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Abstract

Recreational therapists are at risk for compassion 
fatigue, more specifically, secondary traumatic stress and 
burnout. Limited research has been conducted in this 
area. To address this gap, this study sought to examine 
compassion fatigue and compassion satisfaction in 
recreational therapists around the nation and to uncover 
any differences related to demographic variables. The 
sample consisted of 931 Certified Therapeutic Recreation 
Specialists. Overall, the sample had high to average levels 
of compassion satisfaction, average levels of burnout, 
and low levels of secondary traumatic stress. Males 
reported higher levels of compassion satisfaction than 
females. Statistically significant differences were found 
in compassion satisfaction for years worked, population 
served, and age of the population. For burnout and 
secondary traumatic stress, significant differences were 
found for gender, years worked, and population served. 
Self-care practices and organizational strategies to avert 
compassion fatigue are discussed. Also, study limitations 
and direction for future research are outlined.
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Introduction
Recreational therapy (RT) focuses on improving one’s health in the physical, cog-

nitive, emotional, social, and leisure domains. Recreational therapists (RTs) provide 
individualized, client-centered care to help clients achieve the highest level of function-
ing and independence (“About Recreational Therapy,” n.d.). As with many caregivers 
and those working in the helping professions, there is a “cost of caring” known as com-
passion fatigue (CF) (Figley, 2002). 

While novel to the RT profession, CF has been a topic of concern in other allied 
health professions since the early 1990s. Literature on CF has noted impacts on those 
working in nursing (Wentzel, Brysiewicz, & Moore, 2014), mental health (Strawder-
man, 2015), social work (Tosone, McTighe, & Bauwens, 2014), and as chaplains (Stew-
art, 2012), physicians (Gleichgerrcht & Decety, 2013), trauma workers (Kjellenberg, 
Nilsson, Daukantaite, & Cardena, 2013) and health care administrators (Newell & 
MacNeil, 2011). These impacts include those related to one’s job satisfaction such as in-
creased absenteeism and staff turnover to those that influence job performance namely 
decreased quality of patient care, decreased patient satisfaction, and negative impacts 
on patient safety (Hooper, Craig, Janvrin, Wetsel, & Reimels, 2010). CF can directly 
affect the professional as well and is often characterized by feelings of detachment, 
decreased interest, coping, and engagement, difficulty sleeping and concentrating, ir-
ritability, and conflicts in the work environment (Figley, 2013). 

These significant impacts resulting from CF highlight the need to not only ex-
amine this topic further but to focus on recreational therapy to ascertain its influence 
on RTs specifically. The purpose of this study was to examine levels of compassion 
satisfaction, compassion fatigue, burnout, and secondary traumatic stress in RTs and 
to identify potential differences across the profession. This study is important for two 
reasons: First, this study adds to the existing body of research related to CF. Second, 
the research is specific to the RT profession as it targets RTs directly. To date, there has 
been minimal research that examines CF in RTs.      

Professional Quality of Life
When referring to professional quality of life, the inference is to how one feels 

about his/her work in the role as a helper or caregiver. The concept of professional 
quality of life is multifaceted as it takes into account one’s work environment, his/
her personal characteristics, and traumatic events he/she may be exposed to at work 
(Stamm, 2010). A professional’s quality of life is comprised of both positive and nega-
tive aspects and each has its influence on the person in relation to how he/she feels 
about their work (“Professional Quality of Life”…, 2018; Stamm, 2010). 

Stamm’s (2009a) theoretical model of compassion satisfaction and compassion 
fatigue (Figure 1) addresses professional quality of life in which compassion satisfaction 
refers to the positive aspect of helping (the rewarding, motivating things) while 
compassion fatigue refers to the negative aspects of helping (the stressful, upsetting 
things) (Stamm, 2010). Much of the work conducted by RTs requires compassion on the 
practitioner’s behalf towards his/her client(s). Compassion is a complex emotion that 
affords practitioners the ability to preserve their emotional stability and hopefulness as 
they assist their clients through difficult situations and circumstances. In order to have 
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compassion for those one works with, one must have a strong sense of personal ethics 
and beliefs. Additionally, one must have inner conviction and resiliency (Lewin, 1996). 

Figure 1. Theoretical Model of Compassion Satisfaction-Compas-
sion Fatigue (Stamm, 2009b)

Compassion Satisfaction
The positive characteristics of a person’s professional quality of life are compas-

sion satisfaction (CS). CS refers to the pleasure a professional experiences as a result of 
feeling effective and proficient in his/her work (Stamm, 2010). CS is described as job 
satisfaction, particularly with the helping aspect of one’s job. Professionals most often 
feel energized, successful, and enjoy the work that they do and want to continue with 
their work. Those professionals who have the ability to stay abreast with new technol-
ogy and protocols and who believe they are effective in helping typically experience CS 
(Stamm, 2010). The pleasure that results from caring for another person may be linked 
to the actual act of providing care, the work environment, one’s colleagues, feelings 
about one’s self (skills, abilities), or feelings of selflessness (Stamm, 2009a).        

Compassion Fatigue
Compassion fatigue (CF) first appeared in Joinson’s (1992) work to explain the 

distinct pressures that professionals like nurses, counselors, and/or clergy in caregiver 
roles experience in the workplace. CF is associated with the negative side of caregiv-
ing for those clients who have experienced either an extreme or a traumatic challenge 
in their life. As a result of providing care to such an individual, professionals may feel 
overwhelmed by their work or struggle to differentiate their feelings of fear often as-
sociated with work (Stamm, 2009a). 

CF is characterized by feelings of detachment, decreased interest or engagement in 
important activities, challenges falling and remaining asleep, difficulty concentrating, 
irritability, angry outbursts, conflicts in the workplace, absence from work, decreased 
social support and coping, and insensitivity to clients (Figley, 2013). Overall, CF occurs 
when a care professional experiences emotional/psychological exhaustion as a result 
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of caring for someone who experiences suffering of some kind (Adams, Boscarino, 
& Figley, 2006; Figley, 1995, 2002; Newell & MacNeil, 2011). Similar to CS, with CF 
the stress associated with caring for another person may be linked to the actual act 
of providing care, the work environment, one’s colleagues, and/or feelings about one’s 
self (skills, abilities) (Stamm, 2009a). Risk factors for CF include working in a help-
ing profession that is emotionally exhausting, such as mental health, long-term care, 
or palliative care to name a few (Kassam-Adams, 1999; Melvin, 2012; Sprang, Clark, 
& Whitt-Woosley, 2007). Being female, overworked, and/or having poor work-family 
balance are also considered risk factors for CF (Melvin, 2012; Negash & Sahin, 2011). 
CF was expanded upon by Figley (1995) who further defined two subdomains of CF: 
secondary traumatic stress and burnout.  

Secondary Traumatic Stress
 Frequently, the literature presents the terms secondary traumatic stress (STS) and 

CF as interchangeable; however, they are two distinct conditions. Secondary traumatic 
stress has been operationalized as the traumatization that one experiences as a result 
of caring for a traumatized person (McCann & Pearlman, 1990; Newell & MacNeil, 
2011; Pearlman, 1999; Pearlman & MacIan, 1995). It is also considered to be the type of 
stress that emanates from helping or wanting to help a traumatized or suffering person 
(Pearlman, 2010). In essence, STS is a precursor to CF (Figley, 2002). 

STS is about being afraid, where fear results from being exposed to extreme or 
traumatically stressful events in the workplace as one is providing care to a person 
who has experienced trauma firsthand (Stamm, 2009a, 2010). Quite often profession-
als who experience STS will ruminate on the individuals for whom they care, feel-
ing trapped, anxious, drained, overwhelmed, and plagued by the extreme or traumatic 
challenge in their client’s lives (Stamm, 2010). Symptoms of STS may include difficulty 
sleeping, forgetfulness, blurring the line between private and work life as a helper, and 
eluding events or pursuits in an effort to evade reminders of their client’s stressful life 
event (Stamm, 2010). According to Stamm (2009a), STS and burnout can happen con-
currently and can potentially impair the practitioner’s ability to care for clients.      

Burnout
CF has also been used interchangeably with burnout in literature pertaining to 

work-related stress when in fact burnout is thought to be a byproduct of CF (Negash & 
Sahin, 2011). Although either can lead to poor work performance, another differentia-
tion between these two concepts is that the start of the symptoms of CF occur more 
rapidly and are thought to be highly treatable. Burnout, however, may result in changes 
in one’s job or even profession (Figley, 2002). 

Professionals who are experiencing burnout experience feelings of inefficiency 
and being overwhelmed (Stamm, 2009a, 2010). Burnout is regarded as feelings of un-
happiness and disconnection, being insensitive to one’s work, fatigued, bogged down, 
or “out of touch” with whom a person really is, and having no beliefs in place to sustain 
one’s self (Stamm, 2010). Such feelings occur slowly, often as a result of a high workload 
or work environment that is non-supportive (Stamm, 2010).  

Related Research
While CF research has its roots in the nursing profession (Joinson, 1992), cur-

rent research reveals that CF is a relevant topic in the nursing literature as evidenced 
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by several studies (Duarte & Pinto-Gouveia, 2017; Kelly & Lefton, 2017; Kim, 2013; 
Michalec, Diefenbeck, & Mahoney, 2013; Wentzel, Brysiewicz, & Moore, 2014). There 
has been a growing interest in the topic of CF in several other human service profes-
sionals such as mental health workers (Thompson, Amatea, & Thompson, 2014), clergy 
(Stewart, 2012); social workers (Tosone, McTighe, & Bauwens, 2014; Yi, Kim, Choi, 
Kim, & O’Connor (2018 ); physicians (Gleichgerrcht & Decety, 2013); police officers 
(Turgoose, Glover, Barker, & Maddox, 2017) and trauma workers (Kjellenberg, Nils-
son, Daukantaite, & Cardena, 2013). 

To date, there have been two papers published that indirectly address CF and em-
phasize the importance of self-reflective practices in RTs (Briscoe & Arai, 2015; Gilbert, 
2010). Only one study has been published that directly examines CF in the RT profes-
sion. Waller, Wozencroft, and Scott (2017) examined CS and CF in camp staff working 
at a therapeutic camp for youth with multiple disabilities. Their findings stressed the 
importance of training as it may serve to mitigate CF. Several additional studies on pro-
fessional quality of life point to the importance of specialized training and education 
on the topic of compassion fatigue for both workers, administrators, and supervisors 
as these experiences seem to provide protection against this form of emotional exhaus-
tion (CF) while increasing compassion satisfaction (Campbell, 2007; Leon, Altholz, & 
Dziegielewski, 1999; Sprang, Clark, & Whitt-Woosley, 2007). 

Research Questions
After examining the CS and CF theoretical model and the related literature, the 

following research questions were designed for this study:
 

1. What are the levels of compassion satisfaction and compassion fatigue, burnout, 
and secondary traumatic stress among RT professionals?

2. Are there differences in compassion satisfaction and compassion fatigue, burnout, 
and/or secondary traumatic stress across demographic variables (gender, 
education, employment status, years worked, population served, and age of 
population served)?   

Method
Participants in this study consisted of 931 Certified Therapeutic Recreation Spe-

cialists (CTRS) from the states of New York, North Carolina, Michigan, Texas, and 
California representing the five main regions defined by the U.S. Census Bureau (i.e., 
the Northeast, Southeast, Midwest, Southwest, and West). These states were chosen 
because they had the highest number of CTRSs in their respective regions. Upon ap-
proval from the institutional review board at the affiliated university, approval was 
granted from the National Council for Therapeutic Recreation Certification (NCTRC) 
to utilize the e-mail database for distribution to over 4,000 CTRSs. An initial e-mail 
was sent in the spring of 2018 with a follow-up e-mail sent two weeks later resulting in 
an overall response rate of 21%. Web surveys have approximately 11% lower response 
rates compared to other survey modes (Fan & Yan, 2010) thus the researchers judged 
the response rate to be adequate.
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Sample Profile
The 931 CTRSs (88% female, 12% male) ranged in age from 20 to 79 years old, 

mostly reported their race as White (80%), with some identifying as Black (6.7%), 
Latino (5.8%) Asian (2%), Biracial (2%), and the remaining 4% as American Indian, 
Pacific Islander, or other. All CTRSs are required to have a bachelor’s degree in recre-
ation therapy/therapeutic recreation (RT/TR), but nearly 30% of the sample also held 
a master’s degree. Approximately 70% of the participants worked in RT/TR full time, 
reporting a range of years working in the profession as less than 5 years (30%) to more 
than 21 years (30%). Interestingly, a majority of the participants had been working in 
their current position for less than four years (52%) while 11% had worked in their 
current position for more than 21 years. 

The most common positions for participants were current therapist (50%) and 
supervisory therapist (17%), with some reporting as administrators, or RT/TR leads. 
Hospitals (34%) and skilled nursing facilities (20%) were the most common employment 
sectors. Additionally, participants also reported being employed in treatment facilities, 
community recreation, corrections, disability organizations, schools, and outpatient 
care. Forty percent of participants reported their client population as behavioral/mental 
health, 26% reported geriatrics as the primary population served, with participants 
also working with physical disabilities (13%) and developmental disabilities (12%). The 
populations served were overwhelmingly adult and older adult populations (88%) (See 
Table 1). 

Measurement
Compassion satisfaction, secondary traumatic stress, and burnout were measured 

using the Professional Quality of Life Scale (ProQOL) Version 5 (Stamm, 2009c). Pro-
QOL is a 30-item scale consisting of three 10-item subscales measuring burnout, com-
passion satisfaction, and secondary traumatic stress. Sample items used in the ProQOL 
to measure compassion satisfaction were: “I get satisfaction from being able to help 
people” and “My work makes me feel satisfied.” Sample items of burnout included: “I 
am happy” and “I have beliefs that sustain me,” and sample items of secondary trau-
matic stress were: “I am preoccupied with more than one person” and “I feel depressed 
because of the traumatic experiences of people I help.”  These items were rated on 
a 5-point Likert scale, spanning from 1 = never, to 5 = very often. Reliability value 
(Cronbach’s alpha) for burnout was .77, .87 for compassion satisfaction, and .74 for 
secondary traumatic stress. 

Analysis
Descriptive statistics were conducted on each item in the ProQOL scale and fre-

quencies were calculated to indicate levels ranging from low, average, or high for each 
subscale of compassion satisfaction, burnout, and secondary traumatic stress. One-
way analysis of variance (ANOVA) was performed to test for differences on each of the 
three subscales by demographic variables (i.e., gender, education, employment status, 
years worked, population served, and age of population served). Tukey post hoc tests 
were generated to examine group differences on the three subscales with an alpha level 
of .05 used for all statistical tests. In addition, Levene’s test (1960) for equality of vari-
ances was conducted to indicate a violation of the assumption for each subscale (Gas-
twirth, Gel, & Miao, 2009). 
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Results
Means and standard deviations for each item in the ProQOL scale are shown in 

Table 2. Most notably, participants reported high levels of “I get satisfaction from be-
ing able to help people” (M=4.62, SD=.56) and “I am a very caring person” (M=4.57, 
SD=.57), and lower levels of having intrusive, frightening thoughts (M=1.39, SD=.67), 
and experiencing the trauma of those helped (M=1.45, SD=.68). When examining the 
three subscales within the ProQOL, participants reported identical levels of average 
(50%) and high levels (50%) of compassion satisfaction. An overwhelming majority of 
participants had average levels of reported burnout (98.60%) whereas approximately 
75% of the participants reported low levels of secondary traumatic stress. Both female 
and male CTRSs reported similar levels of burnout and secondary traumatic stress 

Table 1 
Frequencies of Respondents’ Characteristics (N=931)
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Table 1 Frequencies of Respondent’s Characteristics (N=931) 
 
Sample  
Characteristics 

n % 

Gender   
     Male 112 12 
     Female 819 88 
Ethnicity   
     White/Caucasian 743 79.8 
      Black/African American 63 6.8 
      Latino 54 5.8 
      Asian 19 2 
      Biracial 20 2.1 
      Other 32 3.5 
Education   
      Bachelor 656 70.5 
      Master 262 28.1 
      Doctorate 12 1.3 
Years in RT/TR   
      Less than 5  276 29.6 
      5-10 158 17 
      11-15 110 11.8 
      16-20 113 12.1 
      21+ 274 29.4 
Primary Employment   
      Hospital 317 34 
      Skilled Nursing 176 18.9 
      Residential/Treatment 75 8.1 
      Correctional 58 6.2 
      Other 305 32.8 
Population Served   
      Developmental disabilities 111 11.9 
      Geriatrics 242 26 
      Physical medicine 117 12.6 
      Behavioral/mental health 372 40 
      Other 89 9.6 
Age of population   
      Pediatric/adolescent  122 13.1 
      Adult 253 27.2 
      Older adult 262 28.1 
      All age groups 137 14.7 
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while males reported higher levels of compassion satisfaction compared to females 
(See Table 3). 
Table 2 
Mean Scores for Compassion Satisfaction and Fatigue Scores
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Table 2 Mean scores for compassion satisfaction and fatigue scores 
 
Measures 

Total (N=931) 
Mean (Std. dev.) 

Males (N=112) 
Mean (Std. dev.) 

Females (N=819) 
Mean (Std. dev.) 

1. I am happy when I help people  4.18 (.658) 4.21 (.712) 4.19 (.666) 
2. I am preoccupied with more than 
one person I help  

3.34 (1.087) 3.42 (1.096) 3.35 (1.095) 

3. I get satisfaction from being able to 
help people  

4.62 (.562) 4.56 (.626) 4.63 (.556) 

4. I feel connected to others  4.27 (.741) 4.26 (.803) 4.27 (.737) 
5. I jump or am startled by unexpected 
sounds  

2.65 (.922) 2.29 (.824) 2.67 (.926) 

6. I feel invigorated after working 
with those I help  

3.90 (.824) 3.92 (.892) 3.91 (.828) 

7. I find it difficult to separate my 
personal life from my life as a helper 

2.41 (.998) 2.17 (.909) 2.47 (.968) 

8. I am not as productive at work 
because I am losing sleep over 
traumatic experiences of a person I 
help 

1.57 (.699) 1.48 (.710) 1.59 (.683) 

9. I think that I might have been 
affected by the traumatic stress of 
those I help 

1.82 (.842) 1.69 (.860) 1.85 (.830) 

10. I feel trapped by my job as a 
helper  

1.86 (.966) 1.53 (.827) 1.86 (.948) 

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

1.82 (.676) 1.86 (.688) 1.80 (.670) 

12. I like my work as a helper  4.16 (.699) 4.19 (.699) 4.15 (.705) 
13. I feel depressed because of the 
traumatic experiences of the people I 
help 

1.60 (.757) 1.54 (.770) 1.62 (.752) 

14. I feel as though I am experiencing 
the trauma of someone I have helped 

1.45 (.678) 1.38 (.661) 1.46 (.678) 

15. I have beliefs that sustain me  4.11 (.921) 4.34 (.855) 4.12 (.926) 
16. I am pleased with how I am able 
to keep up with helping techniques 
and protocols 

3.87 (.780) 3.83 (.858) 3.88 (.763) 

17. I am the person I always wanted to 
be  

3.81 (.755) 3.79 (.788) 3.79 (.763) 

18. My work makes me feel satisfied 4.04 (.799) 3.98 (.838) 3.99 (.795) 
19.I feel worn out because of my 
work as a helper 

2.92 (.983) 2.62 (.872) 2.94 (.987) 

20. I have happy thoughts and feelings 
about those I 
help and how I could help them 

4.14 (.673) 4.07 (.719) 4.12 (.787) 

21. I feel overwhelmed because my 
case work load 
seems endless 

2.90 (1.113) 2.72 (1.125) 2.92 (1.090) 

22. I believe I can make a difference 
through my work 

4.20 (.804) 4.14 (.815) 4.22 (.787) 

23. I avoid certain activities or 
situations because they 
remind me of frightening experiences 
of the people 
I help 

1.52 (.756) 1.47 (.710) 1.51 (.731) 

24. I am proud of what I can do to 
help 

4.38 (.692) 4.39 (.702) 4.37 (.692) 

25. As a result of my helping, I have 
intrusive, 
frightening thoughts 

1.39 (.671) 1.24 (.573) 1.39 (.657) 

26. I feel “bogged down” by the 
system 

2.82 (1.153) 2.96 (1.262) 2.86 (1.125) 

27. I have thoughts that I am a 
“success” as a helper 

3.87 (.792) 3.85 (.774) 3.90 (.794) 

28. I can’t recall important parts of 
my work with 
trauma victims 

1.69 (.793) 1.75 (.833) 1.72 (.791) 

29. I am a very caring person 4.57 (.569) 4.49 (.553) 4.56 (.577) 
30. I am happy that I chose to do this 
work 

4.30 (.732) 4.34 (.679) 4.30 (.747) 
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For compassion satisfaction, an analysis of variance showed the effect of years in 
recreational therapy F(1, 900) = 5.03, p =.001), population served F(1, 900) = 3.03, 
p=.01), and age of population F(1, 900) = 2.26, p=.04) were each significant. Subse-
quent Tukey post hoc tests revealed significant differences between CTRSs employed 
5-10 years and those employed over 21 years. No significant differences were found in 
the post hoc comparisons of population served and age. For burnout, significant dif-
ferences were found for gender F(1, 900) = 6.14, p =.013), years in recreational therapy 
F(1, 900) = 3.14, p =.01), and population served F(1, 900) = 4.21, p =.001). Females 
experienced high levels of burnout more than males. Post hoc tests revealed CTRSs 
working with developmental disabilities experienced lower burnout than those work-
ing in geriatrics. No significant differences were found in the post hoc comparisons 
for years employed. For secondary traumatic stress, an analysis of variance showed 
gender F(1, 900) = 5.12, p =.02), years in recreational therapy F(1, 900) = 3.26, p =.01), 
and population served F(1, 900) = 6.31, p =.00) were significant. Females were more 
likely than males to experience both low and moderate levels of secondary traumatic 
stress. Post hoc tests revealed CTRSs working in geriatrics and mental health facilities 
experienced secondary traumatic stress at greater levels than those who worked with 
a variety of populations. Across all subscales, no significant differences were found for 
education and employment status (See Table 4).  

Table 3 
Frequencies and Percentages for CS, Burnout, and Secondary Trauma
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Table 3 Frequencies and percentages for CS, burnout, and secondary trauma 
	  

 Total Female Male 
Compassion satisfaction level    
    Low (<22) 2 (<1%) 2 (<1%) 0 
    Average (23-41) 472 (50.8%) 425 (51.9%) 47 (41.9%) 
    High (>42) 457 (49.1%) 392 (48%) 65 (58.1%) 
Burnout level    
    Low (<22) 0 0 0 
    Average (23-41) 918 (98.6%) 808 (98.7%) 110 (98.2%) 
    High (>42) 13 (1.4%) 11 (1.3%) 2 (<1%) 
Secondary trauma stress level    
    Low (<22) 691 (74.2%) 600 (73.2%) 91 (81.2%) 
    Average (23-41) 238 (25.7%) 218 (26.8%) 20 (17.8%) 
    High (>42) 2 (<1%) 1 (<1%) 1 (<1%) 

 

Table 4 ANOVA Summary Table for compassion satisfaction, burnout, secondary traumatic 
stress 
______________________________________________________________________________ 
    df   MS  F  p  
_____________________________________________________________________________________ 
Compassion satisfaction 
  Years in RT   668  3.70  5.03  .001** 
  Population   668  1.51  3.03  .017*    
  Age of population  668  2.08  2.263  .036* 
Burnout 
  Gender   1  .097  6.14  .013* 
  Years in RT   660  2.70  3.14  .014* 
  Population   660  1.53  4.21  .002*  
Secondary traumatic stress  
  Gender   1  .11  5.12  .024* 
  Years in RT   673  2.58  3.26  .011* 
  Population   673  1.48  6.31  .015* 
 
Note: df=degrees of freedom, MS=mean square, F=F statistic, *p<.05.  **p<.001. 
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Discussion
The purpose of this study was to examine professional quality of life in CTRSs. 

More specifically, there were two main research questions used to guide this study: 1) 
What are the levels of compassion satisfaction and compassion fatigue, burnout, and 
secondary traumatic stress among CTRSs? and 2) Are there differences in compassion 
satisfaction and compassion fatigue, burnout, and/or secondary traumatic stress across 
demographic variables (gender, education, employment status, years worked, popula-
tion served, and age of population served)?

The sample in the current study represented the RT profession’s demographic 
makeup when compared to the National Council for Therapeutic Recreation 
Certification (NCTRC) 2017 CTRS Job Analysis Report (National Council for 
Therapeutic Recreation Certification, 2017). Regarding gender, the sample was 
comprised primarily of females (88% female, 12% male) which matched the gender 
breakdown provided by NCTRC in 2017. The sample was predominantly White (80%) 
and again closely reflected the ethnic diversity of the profession, with 6.7% identifying 
as Black, and a slightly higher representation from Latinos (5.8%) and American Indian 
and Pacific Islanders (4%) compared to NCTRC’s 2017 CTRS Job Analysis Report. The 
most prevalent service settings reported by study participants were hospitals (30%) 
and skilled nursing (20%) which mirrors the professional settings. The sample was 
diverse in work experience, with 30% working in the profession less than 5 years, and 
30% working for more than 21 years. 

Overall, the CTRSs sampled had high (49.1%) to average (50.8%) levels of 
compassion satisfaction, average levels of burnout (98.6%), and low levels of secondary 
traumatic stress (75%) in comparison to all helping professions (Stamm, 2010). The 
high to average levels of compassion satisfaction and low levels of secondary traumatic 
stress indicate that CTRSs enjoy working in their careers as helpers and providing care 
to individuals. However, the levels of burnout demonstrate that there is in fact a “cost 
of caring” as mentioned by Figley (2002) likely resulting from feelings of inefficiency, 
being overwhelmed, high workloads, and/or non-supportive work environments 
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Table 3 Frequencies and percentages for CS, burnout, and secondary trauma 
	  

 Total Female Male 
Compassion satisfaction level    
    Low (<22) 2 (<1%) 2 (<1%) 0 
    Average (23-41) 472 (50.8%) 425 (51.9%) 47 (41.9%) 
    High (>42) 457 (49.1%) 392 (48%) 65 (58.1%) 
Burnout level    
    Low (<22) 0 0 0 
    Average (23-41) 918 (98.6%) 808 (98.7%) 110 (98.2%) 
    High (>42) 13 (1.4%) 11 (1.3%) 2 (<1%) 
Secondary trauma stress level    
    Low (<22) 691 (74.2%) 600 (73.2%) 91 (81.2%) 
    Average (23-41) 238 (25.7%) 218 (26.8%) 20 (17.8%) 
    High (>42) 2 (<1%) 1 (<1%) 1 (<1%) 

 

Table 4 ANOVA Summary Table for compassion satisfaction, burnout, secondary traumatic 
stress 
______________________________________________________________________________ 
    df   MS  F  p  
_____________________________________________________________________________________ 
Compassion satisfaction 
  Years in RT   668  3.70  5.03  .001** 
  Population   668  1.51  3.03  .017*    
  Age of population  668  2.08  2.263  .036* 
Burnout 
  Gender   1  .097  6.14  .013* 
  Years in RT   660  2.70  3.14  .014* 
  Population   660  1.53  4.21  .002*  
Secondary traumatic stress  
  Gender   1  .11  5.12  .024* 
  Years in RT   673  2.58  3.26  .011* 
  Population   673  1.48  6.31  .015* 
 
Note: df=degrees of freedom, MS=mean square, F=F statistic, *p<.05.  **p<.001. 

Table 4
ANOVA Summary Table for Compassion Satisfaction, Burnout, Secondary Traumatic Stress
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(Stamm, 2010). With burnout as a byproduct of CF (Negash & Sahin, 2011), this is 
an important finding that serves as a call to address both CTRSs’ self-care practices to 
avert CF and to address organizational practices in relation to CF (secondary traumatic 
stress and burnout).  

Within the CF literature, common self-care practices employed to avert CF have 
been addressed by Eastwood and Ecklund (2008) and included taking time for oneself, 
having a strong support system, and caring for one’s physical self: Taking the time to 
connect with others relationally, and working on one’s spirituality were also helpful in 
staving off CF. Lombardo and Eyre (2011) further developed these practices into action 
steps that involved finding resources in the workplace (e.g., Employee Assistance Pro-
grams), establishing a mentor to help with coping, and maintaining self-care practices 
(e.g., nutrition, hydration, sleep, exercise, yoga, massage, mediation, and/or tai chi). 
The critical message is that CF is not a weakness, but rather serves as a sign that one 
should further examine his/her feelings and that lifestyle changes need to take place 
(Leon, Altholz, & Dziegielewski, 1999).  

Understanding how organizational practices can influence CF and burnout is also 
an important consideration to mitigate symptoms. Feeling overwhelmed, overworked, 
and having poor work-family balance puts practitioners at risk for CF and burnout 
(Melvin, 2012; Nash & Sahin, 2011). Also, the emotional exhaustion practitioners 
experience in certain service settings place practitioners at risk for CF which may 
lead to burnout (Melvin, 2012; Sprang, Clark, & Whitt-Woosley, 2007). Supporting 
literature encourages additional education and training programs in an effort to foster 
CS and prevent CF and burnout (Campbell, 2007; Cao et al., 2013; Slocum-Gori et 
al., 2011; Sprang, Clark, & Whitt-Woosley, 2007). Organizational strategies that may 
be helpful to foster self-care practices in practitioners may include establishing a 
specific place that is comfortable and relaxing for short respite and meeting with staff 
regularly to address challenging situations (Lombardo & Eyre, 2011). An additional 
strategy could be to rotate clients that practitioners work with daily to help decrease CF 
(Leon, Altholz, & Dziegielewski, 1999). Eastwood and Ecklund (2008) also presented 
suggestions for the organizations to help combat CF such as: a) overlapping shift 
changes to allow time for supervision and training to occur; b) training on topics such 
as stress management, crisis intervention, and self-care practices; c) allowing for self-
care practices to occur in the workplace; d) providing adequate vacation and/or leave; 
and e) providing affordable benefit programs to help avert CF and burnout.

In this study, data revealed significant differences in CS scores based on the num-
ber of years/organizational tenure a CTRS had been working in the field. Those with 
21 years or more of experience had higher levels of compassion satisfaction compared 
to those with 5-10 years. There were also significant differences in burnout depend-
ing on the population a CTRS served. More specifically, those CTRSs working with 
clients with developmental disabilities had lower levels of burnout compared to CTRSs 
working in geriatrics. While the overall sample was low in secondary traumatic stress, 
there were significant differences with regard to the population served. Those working 
with both geriatrics and behavioral/mental health populations had higher levels of STS 
compared to all other populations served. This could be a function of internalizing 
the struggles of clients and the inability to cope with escalating client loads (Ratrout & 
Hamdan-Mansour, 2017; Roney & Acri, 2018). This finding is comparable to a study 
conducted by Kolthoff and Hickman (2017), who examined CF in nurses working in 
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geriatrics. They concluded that nursing professionals that work with older patients and 
who are constantly exposed to significant suffering and loss can develop CF, burn-
out, and STS (Kolthoff & Hickman, 2017). Similarly, Campbell (2016), who studied CF 
among nurses working in a mental health unit, also found moderate levels of STS, as 
did Robinson-Kelig (2014) who studied CF levels in 320 licensed mental health thera-
pists. The current study also reported higher levels of STS in mental health therapists.   

Limitations
One limitation of this study was that not all CTRSs in the NCTRCs registry were 

included in the study. While the researchers sampled professionals from states with 
the highest numbers of CTRSs in the five U.S. Census Bureau geographic regions, of 
approximately 14,000 individuals on the NCTRC registry (A. Richard, personal com-
munication, January 26, 2018), less than 10% were invited to participate. Increasing the 
sample pool to include all CTRSs on the NCTRCs registry may increase the response 
rate and afford greater generalizability. Another limitation was that participants were 
not asked if they were the sole practitioner at their facility or if they were a part of a 
treatment team of multiple CTRSs. This information may have uncovered significant 
findings and a greater understanding of CF and burnout.  

Future Research
While the study sample represented demographically the RT profession and there 

was representation from geographic regions across the nation, the researchers antici-
pate replicating this study and including CTRSs from other states within the US. Sec-
ond, looking within specific agencies at how the work environment of practitioners 
may influence practitioners’ quality of life might prove beneficial with regard to useful 
practices for averting CF and burnout. This also might serve as an initial step in creat-
ing education and training modules for use within the profession. Third, replicating 
this study and examining the influence of working as the sole practitioner at a facility 
versus having other CTRSs as a support structure may prove useful in fostering a fruit-
ful discussion related to CF and burnout. Finally, utilization of qualitative or a mixed-
methods approach to study CF among RT practitioners may yield new insights and 
perhaps an assortment of strategic actions that employers can use to help improve the 
quality of life at work for RTs. 

Implications
Considering the findings of this study and the supporting literature, there are sev-

eral implications for practice. First, practitioners must become more self-aware of how 
their job affects them on multiple levels (e.g., emotionally, physically, spiritually) and 
then develop a self-care plan that meets their needs. Helpful self-care strategies can in-
clude but are not limited to: 1) meditating and other methods of relaxation, 2) adequate 
sleep, 3) connecting spiritually, 4) monitoring diet and exercise patterns, 5) making 
time to step away from the job and enjoy leisure, and 6) striving for work-life balance. 
Second, is a critical examination of those workplace factors that create moderate to 
high levels of CF, burnout and STS. One crucial element to ascertain in the workplace is 
where organizational managers and policymakers stand on issues like employee well-
ness and support for struggling employees (e.g., use of Employee Assistance Programs). 
Moreover, it is important for RTs to have a voice in creating an organizational ethos and 
culture that values its employees, the work they do, and the clients/patients RTs serve. 
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Finally, the results of this study point to the need for increased professional develop-
ment and training on compassion fatigue and its various dimensions toward the end of 
remaining caring, productive, and sustaining a level of excellence in service to others.   

References
About Recreational Therapy. (n.d.). Retrieved from http://www.atra-online.com/page/

AboutRecTherapy.
Adams, R. E., Boscarino, J. A., & Figley, C. R. (2006). Compassion fatigue and 

psychological distress among social workers: A validation study. American Journal 
of Orthopsychiatry, 76(1), 103–108. doi: 10.1037/0002-9432.76.1.103

Briscoe, C. L., & Arai, S. M. (2015). Relational reflective process as an act of 
compassionate pedagogy in therapeutic recreation. Leisure/Loisir, 39(2), 193–214.

Campbell, L. (2007). Utilizing compassion fatigue education in Hurricanes Ivan and 
Katrina. Clinical Social Work Journal, 35(3), 165–171.

Campbell, S. A. (2016). The emotional cost of caring: Compassion fatigue experienced 
by nurse staff on an inpatient geriatric behavioral health unit. (Doctoral 
dissertation, Arkansas Tech University). Retrieved from https://search.proquest.
com/docview/1878084296?pq-origsite=gscholar. 

Cao, Q., Lee, T. J., Hayes, S. M., Nye, A. M., Hamrick, I., Patil, S., & Steinweg, K. K. 
(2013). Are geriatric medicine fellows prepared for the important skills of hospice 
and palliative care? American Journal of Hospice and Palliative Medicine, 32(3), 
322–328. doi:1049909113517050.

Duarte, J., & Pinto-Gouveia, J. (2017). Empathy and feelings of guilt experienced by 
nurses: A cross-sectional study of their role in burnout and compassion fatigue 
symptoms. Applied Nursing Research, 35, 42–47.

Eastwood, C. D., & Ecklund, K. (2008). Compassion fatigue risk and self-care practices 
among residential treatment center childcare workers. Residential Treatment for 
Children & Youth, 25(2), 103–122.

Fan, W., & Yan, Z. (2010). Factors affecting response rates of the web survey: A 
systematic review. Computers in Human Behavior, 26(2), 132–139. 

Figley, C. R. (1995). Compassion fatigue: Coping with secondary traumatic stress disorder 
in those who treat the traumatized. Levittown, PA: Brunner/Mazel.

Figley, C. R. (2002). Treating compassion fatigue. New York, NY: Brunner/Routledge. 
Figley, C. R. (Ed.). (2013). Treating compassion fatigue. New York, NY: Routledge.
Gastwirth, J. L., Gel, Y. R.,  & Miao, W. (2009). The impact of Levene’s test of equality 

of variances on statistical theory and practice. Statistical Science, 24(3), 343–360. 
doi:10.1214/09-STS301

Gilbert, A. A. (2010). Teaching students to become self-reflective practitioners. 
Therapeutic Recreation Journal, 44(4), 303–309.

Gleichgerrcht, E., & Decety, J. (2013). Empathy in clinical practice: How individuals’ 
dispositions, gender, and experience moderate empathetic concern, burnout, and 
emotional distress in physicians. PLoS ONE, 8(4), 1–12.

Hooper, C., Craig, J., Janvrin, D.R., Wetsel, M.A., & Reimels, E. (2010). Compassion 
satisfaction, burnout, and compassion fatigue among emergency nurses compared 
with nurses in other selected impatient specialties. Journal of Emergency Nursing, 
36(5), 420–427. 

Joinson, C. (1992). Coping with compassion fatigue. Nursing, 22(4), 116–121.



35

Professional Quality of Life

Kassam-Adams, N. (1999). The risks of treating sexual trauma: Stress and secondary 
trauma in psychotherapists. In B. H. Stamm (Ed.), Secondary traumatic stress self-
care issues for clinicians, researchers, and educators (2nd ed., pp. 37–48). Lutherville, 
MD: Sidran Press.

Kelly, L. A., & Lefton, C. (2017). Effect of meaningful recognition on critical care 
nurses’ compassion fatigue. American Journal of Critical Care, 26(6), 438–444. 

Kim, S. (2013). Compassion fatigue in liver and kidney transplant nurse coordinators: 
A descriptive study. Progress in Transplantation, 23(4), 329–335.

Kjellenberg, E., Nilsson, F., Daukantaité, D., & Cardeña, E. (2013). Transformative 
narratives: The impact of working with war and torture survivors. Psychological 
Trauma: Theory, Research, Practice, and Policy, 6(2), 120–128. 

Kolthoff, K. L., & Hickman, S. E. (2017). Compassion fatigue among nurses working 
with older adults. Geriatric Nursing, 38(2), 106–109. 

Leon, A. M., Altholz, J. A., & Dziegielewski, S. F. (1999). Compassion fatigue: 
Considerations for working with the elderly. Journal of Gerontological Social Work, 
32(1), 43–62.

Lewin, R. A. (1996). Compassion: The core value that animates psychotherapy. Northvale, 
NJ: Jason Aronson.

Lombardo, B., & Eyre, C. (2011). Compassion fatigue: A nurse’s primer. Online Journal 
of Issues in Nursing, 16(1). doi: 10.3912/OJIN.Vol16No01Man03 

McCann, L., & Pearlman, L. A. (1990). Vicarious traumatization: A framework 
for understanding the psychological effects of working with victims. Journal of 
Traumatic Stress, 3(1), 131–147.

Melvin, C. (2012). Professional compassion fatigue: What is the true cost of nurses 
caring for the dying? International Journal of Palliative Nursing, 18(12), 606–611.

Michalec, B., Diefenbeck, C., & Mohoney, M. (2013). The calm before the storm? 
Burnout and  compassion fatigue among undergraduate nursing students. Nurse 
Education Today, 33, 314–320.

National Council for Therapeutic Recreation Certification. (2017). 2017 CTRS Job 
Analysis Report. Retrieved from https://nctrc.org/wp-content/uploads/2015/02/
JobAnalysis Report.pdf

Negash, S., & Sahin, S. (2011). Compassion fatigue in marriage and family therapy: 
Implications for therapists and clients. Journal of Marital & Family Therapy, 37(1), 
1–13.

Newell, J. M., & MacNeil, G. A. (2011). A comparative analysis of burnout and 
professional quality of life in clinical medical health providers and health care 
administrators. Journal of Workplace Behavioral Health, 26(1), 25–43.

Pearlman, L. A. (1999). Self-care for trauma therapists: Ameliorating vicarious 
traumatization. In B. H. Stamm (Ed.), Secondary traumatic stress: Self-care issues 
for clinicians, researchers, and educators (pp. 51–64). Baltimore, MD: Sidram Press. 

Pearlman, L. A. (2010). What is secondary trauma? Retrieved from http://
secondarytrauma.org/secondarytrauma.htm

Pearlman, L. A., & MacIan, P. S. (1995). Vicarious traumatization: An empirical study 
of the effects of trauma work on trauma therapists. Journal of Psychology: Research 
and Practice, 26(6), 558–565. 

Professional Quality of Life: CS and CF (2018). Retrieved from http://www.proqol.org/
CS_and_CF.html



36

Wozencroft, Scott, and Waller

Ratrout, H. F., & Hamdan-Mansour, A. M. (2017). Factors associated with secondary 
traumatic stress among emergency nurses: An integrative review. Open Journal of 
Nursing, 7(11), 1209–1226. 

Robinson-Keilig, R. A. (2014). Secondary traumatic stress and disruptions to 
interpersonal functioning among mental health therapists. Journal of Interpersonal 
Violence, 29(8), 1477–1496. 

Roney, L. N., & Acri, M. C. (2018). The cost of caring: An exploration of compassion 
fatigue, compassion satisfaction, and job satisfaction in pediatric nurses. Journal 
of Pediatric Nursing, 40, 74–80. 

Slocum-Gori, S., Hemsworth, D., Chan, W. W., Carson, A., & Kazanjian, A. (2011). 
Understanding compassion satisfaction, compassion fatigue and burnout: A 
survey of the hospice palliative care workforce. Palliative Medicine, 27(2), 172–178.

Sprang, G., Clark, J. J., & Whitt-Woosley, A. (2007). Compassion fatigue, compassion 
satisfaction, and burnout: Factors impacting a professional’s quality of life. Journal 
of Loss & Trauma, 12(3), 259–280. 

Stamm, B. H. (2009a). Compassion satisfaction and compassion fatigue slide stock 
slides for public use [PowerPoint slides]. Retrieved from http://www.proqol.org/
Customize_a_Presentation.html

Stamm, B. H. (2009b). Full CS-CF model. Retrieved from http://www.proqol.org/Full_
CS-CF_Model.html 

Stamm, B. H. (2009c). Professional quality of life: Compassion satisfaction and fatigue 
Version 5 (ProQOL). Retrieved from www.isu.edu/~bhstamm or www.proqol.org. 

Stamm, B. H. (2010). The concise ProQOL manual (2nd ed.). Pocatello, ID: ProQOL.
org.

Stewart D. W. (2012). Compassion fatigue: What is the level among army chaplains? 
Journal of Workplace Behavioral Health, 27, 1–11. 

Strawderman, M. (2015). Caregiver fatigue and the importance of respite. Virginia 
Nurses Today 23(4), 8–11.

Thompson, I. A., Amatea, E. S., & Thompson, E. S. (2014). Personal and contextual 
predictors of mental health counselors’ compassion fatigue and burnout. Journal 
of Mental Health Counseling, 36(1), 58–77.

Tosone, C., McTighe, J. P., & Bauwens, J. (2014). Shared traumatic stress among social 
workers in the aftermath of Hurricane Katrina. British Journal of Social Work. 
45(4), 1313–1329. doi: 10.1093/bjsw/bct194

Turgoose, D., Glover, N., Barker, C., & Maddox, L. (2017). Empathy, compassion 
fatigue, and burnout in police officers working with rape victims. Traumatology, 
23(2), 205–218.

Waller, S. N., Wozencroft, A. J., & Scott, J. L. (2017). Compassion fatigue among 
disability camp staff: An exploratory study. Annals of Leisure Research, 20(2), 206–
221.

Wentzel, D., & Brysiewicz, P., & Moore, K. (2014). The consequence of caring too 
much: Compassion fatigue and the trauma nurse. Journal of Emergency Nursing, 
40(1), 95-97. 

Yi, J., Kim, M. A., Choi, K., Kim, S., & O’Connor, A. (2018). When does compassion 
fatigue hit social workers? Caring for oncology patients in Korea. Qualitative 
Social Work, 17(3), 337–354.


