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Compassion fatigue, burnout and compassion satisfaction in
neonatologists in the US
AS Weintraub1, EM Geithner2, A Stroustrup1,3 and ED Waldman4

OBJECTIVE: Compassion fatigue (CF) is distress experienced by caregivers from ongoing contact with patients who are suffering.
Burnout (BO) is occupational stress directly related to dissonance between job demands and available resources. Compassion
satisfaction (CS) is professional fulfillment experienced through helping others. CF in physicians is not well studied. Neonatologists
may be at particular risk for CF by virtue of recurrent exposure to distress in patients and their families. The objectives of this study
were to determine the prevalence of CF, BO and CS, and to identify potential predictors for these phenomena in neonatologists.
STUDY DESIGN: A modified Compassion Fatigue and Satisfaction Self-Test and a questionnaire of professional details and personal
characteristics were distributed electronically to neonatologists nationally. Multivariable logistic and linear regression models for CF,
BO and CS as a function of potential predictors were constructed.
RESULTS: The survey response rate was 47%. The prevalence of CF, BO and CS was 15.7, 20.8 and 21.9%, respectively. Female
gender, emotional depletion, distress from ‘a clinical situation’, ‘co-workers’, ‘personal health issues’ and ‘not talking about
distressing issues’ were each significant determinants of CF. Emotional depletion, distress from the ‘physical work environment’ and
‘co-workers’, and ‘not talking about distressing issues’ were significant determinants of BO. Self-identification as Hispanic; ‘not
currently feeling distressed’; talking about distressing issues; and utilization of pediatric palliative care services were significant
determinants of higher CS.
CONCLUSIONS: CF and BO may impact emotional well-being and professional performance of neonatologists. Enhancement of CS
is a potential target for intervention.
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INTRODUCTION
For parents, the unpredictable quotidian life of infants in the
neonatal intensive care unit (NICU) is at best emotionally
challenging, and at worst, traumatic.1–5 For NICU professionals,
recurrent or chronic occupational exposure to patient and family
distress can be emotionally taxing. Compassion fatigue (CF) is
emotional distress that can be experienced by caregivers who
have ongoing contact with patients who are distressed or
traumatized.6–8 Conceptually, it has been framed as a form of
‘vicarious’ traumatization in which the caregiver experiences post-
traumatic stress disorder-like symptoms in response to repeated
exposure to the suffering of others.6–9 CF is not synonymous with
burnout (BO), although the two phenomena may coexist. BO is
chronic occupational stress that may affect workers in any
profession, and is characterized by emotional exhaustion, feelings
of depersonalization and career dissatisfaction.10 It has been
posited that CF can lead to BO among caregivers.11 Both CF and
BO can generate feelings of exhaustion, helplessness, frustration,
loneliness, anxiety and depression.12,13 For physicians, these
negative sentiments have the potential to compromise the quality
of patient care and patient satisfaction, as well as the mental and
physical health of the physicians themselves.12–15 In contrast to CF
and BO, compassion satisfaction (CS) describes the gratification
caregivers experience by helping others and the degree to which
they feel successful and supported in these professional

endeavors.16 As work-related positive and negative sequelae
coexist, the net balance of these factors impacts the quality of life
of the caregiver.
While the literature about BO in physician is extensive, CF and

CS in physicians have not been well studied.17–37 By virtue of
recurrent occupational exposure to the distress of NICU patients
and their families, neonatologists would appear to be at particular
risk for CF. To address this issue, we conducted the first national
study of these phenomena among US neonatologists. The primary
study aims were to determine the prevalence of CF, BO and CS,
and to identify potential predictors of these phenomena in this
population.

MATERIALS AND METHODS
Instruments
The Compassion Fatigue and Satisfaction Self-Test for Helpers (CFST) is a
66-item instrument with three subscales to measure the potential for
CF, BO and CS.6,7,16 The CF subscale assesses work-related exposure of
caregivers to patients or clients who have experienced trauma or
extremely stressful events, and represents the degree to which the
relationship with the client has traumatized the helper.6,7,16 The BO
subscale assesses feelings of hopelessness and difficulties in dealing with
work or in doing one’s job effectively.6,7,16 The CS subscale assesses the
ability to feel gratified from the role of caregiver.16 The instrument utilizes
a 5-point Likert scale (0 = never to 5= very often) for respondents to
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estimate the frequency with which each item occurred in their lives in the
previous work week. Convergent and discriminant validity and α reliability
have been established for the scales.6,7,38 For our current study, the CFST
was modified with permission by its author (Figley, personal communica-
tion, 2014). The phrasing of statements was modified to more accurately
reflect the study participant’s role as a medical caregiver to patients, rather
than as a ‘helper’ to a ‘victim’. As such, statements that used the words
‘violence’ or ‘perpetrator’ were removed due to a lack of relevance to the
clinical practice of neonatal intensive care. Duplicate statements were
removed. Our modified CFST included 54 statements, with 18, 13 and 23
items on the CF, BO and CS subscales, respectively (Supplementary
Table S1). In addition to the modified CFST, a 36-item questionnaire was
created for self-report of professional details and personal characteristics
that were hypothesized to have impact upon development of CF, BO and
CS (Supplementary Table S2).

Subjects
A list of potential participants was generated from the 2011 American
Academy of Pediatrics, Section on Perinatal Pediatrics NICUs and
Neonatologists of the USA and Canada Directory. The internet website
for each program listed in the directory was searched for current faculty
listings and e-mail addresses. A short summary of the purpose of the study,
as well as a single hyperlink to the modified CFST and questionnaire, were
distributed by e-mail via SurveyMonkey. This e-mail was re-sent to non-
responders every 2 weeks for a total of five attempts. Individual survey
data were collected anonymously by SurveyMonkey without IP addresses
or other identifiers.

Data analysis
Individual survey responses were downloaded from SurveyMonkey, coded
and entered into SPSS Statistics Version 22 (IBM, Armonk, NY, USA).
Subscale scores for CF, BO and CS were summed. For each subscale,
reliability was evaluated using Cronbach’s α and normality was assessed by
kurtosis, skew and histogram analysis. Subscale scores were analyzed as
dichotomous and continuous outcomes. To analyze scores with a binary
outcome, we defined the high-end cut point for each subscale. As our
instrument was a modification of the original, there were no explicit cutoff
values for each scale. To set these, we considered using either a numeric
score that was one standard deviation above the mean, or a numeric score
greater than the 75th percentile, as have been previously described.16

However, visual inspection of the histogram generated for each subscale
revealed a natural high-end cut point that fell between one standard
deviation above the mean and the 75th percentile. We chose these natural
high-end cut points for each subscale to define CF, BO and high CS for use
in analyses of categorical data. Descriptive statistics (means, standard
deviations and percentages) were calculated for responses to the CFST and
the questionnaire. Pearson’s r and Spearman’s ρ were used as appropriate
to examine correlations between subscales and to identify relationships
between study variables. Univariate analyses of personal and professional
characteristics of respondents’ subscale scores above or below the high-
end cut point for CF, BO and CS were compared by χ2 square tests, Fisher’s
exact tests or independent t-tests as appropriate. Both multivariable
logistic (using score dichotomized at the cut point) and linear regression
(using score as a continuous variable) models for CF, BO and CS as a
function of potential predictors were constructed. For each model,
variables significant at Po0.05 in univariable analyses were added
sequentially, and if the model improved significantly (Po0.05) with their
inclusion, were retained. Additionally, we conducted principal component
analysis and two-step cluster analysis on the 54 items on the
modified CFST.
This project was designated as exempt human research by the

Institutional Review Board at the Icahn School of Medicine at Mount Sinai.

RESULTS
Of the 1258 study surveys delivered to potential subjects by
SurveyMonkey, 593 responses were returned (47.1% response
rate). Fifty-two responses were excluded because the respondents
were neonatology fellows rather than faculty, and 108 were
excluded for an incomplete CFST. This left a final study population
of 433 respondents.

The personal and professional characteristics of the study
population are presented in Table 1. Most respondents were
white, female, lived with a partner or spouse and/or children, and
were mid-career or senior level faculty at Level IV institutions. At
the time of survey completion, 71% of respondents reported
feeling ‘distressed’ about some aspect of their personal or
professional lives. Substantial physical exhaustion and emotional
depletion were reported by 25.6 and 15.7% of respondents,
respectively. The broad range of self-care activities pursued by the
study population is listed in Table 1.
Descriptive statistics for the modified CFST are shown in Table 2.

Cronbach α-values were 0.91 for CF, 0.83 for BO and 0.93 for CS,
which indicated reliable scales that were comparable to the
α-values obtained for the original instrument.16 Scores on the
three subscales were normally distributed. Relationships between

Table 1. Characteristics of the study population (N= 433)

Personal and professional characteristics n/N (%)

Gender, female 221/419 (51)

Race
White 364/416 (87.5)
Black 9/416 (2.2)
Hispanic 29/400 (7.3)
Asian 42/416 (10.1)
Other 1/416 (0.2)

Current household members
Partner or spouse 373/421 (88.6)
Child 248/422 (58.8)
Additional family member(s) 21/422 (5.0)
Lives alone 31/422 (7.3)

Years as NICU attending
0–10 (junior faculty) 147/430 (34.2)
11–20 (mid-career) 101/430 (23.5)
⩾ 21 years (senior faculty) 182/430 (42.3)

NICU level
II 18/432 (4.2)
III 148/432 (34.3)
IV 266/432 (61.6)

Involved in the following activities in the past month
Prenatal consult at limits of viability 221/428 (51)
Comfort care at limits of viability 100/419 (23.1)
Withdrawal of life-sustaining therapies 174/430 (40.2)
Non-introduction of life-prolonging therapies 181/427 (41.8)
Death of a patient 153/430 (35.3)

Current feelings of distress ascribed to
Clinical situation 43/427 (10.1)
Physical work environment 77/426 (18.1)
Co-workers 64/426 (15)
Personal health issues 63/426 (14.8)

Experienced recent and noteworthy
Physical exhaustion 112/428 (25.6)
Emotional depletion 68/428 (15.7)

Self-care activities
Talk about distressing issues 276/428 (64.5)
Exercise 256/428 (59.8)
Prayer/meditation 156/428 (36.4)
Creative arts 169/429 (39.4)
Reading 157/428 (36.7)

Survivor of prior trauma 144/426 (33.3)

Abbreviation: NICU, neonatal intensive care unit. Values are n/N (%).
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subscale scores and between predictors were investigated using
Pearson product moment correlation coefficients and are
presented in Supplementary Table S3. A strong positive correla-
tion was identified between CF and BO scores, with a shared
variance of 58%. Strong negative correlations were seen between
BO and CS scores and between CF and CS scores, with shared
variances of 54 and 38%, respectively. Owing to the large shared
variance between physical exhaustion and emotional depletion
(28%), each of these risk factors was tested separately in all
models. The shared variances of other correlated variables were
small enough to allow these variables to be tested together in all
models. Principal component analysis and two-step cluster
analysis did not identify discrete latent profiles in the study
population.
The prevalence of CF in the study population was 15.7%. In

univariable analyses, individuals at risk for CF were significantly
more likely to be female; to report feeling distressed by ‘a clinical
situation’, the ‘physical work environment’, ‘co-workers’ or
‘personal health issues’; and to describe substantial recent physical
exhaustion and/or emotional depletion. These respondents were
also significantly less likely to talk about distressing issues and
were more likely to state ‘self-care is not a priority’. The most
parsimonious multivariable logistic and linear regression models
for CF are presented in Tables 3A and 4A, respectively. Female
gender, report of substantial emotional depletion, feelings of
distress from ‘a clinical situation’, ‘co-workers’, and ‘personal

health issues’, ‘not talking about distressing issues’ as a means of
self-care and the statement ‘self-care is not a priority’ remained
significant determinants of CF in the multivariable logistic model
(Table 3A). When the numeric CF score was modeled by linear
regression as a function of significant risk factors, all factors that
were significant in the logistic model remained significant
predictors, with the exception of the statement ‘self-care is not
a priority’ (Table 4A).
The prevalence of BO in the study population was 20.8%. In

univariable analyses, predictors for BO were identical to those
identified for CF, with the exception of gender. The most
parsimonious logistic and linear regression models for BO are
presented in Tables 3B and 4B, respectively. Substantial emotional
depletion, feelings of distress from the ‘physical work environ-
ment’ and ‘co-workers’, and ‘not talking about distressing issues’
remained significant determinants of BO in the multivariable
logistic model (Table 3B). When the numeric BO score was
modeled by linear regression as a function of significant risk
factors, all factors that were significant in the logistic model
remained significant predictors (Table 4B).
High CS was identified in 21.9% of the study population. In

univariable analyses, highly satisfied respondents were signifi-
cantly more likely to be male; to self-identify as Hispanic; to have
additional family members in their household; to have 410 years
of experience as faculty; to have been on call or working in the
well-baby nursery as their most recent clinical activity; to report
‘not currently feeling distressed’; and to read as a self-care activity.
Respondents with high CS were also significantly less likely to
report substantial recent physical exhaustion and/or emotional
depletion. The most parsimonious logistic and linear regression
models for CS are presented in Tables 3C and 4C, respectively.
Self-identification as Hispanic; the presence of additional family
members in the household; faculty appointment for 410 years;
self-reports of ‘not currently feeling distressed’ and ‘not currently
feeling emotionally depleted’; and the most recent clinical
activity reported as ‘on call’ remained significant predictors of
high compassion satisfaction in the multivariable logistic model
(Table 3C). When the numeric CS score was modeled by linear

Table 2. Characteristics of the study instrument

Subscale Mean± s.d. Median, IQR Range

Compassion fatigue 17.02± 12.07 14 (9, 22) 0–80
Burnout 19.42± 9.21 18 (13, 24) 2–52
Compassion satisfaction 87.45± 16.03 90 (79, 98) 33–115

Abbreviations: CFST, Compassion Fatigue and Satisfaction Self-Test for
Helpers; IQR, interquartile range; s.d., standard deviation. Subscale scores
of the modified CFST in the study population.

Table 3. Multivariable logistic regression analyses for variables associated with compassion fatigue, burnout and compassion satisfaction in
neonatologists in the US

Variable Odds Ratio (95% CI) P

(A) Compassion fatigue
Gender, female 2.27 (1.16–4.44) 0.016*
Currently distressed about ‘a clinical situation’ 8.32 (3.68–18.81) 0.000*
Currently distressed about ‘co-workers’ 3.73 (1.77–7.88) 0.000*
Currently distressed about ‘personal health’ 3.11 (1.14–6.85) 0.005*
Talk about issues as self-care activity − 0.31 (−0.16 to –0.63) 0.001*
Noteworthy emotional depletion in past 2 weeks 3.36 (1.67–6.77) 0.001*
’Self-care is not a priority’ 2.97 (1.21–7.23) 0.017*

(B) Burnout
Currently distressed about ‘physical work environment’ 2.30 (1.22–4.32) 0.010*
Currently distressed about ‘co-workers’ 4.81 (92.56–9.04) 0.000*
Talk about issues as self-care activity − 0.37 (−0.22 to –0.64) 0.000*
Noteworthy emotional depletion in past 2 weeks 5.20 (2.79–9.69) 0.000*

(C) Compassion satisfaction
Race, Hispanic 3.01 (1.25–7.27) 0.014*
Live with other family members (beside partner or children) 3.98 (1.48–10.69) 0.006*
Not currently feeling distressed 2.36 (1.39–4.01) 0.002*
Most recent clinical activity was ‘on call’ 2.00 (1.11–3.62) 0.022*
Attending 410 years 2.16 (1.89–3.94) 0.012*
Noteworthy emotional depletion in past 2 weeks 0.26 (0.08–0.88) 0.031*

Abbreviation: CI, confidence interval. *Significant at Po0.05.
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regression as a function of significant risk factors, self-
identification as Hispanic; self-report of ‘not currently feeling
distressed’; talking about distressing issues as part of self-care; and
utilization of pediatric palliative care team services were all
significant determinants of higher satisfaction scores (Table 4C).
Female gender, substantial recent emotional depletion, and recent
performance of a prenatal consult for a family with a fetus at the
limits of viability were all significant predictors of lower satisfac-
tion scores (Table 4C).

DISCUSSION
In our national survey of neonatologists, 15.7% of respondents
were identified at risk for CF, 20.8% were identified at risk for BO
and 21.9% reported high CS using the modified CFST. We present
herein the first comprehensive evaluation of potential predictors
of these phenomena in neonatologists.
Although CF is recognized as an important cause of emotional

distress in caregivers, there are few validated reports about its
prevalence in physicians, and none about neonatologists. In a
recent systematic review of literature about emotional distress in
intensive care health professionals, only seven studies focused
solely on physicians, and all explored BO, not CF.39 In studies of
mixed populations of pediatric health-care providers that included
but were not limited to physicians, the prevalence of CF has been
reported at 7.3 to 39%.31,35

In contrast to CF, BO in physicians has been studied more
extensively. Internationally, and across medical specialties, it has
been suggested that one-third of physicians will experience BO at
some point in their career.21 Higher rates of BO have been
reported in pediatric subspecialists than in general pediatricians,
with rates as high as 50% in pediatric intensivists.18,19,22,23 The
single study assessing BO among neonatologists in Italy reported
a prevalence of 30%.17

Comparisons of the prevalence of CF or BO between studies are
obfuscated by the different instruments used for assessment. Most
published studies of BO in physicians have utilized the Maslach
Burnout Inventory.10 The length of this instrument and the

expense of administration, however, constrain its usefulness in
large samples or in studies with assessments in multiple areas.21

Studies of CF across disciplines, including health care, have used
the Professional Quality of Life Scale, the most recent adaptation
of the CFST, as the assessment tool.6–8,38,40 Both the Professional
Quality of Life Scale and the CFST contain subscales with the
potential to assess CF, BO and CS in a single instrument.38,40

In designing our study instrument, we compared the individual
statements of both instruments side-by-side, and felt the CFST,
though longer, was the better fit for our screening goals. Since
a priori, it was not clear whether CF and BO would be best
analyzed by utilizing a binary cutoff score or by a continuum of
scores, each subscale was analyzed both ways; the results of both
approaches were essentially the same.
We found that more than half the variance in CF in our subjects

was accounted for by BO, which may explain why our data did not
segregate into discrete latent profiles. As such, it is not surprising
that some predictors for CF and BO overlapped (feelings of
distress about ‘co-workers’, report of emotional depletion and
being less likely to talk about distressing issues as a means of self-
care). What emerged as unique predictors of CF in our population
were female gender, feelings of distress from a ‘clinical situation’
or ‘personal health issue’, and the reflection that ‘self-care is not a
priority’. Of note, prior personal experience of trauma (defined as
recent loss of loved one(s), survivor of life-threatening illness,
domestic or criminal violence, natural disaster, war or terrorist
attack) was not a predictor of CF in our population. For BO, female
gender was not identified as a predictor, and the reported feelings
of distress were related to the work environment itself. Interest-
ingly, BO was not related to the number of years in clinical
practice or objective indices of perceived work demands (i.e. ratio
of faculty to size of clinical service, frequency and length of clinical
rotations, on call schedules) as have been reported for other
intensivists.14,41

We found a strong negative correlation between CS and CF, and
between CS and BO.31,33,35,36,42,43 As with our analyses for CF and
BO, it was not apparent at the outset whether the optimal
approach would be a binary cutoff score or a continuum of scores

Table 4. Linear regression analyses for variables associated with compassion fatigue, burnout and compassion satisfaction in neonatologists in the
US

Risk factor Coefficient ± s.e. 95% CI P

(A) Compassion fatigue, R2 = 28.9%
Gender, female 3.03± 1.03 1.02–5.05 0.003*
Currently distressed about ‘a clinical situation’ 7.95± 1.68 4.64–11.26 0.000*
Currently distressed about ‘co-workers’ 6.71± 1.42 3.92–9.51 0.000*
Currently distressed about ‘personal health’ 4.89± 1.41 2.12–7.67 0.001*
Talk about issues as self-care activity − 3.84± 1.08 − 5.97 to –1.71 0.000*
Noteworthy emotional depletion in past 2 weeks 10.04± 1.44 7.21–12.87 0.000*

(B) Burnout, R2 = 30.5%
Currently distressed about ‘physical work environment’ 2.91± 1.00 0.94–4.88 0.004*
Currently distressed about ‘co-workers’ 6.75± 1.07 4.65–8.84 0.000*
Talk about issues as self-care activity − 3.52± 0.79 − 5.08 to –1.96 0.000*
Noteworthy emotional depletion in past 2 weeks 8.43± 1.08 6.31–10.59 0.000*

(C) Compassion satisfaction, R2 = 31.1%
Gender, female − 4.40± 1.39 − 7.14 to –1.66 0.002*
Race, Hispanic 8.74± 2.59 3.63–13.84 0.001*
Noteworthy emotional depletion in past 2 weeks − 16.70± 1.91 − 20.46 to –12.94 0.000*
Recent prenatal consult at periviable gestational age − 3.28± 1.35 − 5.93 to –0.62 0.016*
Use of pediatric palliative care team 3.29± 1.35 0.63–5.94 0.015*
Currently feeling ‘no distress’ 6.67± 1.55 3.62–9.73 0.000*
Talk about issues as self-care activity 4.33± 1.47 1.45–7.21 0.003*

Abbreviations: CI, confidence interval; s.e., standard error. *Significant at Po0.05.
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for evaluation of CS. Although both approaches are presented in
Tables 3 and 4, we feel strongly that analysis of CS scores as a
continuous variable seems more aligned with human nature. What
emerged as unique predictors for higher CS scores were self-
identification as Hispanic; report of ‘not currently feeling
distressed’; talking about distressing issues as part of self-care;
and utilization of pediatric palliative care team services, whereas
female gender, substantial recent emotional depletion and recent
performance of a prenatal consult for a family with a fetus at the
limits of viability were unique predictors of lower satisfaction
scores.
Very little has been written about CS in physicians. As a positive

occupational corollary, it has been suggested that high CS may be
protective against CF and BO, and may therefore be a target for
intervention for emotional well-being.16,44 How can we decrease
caregiver distress and enhance satisfaction? Our results suggest
that making pediatric palliative care team services available to
neonatologists to enrich education about pediatric palliative care
principles, and to promote comfort in integration of these
principles into day-to-day clinical practice, may be a relatively
straightforward intervention for enhancing CS. In addition, our
data clearly shows that individuals who talk about their distress
have higher CS, and lower CF and BO scores. Therefore, it seems
essential to establish an institutional culture in which neonatol-
ogists and other NICU staff ‘debrief’ regularly about emotional
issues that arise from bearing witness to patient and family
suffering.
There are several limitations to our study. Despite a good survey

response rate, there is a risk of non-response bias.45 It is
impossible to compare variables between those who responded
to the survey and those who did not; it may well be that
individuals at greatest risk for CF or BO were less likely to
participate in the study, or alternatively, the reverse may be true.
The generalizability of our findings is limited by the modest
sample size and by the fact that the majority of respondents were
white and in mid-career or at the senior faculty level. Because of
the time frame of self-reflection imposed by the survey instru-
ment, there may have been bias towards more acute symptoms.
Owing to the need to limit the survey length, some potentially
significant predictors may not have been included. While
identified factors accounted for ~ 30% of the variance in CF, BO
and CS scores, two-thirds of the variance in these scores has yet to
be explained. Finally, our findings are observed associations to
which causality cannot be applied.
In conclusion, CF and BO may profoundly impact the emotional

well-being and professional performance of neonatologists. While
most physicians are cognizant of BO, this is not necessarily true
for CF. In order to provide effective and compassionate patient
care, physicians must be able to recognize and reconcile the
impact that the suffering of others has on their own psyche. Lack
of awareness of unexpressed grief and unresolved distress can
allow symptom progression to spiral into multiple other personal
and professional problems (e.g., low morale, decreased produc-
tivity and quality of care, absenteeism, avoidance, medical errors,
stress in personal relationships, substance abuse).6–8,12,14,25–27,41 In
light of this, it seems critical that neonatologists and other NICU
staff be provided resources and education to promote awareness
of this phenomenon and its potential sequelae. It is also
incumbent upon us to identify additional modifiable targets in
this population to enhance satisfaction as a means to lessening
caregiver distress.
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