental health agency.  Once a child is assigned to a mental health agency mental health 

workers are obliged to coordinate their efforts not only with an array of others within that 

agency but also with public school personnel as well as the child’s family.  Engaging this 

web of interaction puts mental health workers at risk for greater stress and consequently 



Burnout & Compassion Fatigue in Mental Health                                                     13 

 

 

 

Compassion Fatigue. Moreover, mental health workers must adhere to a sometimes 

conflicting set of policies, procedures, and timelines prescribed by this array of agencies. 

When this situation occurs it can be quite a bit more challenging for mental health 

workers then when adult clients are served (Silva, Bath, Beer, Minami, & Engel, 2007). 

With repeated interactions of this sort Compassion Fatigue can be a likely outcome for 

the mental health professional working with children.  

This is especially true of workers in more restrictive settings. Though some health 

professionals are able to ameliorate the problems of children with behavioral and 

emotional difficulties within a community setting, other children require professional 

help in a more restrictive setting and with more intensive care.  These settings include 

psychiatric hospitals, partial hospitalization programs, or residential treatment facilities.  

Professionals in these settings may be at the greatest risk of experiencing Compassion 

Fatigue and Burnout since they are those who work with children whose behaviors are 

the most severe and who interact with them most frequently ( APA Presidenbtial Task 

Force on Posttraumatic Stress Disorder and Trauma in Children and Adolescents, 2008; 

Killian, 2008; Maslach, Schaufeli, & Leiter, 2001).  

The common knowledge that children are a vulnerable population can serve as the 

catalyst for the protective instincts in the mental health professionals who work with 

them.  The natural instinct to protect children may increase a desire in the mental health 

professional to provide care in a manner that tests the limits of professional boundaries.  

This conflict between instinct and professionalism can create an emotional turmoil within 
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the provider that can be called role ambiguity.  Role ambiguity is a factor that is 

consistently associated with Burnout (Maslach, Schaufeli, & Leiter, 2001) 

  Therefore, research that investigates the impact of Burnout and Compassion 

Fatigue on the provision of evidence based interventions and mental health care providers 

who treat children is necessary. At present, however, there is very little evidence one way 

or the other on the Burnout and Compassion Fatigue levels of professionals who work 

with children. One of the goals of the present study is to compare Burnout and 

Compassion Fatigue between mental health workers who deal primarily with adults to 

that of workers who deal primarily with children. 

Burnout and Compassion Fatigue and the Use of Evidence-Based Practice   

Within the research that has been conducted in the field of mental health the 

relationship between the mental health professional and the client has been extensively 

studied. A majority of this research has focused on the impact of the professional on the 

client.  Only recently has research begun to focus on the effects of the client on the 

caregiver.  Moreover, of the research available, the populations most often studied are 

mental health workers that serve adult clients.  The research becomes quite sparse if one 

searches for the impact of working with severe behaviors in children on the ability of the 

provider to remain objective, hopeful, and therapeutically sound in the implementation of 

services (APA Presidential Task Force on Posttraumatic Stress Disorder and Trauma in 

Children and Adolescents, 2008).  That is, there is little research that investigates the 

varying levels of Burnout and Compassion Fatigue that can exist within a helping 

professional and the relationship between these and the therapist’s ability to provide 
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quality services. As operationalized for this research, these quality services will be 

termed evidence-based practices, a term already used in this body of research (Sprang, 

Clark & Whitt-Woosley, 2007). 

The study that is most similar to the study being proposed here is by Craig and 

Sprang (2010). In their study, Craig and Sprang (2010) evaluated the impact of using 

evidenced-based practices on Compassion Satisfaction, Compassion Fatigue, and 

Burnout finding that, “The utilization of evidenced based practices significantly 

decreases compassion fatigue and burnout” ( p. 319).  Craig and Sprang utilized the 

Professional Quality of Life Scale and the Trauma Practices Survey which was created 

specifically for their study.  They also found that younger professionals reported higher 

levels of Burnout, while more experienced professionals reported higher levels of 

Compassion Satisfaction. What is perhaps most interesting about this study is that their 

interpretation of the data made Compassion Fatigue, Burnout, and Compassion 

Satisfaction the criterion variables with the utilization of evidenced based practices the 

predictor variable. The design of their study cannot support this view of causality. 

Despite its limitations, the Craig and Sprang (2010) study is important because it 

shows that “… continuous and long term exposure to the stress of working with the 

myriad of trauma related stressors experienced by their clients can lead to various 

responses” (p. 319).  Also, it supports the growing body of literature that elucidates the 

constructs of Compassion Satisfaction, Compassion Fatigue, and Burnout. In doing this, 

it provides comparison data on the level of Burnout demonstrated in their therapists, most 

of whom work with adults. Finally, it provides support for the use of evidence-based 
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practices as a meaningful correlate of Burnout. Whether this variable also works in 

research on therapists who work with children in the field of mental health is an open 

question. All of these attributes serve as the basis for the research being proposed here. 

Research Questions 

There are two major questions that will be answered in this study.  These are:  

1) What is the relationship between Burnout, Secondary Traumatic Stress (Compassion 

Fatigue), Compassion Satisfaction and the use of evidence-based practices?  

2) Do demographic factors (e.g., gender, race, academic preparation) relate to the use of 

evidence-based practices, Compassion Fatigue, or Burnout by mental health 

professionals?   

Within this context other predictor variables will be assessed, with particular 

emphasis being given to the variable of work with children, to determine if it strengthens 

or weakens the relationship between Burnout or Compassion Fatigue and the use of 

evidence-based interventions.   Therefore, the following questions will also be answered 

through this research.   

1) Is there a difference in any of the variables between clinicians who work primarily 

with children versus those who work primarily with adults? 

2) Is there a difference between the group that works with children and the group that 

works with adults on the Trauma Practices Questionnaire? 
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Definitions of Major Constructs 

Compassion Satisfaction: The experience of a professional, in a helping field, that 

is characterized by feelings of efficacy, hopefulness, and a sense of balance in life--at 

work and in life (Khabir, 2011). The opposite of Compassion fatigue (Stamm, 2010). 

Compassion Fatigue: The experience of a professional, in a helping field, that is 

characterized by initial feelings of exhaustion, some feelings of hopelessness, a sense of 

losing control, and a lack of efficacy surrounding one’s ability to be effective in lessening 

another’s troublesome circumstance (Khabir, 2011; Project Compassion Fatigue 

Awareness, 2010)  The general term, Compassion Fatigue, is comprised of two 

categories, Burnout and secondary traumatic stress (Stamm, 2010)  With Compassion 

Fatigue there is a recognition of the contribution of organizational/job factors and the 

client-provider relationship (the intensity, frequency, and duration of the providers 

interactions with the client as well as the intensity, frequency, and duration of the 

behaviors exhibited by the client) and how this impacts the provider . 

Burnout: The experience of a professional, in a helping field, that is characterized 

by cynicism, boredom, and discouragement (Benson, 2005).  Maslach defines Burnout as 

“…a syndrome of emotional exhaustion, depersonalization, and reduced personal 

accomplishment that can occur among individuals who do ‘people work’ of some kind” 

(Demerouti, 2007). With Burnout there is a recognition of the stress of the relationship 

with the client but the focus is often on the organizatinal/ job related  factors (caseload, 

perceived support from supervisor, tangible  impact, long hours, and clearly defined job 
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duties)  that contribute to this condition (Killian, 2008; Maslach, Schaufeli, & Leiter, 

2001). 

Evidence-Based Practices: Interventions, strategies, and therapies that have 

empirical support (Berliner, 2005); 

The following definitions are examples of evidence based practices (with varying 

levels of empirical support) or preferences of mental health professionals (Craig, 2010). 

Cognitive therapy: Developed by Albert Ellis and Aaron Beck. This type of 

therapy asserts that feelings result from one’s belief or thoughts about an event.  The 

therapist uses various interventions to reshape unhealthy cognitions into more rational 

and less stressful ones.   

Behavioral therapy: Based on classical conditioning and operant conditioning this 

type of therapy does not acknowledge emotion and personal factors. Instead it asserts that 

positive and negative reinforcement will change or maintain behavior. 

Eclectic therapy: This approach uses interventions from a variety of therapies 

based on the presenting diagnoses and symptom presentation (Lancaster, 2010). 

Eye Movement Desensitization Reciprocal therapy: asserts that there is a 

cognitive imprint on the brain that occurs when a traumatic event occurs.  Thoughts and 

sensory memories are stored and can be recalled.  By moving eyes from side to side 

while following the therapist’s finger, pencil, or similar object while having more rational 

or positive thoughts more positive associations are created (Batson, Smith, & Corcoran, 

2011; Khabir, 2011).  
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Psychodynamic therapy: A modern variation of psychoanalysis that produces 

results in a shorter time.  The client, in psychodynamic therapy is often encouraged to 

create a personal narrative and resolving the conflict reported in this narrative becomes 

the focus of therapy (Boothe, Grimm, Hermann, & Luder, 2010; Harvard Medical 

School, 2010). 

Solution Focused therapy: Here the therapist helps the client to focus on times 

when the difficulty did not exist--even if the client has to imagine such a time.  The 

therapist believes that the client is the expert in his or her life and that the resources to 

change are within if only the client is shown where and how they have successfully used 

these resources previously (Savage, 2010). 
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CHAPTER 2 

Literature Review 

 

Introduction 

This chapter will be presented in five sections. Section I will review the literature 

on Burnout and Compassion Fatigue describing the history and current status of these 

constructs.  Section II will review the Burnout and Compassion Fatigue literature with a 

specific focus on professionals who work in the mental health field.  The factors 

associated with Burnout and mental health professionals as well as Compassion Fatigue 

and mental health professionals will be examined.  Section III will summarize the 

literature on mental health workers who deal with children.  Features that distinguish care 

of children from adults by mental health workers will be presented.  Section IV will focus 

on evidence-based practices and why this is an important construct to incorporate in 

research on Burnout and Compassion Fatigue. Finally, Section V will summarize the 

research and indicate the unresolved questions in this area.  

Burnout and Compassion Fatigue 

Research that dates back as far as the 1970s provides consistent verification that 

providing professional service to people  has deleterious effects on the provider of the 

service (Craig, 2010; Devilly, Wright, & Varker, 2009; Figley, 2002;  Maslach, 

Schaufeli, & Leiter, 2001).  Burnout and Compassion Fatigue are two interrelated 

constructs that demonstrate this.  Burnout is a state of physical, emotional and mental 

exhaustion caused by a depletion of the ability to cope with one’s environment. This 

condition may result from a person’s responses to the ongoing demand characteristics 
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(stress) of daily life, although as the term is most commonly used it is caused by the 

demands of a work environment.  Burnout is often characterized by the experience of 

long-term exhaustion and diminished interest. Most writers attribute the term to 

Freudenberger (1974) who wrote about staff Burnout and whose interest in this topic was 

supposedly generated by reading Graham Greene’s novel titled A Burnt-out Case.  In 

general, most of the Burnout literature focuses on professionals who work in settings 

where there is continual contact with people. The prime examples of professions which 

include this type of work are nurses, teachers, first responders, and therapists (Eastwood, 

2008). In fact Burnout has often been called the disease of people who work with people.  

It is generally concluded that Burnout produces a series of negative outcomes including 

poor job functioning, health related problems such as stress and coronary heart disease, 

and mental health problems such as depression (Maslach, Schaufeli, & Leiter, 2001).  

As previously stated the person often credited with producing the most research 

and writing on Burnout is Christina Maslach.  The Maslach Burnout Inventory (MBI) is 

the most frequently used instrument to measure this construct at least in the older 

literature (Bennett, Plint, & Clifford, 2005; Demerouti, 2007; Newell, 2011).  Maslach 

and her colleagues have produced a substantial body of research investigating the 

antecedents and consequences of Burnout (Maslach, Schaufeli, & Leiter, 2001). The 

following is a recent summary of this condition: 

Staff members in human services and educational institutions are often 

required to spend considerable time in intense involvement with other 

people. Frequently, the staff-client interaction is centered on the client’s 

current problems (psychological, social, or physical) and is therefore 

charged with feelings of anger, embarrassment, fear and despair. Because 

solutions for clients’ problems are not always obvious and easily obtained, 
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the situation becomes more ambiguous and frustrating. For the person who 

works continuously with people under such circumstances, the chronic 

stress can be emotionally draining and can lead to Burnout. (Mind Garden, 

n.d.) 

 

According to Maslach, Burnout develops through a sequential process beginning 

with what she terms “emotional exhaustion”, followed by “depersonalization” and finally 

by “lack of personal accomplishment”.  The following items from the Maslach Burnout 

Inventory are examples of these three constructs: 

Emotional Exhaustion:  

 I feel emotionally drained from my work 

 I feel used up at the end workday 

 I feel fatigued when I get up in the morning and have to face another day on the 

job 

Depersonalization:   

 I feel I treat some clients as if they were impersonal objects 

 I’ve become more callous toward people since I took this job 

 I worry that this job is hardening me emotionally 

Lack of Personal Accomplishment: 

 I do not easily understand how my clients feel about things 

 I do not deal effectively with the problems of my clients 

 I do not feel exhilarated after working closely with my clients 

Research in a number of fields has investigated the various manifestations of 

Burnout.  In research on teachers Pas et al. (2010) found that emotional exhaustion 
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ensues from working with children who have difficult behaviors.  In such an 

environment, the quality of the teaching suffers as does the teacher’s relationship with the 

students.  Additionally, teachers who feel that their efforts will be fruitless (have low 

teaching efficacy) are less likely to use the best practices as they relate to their teaching 

and classroom management (Mathieu, 2007; Pas et al., 2010)   

Critics of Maslach’s theory of Burnout have cited that the theory is based on 

qualitative research and that the construct is not clearly defined or distinguished from 

other similar constructs. However, these critics recognize that the introduction of the 

theory’s multi-dimensional construct--emotional exhaustion, depersonalization, and 

personal accomplishment--and the creation of the Maslach Burnout Inventory (1981) 

have significnatly strengthened the theory. The operationalization of the dimensions that 

define Burnout and the creation of the instrument that measures the three dimensional 

construct  allowed for research that was more quantitative than qualitative in nature.  

Empirical studies that utilized the MBI have dominated the research on Burnout. 

(Maslach, Schaufeli, & Leiter, 2001).  More recent critiques have asserted that  

Maslach’s three dimensional view of Burnout focuses on the emotional exhaustion that 

comes from work stress but is deficient in the way it handles attention to the physical 

symptoms that ensue from work stress (Clapper, 2008). In their attempt to create an 

instrument that determines the factors that contribute to Burnout in athletic trainers that 

work in a collegiate setting Clapper and Harris (2008) evaluated what they believed  to be 

the strengths and weaknesses of the MBI.  They then used the MBI as a starting point for 

their Athletic Training Burnout Inventory.  Along with their claim of lack of attention to 
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the physical outcomes of Burnout, Clapper and Harris (2008) also posit that the Maslach 

Burnout Inventory does not measure the mismatch between job demands and the 

provision of support to achieve the demands as a factor that  contributes to Burnout.  It is 

important to note that in their review of the literature on Maslach’s theory,  they state the 

the MBI does not define or measure the organizational stressors that contribute to 

Burnout.  However, despite this criticism, they discuss and cite Maslach’s work as does 

Schaufeli and Leiter (2001) who cite Maslach’s research as one of the seminal influences 

in the field.  Other researchers such as Pines and Aronson (2007) have, however, 

included physical exhaustion in their definition of Burnout (Clapper, 2008).  Another 

crticism of Maslach’s theory is posited by Brenninkmeijer (2003) where he contends that, 

depending upon the research, it is not always appropiate to report on all of the dimensions 

of Burnout and it is sometimes more appropriate in a given study to report on Burnout as 

a whole  or unidimensional construct.  While the theory and defintion  that one is  using 

to support and contextualize  the research will elucidate  the  construct it may only be 

necessary to report a whole score.  The present investigation’s reporting will be 

consistent with this in that the ProQOL Inventory that is being utilized provides a total 

score for Burnout which is in contrast to the subscores for each dimension of Burnout 

obtained on the MBI. 

Although Maslach’s theory is commonly cited in the research literature, more 

recent  research shows that the negative effects of helping work on the mental health 

professional extends far beyond Maslach’s three dimensional concept of Burnout.  One 

construct that offers a different way to view Burnout is the work on what has come to be 
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called Compassion Fatigue. This term has been used to describe a condition that 

incorporates the “exhaustion, frustration, anger and depression typical of Burnout” 

(Stamm, 2010, p. 8).  However, Compassion Fatigue is also comprised of the secondary 

traumatic stress symptoms of fear, difficulty sleeping, intrusive images, avoidance 

behaviors, and anxiety (Killian, 2008; Stamm, 2010).  The term Compassion Fatigue was 

first used in a professional journal by Johnson (1991) in a nursing magazine to describe 

nurses who deal with hospital emergencies.  The early research on this construct is 

similar to that of Burnout in that much of the research was qualitative in nature.  

Instrumentation was needed such that the research could become more quantitative in 

nature.  Early in the research two instruments specifically measured secondary exposure-- 

The Compassion Fatigue Test and the Secondary Traumatic Stress Scale, both of which 

were developed by or with significant contributions from Finley.  He worked with Stamm 

to develop later versions of the Compassion Fatigue Test which assessed Compassion 

Fatigue and then Compassion Fatigue and Compassion Satisfaction (Stamm, 2010).   

Figley and Stamm’s collaboration began in 1988 and produced multiple versions of the 

Compassion Satisfaction and Compassion Fatigue Test.  Stamm continued her work on 

the measure and ultimately created The Professional Quality of Life Scale (the ProQOL)  

This measure is the most commonly used instrument in research when the investigator is 

studying the positive and negative effects  of working with those who have experienced 

extremely serious events (Stamm, 2010).  “Of the 100 papers in the PILOTS database 

(the Published Literature in Posttraumatic Stress Disorder), 46 used a version of the 

ProQOL” (Stamm, 2010, p. 12). 
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 Compassion Fatigue has been studied by the field of traumatology, where it has 

been called the "cost of caring" for people facing emotional pain (Figley, 2002). It is 

characterized by symptoms that can exist in the emotional, psychological, and physical 

domains.  This condition results in a shift in a helping professional's sense of hope and 

optimism about the future (Killian, 2008).  Although the level of Compassion Fatigue a 

helper experiences can ebb and flow the condition is stable enough that it is considered to 

have many of the properties of a psychological trait. Even very healthy helpers with 

optimal life/work balance can experience a higher than normal level of Compassion 

Fatigue when they are overloaded, are working with a significant degree of traumatic 

content, or find their case load suddenly heavy with clients who are all chronically in 

crisis.  Additionally helpers may become dispirited and increasingly cynical at their 

clients and contribute to a toxic work environment (Mathieu, 2007). Though some 

overlap becomes apparent when considering these two terms--Burnout and Compassion 

Fatigue--the most current research trends consider Compassion Fatigue to be the general 

and overarching heading under which Burnout and secondary traumatic stress exist as 

two distinct yet interrelated entities (Craig, 2010; Newell, 2011; Stamm, 2010) (See 

Tables 2.1 and 2.2).  Of special interest for the present study, a recently developed 

measure, the PRO-QOL or Professional Quality of Life Scale, has been validated as a 

viable alternative to the Maslach Burnout Inventory for use specifically with therapists. 

This scale is based and scored using the construct meaning that was described above.  

The ProQOL Scale will be described in detail in Chapter 3.  A model of the constructs is 

presented in Figure 2.1. 
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Figure 2.1. Professional Quality of Life Model  (Stamm, 2010) 

 Table 2.1 

 Burnout-Secondary Traumatic Stress-Compassion Fatigue 

Burnout Secondary Traumatic Stress Compassion Fatigue 

 Exhaustion 

 Frustration 

 Anger 

 Depression  

 Hyper arousal 

 Intrusive Thoughts 

 Avoidance 

 Exhaustion 

 Frustration 

 Anger 

 Depression  

 Hyper arousal 

 Intrusive Thoughts 

 Avoidance 

 

 

Table 2.2 

Burnout-Compassion Fatigue 

Burnout Compassion Fatigue 

Occurs over time  

Response to many variables 

Can have a rapid onset (because on the 

secondary traumatic stress component) 

Onset can be related to a single event or 

client (because on the secondary traumatic 

stress component) 

 

Compassion 
Satisfaction 

Compassion 
Fatigue 

Burnout 
Secondary 
Traumatic 

Stress 
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It is interesting to note that until recently researchers who worked with Burnout 

did not have a name for its opposite.  In her more recent work, Maslach and Leiter (2009) 

defined the antithesis of Burnout as engagement. Engagement is characterized by energy, 

involvement and efficacy, the opposites of exhaustion, cynicism and inefficacy.  Those 

who have worked with Compassion Fatigue have talked about Compassion Satisfaction 

(Figley, 2002; Stamm, 2010).   Compassion Satisfaction is the sense of fulfillment and 

joy derived from seeing the sufferer suffering less. Helping others, or witnessing that 

others are helped, provides experiences of ‘elevation’ which is an important motivational 

factor for therapeutic effectiveness (Ruysschaert, 2009).  Compassion satisfaction refers 

to “the pleasure you derive from being able to do your work well” (Stamm, 2010, p. 12).    

Burnout and Compassion Fatigue in Mental Health Professionals 

There has been a great deal of research in the area of Burnout as it relates to 

professionals in the helping professions with a specific focus on nurses, rescue workers 

and teachers (Prati, 2010).  The research focusing on mental health professionals, 

however, is much less extensive.   

Leiter and Harvie (1996) have been major contributors to the research in this area.  

They conducted an extensive review of the studies on Burnout and mental health 

professionals in their 1996 analysis. Specifically they highlighted research that 

demonstrated that Burnout in mental health professionals compares greatly to Burnout in 

the more extensively studied populations such as teachers and healthcare workers, among 

others.  They also reviewed the patterns associated with demographic variables.  Though 
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most of the studies in their review found no differences in Burnout with respect to age, 

ethnicity, and level of education some of the studies did show differences.  These 

findings indicate the need for further research on these points.  Another study that focuses 

on mental health professionals was conducted by Craig and Sprang (2010).  In their 

review of the literature they cited studies that reported an impact of gender, age, exposure 

to clients with serious behaviors, occupational stress, and clinician’s history of 

mistreatment as risk factors for developing Compassion Fatigue.  On the other hand, they 

reported the results of studies that demonstrated that factors such as years of experience, 

access to clinical supervision, training, social support, and self-care strategies mitigate the 

risk for Compassion Fatigue.  Even though research exists on the topic the quantitative 

data are “meager and inconsistent” and fraught with methodological problems (Craig, 

2010, p. 321).  In a study that serves as the cornerstone of the current investigation a 

random national sample of mental health workers (N=532) were surveyed using the 

Professional Quality of Life Scale (Stamm, 2005) and the Trauma Practices 

Questionnaire (Craig & Sprang, 2009). Craig and Sprang (2010) hypothesized that the 

use of evidence-based practices is related to whether a mental health clinician is 

experiencing Compassion Satisfaction, Compassion Fatigue, or Burnout.  Their findings 

supported this hypothesis.  They found that the use of evidence-based practices was a 

predictor of decreased Compassion Fatigue and Burnout.  Additionally, their results 

showed that younger mental health professionals reported higher levels of Burnout, while 

more seasoned professionals scored higher on Compassion Satisfaction. 
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These authors, however, did not examine the differential effects for professionals 

who work with children as compared to adults.  Also, their subject base was primarily 

professionals with graduate training whose work is with clients who have suffered 

trauma.  They did not examine evidence-based practices in mental health workers at the 

baccalaureate level (who oftentimes are the ones that interact with the client the most). 

The Craig and Sprang (2010) study, however, serves as one of the core building blocks 

for the present research. It does so because the researchers are quite prolific in the field of 

mental health and Compassion Fatigue.  Moreover, the study shows a relationship 

between the use of evidence-based practices and Burnout and Compassion Fatigue.   

Research that addresses these current gaps in the literature is necessary for two 

primary reasons: prevention and intervention.  Mental health professionals, mental health 

agencies, educators, parents, and children alike have a vested interest in the prevention 

and intervention of Burnout and Compassion Fatigue since prevention and intervention of 

these syndromes insures the healthy functioning of the mental health professional and 

increases the opportunity for optimum care for the client (Figley, 2002). 

Mental Health Professionals Who Work With Children 

Mental Health professionals who work with children with serious problems are a 

vulnerable population in terms of their risk for developing Burnout and Compassion 

Fatigue.  Although this population has not been studied as extensively as other groups of 

professionals, there has been an increase in research focusing on this group in recent 

years. Exposure to hearing about the serious and traumatic experiences of another can 

cause symptoms that are similar to PTSD or Secondary Traumatic Stress (STS) (Bride, 
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Robinson, Yegidis, & Figley, 2003; Devilly, Wright, & Varker, 2009; Killian, 2008; 

Lauvrud, 2009). Mental health professionals who work with children are at as much risk 

as other mental health professionals for coming into contact with such serious content.  

The settings and the clientele of the settings make exposure to distressing content 

inevitable. Mental health professionals work with adolescent sexual offenders (Kraus, 

2005).  They also work with children with a variety of other emotional disturbances 

(Barber, Allen, & Coyne, 1992; Eastwood, 2008).   Mental health professionals work 

with children and adolescents who are in psychiatric hospitals due to a variety of 

symptoms such as psychosis, impulsivity, interpersonal problems, school problems, 

aggressive/destructive behavior, suicidal behavior, suicidal ideation, and risk-taking/self-

injury (Barber, Allen, & Coyne, 1992).  Engagement by the mental health professional 

with serious behaviors and serious traumatic disclosures can lead to outcomes in the 

mental health professional such as Compassion Fatigue and Burnout ( Devilly, Wright, & 

Varker, 2009; Eastwood, 2008 ).  High levels of both of these constructs have been found 

in several recent studies of professionals who work with children (Bennett, Plint, & 

Clifford, 2005; Conrad & Kellar-Guenther, 2006; Eastwood, 2008; Kraus, 2005). 

Compassion Satisfaction, Compassion Fatigue, and Burnout were assessed using 

an earlier version of the survey that would eventually become the ProQOL in a study of 

90 mental health professionals who worked with adolescent sexual offenders in Oregon 

(Kraus, 2005).  The researchers found that Burnout was significantly negatively 

correlated with Compassion Satisfaction and significantly positively correlated with 

Compassion Fatigue (Kraus 2005).  In their 2005 study, Bennett, Plint, and Clifford 



Burnout & Compassion Fatigue in Mental Health                                                     32 

 

 

 

examined Burnout, among other variables, of current and previous Child and Youth 

Protection workers in Canadian Hospitals.  A mailed survey (the Maslach Burnout 

Inventory) was used to assess Burnout. The study revealed that one-third of the 

respondents experienced significant levels of Burnout.  Moreover those with the highest 

rate of Burnout were non-physician program members. These researchers concluded that 

levels of Burnout seemed problematic for Canadian hospital based Child and Youth 

Protective Service professionals.  Though it was clear that current employees were 

experiencing Burnout this study utilized current and previous employees. This 

methodology made it difficult to determine whether the previous employees experienced 

Burnout while they were employed with the Canadian Hospital Based Child Protective 

Services.  The Bennett, Plint, and Clifford (2005) study underscores the idea that there 

are difficulties associated with helping work with children that have toxic implications 

for the professional.  Additionally, it lends credence to the current study’s contention that 

those with less specialized training are impacted to a greater extent by Burnout than their 

more highly trained colleagues. 

 Another investigation that examines the harmful impact on the mental health 

professional of work with children with serious behaviors is that of Eastwood and 

Ecklund (2008).  Workers in two residential treatment facilities for distressed, 

traumatized, and emotionally disturbed children (ages 2yrs-17yrs) were assessed for 

Burnout and Compassion Fatigue.  Eastwood and Ecklund distributed the ProQOL as 

well as two other questionnaires to workers at the treatment facilities.  They evaluated 

scores on the ProQOL, considered several demographic variables, as well as conducted a 
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self-care assessment.  The results showed that the residential workers did experience 

Burnout and that Burnout and self-care were negatively correlated. Since the sample size 

used in this study was small (57 respondents) the results should be viewed with some 

caution. However, this research supports the idea that Burnout and Compassion Fatigue 

are different but related constructs that deserve empirical attention.  Finally, the use of the 

ProQOL as a measurement tool of Burnout demonstrates that it is a viable alternative to 

the Maslach Burnout Inventory.  In a related study, 363 child protection workers in the 

state of Colorado served as participants in a study of Compassion Fatigue, Burnout, and 

Compassion Satisfaction (Conrad & Kellar-Guenther, 2006).   The Compassion 

Satisfaction/Compassion Fatigue Test (developed by Figley & Stamm 1996) was used to 

determine if the workers were experiencing Compassion Satisfaction, Compassion 

Fatigue, or Burnout.  50% of the child protection staff was found to be suffering from 

“high” to “very high” levels of Compassion Fatigue.  In their review of the literature 

these researchers noted the impact of Compassion Fatigue and Burnout.  They reported 

that Compassion Fatigue results in the clinician’s inability to be “objective and helpful” 

and Burnout causes the mental health professional not to be able “to function adequately 

in the workplace” (Conrad & Kellar-Guenther, 2006, p.1073). 

These studies provide strong support for the idea that mental health professionals 

who work with children that have serious behaviors may develop Burnout and 

Compassion Fatigue.  These findings support this study’s research question regarding the 

comparative analyses of work with children and work with adults.  Thus, they provide 

strong support for the current study’s overall utility and viability. 
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Evidence-based Practices 

“One proponent of EBP portrays the movement as a revolution...which asserts the 

supremacy of data over authority and tradition” (Tanenbaum, 2005, p. 163).  The term 

evidence-based practice stems from the field of medicine and it is rooted in the medical 

community’s attempt to discourage the use of unproven or fraudulent procedures by those 

who would purport to be medical practitioners (http://en.wikipedia.org/wiki/, retrieved 

10/26/2011).  Other established professions have sought the same goal.  Professionals 

want a research base to inform their policies and practices (Kvernbekk, 2011). Increased 

monitoring by professional boards and associations has resulted in increased mandates 

and standards for workers in the field of mental health.  These standards have caused an 

increase in the directives to use evidenced-based practices.  Also, the insurance 

companies that are paying for mental health services encourage the use of evidenced-

based practices.  Insurance companies often require a beginning and end date for 

treatment.  These estimates can only be made if there is research done on particular 

theories, interventions and strategies.   

There has been a significant amount of research that supports the use of 

evidenced-based practices when intervening with children in a therapeutic setting.   The 

use of theories, strategies and interventions that have empirical support for use with 

specific populations results in children having the best opportunity to be made whole.  

Professionals in the field have the responsibility to “do no harm”.  The use of evidenced-

practices gives practitioners the tools needed with knowledge of the long and short term 

ramifications, such that they are more likely to, in fact, “do no harm” (Figley, 2002).   

http://en.wikipedia.org/wiki/
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Those practitioners who might choose to interact with a consumer in a way that has no 

therapeutic basis, and therefore no clinical support, might actually be exacerbating the 

child’s problem(s) or, in the worst case scenario, re-traumatizing the child (Berliner, 

2005).   In their 2008 study Marty et al. examined the factors influencing consumer 

outcome monitoring in the implementation of evidence-based practices.  Their review of 

the literature endorsed the use of evidence-based practices on outcomes, whether 

proximal or distal, readily measurable or more abstract in nature.  They reported that the 

point of using evidence- based practices is to ensure the best outcomes for the client.  

This study is important because it focuses interested parties on the importance of the use 

evidenced-based practices and underscores the importance of the outcomes of the use or 

lack of use of such practices. 

The implementation of evidence-based practices by social workers in the field of 

mental health was investigated via a community based project in New York.  The results 

provided insights into the challenges that social workers face when implementing and 

utilizing evidence- based practices.  The challenges noted were lack of agency, lack of 

resources, poor supervisor support, inadequate training, provider resistance, and 

infrastructure support (Stanhope, 2010). This study provides support for the use of 

evidence-based practices by mental health professionals and it illuminates the difficulties 

that are associated with work in the mental health field. Most of these have already been 

shown as meaningful correlates of Burnout and Compassion Fatigue. 

Knowledge of and attitudes toward evidence-based practices in Community Child 

Mental Health Practitioners were assessed in a recent study using a variety of surveys 
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(Nakamura, 2010).  Participants were therapists who provide therapy to children in a 

community based setting.  The researchers investigated the relationships between 

practitioner background variables and EBP knowledge and attitudes, as well as the 

relationship between knowledge and attitudes among public sector youth direct service 

providers.  Knowledge and attitudes were found to be related to a practitioner’s advanced 

degree, practice setting, and licensure status.  Further, when therapists demonstrated a 

lack of knowledge of evidence based-practices these practitioners were found to have 

more negative attitudes about the clients and the work setting.  Nakamura’s (2010) 

research illuminates the thrust toward evidence-based practice in mental health, the use of 

a survey as an appropriate tool to examine the phenomena, describes background 

information that relates to evidence-based practices such as level of academic 

preparation, and it describes specific evidence-based practices--behavioral, cognitive, 

eclectic, and psychodynamic (among others). 

It is clear from the research that the relationship between the child (or client) and 

the health professional is dynamic since this relationship is often clouded with 

intervening factors.  Relationships among people, in general, are complicated fluid 

entities that are affected by a host of capricious elements.  The health 

professional/traumatized child client relationship can be considered more fragile than 

many other relationships because it is so vulnerable to many factors that may be beyond 

the control of either of these parties.  Therefore, it becomes paramount that the clinician 

utilizes interventions that are studied, have scientific support and are deemed appropriate 

by experts in the field as well as by the governing agencies of the field of the particular 
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practitioner.  This understanding is important to the current investigation’s hypothesis 

that examines factors that may serve to impact the use of evidence-based practices and 

discusses the importance of their usage.  The study that the current investigation has 

employed as its foundation has the shared conviction of the significance of the use of 

evidence-based practices by mental health professionals.  Moreover, research conducted 

by this same team prior to their pivotal 2010 investigation also elucidates this point.  

Sprang and Craig (2009) used a random sample of 711 “self-identified trauma 

treatment specialists” to identify a six factor structure within their survey of trauma 

treatment practices (The Trauma Practices Questionnaire).  Cognitive therapy, Behavior 

therapy, Eye Movement Desensitization Reciprocal therapy, Eclectic therapy, and 

Psychodynamic therapy emerged as the specialists’ preferred approaches to treatment 

(Sprang & Craig, 2009).  These therapies have varying levels of empirical support for 

their use by mental health professionals when treating children and are therefore the 

evidence-based practices of focus in this study. A brief review of each of the therapies 

listed in the Trauma Practices Questionnaire is presented in Appendix A. 

In their “Report of the Children’s Evidenced Base Practices Panel” (Berliner, 

2005) the panel reviewed the literature and devised a four level ranking system for 

treatment approaches/interventions based on empirical support and design of research 

used to support the treatment approaches/interventions. Level 1 interventions received the 

Best (Empirical) Support,   Level 2 Interventions received Good and Moderate scientific 

support in the literature, Level 3 ranking was granted to interventions with Promising 

Practices. Finally, Level 4 Interventions were considered as such because the literature 
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demonstrated known risks of the practices.  Cognitive Behavior therapy, Eye Movement 

Desensitization and Reprocessing (EMDR), and Behavior therapy were considered Level 

1 and Level 2 interventions (Berliner, 2005).  They cited Eclectic therapy as a Promising 

Practice (Berliner, 2005) and indicated that Psychodynamic therapy was at Level 4. 

Summary  

The literature on Compassion Fatigue and Burnout, though at times ambiguous 

when distinguishing between them and other similar terms (Secondary Traumatic Stress 

and Vicarious Traumatization), remains constant in that those who work with people who 

are experiencing significant challenges in functioning will probably sustain some 

negative emotional and/or mental effects.  Decreased professional functioning is one of 

the specific effects.  In the mental health profession the implementation of evidenced-

based practices is quickly and overwhelmingly being considered the most efficient and 

ethical way in which to interact with the client.  The research is extensive when it comes 

to Burnout, while the literature on Compassion Fatigue is growing.  However, the 

research on Burnout and Compassion Fatigue is most commonly conducted on rescue 

workers, police officers, nurses, social workers and teachers.  The literature as it relates to 

mental health workers and Burnout and Compassion Fatigue is limited. This literature 

becomes even sparser when one extends the research to mental health workers who treat 

children.  The current study was designed to fill this gap on Burnout and Compassion 

Fatigue as these constructs relate to the use of evidence-based practices by mental health 

workers who treat children. This research is necessary because it has implications for 

mental health professionals, mental health agencies, educators, schools, parents, and 
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children.  It can add to the body of literature on the subject matter that will guide systems 

toward prevention and intervention (of Compassion Fatigue) such that mental health 

professionals and their clients obtain the needed care. 
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CHAPTER 3 

Methodology 

 

Sample 

The sample for this study was derived from a number of professional 

organizations in the Delaware Valley servicing adults and children. The majority of the 

mental health professionals who service children came from the personal contacts of this 

researcher. The method could best be described as employing snowball sampling. As 

described by Creswell (2009) snowball sampling is a method used to obtain research and 

knowledge, from extended associations, through previous acquaintances. Since the 

current investigator has had extensive experience in the mental health field for several 

years, the contacts obtained were asked to participate as professionals who work with 

children in a therapeutic setting. The other major source of data was from professional 

development seminars for mental health workers that were held in a number of venues 

throughout Pennsylvania. Permission was received from this organization to distribute 

the questionnaire during several of their sessions. Since all of the contacts were through 

the organization, the agreement was that the questionnaire would be distributed in 

whatever manner was feasible. In general, this consisted of distributing the questionnaire 

during breaks in the presentation, or asking participants to complete the questionnaire 

prior to leaving. Since this organization consists primarily of professionals who service 

adults, the combination of these two sampling methods produced an adequate sample of 

mental health professionals who work with adults and children. According to Cohen 

(1989) a sample size of 37 per group is needed to obtain 80% power, with a medium 
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effect size, and an alpha of .05. The two sampling procedures used proved adequate in 

meeting this criterion. 

Procedure 

Participants were asked to complete a packet that included three questionnaires:  

1) A nine question survey that contained demographic questions regarding sex, age, race, 

highest level of education, major in undergraduate education,  major in graduate 

education  and  a question asking the participants what percentage of his or her caseload 

consisted of work with adults, teenagers or children; 2)  The 30 item Professional Quality 

of Life Scale, Compassion Satisfaction and Fatigue Subscales--Revision V; and, 3) The 

19 item Trauma Practices Questionnaire. Each of these is described later in this chapter. 

The Professional Quality of Life Scale 

The ProQOL Scale is a third generation Burnout inventory that is used 

specifically to assess Burnout in mental health workers. It is the same scale used in the 

Craig and Sprang study cited in Chapters 1 and 2, and has been used in more than 100 

studies to measure Burnout.  As mentioned in Chapter 2, this scale measures Compassion 

Satisfaction, Compassion Fatigue and Burnout (Craig, 2010; Prati, 2010).  The original 

version was created in 2005 with five revisions reported in the literature (Stamm, 2005). 

The current version of the ProQOL contains 30 items in a 6-point Likert format (0 = 

Never, 1 = Rarely, 2 = A few times; 3 = Somewhat often; 4 = Often; 5 = Very often).  

Sample items from the three constructs contained in the survey are listed below: 

Compassion Satisfaction:  

 My work makes me feel satisfied 
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 I feel invigorated after working with those I help 

Compassion Fatigue: 

 I am losing sleep over traumatic experiences of a person I help 

 Because of my helping, I have felt “on edge” about various things 

Burnout 

 I feel overwhelmed by the amount of work or the size of my caseload 

 Because of my work as a helper, I feel exhausted 

Cronbach alphas for the three scales are at an acceptable level: Compassion 

Satisfaction = .86; Secondary Traumatic Stress = .71; Burnout = .77 (Craig & Sprang, 

2010). Specific test-retest correlations have not been reported, although Craig and Sprang 

indicate that they are “adequate”.   Validity evidence for the ProQOL is based on several 

studies indicating that practitioners with higher levels of Compassion Fatigue or Burnout 

perform in a manner consistent with the construct. For example, researchers from the 

Siteman Cancer Center, Barnes-Jewish Hospital and Washington University Medical 

Center utilized the ProQOL R IV in a cross sectional study of nurses and other non-

essential medical staff. They found that nurses with more difficult caseloads (for 

example, those working with terminal cancer patients) demonstrated higher levels of 

Compassion Fatigue during periods when they were forced to deal with their most 

problematic patients (Potter et al., 2010).  Additionally, post-traumatic stress symptoms, 

as a result of assaults by patients, were assessed using the ProQOL in a study of forensic 

nurses who worked on a psychiatric hospital unit.  As before, Compassion Fatigue was 

higher for those professionals with the most difficult caseloads (Lauvrud, 2009).   The 
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Professional Quality of Life Survey R III was used by researchers to evaluate risk for 

Compassion Fatigue within the staff at two residential treatment facilities (Eastwood, 

2008).   Another study that utilized the ProQOL was conducted by researchers from the 

United Arab Emirates University (Musa & Hamid, 2008).  These researchers used 

surveys to assess the distress levels of rescue workers providing aid in the war ravaged 

region of the Sudan--Darfur. They state: “Results showed that burnout was positively 

related to general distress and secondary traumatic stress and negatively related to 

compassion satisfaction” (p 407). 

The Trauma Practices Questionnaire 

The Trauma Practices Questionnaires (TPQ) was created by Craig and Sprang 

(2010) to fill a gap in the literature on the use of different therapeutic techniques by 

mental health professionals.  The TPQ was designed to assess how clinicians report on 

their own techniques in therapeutic settings when working with clients that have been 

traumatized. Craig and Sprang based the Questionnaire on a thorough review of the 

literature as well as data collected from focus groups. Their goal was to develop a list of 

therapeutic techniques that have demonstrated validity or that are commonly used. As a 

result of this review (summarized in Craig & Sprang, 2008) they developed a 

questionnaire that measures six types of therapy that are commonly used and/or 

validated. Their definition of validity is that the techniques had to demonstrate a level A 

or B validity in the four-level model used by Foe, Keane and Friedman (2000).  The six 

types of therapy they found that fit their definition are: Eye Movement Desensitization 

and Reprocessing (EMDR); Eclectic therapy (ELT); Cognitive therapy (CT); Behavior 
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therapy (BT); Psychodynamic therapy (PSYDY) and Solution Focused therapy (SFT). Of 

these six, Eye Movement Desensitization, Cognitive therapy, Behavior therapy, and 

Solution Focused therapy meet the validity criterion, while Eclectic and Psychodynamic 

therapy met the criterion of being commonly used (albeit with minimal evidence of their 

effectiveness).  The original version of the TPQ contained 29 questions in a 7-point 

Likert format (0 = Never to 6 = Always).  To validate their instrument, Craig and Sprang 

(2010) distributed questionnaires to more than 1000 self- identified trauma specialists in a 

national sample. An initial exploratory factor analysis reduced this item pool to 19 

questions (three per therapeutic type except EMDR which has four items). A 

confirmatory factor analysis demonstrated that the six-factor structure adequately 

represented the data.  Cronbach alphas for the six scales were adequate (ranging from .72 

to .87). The score that is derived from the TPQ consists of summing those items that are 

considered best-practices and subtracting from this the sum of those items that are not 

considered best practice. Thus, the final score represents the extent to which a therapist 

uses best practices. Craig and Sprang (2010) suggest that researchers might also wish to 

use a two-index measure from their questionnaire: one score measuring the use of best 

practices and a second measuring the use of non-validated practices. This two-value 

metric was used in the present study.   
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CHAPTER 4 

Results 

 

The current study sought to determine whether a relationship exists between 

Burnout, Secondary Traumatic Stress (Compassion Fatigue), Compassion Satisfaction 

and the use of evidence-based practices. This study is based on the premise that there is a 

significant relationship between Compassion Fatigue and the use of non-evidence-based 

practices. Specifically, as demonstrated in previous research, mental health professionals 

who experience higher levels of Compassion Fatigue utilize less effective and less 

evidence-based practices in their therapeutic work. This chapter will be presented in three 

sections. Section I will present descriptive data on the sample. Section II will present the 

results relevant to the major research questions. Finally, section III will present analyses 

relevant to additional research questions that are intended to clarify and elaborate the 

results. 

Sample Description 

Since one of the major issues in this study was to compare mental health 

professionals who primarily work with children to those who work primarily with adults, 

the sample was divided according to that attribute. In the questionnaire that the subjects 

were asked to complete, they indicated the percent of their casework that was primarily 

with children, teenagers and adults. The distributions of the responses to these questions 

are presented in Table 4.1, 4.2 and 4.3. 
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Table 4.1  

Distribution of Reponses to Working with Children 

 Frequency Percent 

Valid .00 177 71.4 

5.00 10 4.0 

10.00 21 8.5 

20.00 8 3.2 

25.00 2 .8 

50.00 2 .8 

55.00 1 .4 

60.00 6 2.4 

65.00 3 1.2 

75.00 2 .8 

80.00 1 .4 

85.00 5 2.0 

90.00 5 2.0 

100.00 5 2.0 

Total 248 100.0 

 

Table 4.2  

Distribution of Responses to Working with Teenagers 

 Frequency Percent 

Valid .00 100 40.3 

5.00 6 2.4 

10.00 43 17.3 

15.00 35 14.1 

20.00 24 9.7 

25.00 13 5.2 

30.00 7 2.8 

35.00 5 2.0 

40.00 2 .8 

45.00 2 .8 

50.00 4 1.6 

60.00 2 .8 

75.00 2 .8 

90.00 2 .8 

100.00 1 .4 

Total 248 100.0 
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Table 4.3 

Distribution of Responses to Working with Adults 

 Frequency Percent Valid Percent Cumulative Percent 

Valid .00 27 10.9 10.9 10.9 

10.00 5 2.0 2.0 12.9 

25.00 3 1.2 1.2 14.1 

30.00 1 .4 .4 14.5 

40.00 1 .4 .4 14.9 

50.00 4 1.6 1.6 16.5 

55.00 1 .4 .4 16.9 

60.00 6 2.4 2.4 19.4 

65.00 2 .8 .8 20.2 

70.00 5 2.0 2.0 22.2 

75.00 13 5.2 5.2 27.4 

80.00 37 14.9 14.9 42.3 

85.00 21 8.5 8.5 50.8 

90.00 27 10.9 10.9 61.7 

100.00 95 38.3 38.3 100.0 

Total 248 100.0 100.0  

 

 

Since only a small number of professionals worked primarily with teenagers, the 

sample was divided into those whose caseload was 50% or greater with children as Group 

1 and all others as Group 2. Descriptive data on these two groups are presented in Table 

4.4. 

Table 4.4 

Demographic Data on the Sample by Group 

Variable 

Group 1 (Works 

with Children) 

N = 30 

Group 2 (Works 

with Adults) 

N = 218 

Total Group 

N = 248 

Sex: 

    Male 

    Female 

 

9 (30%) 

21 (70%) 

 

103 (47.7%)  

115 (52.3%) 

 

113 (45.6%) 

135 (54.4%) 
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Table 4.4 (continued) 

 Demographic Data on the Sample by Group  

Variable 

Group 1 (Works 

with Children) 

N = 30 

Group 2 (Works 

with Adults) 

N = 218 

Total Group 

N = 248 
 

Age: 

   21-25 

   26- 30 

   31-35 

   36-40 

   41-45 

   46-50 

   51-55 

   56-60 

   61-65 

   65+ 

 

1 (3.3%) 

9 (30%) 

8 (26.7%) 

4 (13.3%) 

2 (6.7%) 

1 (3.3%) 

1 (3.3%) 

1 (3.3%) 

2 (6.7%) 

1 (3.3%) 

 

8 (3.7%) 

16 (7.3%)  

49 (22.5%) 

60 (27.5%) 

34 (15.6%) 

19 (8.7%) 

18 (8.3%) 

11 (5%) 

3 (1.4%) 

0 

 

9 (3.6% 

25 (10.1%) 

57 (23.0%) 

64 (25.8%) 

36 (14.5%) 

20 (8.1%) 

19 (7.7%) 

12 (4.8%) 

5 (2.0% 

 1 (.4%) 

 

Race: 

   African American 

   White 

   Asian 

   Latino 

   Other 

 

 

11 (36.7%) 

19 (63.3%) 

0 

0 

0 

 

 

33 (15.1%) 

148 (67.9%) 

18 (8.3%) 

9 (4.1%) 

10 (4.6%) 

 

 

44 (17.7%) 

160 (67.3%) 

18 (7.3%) 

9 (3.6%) 

10 4.0%) 

 

Education: 

   Undergraduate 

   Masters 

   Masters + 

   Doctorate 

 

12 (40%) 

11 (36.7%) 

6 (20%) 

1 (3.3%) 

 

12 (5.5%) 

45 (20.6%) 

125 (57.3%) 

36 (16.5%) 

 

24 (9.7%) 

56 (22.6%) 

131 (52.8%) 

37 (14.9%) 

   Undergrad Major: 

   Psychology (or  

   Psych. Related) 

   Not Psychology 

 

10 (33.3%) 

 

20 (66.7%) 

 

161 (73.9%) 

 

57 (26.1%) 

 

171 (69%) 

 

77 31%) 

 

Years Clinician: 

Less than a year 

   1 – 5 

   6 – 10 

   11 – 15 

   16 – 20 

   21 – 25 

   More than 25 

 

 

4 (13.3%) 

10 (33.3%) 

7 (23.3%) 

2 6.7%) 

3 (10%) 

2 (6.7%) 

2 (6.7%) 

 

 

22 (10.1%) 

55 (25.2%) 

48 (22.0%) 

46 (21.1%) 

25 (11.5%) 

13 (6%) 

9 (4.1%) 

 

 

26 (10.5%) 

58 (26.2%) 

54 (22.2%) 

48 (19.4%) 

28 (11.3%) 

15 (6.0% 

11 (4.4%) 
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To ascertain if the two groups differ on the demographic variables, chi squares 

were computed. The results of these analyses are presented in Table 4.5. 

Table 4.5 

Chi Square Results Comparing Groups of Mental Health Practitioners. 

Variable Chi Square Significance Cramer’s V 

Sex 3.33 .068 .116 

Age 30.18 .000 .348 

Race 12.06 .017 .221 

Education 45.46 .000 .428 

Undergraduate 

Major 

20.33 .000 .286 

Years Clinician 4.23 .644 .131 

Note: Cramer’s V is a measure of effect size for chi square. Cramer indicates that a value 

of .1 is considered small, .3 is considered medium and .5 is considered large. 

 

As shown in Table 4.5, the two groups differ significantly on age, race, education 

and undergraduate major. Specifically, the mental health professionals in this sample who 

work with children are: 

 Younger 

 More typically African American 

 Less typically have advanced degrees 

 Had undergraduate majors in fields other than psychology 

Analyses Relevant to the Major Research Questions 

The first major research question was:  What is the relationship between Burnout, 

Secondary Traumatic Stress (Compassion Fatigue), Compassion Satisfaction and the use 

of evidence-based practices?  
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The Trauma Practices Questionnaire was scored according to the authors’ 

definitions of evidence-based and non-evidence-based clinical practices. In addition, 

these two separate scores were then summed to produce a Total Practices score. These 

were then correlated with Burnout, Secondary Traumatic Stress, Compassion Fatigue and 

Compassion Satisfaction. The correlations among these variables are presented in Table 

4.6. 

Table 4.6 

Correlations among the Variables 

 
Evidence-Based 

Practices 

Non Evidence-

Based Practices 
Total Practices 

Burnout -.305** -.264** -.323** 

Secondary Traumatic 

Stress 
-.288** -.108 -.190** 

Compassion Fatigue -.304** -.230** -.284** 

Compassion Satisfaction .416** .159** .277** 

*p < .05, **p < .01 

As demonstrated in Table 4.6 there are significant negative correlations between 

Burnout, Secondary Traumatic Stress, and Compassion Fatigue and both evidence-based 

and non-evidence-based practices. In contrast, Compassion Satisfaction correlates 

positively with both types of practices. As such, these data provide only partial support 

for the prediction that mental health professionals who are experiencing higher levels of 

Compassion Fatigue would use more non-evidence based practices. Rather, high levels of 

Compassion Fatigue are related to lower level use of all clinical practices (at least 

everything that is measured by the Traumatic Practices Questionnaire).  
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The second research question was: Do demographic factors (e.g., gender, race, 

academic preparation) relate to the use of evidence-based practices, Compassion Fatigue, 

or Burnout by mental health professionals?  

Each of these demographic variables is analyzed below: 

SEX:  A two-group MANOVA was computed comparing male therapists to 

female therapists on the data from the Traumatic Practices Questionnaire and the 

variables from the Professional Quality of Life Scale. The omnibus Wilks Lambda was 

highly significant (Wilks Lambda = .644, p = .000, partial eta squared = .356). At the 

univariate level, significant differences were found for evidence-based practices, total 

practices, Compassion Satisfaction and Burnout. The means for these variables along 

with the univariate results are presented in Table 4.7 

Table 4.7 

Variables on which there are Significant Sex Differences 

 Mean for 

Males 

Mean for 

Females 
t-test Probability 

Partial Eta 

Squared 

Evidence-

Based 

Practices 

35.86 28.65 5.38 .000 .105 

Total Practices 56.19 49.81 3.32 .001 .043 

Compassion 

Satisfaction 
33.94 35.61 3.71 .000 .053 

Burnout 20.18 22.53 3.83 .000 .056 
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 Note that partial eta squared in Table 4.7 is the measure of effect size 

recommended for ANOVA based statistical analyses. Values between .01 and .05 are 

considered small; values between .051 and .09 are considered medium; and values greater 

than .10 are considered large. 

A shown in Table 4.7, male mental health professionals use more evidence-based 

and total practices than females. On the other hand, female therapists have a higher level 

of Compassion Satisfaction but also a higher level of Burnout. 

RACE: A one-way MANOVA was computed on the relevant variables for Race. 

The omnibus Wilks lambda was not significant. Moreover, none of the individual 

variables were significant.  

AGE: Correlations were computed between age and the variables. None of the 

correlations were significant. 

YEARS AS A CLINICIAN:  Correlations were computed between the number 

of years a person had been a clinician and the variables. None of the correlations was 

significant. 

UNDERGRADUATE MAJOR: A one-way MANOVA was conducted. The 

overall Wilks lambda was not significant, and all of the univariate analyses were 

insignificant. . 

EDUCATION: Correlations were computed with education. None of these was 

significant. 

Therefore, in answer to the second research question, only the sex of the mental 

health professional has any significant effect on the use of evidence-based practices, or  



Burnout & Compassion Fatigue in Mental Health                                                     53 

 

 

 

 

on a therapist’s Compassion Fatigue or Compassion Satisfaction. As an additional way to 

validate this result, each of the variables was used as a criterion variable in a multiple 

regression, with the various demographic variables as the predictors. Consistent with the 

previous result, only the four variables listed in Table 4.7 produced a significant result, 

with sex being the only significant predictor.  

 

Secondary Research Questions 

Several additional research questions were created to help extend and elaborate 

the results presented above. Each of these is presented below along with the results of the 

analysis answering the question. 

Secondary Research Question # 1: Is there a difference in any of the variables 

between clinicians who work primarily with children versus those who work primarily 

with adults? 

A one-way MANOVA was computed comparing therapists who work primarily 

with children to those who work primarily with adults. The overall Wilks Lambda was 

significant although the effect was small (Wilks Lambda =. 778, p = .031, partial eta 

squared = .013). Significant differences were found for Compassion Satisfaction and 

Burnout. These results are presented below: 
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Table 4.8 

 Differences Among Groups (Children versus Adults as Patients)  

 

Mean for 

Clinicians 

Working 

with Children 

Mean for 

Clinicians 

Working 

with Adults 

t-test Probability 
Partial Eta 

Squared 

Compassion 

Satisfaction 
36.45 31.40 4.34 .001 .031 

Burnout 23.14 20.12 3.16 .002 .021 

The results show that the clinicians working with children have higher levels of 

Compassion Satisfaction, but also higher levels of Burnout. As an additional analysis, the 

mean for the two groups of therapists were compared to the population mean as presented 

by Stamm (2005). The means for the two groups, along with the population mean and the 

result of one-sample t-tests are presented in Table 4.9.  

Table 4.9 

Comparison of the Sample Means against the Population Mean  

 

Mean for 

Clinicians 

Working with 

Children 

Mean for 

Clinicians 

Working 

with Adults 

Population 

Mean 

Group 1 

Compared 

to 

Population 

Group 2 

Compared 

to 

Population 

Compassion 

Satisfaction 
36.45 31.40 30 .001 NS 

Burnout 23.14 20.12 20 .034 NS 

Secondary 

Traumatic Stress 
21.23 21.56 20 NS NS 

Compassion 

Fatigue 
32.44 31.29 30 NS NS 

      
Note: NS = Not Significant 
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As shown in Table 4.9, the group that works primarily with children demonstrates 

a significantly higher level of Compassion Satisfaction as well as a significantly higher 

level of Burnout as compared to the sample on the ProQOL was validated. 

Secondary Research Question # 2: Is there a difference between the group that 

works with children and the group that works with adults on the Trauma Practices 

Questionnaire? 

To answer this, a two-group MANOVA was conducted comparing the two groups 

on the various therapeutic practices measured by the Trauma Practices Questionnaire. 

The overall Wilks Lambda was significant (Wilks Lambda = .522, p = .000, partial eta 

squared = .091). The means and univariate results are presented in Table 4.10. 

 

Table 4.10 

Trauma Practices Questionnaire by Group 

Variable Group 1 

N = 30 

Group 2 

N = 218 

Significance of 

Difference 

Partial Eta 

Squared 

Cognitive 11.42 14.55 .001 .033 

Behavioral 7.83 11.90 .041 .011 

EMDR 2.75 1.88 NS - 

Eclectic 11.29 9.78 NS - 

Psychodynamic 9.50 5.44 .014 .046 

Solution Focused 11.17 12.45 NS - 
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Table 4.10 (continued) 

Trauma Practices Questionnaire by Group 

Variable Group 1 

N = 30 

Group 2 

N = 218 

Significance of 

Difference 

Partial Eta 

Squared 
 

Positive Score 32.04 40.78 .000 .081 

Negative Score 20.79 15.23 .006 .054 

Total Score 52.83 56.01 .016 .036 

Note: NS = Not Significant 

The data show that the group that works with children uses less cognitive and 

behavioral approaches, but more psychodynamic and eclectic. By the way the 

questionnaire is scored, this would indicate that they use less evidence-based practices 

since psychodynamic and eclectic are considered non-evidence based.  
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CHAPTER 5 

Discussion 

 

This chapter presents a summary and discussion of the results for the dissertation. 

The Chapter will also present some of the study’s limitations as well as recommendations 

for future research. The purpose of this study was to determine if a relationship exists 

between Burnout, Compassion Fatigue, and the use of evidence based practices by mental 

health professionals.  Of particular interest to this investigation was to ascertain if there is 

a difference in Compassion Fatigue, Burnout, Compassion Satisfaction, and the use of 

evidence based practices by mental health professionals who work primarily with 

children as contrasted to those who work primarily with adults.  To structure the 

presentation, each of the research questions will be reviewed and discussed in light of the 

results.  

Research Question #1 

What is the relationship between Burnout, Secondary Traumatic Stress 

(Compassion Fatigue), Compassion Satisfaction and the use of evidence-based practices? 

Regarding the first major research question, the results revealed that a negative 

correlation exists between Burnout and the use of evidence-based practices and between 

Compassion Fatigue and the use of evidence-based practices.  That is, as Burnout and 

Compassion Fatigue increase the use of evidence-based practices decreases.  This finding 

is consistent with one of the findings in the Craig and Sprang (2010) study that also found 

a negative correlation between the two variables.  However, a negative correlation existed 

with Burnout, Compassion Fatigue, and the use of non-evidence-based interventions as 
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well.  That is, Compassion Fatigue correlated negatively with all practices. Stated another 

way, mental health professionals in this study who had higher levels of Compassion 

Fatigue indicated that they used less of the all the practices listed in the Trauma Practices 

Questionnaire. Since this finding is contrary to what was expected and to what has been 

shown in previous research (specifically the Craig and Sprang study) it requires closer 

investigation. The results show that mental health professionals who are experiencing 

Burnout or Compassion Fatigue are not using evidence-based or non-evidence-based 

practices.  There are two possibilities to explain this.  First, it is possible that these 

professionals are using therapeutic processes not covered by the Trauma Practices 

Questionnaire. Exactly what these practices might be is difficult to imagine since the 

Trauma Practices Questionnaire covers a fairly broad range of therapeutic options.  The 

other possibility is to take the finding at face value and conclude that therapists who are 

experiencing Compassion Fatigue actually do less of everything. If mental health 

professionals are experiencing emotional exhaustion, depersonalized feelings toward 

others, feelings of lack of efficacy surrounding their work and experiencing these feelings 

along with being hyper aroused, wanting to avoid upsetting situations is not surprising.  

If, in addition, these mental health professionals are in an unpleasant work situation, and 

constantly thinking about upsetting and traumatic events relevant to their clients, then it 

stands to reason that one of the ways to handle such a situation is denial and withdrawal. 

What, then, does this mean for the child who is the recipient of services provided by a 

mental health worker who is experiencing Burnout or Compassion Fatigue?  Also, what 

is the responsibility of the schools, the mental health agencies, and other services 
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providers within this context? The specific implications will be addressed later in this 

chapter. 

Research Question #2 

Do demographic factors (e.g., gender, race, academic preparation) relate to the 

use of evidence-based practices, Compassion Fatigue, or Burnout by mental health 

professionals?   

A two-group MANOVA was computed comparing male therapists to female 

therapists on the data from the Traumatic Practices Questionnaire and the variables from 

the Burnout Inventory.  The results showed that male mental health professionals use 

more evidence-based practices and total practices than females.  However, female 

therapists had higher levels of Burnout and higher levels of Compassion Satisfaction.  

This finding differs from the findings of Leiter (1996) whose review of the literature 

found no gender differences on Burnout and Compassion Fatigue. Craig and Sprang 

(2010) also did not find significant gender differences on Burnout or Compassion 

Fatigue.  However, these findings are similar to the findings of Newell (2011) who 

reported gender differences in the emotional exhaustion component of Burnout with 

females scoring higher than males.  Additionally, Maslach, Schaufeli, and Leiter (2001) 

reported that in their review of the literature on Burnout many studies reported that 

females had a higher incidence of Burnout.  Some studies even considered Burnout to be 

a women’s syndrome (Maslach, Schaufeli, & Leiter, 2001). It should be remembered in 

reviewing these results that the group of mental health professionals that worked 

primarily with children had a higher percentage of female therapists than the alternative 
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group. As such, the gender differences found in this study are somewhat confounded by 

the sample. A comment concerning the limitations of the sample will be presented later in 

this chapter.  

All of the remaining demographic variables were tested to see if there were 

differences in any of the scales used in the research. Race and undergraduate major were 

analyzed using a one-way MANOVA.  Correlations were computed on years as a 

clinician, age, and education.  None of the results for any of these predictor variables 

were significant. Consequently, the results of this research indicate that the only 

demographic variable that affected the results was gender.  

Secondary Research Question #1 

Is there a difference in any of the variables between clinicians who work 

primarily with children versus those who work primarily with adults? 

The results showed that the clinicians working with children have higher levels of 

Compassion Satisfaction, but also higher levels of Burnout.  The finding of increased 

Burnout is consistent with the review of the literature presented in Chapters 1 and 2.  It 

was shown that working with children has the potential to increase the professional and 

legal obligations of mental health professionals (Silva, Bath, Beer, Minami, & Engel, 

2007) .  Work related stress is definitely related to Burnout and Compassion Fatigue 

(Craig, 2010; Lauvrud, 2009; Maslach, Schaufeli, & Leiter, 2001).  However,  the 

experience of higher levels of Compassion Satisfaction at the same time as higher levels 

of Burnout is, at first glance, a concept that is more difficult to understand.  As presented 

in the literature review these two constructs are viewed as being opposite of each other.  
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Perhaps, however, this finding is again not as surprising as it first seems.  There are many 

people who are able to remain hopeful, objective, and are able to “derive pleasure” 

despite the most dire circumstances.  Think of the victims of the 2010 earthquake in 

Haiti.  News reports showed varying responses from the homeless people who had lost 

family members and friends.  While camera footage captured some Hatians crying, others 

were digging into the debris looking for people. Some were taking food and water from 

toppled supermarkets and some were singing and clapping while rejoicing.  What can 

explain the differnces in the reactions to the same dire circumstances?  Cognitive 

Behavioral Theory states that it is what a person thinks about events that will trigger his 

or her  feelings and then determine behavior.  In short, this is a matter of one’s 

perspective.  The crying person may be thinking, “ I lost everything”.  The person 

digging for a buried relative may be thinking, “I know that it’s improbable, but I am 

going to look for my wife where I lost saw her.  She may be alive and need help.”  The 

person getting food and water from a toppled market  may be thinking, “ My child and I 

are starving now.  Relief help is not here, so I am going to take matters into my own 

hands and worry about the consequences later.”  The people clapping, rejoicing, and 

singing may be thinking, “Thank God I survived when so many people did not.”  So, 

although the event was the same, different  cognitive appraisals of the event  led to 

different feelings and ultimately very different ways of responding. Some ways were 

quite hopeful and positive despite the most tragic of situations.  Certainly, then, a mental 

health worker who is experiencing feelings of emotional exhaustion, depersonalization, 

and lack of personal accomplishment—this is Burnout (Maslach, Schaufeli, & Leiter, 
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2001)--can at the same time derive satisfaction and pleasure or, to use the terms 

relevelant to this dissertation, Compassion Satisfaction (Stamm, 2010).  If one considers, 

for another more related example, the children whose behaviors and emotions warrant  

intervention by a mental health professional  and the environmental contexts in which 

they exist the point is again underscored.  Education and mental health are based on the 

assumption that the child’s behavior can be changed despite seemingly insurmountable 

odds.  Practitioners in these fields must believe that this change can occur or their jobs 

become untenable.  Thus, having Compassion Satisfaction and Burnout at the same time 

may not be as illogical as this seems.  Mental health workers must maintain a degree of 

Compassion Satisfaction or they cannot do their jobs.  However, with frequent failures 

and difficulties that exist in this field a certain degree of Burnout seems inevitable. 

The group that worked with children was not significantly different from the 

group that worked with adults in regard to Compassion Fatigue even though there was a 

significant difference  between the two groups on Burnout. Although this finding is again 

somewhat inconsistent with the previous literature, it adds a degree of  nuance to this area 

of research and adds to the body of literature that distinguishes these two constructs.  As 

reported by Craig and Sprang (2010) these two terms are often used interchangeably. On 

the other hand, the conceptual model created by Craig and Sprang distinguishes them 

since Burnout is only one component of Compassion Fatigue.  The results showing the 

the two groups differ on one of these but not the other support this position. While one 

study will, of course, not resolve this issue, it does seem to justify further research on this 

question. 
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Secondary Research Questions # 2 

Is there a difference between group that works with children and the group that 

works with adults on the Trauma Practices Questionnaire? 

  As previously discussed in reviewing the results for the   primary research 

question it is clear that the group that works with children used less evidence based 

practices than the group that worked with adults.  However, important information is 

gained by taking a closer look at the data.  Of the non-evidence-based practices, the 

group that works with children used Eclectic Practices the most while Psychodynamic 

was employed the second most.  In contrast, the group that worked with adults used more 

Cognitive and Behavioral approaches. 

It is interesting to note that even though the groups differed significantly in their 

use of evidence and non-evidence based-practices both groups did use cognitive 

approaches to a considerable extent.  These data are encouraging because research shows 

overwhelming support for the use of Cognitive therapy. As shown when comparing the 

two groups on demographic variables, the group that worked with children were less 

educated and had undergraduate degrees that were often not from a psychology-based 

discipline. This fact could be one of the major explanations for why the group that 

worked with children use therepeutic practices that are considered less successful. 

Limitations 

Results from this study examined the relationship between Burnout, Compassion 

Fatigue and Compassion Satisfaction and the use of evidence-based practices by mental 

health professionals.  These variables were examined within the context of whether the 
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mental health professional worked primarily with children or adults.  Though this study 

showed some promise in terms of its findings that reinforced or elucidated some aspects 

of the literature, several major limitations existed with the study.  These limitations are 

present in the instrumentation (the researcher made questionnaire, the Trauma Practices 

Survey, and the Professional Quality of Life Scale) and in the sample. 

Regarding the researcher created questionnaire two important problems are in 

evidence.  First, participants were not given the opportunity to disclose if they had 

specific training in the approaches listed on the Trauma Practices Questionnaire.  Second, 

if they did have training the extent of the training was not assessed.  This creates an issue 

of fully knowing whether the participants can state whether they use the therapeutic 

practice or not.   

The usage of the Trauma Practices Questionnaire was problematic.  It became 

clearer as the research progressed that the Trauma Practices Questionnaire has at least 

two major problems.  First, it does not seem to distinguish between evidence- and non-

evidence-based practices as Sprang (2009) asserts.  Instead it highlights the 

psychotherapies and practices that have the most empirical support and those that have 

some empirical support. More importantly, Sprang (2009) includes therapies that mental 

health professionals report that they use, regardless of whether the therapy has empirical 

support. The data on which Sprang based his questionnaire were gathered from focus 

groups whose size and composition are not clearly described.  Cognitive and Behavioral 

therapies have an overwhelming amount of empirical support for their usage with a 

number of psychological, psychiatric, emotional, and behavioral disorders. These 
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therapies are endorsed by the American Psychological Association and the American 

Psychiatric Association. While EMDR has significant empirical support and is endorsed 

by the American Psychological Association for use in treating trauma it is not well 

understood or often taught to mental health practitioners.  Solution focused therapy does 

have some evidence of being effective with academic and emotional difficulties  (Savage, 

2010).   It has also been shown to decrease the behavioral difficulties in a study that 

employed random sampling and a control group with foster care children in Lithuania 

(Cepukiene, 2010). Although both Eclectic therapy and Psychodynamic therapy are both 

considered non-evidence-based by the authors of the Trauma Practices Questionnaire, 

there is some counter-evidence in the literature.  For example, Eclectic therapy has been 

shown to be effective with children with a history of abuse and neglect (Berliner, 2005).   

Psychodynamic therapy also has some evidence and support for its usage in therapeutic 

settings.  Craig and Sprang criticize these therapies by arguing that the empirical support 

for them is weak.  Overall, however, it would be difficult to clearly differentiate those 

therapies that are considered evidence-based from those that are considered non-

evidence-based on simply a review of the existing literature. 

With this in mind, the TPQ’s use as an instrument that measures evidence-based 

and non-evidence-based practices is questionable.  It should be remembered that this 

instrument was used since it was the measure employed in the Craig and Sprang study 

(2010) that served as the basis for the current research. This, then, represents a serious 

problem for the current research.  As mentioned earlier in this chapter all of the 

therapeutic approaches included in this instrument have some amount of research base for 
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their use in therapeutic settings.  Though Eclectic therapy and Psychodynamic therapy 

have considerably less support in the literature their use in some therapeutic settings 

would not be considered harmful, for they both have reasonable theory and methods to 

undergird their use.  Therefore, in the future, research in this area should use a completely 

different measuring instrument, or should significantly modify the TPQ. 

There is an additional measurement issue that should be mentioned concerning 

the instruments used for the present research. As presented in Chapter 2, the theoretical 

relationship between Burnout, Compassion Fatigue and Secondary Traumatic Stress is 

depicted as follows: 

Figure 5.1.  Professional Quality of Life Model   (Stamm, 2010) 

While the above model may represent the way these constructs relate in theory, in 

practice measurement issues arise. Specifically, for most of the subjects in this study, the 

amount of Secondary Traumatic Stress was very low. Statistically, therefore, Compassion 

Compassion 
Satisfaction 

Compassion 
Fatigue 

Burnout 
Secondary 
Traumatic 

Stress 
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Fatigue and Burnout are essentially identical variables. Thus, anything that correlates 

with Compassion Fatigue will correlate at an almost identical level with Burnout. 

Moreover, since Secondary Traumatic Stress has so little variability, its ability to 

correlate with any other variable will be limited by the restriction of range issue. This, 

then, represents another measurement issue that represents a potential limitation on the 

results presented in this dissertation.  

The second major limitation of this study concerns the sample. As shown in 

Chapter 4, the sample of mental health practitioners who work with children was small (n 

= 30).   As such, the sample may not adequately represent the population.  There could be 

unique qualities about this sample that does not allow generalizations.  Though there are 

times when a small sample size might be appropriate it seems that a larger sample size 

would have provided even more information and increased the external validity of the 

results.  Moreover, it became evident when analyzing the data that many therapists work 

with both children and adults. While the decision to characterize a therapist as dealing 

with children or adults based on a 50% or more allocation of time seemed reasonable, this 

may not have been the best way to handle this issue. Again, a larger sample of mental 

health specialists who work exclusively or primarily with children would have been an 

improvement over the methodology used for this research. 

Future Research 

 One of the ways that future research could improve on the present study would 

be to randomly sample settings with children who have serious behavioral and emotional 

challenges such as psychiatric hospitals for children, partial psychiatric hospitals for 
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children, residential treatment facilities, approved private schools for children with 

academic and mental health issues, or public schools with classrooms for emotional 

support. This would create a situation where the sample is more representative of the 

population.  This would require resources that were beyond the scope of the present 

study, but such an approach would provide a sample where the results of the research 

would have greater external validity.  This addition would increase the sample size of 

mental health professionals who worked with children to a number more commensurate 

to the mental health professionals who worked with adults. 

Since the current study found that mental health professionals who are suffering 

from Burnout and Compassion Fatigue are not using evidence based or non-evidence-

based practices it is incumbent upon the research to examine what the practitioners who 

are experiencing Burnout and Compassion Fatigue are doing.  Future research on this 

topic should be qualitative as well as quantitative.  These interviews and observations 

would provide a richer and more complex understanding of exactly what therapists who 

are experiencing high levels of Compassion Fatigue and Compassion Satisfaction are 

doing in a therapeutic setting.  An instrument that actually includes non-evidence-based 

practices (such as raising one’s voice, lecturing, or crying with a client) would be more 

appropriate and it would give researchers a clearer picture of the behaviors and strategies 

utilized by mental health professionals who are experiencing Burnout or Compassion 

Fatigue.  Presently, a search for instruments that measure non-evidence-based practices 

did not yield any results.  This alludes to the difficulty in studying this topic.  If there are 

no objective instruments to measure non-evidence-based practices then research on this 
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topic becomes largely dependent on observation and anecdotal data. In addition, it would 

be interesting to actually observe therapists interacting with both children and adults in a 

therapeutic setting to ascertain whether the self-reports of what they do actually coincide 

with their behavior.  

Implications 

  There would seem to be several implications from this research for the mental 

health field as well as for Educational Psychology.  In regard to the mental health worker, 

prevention programming, training of staff, and counseling services for employees are 

potentially impacted by research of this sort.  The research presented in Chapter 2 

provides ample evidence that Burnout (or Compassion Fatigue) is a serious problem for 

mental health workers who work with children or adults. In the sample used for this study 

it was clear that the range of scores on the measure of Compassion Fatigue was high. As 

such, there were clearly therapists in the sample who need help is dealing with this 

problem.  While the present study does not deal with what this remediation should be, it 

is evident that help is needed.  As for the children, practitioners who use the most 

effective treatment will increase the likelihood of remediation, amelioration, healing, and 

learning. While the TPQ is a questionable measure of the use of evidence-based 

practices, it did provide some support for the fact that some of the less validated 

treatments are being used.  While this recommendation could be made under almost 

situation, this study does lead to the conclusion that increased training through 

professional development is warranted.  As mentioned before, the data from this study 

show that some mental health professionals are experiencing high levels of Compassion 
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Fatigue. It is hard to imagine that such therapists are providing quality care to the patients 

that serve.    

One of the central concerns of Educational Psychology is to understand human 

behavior in an academic environment.  Educational Psychology focuses on the factors 

that promote learning and those that prohibit learning.  These factors range from the 

cognitive processes of the child to the social and emotional variables that impact learning.  

While learning in a therapeutic setting is not as common in the research conducted by 

Educational Psychologists, bringing the vast research base related to learning and 

cognition to bear on this setting is a contribution that Educational Psychology can make 

in this arena.  Conducting more research that investigates these variables is a contribution 

that Educational Psychologists could make.  

Conclusion and Reflection 

Burnout is a topic that has garnered an overwhelming amount of research and the 

research on Compassion Fatigue is growing at a fast pace.  This study has shown that 

there are meaningful correlates of Burnout and Compassion Fatigue that arguably could 

have an impact on the way mental health professionals interact with and attempt to help 

all patients, and especially children. These results seem to underscore my observations 

that were, at least in part, the impulse for this study.  That is, the participants in this 

sample who are working with children do not have the education to treat them.   If there 

is not a foundation of the core principles of the best way to work with a child who is in 

need of a mental health professional, then how can that mental health professional be 

expected to use the best practices? Moreover, if this practitioner must attempt to work in 
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an environment that does not support his or her professional identity, then the 

development of Burnout and Compassion Fatigue is both understandable and predictable. 

While the current research has several important limitations, it perhaps opens the door to 

more research on this topic. If so, then the effort expended to complete this research will 

not have been in vain. 
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APPENDIX A 

BACKGROUND INFORMATION FORM 

 

Please answer the following questions by placing a checkmark on the appropriate 

line. You are not required to include your name, as all of the data will be reported only in 

the aggregate. 

 

(1) Your gender: 

 _____ Male  _____ Female 

 

(2) Your age: 

 _____ 21 - 25 _____ 26 - 30 _____31 - 35 _____ 36 – 40_____41 – 45 

 

_____46 – 50  _____51 – 55 _____56 – 60 _____61 – 65 _____65+ 

 

(3) Your race: 

 _____ African American 

 _____ Caucasian 

 _____ Asian 

 _____ Latino 

 _____ Other 

 

(4) What is your highest level of education? 

 _____ Undergraduate degree 

 _____ Master’s degree 

 _____ Master degree plus additional coursework 

 _____ Doctorate 

 

(5) What was your undergraduate major?_______________________________ 

 

(6) What was your graduate major? _______________________________ 

 

(7) How long have you been a practicing clinician?  

 _____less than 1 year _____1 – 5 Years_____6 – 10 years _____11 – 15 Years 

 _____16 – 20 Years _____21 – 25 Years _____More than 25 years 

 

(8)  What percentage of your clinical practice deals with the following types of clients? 

 Children _________ % 

 Teens  _________ % 

 Adults  _________ % 

 

(9)  What percentage of your clinical practice deals with individuals who have 

experienced a significant degree of trauma? 

 __________ % 
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APPENDIX B 

PROFESSIONAL QUALITY OF LIFE SCALE (PROQOL) COMPASSION 

SATISFACTION AND COMPASSION FATIGUE 

(PROQOL) VERSION 5 (2009) 

When you [help] people you have direct contact with their lives. As you may 

have found, your compassion for those you [help] can affect you in positive and negative 

ways. Below are some questions about your experiences, both positive and negative, as a 

[helper]. Consider each of the following questions about you and your current work 

situation. Select the number that honestly reflects how frequently you experienced these 

things in the last 30 days. 

1=Never 2=Rarely 3=Sometimes 4=Often 5=Very Often 

1. I am happy. 

2. I am preoccupied with more than one person I [help]. 

3. I get satisfaction from being able to [help] people. 

4. I feel connected to others. 

5. I jump or am startled by unexpected sounds. 

6. I feel invigorated after working with those I [help]. 

7. I find it difficult to separate my personal life from my life as a [helper]. 

8. I am not as productive at work because I am losing sleep over traumatic 

experiences of a person I [help]. 

9. I think that I might have been affected by the traumatic stress of those I [help]. 

10. I feel trapped by my job as a [helper]. 

11. Because of my [helping], I have felt "on edge" about various things. 

12. I like my work as a [helper]. 
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13. I feel depressed because of the traumatic experiences of the people I [help]. 

14. I feel as though I am experiencing the trauma of someone I have [helped]. 

15. I have beliefs that sustain me. 

16. I am pleased with how I am able to keep up with [helping] techniques and 

protocols. 

17. I am the person I always wanted to be. 

18. My work makes me feel satisfied. 

19. I feel worn out because of my work as a [helper]. 

20. I have happy thoughts and feelings about those I [help] and how I could help 

them. 

21. I feel overwhelmed because my case [work] load seems endless. 

22. I believe I can make a difference through my work. 

23. I avoid certain activities or situations because they remind me of frightening 

experiences of the people I [help]. 

24. I am proud of what I can do to [help]. 

25. As a result of my [helping], I have intrusive, frightening thoughts. 

26. I feel "bogged down" by the system. 

27. I have thoughts that I am a "success" as a [helper]. 

28. I can't recall important parts of my work with trauma victims. 

29. I am a very caring person. 

30. I am happy that I chose to do this work 
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YOUR SCORES ON THE PROQOL: PROFESSIONAL QUALITY OF LIFE 

SCREENING 

Based on your responses, place your personal scores below. If you have any 

concerns, you should discuss them with a physical or mental health care professional. 

Compassion Satisfaction _____________ 

Compassion satisfaction is about the pleasure you derive from being able to do 

your work well. For example, you may feel like it is a pleasure to help others through 

your work. You may feel positively about your colleagues or your ability to contribute to 

the work setting or even the greater good of society. Higher scores on this scale represent 

a greater satisfaction related to your ability to be an effective caregiver in your job. 

The average score is 50 (SD 10; alpha scale reliability .88). About 25% of people 

score higher than 57 and about 25% of people score below 43. If you are in the higher 

range, you probably derive a good deal of professional satisfaction from your position. If 

your scores are below 40, you may either find problems with your job, or there may be 

some other reason—for example, you might derive your satisfaction from activities other 

than your job. 

Burnout_____________ 

Most people have an intuitive idea of what Burnout is. From the research 

perspective, Burnout is one of the elements of Compassion Fatigue (CF). It is associated 

with feelings of hopelessness and difficulties in dealing with work or in doing your job 

effectively. These negative feelings usually have a gradual onset. They can reflect the 
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feeling that your efforts make no difference, or they can be associated with a very high 

workload or a non-supportive work environment. Higher scores on this scale mean that 

you are at higher risk for Burnout. 

The average score on the Burnout scale is 50 (SD 10; alpha scale reliability .75). 

About 25% of people score above 57 and about 25% of people score below 43. If your 

score is below 43, this probably reflects positive feelings about your ability to be 

effective in your work. If you score above 57 you may wish to think about what at work 

makes you feel like you are not effective in your position. Your score may reflect your 

mood; perhaps you were having a “bad day” or are in need of some time off. If the high 

score persists or if it is reflective of other worries, it may be a cause for concern. 

Secondary Traumatic Stress_____________ 

The second component of Compassion Fatigue (CF) is secondary traumatic stress 

(STS). It is about your work related, secondary exposure to extremely or traumatically 

stressful events. Developing problems due to exposure to other’s trauma is somewhat rare 

but does happen to many people who care for those who have experienced extremely or 

traumatically stressful events. For example, you may repeatedly hear stories about the 

traumatic things that happen to other people, commonly called Vicarious Traumatization. 

If your work puts you directly in the path of danger, for example, field work in a war or 

area of civil violence, this is not secondary exposure; your exposure is primary. However, 

if you are exposed to others’ traumatic events as a result of your work, for example, as a 

therapist or an emergency worker, this is secondary exposure. The symptoms of STS are 

usually rapid in onset and associated with a particular event. They may include being 
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afraid, having difficulty sleeping, having images of the upsetting event pop into your 

mind, or avoiding things that remind you of the event. 

The average score on this scale is 50 (SD 10; alpha scale reliability .81). About 

25% of people score below 43 and about 25% of people score above 57. If your score is 

above 57, you may want to take some time to think about what at work may be 

frightening to you or if there is some other reason for the elevated score. While higher 

scores do not mean that you do have a problem, they are an indication that you may want 

to examine how you feel about your work and your work environment. You may wish to 

discuss this with your supervisor, a colleague, or a health care professional. 

© B. Hudnall Stamm, 2009-2011. Professional Quality of Life: Compassion Satisfaction 

and Fatigue Version 5 (ProQOL). www.proqol.org. 

This test may be freely copied as long as (a) author is credited, (b) no changes are made, 

and (c) it is not sold. Those interested in using the test should visit www.proqol.org to 

verify that the copy they are using is the most current version of the test.  

WHAT IS MY SCORE AND WHAT DOES IT MEAN? 

In this section, you will score your test and then you can compare your score to 

the interpretation below. 

To find your score on each section, total the questions listed on the left in each 

section and then find your score in the table on the right of the section. 

Compassion Satisfaction Scale: 

3. ____ 

6. ____ 
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12. ____ 

16. ____ 

18. ____ 

20. ____ 

22. ____ 

24. ____ 

27. ____ 

30. ____ 

Total : _____ 

The sum of my Compassion Satisfaction questions 

So My Score Equals 

My Level of Compassion 

22 or less 43 or less Low 

Between 23 and 41 Around 50 Average 

42 or more 57 or more High 

Burnout Scale: 

*1. ____ = ____ 

*4. ____ = ____ 

8. ____ 

10. ____ 

*15. ____ = ____ 

*17. ____ = ____ 
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19. ____ 

21. ____ 

26. ____ 

*29. ____ = ____ 

The sum of my Burnout Questions 

So My Score Equals 

My Level of Burnout 

22 or less 43 or less Low 

Between 23 and 41 Around 50 Average 

42 or more 57 or more High 

Reverse the scores for those that are starred. 

0=0, 1=5, 2=4, 3=3, 4=2, 5=1 

Total : _____ 

Secondary Trauma Scale: 

2. ____ 

5. ____ 

7. ____ 

9. ____ 

11. ____ 

13. ____ 

14. ____ 

23. ____ 
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25. ____ 

28. ____ 

Total : _____ 

The sum of my Secondary Traumatic Stress questions 

So My Score Equals 

My Level of Secondary Traumatic Stress 

22 or less 43 or less Low 

Between 23 and 41 Around 50 Average 

42 or more 57 or more High 
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APPENDIX C 

TRAUMA PRACTICES QUESTIONNAIRE 

Never Rarely Occasionally Sometime

s 

Often Almost 

Always 

Always 

0 1 2 3 4 5 6 

 

In my work with traumatized individuals I . . .  

_____identify the client’s irrational beliefs. 

_____dispute irrational thoughts. 

_____replace irrational cognitions with more adaptive beliefs. 

____shift the focus as soon as possible onto current solutions (versus client problems or 

symptoms)  

_____identify what is working and prescribe more of the same. 

_____identify the individual’s core conflicts that make them vulnerable to regression. 

_____facilitate transference and employ interpretation. 

_____have the client move their eyes from side to side while picturing a traumatic image. 

_____complete the task of counterconditioning. 

_____work to weaken the bond between a traumatic stimuli and anxiety through 

reciprocal inhibition. 

_____use behavioral techniques such as: relaxation training and systematic 

desensitization. 

_____use EMDR. 

_____use solution-focused techniques. 
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_____integrate multiple theories and techniques to develop individualized treatment 

plans. 

_____utilize an eclectic approach versus a purist approach. 

_____use psychodynamic techniques such as: uncovering of past traumas, catharsis. 

_____use multiple techniques not necessarily adhering to a prescribed theory. 

______desensitize the individual’s experience of the traumatic material by prolonged 

exposure accompanied with eye movements from side to side. 

_____ have the individual picture a scene that represents an aspect of the trauma while 

having them move their eyes from side to side.  

Supplemental items for psychopharmacology.  

_____exclusively use psychopharmacology. 

_____exclusively use psychopharmacology and refer to psychotherapy as needed. 

_____use psychopharmacology and conduct a form of psychotherapy. 
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APPENDIX D 

TABLE OF VARIABLES 

 

Predictor Variables 

 

 Burnout 

 Compassion Fatigue 

 Works with Children 

 Works with Adults 

 Age  

 Race  

 Sex  

 Years of Clinical Experience 

 Related Academic Training 

 Graduate training 

Criterion variables 

 

 Use of evidence-based practices 

 

 Use of non- evidence-based practices 
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APPENDIX E 

IRB APPROVAL 

 
Certification of Approval for a Project Involving Human Subjects 

Protocol Number: 13698 

PI: DUCETTE, JOSEPH 

Approved On: 22-Mar-2011 

Review Date: 22-Mar-2011 

Committee: B BEHAVIORAL AND SOCIAL SCIENCES 

School/College: Education (1900) 

Department: Education: Psychological Studies (19040) 

Sponsor: Temple University 

Project Title: The Effect of Level of Compassion on the Provision of Evidenced Based 

Interventions by Mental Health Professional Who Provide Direct Care to Children 

In accordance with the policy of the Department of Health and Human Services on 

protection of human subjects in research, it is hereby certified that protocol number 

13698, having received preliminary review and approval by the department of 

Education:Psychogical Studies (19040) was subsequently reviewed by the Institutional 

Review Board in its present form and approved on 22-Mar-2011 with respect to the rights 

and welfare of the subjects involved; appropriateness and adequacy of the methods used 

to obtain informed consent; and risks to the individual and potential benefits of the 

project. 
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In conforming with the criteria set forth in the DHHS regulations for the protection of 

human research subjects, and in exercise of the power granted to the Committee, and 

subject to execution of the consent form(s), if required, and such other requirements as 

the Committee may have ordered, such orders, if any, being stated hereon or appended 

hereto. 

It is understood that it is the investigators responsibility to notify the Committee 

immediately of any untoward results of this study to permit review of the matter. In 

such case, the investigator should call the IRB at (215) 707-3390. 

This is the Certificate of Approval. Supplemental documentation will follow under 

separate cover. Enrollment may not begin until all 

documents have been reviewed and processed by the IRB and received by the study 

team. 

Board determined conditions of approval applied to this protocol: 

Name (Fulfilled Date) Description 

ZEBULON KENDRICK, Ph.D. 

CHAIRMAN, IRB 
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MEMORANDUM 

To: DUCETTE, JOSEPH 

Education:Psychogical Studies (19040) 

From: Richard C. Throm 

Institutional Review Board 

Date: 23-May-2011 

Re: Expedited Request Status for IRB Protocol: 

13698: The Effect of Level of Compassion on the Provision of Evidenced Based 

Interventions by Mental Health 

Professional Who Provide Direct Care to Children 

This addendum is to be affixed to the IRB Approval Certificate 

45 CFR 46 Protection of Human Subjects. 

Expedited review is a type of review that can be conducted by the IRB Chair, other IRB 

members designated by the Chair, or a subcommittee of the IRB. A major criterion for 

research that can initially (initial review) reviewed through expedited process is that it 

must involve no more that minimal risk. The DHHS regulations and FDA regulations 

define minimal risk to mean that "the probability and magnitude of harm or discomfort 

anticipated in the research are not greater in and of themselves than those ordinarily 

encountered in the daily life or during performance of routine physical or psychological 

examinations or tests." 

This research protocol was reviewed under the following Expedited Review Category: 
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Expedited Category #7: Research on group characteristics or behavior (including, but 

not limited to, research on perception, cognition, motivation, identity, language, 

communication, cultural beliefs or practices, and social behavior) or 

research employing survey, interview, oral history, focus group, program evaluation, 

human  factors evaluation, or quality assurance methodologies. 
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