Compassion Satisfaction and Compassion Fatigue in Australian Rural and Remote

Rehabilitation Healthcare Workers

Kelly Lucinda McGrath

BSc (Psych), MRehabCling

A thesis submitted to fulfil the requirements of the degree of Doctor of Philosophy.
Faculty of Medicine and Health, The University of Sydney

February 2026



Australian Government Support
This research was supported by an Australian Government Research Training Program (RTP)

Scholarship.



iii
Statement of Originality
This is to certify that the content of this thesis is my own work. This thesis has not been
submitted for any degree or other purposes. | certify that the intellectual content of this thesis

is the product of my own work and that all the assistance received in preparing this thesis and

sources have been acknowledged.

Date: 13 February 2026

Kelly McGrath

School of Health Sciences
Faculty of Medicine and Health

The University of Sydney



Artificial Intelligence Statement
During the preparation of this thesis, EndNote, Grammarly Pro, CoPilot, and ChatGPT-4 were
used for referencing, text enhancement, troubleshooting, and understanding statistical
concepts. The use of Grammarly Pro and CoPilot included spelling corrections, minor sentence
restructuring, and clarity enhancement. CoPilot and ChatGPT-4 were used as supplementary
resources to explain statistical concepts and qualitative methods, supporting my understanding
and learning. CoPilot and ChatGPT-4 were also used to assist with troubleshooting issues in
programs such as Grammarly Pro, EndNote, and Microsoft programs (Excel, Word, and Visio).
All analysis and interpretation were undertaken independently by the research team (myself
and supervisors). | confirm that where text was modified by generative Al, the content was
reviewed for possible errors, inaccuracies, and bias. | take full responsibility for the submitted
thesis, confirm the work is my own, and have used generative Al in accordance with university

guidelines and policies.

Date: 13 February 2026

Kelly McGrath

School of Health Sciences
Faculty of Medicine and Health

The University of Sydney



Supervisor’s Statement
This is to certify that the thesis titled “Compassion Satisfaction and Compassion Fatigue in
Australian Rural and Remote Rehabilitation Healthcare Workers” submitted by Kelly McGrath in
fulfilment of the requirements for the degree of Doctor of Philosophy, is in a form ready for

examination.

Date: 13 February 2026

Lynda R Matthews, PhD (Primary Supervisor)

Honorary Associate Professor

Sydney School of Health Sciences | Faculty of Medicine and Health

The University of Sydney



Vi

Statement on Ethics
The University of Sydney Human Research Ethics Committee approved the research project
protocols for Study 2 (project 2018/524) and Study 3 (project 2022/597). All requirements were
met, and no modification requests were required. All participants were required to read the

participant information statements and provide consent to engage in the studies.

Date: 13 February 2026

Kelly McGrath

School of Health Sciences
Faculty of Medicine and Health

The University of Sydney



Vii
Statement on Library Use

| understand that if my candidature is successful, this thesis will be lodged with the University

of Sydney Librarian and made available for immediate use.

Date: 13 February 2026

Kelly McGrath

School of Health Sciences
Faculty of Medicine and Health

The University of Sydney



viii
Acknowledgements

Thank you to my supervisory team. This has been an incredible journey, and it feels
surreal to be here. I'm so grateful that each of you saw something worth supporting in me and
this PhD. Lynda, | couldn’t have asked for a better primary supervisor. Your guidance and
attention to detail shaped this thesis and helped me grow academically, professionally, and
personally, pushing me beyond what | thought | was capable of. Rob, statistics once terrified
me, but your patience and clear explanations gave me the confidence to understand concepts |
never thought | could. Nic, working with you has been a pleasure. Your feedback,
encouragement, and perspectives made a meaningful impact on my work. I'm also grateful to
the study participants. Your time, contributions, and willingness to share your experiences
made this research possible.

Mark, thank you for being there from the start and for knowing this PhD would be my
priority. You’ve always respected how much it meant to me and backed me without question.
Steph, doing our PhDs at the same time, even from opposite sides of the world, made an
isolating process feel a lot less heavy. You’ve been there for me through everything, never once
doubting my ability and always cheering me on. You’ve been an incredible best friend, using
both your best-friend powers and your actual-psychologist skills in all the ways | needed.

Completing this PhD and publishing three papers along the way have been among the
hardest and most rewarding achievements of my life. | feel proud, accomplished, and more

capable than | ever imagined.



Authorship Attribution Statement

This thesis contains my original work under the supervision of Honorary Associate Professor
Lynda Matthews and co-supervised by Dr Rob Heard and Professor Nicola Hancock. This thesis
contains 3 publications (detailed below), and for each, | was the lead author involved in all
aspects from concept to manuscript publication.

Chapter 2 (Study 1) of this thesis has been published as McGrath, K., Matthews, L. R., &
Heard, R. (2022). Predictors of Compassion Satisfaction and Compassion Fatigue in Health Care
Workers Providing Health and Rehabilitation Services in Rural and Remote Locations: A Scoping
Review. Australian Journal of Rural Health, 30(2), 264-280. https://doi.org/10.1111/ajr.12857. |
designed the study, analysed the data, and wrote the manuscript drafts. The Australian Journal
of Rural Health requires that the lead author must be the corresponding author.

Chapter 3 (Study 2) of this thesis has been published as McGrath, K., Matthews, L. R.,
Heard, R., & Hancock, N. (2024). Compassion Satisfaction and Compassion Fatigue: Experiences
of Rehabilitation Healthcare Workers in Rural and Remote Locations in Australia. Health &
Social Care in the Community, 2024, 2823441. https://doi.org/10.1155/2024/2823441. |
designed the study, analysed the data, and wrote the manuscript drafts. The Journal of Health
& Social Care in the Community requires that the lead author must be the corresponding
author.

Chapter 4 (Study 3) of this thesis has been published as McGrath, K., Matthews, L. R.,
Heard, R., & Hancock, N. (2025). Levels Of Compassion Satisfaction, Burnout and Secondary
Traumatic Stress in Rehabilitation Healthcare Workers in Rural and Remote Australia and Their

Associations with Demographic and Work-related Variables. Australian Journal of Rural Health,



33(6), €70128-n/a. https://doi.org/10.1111/ajr.70128. | designed the study, analysed the data,
and wrote the manuscript drafts. The Australian Journal of Rural Health requires that the lead
author must be the corresponding author.

I, Kelly McGrath, hereby declare that | was the principal researcher of all work included

in this thesis, including work published with multiple authors.

Date: 13 February 2026
Kelly McGrath
School of Health Sciences
Faculty of Medicine and Health
The University of Sydney
As the supervisor for this thesis's candidature, | can confirm that the authorship

attribution statement above is correct.

Date: 13 February 2026

Lynda R Matthews, PhD (Primary Supervisor)

Honorary Associate Professor

Sydney School of Health Sciences | Faculty of Medicine and Health

The University of Sydney



Xi
Awards Arising from Thesis Publications
The following paper (Chapter 2, Study 1) received the awards listed below.
McGrath, K., Matthews, L. R., & Heard, R. (2022). Predictors Of Compassion Satisfaction and
Compassion Fatigue in Health Care Workers Providing Health and Rehabilitation Services in
Rural and Remote Locations: A Scoping Review. Australian Journal of Rural Health, 30(2), 264-
280. doi: https://doi.org/10.1111/ajr.12857
e Top Downloaded Article during its first 12 months of publication, in the Australian
Journal of Rural Health (among work published in an issue between 1 January 2022 and
31 December 2022).
e Top Cited Article 2021-2022, in the Australian Journal of Rural Health (among work
published in an issue between 1 January 2021 and 15 December 2022).
e Top Cited Article 2022-2023, in the Australian Journal of Rural Health (among work

published between 1 January 2022 and 31 December 2023).



xii
Conference Presentations
Conference Presentations (Posters)

McGrath, K., Matthews, L. R., & Heard, R., & Hancock, N. What Are the Impacts,
Influences and Rates of Compassion Satisfaction and Compassion Fatigue in Rehabilitation
Healthcare Workers in Rural and Remote Locations? Presented at the National Allied Health
Conference, September 2023.

See Appendix A: National Allied Health Conference Poster.

McGrath, K., Matthews, L. R., & Heard, R., & Hancock, N. Health, Safety and Wellbeing
Influences on Compassion Satisfaction and Compassion Fatigue Outcomes for Rural and
Remote Rehabilitation Healthcare Workers. Presented at the Rural Mental Health Conference,
November 2023.

See Appendix B: Rural Mental Health Conference Poster.



Xiii

Table of Contents

Australian GoVerNMENT SUP PO .. . e iiiiiiiiiiteie et etee e ere e eaeeeteaeeneaeaasneaesaeneanes ii
Statement Of OrigIiNaAliTY . cuin e e ee et e e e e e e e e e eae e anaanas iii
Artificial Intelligence StatemMENt .. ...t ea e iv
SUPEIVISOI'S STAtEMENT ..ceiiiiiii ettt et et et e e e e e e eaenaaneennes Y,
StatemMENt ON EthiCS oeueiiii ettt ee et e e e eaee Vi
StatemMENT ON LiDrary USE c.u ittt ettt e et e e e e e e e e e seneanas vii
ACKNOWLEAGEIMENTS . ..ttt ettt e et et s et ensa e ensaaanranaaensanenns viii
Authorship Attribution StatEMENT ... e e e aas ix
Awards Arising from Thesis PUBLICAtIONS ....ouiuiiniiiiiie e e Xi
CoNferenCe PreSentatioNS ... .. . ittt et e et e e e e e e ens Xii
LE=10] (X 070] 01 (=] o1 £ T PP PR PP PPRPPPPI Xiii
S o) =B £ T PPN XXiV
LiST Of TADLES cu ittt et e et et e e et ea s e enes XXV
Definition Of TEIMIS .. cue ittt et e e e e eaa e XXVi
ADSTIACT. ettt e et e st e e e e e eaa e XXiX
(07 gF=T o) (=T ot IR L a1 fo Yo ¥ [o3 { o o IPS PPN 1

Personal Motivation forthe RESEarCh ... e 1

BaCKgroUNd LItErature c.ouveiniiiiiiieiiiiie ettt e e et et et s e e ensae e ensaanenns 3

Professional Quality of Life MOdELl....uiuiuiiiiiiiiiei e 3



Xiv

Measuring ProQO L. ... u. i e e et e et e et e st e ea s s e eaaaaenaaaananns 6
The Use of the ProQOL Framework in This Series of StudieS......cccceeveiiniininennn.. 8
Compassion SAtiSfaClioN ....uiviiiiiii e 9
COMPASSION FAliGUE .cuuiiiiiiiii et e e et e e ee e s e eaaanenens 10
BUFNOUT ...eieii ettt e e e e eaes 12
Secondary TraumatiC STrESS . it ee e e e e e e eaaans 14
Rehabilitation Healthcare.........cccooiiiiiiiiiiiiiiiii e 15
Insurance-Based SChemMES .......cciiiiiiiiiiiiiiiiiiii e 17
Person-Centred APPIrOACK vt e e e e e e e e s eneans 20
Case ManagemMeENT MOEL ......iiniiii i et e e e e e 21
Workplace Conditions and Organisational PractiCes.........ccoevviiiiiiniiiiieninnenn.n. 22
PSYychOSOCIAl HAzZArAS ....eeniiiniiiii et et et ee e e 25
Rural And Remote Healthcare WOorkers ........cccvvuviiniiiiiiiiiiiiniiininiinciccaeenee 27

Factors That Impact Compassion Satisfaction and Compassion Fatigue (Burnout

and Secondary Traumatic Stress) in Healthcare Professionals........cccevevveniinenenn, 30
Personal and SociodemographiC FACtOrS....covuviiiiieiiiiiiiii e 30
Individual Qualities and EXPEIENCES ..uuvuiuiiiiiiiei et eeans 31
Support from Friends and Family .....c.coviiiniiiiiiiiiii e 31
Workplace Wellbeing PraCtiCes ....uu it 32
WOTKPLACE CULUIE...en et e e e e et e e e e e e e e eansanenennas 33

T} = YA RS S TRt 34



XV

Organisational and Workplace SUPPOIT ....euiiieiiiiiiiiiiie e ee e 34
Stakeholder ManagemMeENT ... ..cvuii i e e e e e e e eens 35
WOTKLOAd ..ceviiniiiiiii e 36
Problem Statement.......ccoiiiiiiiiiiii e 37
RESEAICN AIM ittt e et e e e s e eae e 37
RESEAICH QUESTIONS ittt ettt e e et aeneesesenenenenensenenenes 38
Research Question 1 (Chapter 2, StUAY 1) coueuieiiiiiiiiiie e 38
Research Question 2 (Chapter 3, StUAY 2) ceuiuieiiiiiiieeeeeeereeeeeeeee e 38
Research Question 3 (Chapter 4, StUAY 3) ceueuieiiiiiiiiiiieeie e e 38
Research Question 4 (Chapter 4, StUAY 3) ceueuieiiiiiiiiiiieeceeeeeeeeeeee e 38
Research Question 5 (Chapter 4, STUAY 3) ..ot e e 38
Research Question 6 (Chapter 4, STUAY 3) ..o e e e 38
THESIS OULLINE ..cuuiiiiiiii et e e et e e aaee 38
(07 g F=T o) (=1 ot I [ 1 4 o T [ o3 4 (o o S NN 39
Chapter 2: Study 1 (SCOPING REVIEW) .nvniniiiiiieeeee et eee e e e 39
Chapter 3: Study 2 (Semi-Structured INTErVIEWS)....ccuvviiiiiiiiiiieieeeeceeeeceeeeaes 39
Chapter 4: Study 3 (National SUNVEY) c..euiniinii i e e e e enes 40
Chapter 5: Discussion and CONCLUSION ....iiiiiiiiiiiiiiiiei e e e e eaanes 41

RSy L] =] L7 44



XVi

Chapter 2: Predictors of Compassion Satisfaction and Compassion Fatigue in Health

Care Workers Providing Health and Rehabilitation Services in Rural and Remote

Locations: A SCOPING REVIEW ...cuiiiiiiiiiiiiiiieiie e e e e e s e e e e e e eaeaaens 59
(01 g =T o) (=1l [n} Yo U]} ) o U N 59
Chapter PUbLICAtioN DetailS c.uuiniiiiiiiiieiie et e e e e e e eaeanas 59
ADSTFACT ..ttt et b e e b st e e e eneeas 60
INTFOAUCTION «.eeeee ettt ettt et ettt e e et e e et et enansaneaneaneanannannes 61
=14 o T [ T P TP PP PP 62

R LoT-] o] g IS 1 = 1 (Y =1 AP 62
Inclusion and iNCLUSION CHEEIA.....iuei i 62
Data extraction and SYNTNESIS ....iuiiiiiiiiiiiie e e 63

RESULES ettt et et ettt et et e e e et et e e e e e eas 63
Predictors of compassion satisfaction and compassion fatigue ............cccceuvene.e. 63
PersSONal fACTOrS ..ttt et ettt e e e ens 70
STeTei[o]e [T anlo]=1 ¢=] o] a1 oF T PPN 70
PrOT @SS 0N ettt ettt e e e ens 71
Work-related faCtOrS ... e 71
JODb-related faCtorS ... i e 71
WVOTK SEEESS ettt ettt et ettt et et e e ea e s e e e eaeananennes 72
Visual organisation of potential predictor variables .........cccoiviiiiiiiiiiiiiniininenenn., 72

D ET 078 £3=] [ ] 72



XVvii

10T 0 Ted U] 0] o 1RO 74
ACKNOWLEAGEIMENT ...ttt e st e e et e s e e ea s e et easteneananensannn 75
Conflict Of INTErESt ..cvuuiiiiiiiii e 75
AUthor CONTIDULIONS ..ceuviiiiiiiiii e 75
(DS Ted (o =T U] £ PPN 75
REFEIBNCES ceuiieiiii et e e 75

Chapter 3: Compassion Satisfaction and Compassion Fatigue: Experiences of

Rehabilitation Healthcare Workers in Rural and Remote Locations in Australia........... 77
(01 aF=1 o] (=T I} d ge T 18 Lo} o) o [P 77
Chapter PUbLICAtioN DetailS c.uuinieiiiiiiieiiie et e e e e e e e anas 78
ADSTIACT ciiiiii i e aaas 79
INTFOTUCTION 1eiiaiiiiiii et e e et e ea e b et ea s e eaeees 79
1= 1 Lo T £ PPN 80

(U e Yo =TS F =1 o E PPN 80
=Y g Aol ] o =] o | £~ TS 80
g o T =T ¥ ] =N 81
Data COLECTION ..cvuniiiiiiiiiic e 81
AN ALY SIS ettt ettt ettt e e et e e ettt ea e anans 81
[T o ¥ [T o T < £ S O P P O PP PP PP PP PPN 82
QUALItY OF WOTK LI eniiniiiieie e et e e et e e e e e e e e a e e anns 82

PSYChOSOCIAl STrESSOIS «ininiiiiiiii ettt se e e s e e e e enanan 82



xviii

Personal relationNShiPS .. e e e 82
Family and personal STrESS cuiuiiiiiiiiiiieiiiie et eeae e e e e e eans 82
WOrk-life balanCe .......ccouiiiiiiiiiiiiiiiiii e 83
Personal boundaries.......cccoivviiiiiiiiiiiiiiiiii 83
Performance eXpectationsS ......cu i e 83

(U] =11 Y PPN 83
Professionalisolation ..........ceiuiiiiiiiiiiiiiiiiiiiiii e 83
TrAVEL.uiniiiiiii e 84
Organisational and Workplace CULLUIE.......vuiuiuiiiii e e e e 84
Health, safety, and WellDEINgG ......couiiiiiiiii e e e 84
Environmental Conditions .......ovuiiiiiiiiiiiiiiii e 85
ClieNt BENAVIOUN ..c..iiuiiiiiiiici e 85
HUMAN FESOUICES c.uiiiiiiiiiiiiiiiiiiii e e e a e e 85
Workplace relationNShiPsS ..o aas 85
Staff recruitment and retention .........ccceviiiiiiiiiiiiiii e, 85
Organisational mManagement PraCtiCeS ....iuviviiiiiiiiiiireiriiei e e e e e eneenaanes 86
Stakeholder eXPeCtatioNs ....c.viuii i e e 86
Stakeholder managemMeEnt.....c.iiii i e e 86

(022 F1=1 1o - o TP PPPPPI 86

Service deliVery MOEL...cuien et e e e e e e e e aaas 87



XiX

ProviSion Of CAre....c.ciuiiiiiiiiiiiiiiiii e 87

= g ] o]} V/=T- I 18] o] o o] o S PPN 87

DT EST o] U F= 1] o o PP 88
Limitations and future researCh .........cceeiiiiiiiiiiiiiiiii 90
16707 0 [e (U E=] [0} o 1R PP PPPPPPPRRE 90
Data availability ..ooueu i e aeas 91
DISCLOSUIE c.ieiiiiiii ittt et et e ae e e e 91
Conflicts Of INTEreSt «ou.uiiiiiiiii e 91
ACKNOWLEAGEMENTS ..eiiniiiiiiiiiir et ettt e et e e e e easeensanenensenns 91
REFEIENCES oiviiiiiiiiiiic e 91

Chapter 4: Levels Of Compassion Satisfaction, Burnout and Secondary Traumatic

Stress in Rehabilitation Healthcare Workers in Rural and Remote Australia and their

Associations with Demographic and Work-related Variables.........ccoeeviiviiiiniininninnnns. 93
Chapter INTrOAUCTION ouie e e et e e et e et e e e e e ean e eaaanan 93
Chapter PUbliCation DetailS c.ouiiiuiiiiiiii i e e e e e e e anas 94
Y €1 4 =T PPN 95
INTFOAUCTION ceuiiiiiiiiii e e e e e e eaes 96
1 11 o T F- PP 97

18 Lo Ve [T 1= o I TP PP PP PPPRPRON: 97
Participants and reCrUItMENT .. ..o i e e e e e e e aaees 97

INSTrUMENTS @NA PrOCEAUIE ..uiviiiiiiei et e e e e e e e e e et eae e eaeaaaneaaaanees 97



XX

Demographic and work-related variables .......cooiiviiiiiiiiii e 99
[ (010 1@ IR N 99
OPEN rESPONSE QUESTIONS . iuitiniiiiiiieteeeteteeetereeetee et eaesetetasneserasneserasneserasnesnes 99
DY €= IF=T o= 1AV 1 99
RESULES . ..ttt ettt et e e e e e e e 100
T au o3 o T=] o] €= I PP 100
Demographic and work-related variables .......ccooviiiiiiiiiiiiiiiir e, 100
ProQOLS SUDSCALES ..uviiiiiiiiiiieiee et e e enenenenenenes 100
Comparison with reported samples of Australian healthcare workers ............... 100

Correlations between ProQOL subscales and demographic and work-related

VaANADLES .uiiiiiiiii i e e 100
(o]0 @] =T ot=] (=T TN 100
Compassion satisfaClion .....iuviiiiiiiiii e 100
BUFNOUT ...eiiii e e ea e 100
Secondary tralmatiC STIESS ..uiuiiiiiiiiiiiieieeee e eeee e e aee e e e e eaeeaeneanens 100

OPEN rESPONSE QUESTIONS . euuiniiiiieiiiieeeeeeeeteeetetereteteeneteeaeneaeraenesasnesesasnenesnns 100

DS o] U =11 o o TP 101
Limitations and future reSearCh .........ccoviiiiiiiiiiiiiiii e 104
16701 [¢] (U E=] o] o PPt 105
AUthOor CONTIIDULIONS ..vuiiiiiiiiiii e 105

o AR IRT = 1 (=] 0 01T L S 105



XXi

Conflicts OF INTEIrEST ..ivuiiiiiiiiiii e 105
Data availability statement......coviiiiii e 105
REFEIENCES . cvuiiiiiiiiii i 105
Chapter 5: Discussion and CONCLUSIONS.....cuiuiiiiiiiiieiiiei e eeeeeaereeneaenas 108
Key Findings, Implications for Practice, and Future Research .........c..ccceevieniennen.e. 108
GV 1 o 1T =St PRSP 109
IMPLCatioNs fOr PraCliCe cuiuiuiii i e e e e 112
FUTUIE reSearCh c.....viuiiiiiiiiiiiiii e 113

KeY FINAING 2.ttt ee e e e 114
TaaTo]ifeX=1aTo] g XN o] gl o] £- Yo {1 NN 115
Recommendation for future researCh .......cccoveviiiiiiiiiiiiiiiiii e 117

KEY FINAING . eeeii et e et et e et e e e e e e en e e e eeneens 121
IMPLCatioNS fOr PraCliCe cuuiu i e e e e 122
Recommendations for future research ........c..ccoovviiiiiiiiiiiiiiiiininns 122

KeY FINAING 4.ttt e e e e e e e e eenane 124
IMPLiCatioNs fOr PraCliCe cuuin i e e e e e 125
Recommendations for future research .........c.ccooviiiiiiiiiiiiiiiiiieeene 125

GV [ o T = T PP 126
IMPLCatioNs fOr PraCliCe cuuvu i e e e e e e 128

Recommendations for fUtUre reSEarCh .....v.veiieiieiiiiiie e eeeeenennen 128



XXii

(070 alel=T o (U E= 18 1 2= ] 0 0 151 0] 4 P PPN 129
Strengths and Limitations .....iuiiiiiiii e e e e e 132
L] oY =11 g PP PPRPPP 132
LIMItationS c.uiieeiiiiiiiii e e 133
CONCIUSIONS ettt ettt et et e b et easaneeneanaas 136
REFEIBNCES ettt et e eaae 138
ThesiS REfErENCES ...cuuiiiiiiiiiii e 142
Appendix A: National Allied Health Conference POSter.....cccvevviviiiiiiiiiiiiiiiiieeeeeeenen, 166
Appendix B- Rural Mental Health Conference POStEr ...ccvvvviniiiiiiiiiieieceeeeeee e, 167
Appendix C- Study 1 PRISMA-SCR ChecKUlSt .....cuviiiiiiiiiiiieiii e, 168
Appendix D- Study 2 Ethics Approval 2018-524.......ccuiuiiiniiiiiiieiiei e e 171
Appendix E- Study 2 Invitation to PartiCipate.....cccceeeieiiiiiiiiieiiei e 173
Appendix F- Study 2 Participant Information Statement .........ccccoveeiiiiiiiiniiniiniieeenes 174
Appendix G- Study 2 Participant Consent FOIrM ....cuciiiiiiiiiiiiiiieiieei e e 179
Appendix H- Study 2 COREQ ChecCKLliST....uvuiiiiiiiieiiiieeeieeeeceeee e e 181
Appendix |- Study 3 Ethics Approval 2022-597 .......euriiiiiiiiiiieiieiieieeie e e eneennes 184
Appendix J- Study 3 Participant Recruitment Social Media Post........cccceviiiiviiiininninn. 186
Appendix K- Study 3 Participant Information Statement ..........ccoivviiiiiiiiiniiniininenen, 187
Appendix L- Study 3 Survey QUestionS Part 1 .....cceeeuiiniiiiiiiiiec e 191

Appendix M- Study 3 Survey QUeSTioNS Part 2.....c.ceeiiniiiiiiieie e e 193



XXiii

Appendix N- Study 3 Survey QUestionS Part 3 .....ciiiiiiiiiiiie e 197

Appendix O- Study 3 STROBE CheCKUST.....cciuiiiiiiiiiie e 198



XXiV

List of Figures

Figure 1. The ProQOL MOdEL. ..uuiuiiniiiiiieiiii et e e e e et e e e e ee e eans 5
Figure 2. Diagram of the relationship between thesis chapters. .....cccceevvivviiiiiiiiininninn, 43
Figure 3. PRISMA flowchart of the scoping literature review research process............. 70

Figure 4. Visual representation of potential predictor variables for compassion

satisfaction and compassion fatigue using the ProQOL model. ......c.ccooveviiiiiniiiiinannnn, 73

Figure 5. Conceptual framework of potential predictor variables of compassion
satisfaction and compassion fatigue using the ProQOL model and data from the semi-

structured interviews (Study 2) and the national survey (Study 3)......ccceevvevvinieniinnnn.n. 131



List of Tables
Table 1. Variables that have significant associations with compassion satisfaction,

compassion fatigue and burnout in rural and remote healthcare workers. .................. 64

Table 2. INTErVIEW SUIAE. ...iniiiiii et e e e e e e e sas e e eaaanees 82

Table 3 Thematic table for aspects reported as influencing participants' compassion

satisfaction and compassion fatiGUe. ..o e e 83

Table 4. Demographic and work-related data of current study participants................. 98

Table 5. Continuous and Likert scale demographic and work-related data of current

STUAY PArtiCIPANTS, N2, ittt e e e e e e e e et et e et et e eaeaeneaesaenaanes 99

Table 6. Analysis of the ProQOL subscale outcomes (compassion satisfaction, burnout,
and secondary traumatic stress) for the current study and the five Australian

comparison studies (first aUThOr, YEar). ....cuu i e 101

Table 7. Spearman’s correlations between the current study's ProQOL subscales and

demographic and work-related variables. ......ccooiiiiiiiiii e 102

Table 8. Most frequently occurring themes and subthemes based on quotations from

the codes identified in the three open-ended qUESTIONS. ..ccivviviiiiiiiiiiiiiiiie e, 103

Table 9. Identification of significant relationships between work-related psychosocial
hazards and compassion fatigue (Study 2) and burnout (Study 3) from the visual

conceptualrepresentation (FIBUIE B). .ouivviiiiiiiiiii i e e 119

XXV



XXVi

Definition of Terms

Term

Meaning within the context of this thesis

Billable hours

Burnout

Caseload

Compassion fatigue

Compassion satisfaction

Insurer

KPI

The time spent on tasks or services charged to
a client or employer. In rehabilitation
healthcare, this includes the hours worked on a
specific case or service.

Mental and emotional exhaustion from work-
related psychological stress, measured by the
ProQOLS scale.

Number of cases (care recipients) managed by
rehabilitation healthcare workers.

The negative psychological impact of care
provisioning on healthcare workers.

The positive psychological outcome of care
provisioning on healthcare workers, measured
by the ProQOL5 scale.

The provider of compensation insurance,
covering financial liabilities for individuals with
a disability or employers and employees in
case of work-related injuries.

Key performance indicator, a performance-

based measurement to monitor and assess
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Model of care

National Disability Insurance Scheme (NDIS)

Professional Quality of Life model (ProQOL)

ProQOL scale

Rehabilitation

Rehabilitation healthcare provider

rehabilitation outcomes. KPIs are employment
conditions, which include performance targets
such as billable hours.

The framework for how healthcare services are
delivered.

An Australian government program that
provides support and services to people with
permanent and significant disabilities.

The measure of compassion satisfaction and
compassion fatigue, which is used as the
framework for this thesis.

The ProQOL is measured using the ProQOL
scale, which includes three subscales:
compassion satisfaction, burnout, and
secondary traumatic stress. Burnout and
secondary traumatic stress together represent
the two components of compassion fatigue.
Healthcare interventions designed to assist
individuals to overcome and/or manage injury,
illness or disability.

An allied or medical healthcare professional

who engages in rehabilitation healthcare.
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Rural or Remote

Secondary traumatic stress

Workers’ compensation

This study covers rural and remote Australia,
home to roughly 28% of the population and
occupying more than 99.8% of the nation’s 7.7
million square kilometres.

The emotional impact of providing care to
individuals who have experienced trauma. The
healthcare provider is traumatised from
witnessing the aftermath of trauma, whether
that be physical injury or hearing the care
recipient's recollection of events. Measured by
the ProQOLS scale.

Insurance is paid to employees who sustain an
injury, illness, disease, or death from factors
arising out of or during their employment. All
employers pay an insurance premium to their

workers' compensation insurer.
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Abstract
Background

Rehabilitation healthcare professionals working in rural and remote settings face unique
challenges in rehabilitation service delivery, particularly when working within an insurance-
based framework such as that of workers’ compensation or disability insurance
schemes. Rehabilitation healthcare delivered within insurance-based frameworks
operate under strict legislative and contractual requirements, resulting in standardised Key
Performance Indicators (KPIs) for practitioners, regardless of geographic location. While
designed to ensure consistency, this uniform service delivery model overlooks the complexities
of rural and remote practice, including poor physical conditions and remote or isolated work.
Insurers recognise that applying uniform KPlIs across diverse geographic contexts creates
systemic challenges, including unrealistic expectations and limited flexibility
for rehabilitation healthcare providers. These challenges influence clinical decision-making,
service accessibility, workload, client outcomes, and ultimately affect practitioner mental
health and wellbeing.

In delivering rehabilitation healthcare in rural and remote locations, additional
challenges include professional isolation, excessive travel, longer working hours, resource
constraints, and hazardous environmental conditions, such as adverse weather, difficult terrain,
and limited telecommunications connectivity. These challenges may impact rehabilitation
healthcare professionals’ professional quality of life. Professional quality of life is the positive
(compassion satisfaction) and negative (compassion fatigue) aspects of working in

rehabilitation service delivery and is measured by the Professional Quality of Life Scale, Version
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5 (ProQOL5). Compassion satisfaction is the fulfiiment and satisfaction derived from helping
others, and compassion fatigue can arise from the negative emotional and physical impacts
associated with ongoing exposure to client suffering and is measured by the burnout and
secondary traumatic stress measures in the ProQOLS5 scale. Although common mental health
challenges and some experiences of compassion satisfaction and compassion fatigue have been
reported among clinical healthcare workers in rural and remote areas, little has been
documented regarding the experiences of compassion satisfaction and compassion fatigue
among rural and remote rehabilitation workers. It is known that the Australian rehabilitation
healthcare industry faces ongoing recruitment and retention challenges, making it crucial to
understand the factors affecting these aspects of professional quality of life within this sector of
the Australian rural and remote workforce. Having a better understanding of the variables that
influence compassion satisfaction and compassion fatigue in this sector of the healthcare
workforce will help to guide the development of targeted intervention strategies to ensure a
safe and sustainable workforce and maintain service delivery.
Aim

The aim of this research was to examine the levels, experiences, risk factors, and
protective factors of compassion satisfaction and compassion fatigue in Australian rural and
remote rehabilitation healthcare workers.
Methods

The Professional Quality of Life (ProQOL) model was used as the overarching framework
for the research reported in this thesis. The model comprises two concepts:

compassion satisfaction and compassion fatigue. While compassion satisfaction is a standalone
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concept, compassion fatigue comprises two elements: burnout and secondary traumatic stress.
The measure used to document compassion satisfaction and compassion fatigue was the
ProQOLS scale.

Three studies were designed to collect data relevant to the research questions included
in this thesis. Each study informed the subsequent study. First, a scoping review was conducted
to identify previously published predictors of compassion satisfaction and compassion fatigue in
healthcare workers providing health and rehabilitation services in rural and remote locations.
Second, semi-structured interviews were conducted with Australian rural and remote
rehabilitation healthcare workers (n = 16) to gain insight into their perceptions and experiences
of compassion satisfaction and compassion fatigue. Finally, a national survey was conducted
using a mixed-methods approach, comprising a cross-sectional design and survey methodology,
with Australian rural and remote rehabilitation healthcare workers (n = 29). This
study sought to document their compassion satisfaction, burnout, and secondary traumatic
stress, and to locate the results within those of other professionals working in the Australian
healthcare system who had previously completed the ProQOL5 scale.

Results

The scoping review’s search strategy yielded 946 articles, of which 12 articles were
included in analyses. No existing research was found on compassion satisfaction or compassion
fatigue among rural and remote rehabilitation healthcare workers. Most studies focused on
clinical settings, particularly medicine and nursing, with very little attention given to
community-based healthcare or professions outside these disciplines. Consequently, little is

known about what might predict compassion satisfaction and compassion fatigue for rural and
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remote rehabilitation healthcare workers. The review identified potential risk and protective
factors likely relevant to those providing rehabilitation services in rural areas. Risk factors
associated with burnout and compassion fatigue included professional and work-related
characteristics related to the nature of the work role (including profession, job dissatisfaction,
inadequate staffing, and remuneration), as well as high workload, reflected in poor work-life
balance and increased work hours. Work environment factors, including professional isolation
and rurality, were also identified as contributors. Protective factors associated with compassion
satisfaction included positive aspects of the work role, such as adequate remuneration,
appropriate work hours, and supportive work environments with adequate staffing. No factors
were consistently associated with secondary traumatic stress. Findings on age and gender were
inconsistent across the literature.

Findings from the interviews revealed that organisational factors, including poor
workplace culture, unsupportive management practices, and the unrealistic demands of
achieving KPls, appear to contribute to both compassion satisfaction and compassion fatigue,
depending on the degree to which participants were impacted by the factors. Interview
participants reported normalising a poor Workplace Health and Safety (WHS) culture due to
inaction and poor support from their employers, which resulted from employers prioritising
rehabilitation outcomes, such as clinically successful rehabilitation and case closure, over staff
safety. Ongoing exposure to risks such as occupational violence, isolation, and fatigue left staff
vulnerable to compassion fatigue.

Responses to the national survey indicated that Australian rural and remote

rehabilitation healthcare workers reported lower compassion satisfaction and higher levels of
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burnout and secondary traumatic stress compared with reference data from Australian
healthcare workforce who had completed the ProQOL5 scale, most of whom were based in
urban settings. This finding is possibly due to the unique challenges of providing rehabilitation
services in an insurance-based scheme in rural and remote settings and a higher prevalence of
mental health issues in the rural and remote healthcare workforce when compared to their
urban counterparts. The national survey also confirmed the interview findings, showing that
the same organisational factors of poor workplace culture and unsupportive management
practices were also present at a broader scale.

Findings from the national survey suggest that although the ProQOL5 scale provides a
useful measure for documenting levels of compassion satisfaction, burnout, and secondary
traumatic stress, it may not fully capture the range and interaction of work-related factors
influencing these outcomes in this workforce. Additional potential influences identified in the
interviews, including the nature of rehabilitation work and organisational and workplace
management factors, extend beyond those represented in the ProQOLS5 scale.

Conclusions

The studies in this thesis highlight that Australian rural and remote rehabilitation
healthcare workers are likely more vulnerable to experiencing lower levels of compassion
satisfaction and higher rates of compassion fatigue than other Australian urban-based
healthcare workers. The findings provide baseline data for compassion satisfaction and
compassion fatigue for this sector of the healthcare workforce. They identify both advantages
and limitations in the use of the ProQOLS5 scale and call for validation studies based on rural and

remote rehabilitation healthcare workers. Findings emphasise the importance of addressing
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organisational factors in managing compassion fatigue. These factors include poor workplace
culture, unsuitable job design for rural and remote practice, lack of workplace support, and the
working environment, particularly poor physical conditions and remote or isolated work. These
factors align with the psychosocial hazards documented in recent Safe Work Australia
legislative updates. Implementing evidence-based strategies to improve professional
supervision, better manage workloads, and foster supportive environments is critical to

sustaining the Australian rural and remote rehabilitation healthcare workforce.



Chapter 1: Introduction

This chapter introduces and provides an overview of the thesis. First, | present my
motivations for this investigation. Second, | introduce the background literature, providing an
overview of the key variables in the series of studies conducted and reported in this thesis,
culminating with a problem statement. The research explores experiences of what Stamm
(2010) has labelled compassion satisfaction and compassion fatigue among Australian rural and
remote rehabilitation healthcare workers providing services in community rehabilitation
settings within an insurance-based framework. The studies focus on identifying what is known
about the risk and protective factors of compassion satisfaction and compassion fatigue in this
population. Finally, | present the structure of the thesis, including the overarching aim, the
research questions explored in each study contained within the thesis, and a brief outline for
each chapter.

Personal Motivation for the Research

Working as a rehabilitation counsellor in rural and remote New South Wales, Australia,
inspired the research in this thesis. | valued several aspects of the role, including the work's
adventure, travel, autonomy, and variety. However, despite the positive elements, | soon
realised that components of the role were impacting my quality of work life, and | started to
enjoy the role less than | once did.

Discussions with industry colleagues highlighted high turnover rates among

rehabilitation healthcare workers in these locations. They reported that this was due to the lack
of workplace support, which is commonly experienced by people working in rural and remote

settings. Many of these colleagues had either left the industry or considered doing so, reporting



that the job demands and negative psychological impacts contributed to their poor quality of
work life.

My work was primarily within the workers' compensation sector, which provides
insurance to employees who sustain work-related injury, illness, or aggravation to a pre-existing
condition (Fair Work Ombudsman, 2025). In this role, | was engaged by insurers within the
insurance sector to deliver return-to-work services under their insurance frameworks. Through
this work, | became interested in the initial liability of claim determinations, a process insurers
use to decide whether an employer is liable for a workers’ compensation claim under the
relevant legislation, and Workplace Health and Safety (WHS) practices. Over time, | became
increasingly aware of the employee and organisational risks and impacts of workers'
compensation claims, particularly those involving psychological injury. Employees faced the
recovery process associated with psychological injury, which may also include financial and
long-term career prospects, and organisations experienced the impact of employee
psychological injuries through the significant economic burden of increased workers’
compensation premiums, and the risk of reputational damage.

This research was driven by my interest in understanding how workplace conditions and
experiences in rehabilitation workplaces in rural and remote Australia may influence
rehabilitation healthcare workers' experiences of compassion satisfaction and compassion
fatigue (discussed below). There is a significant amount of literature exploring the psychological
impacts of healthcare work that highlights the increased risks of anxiety, depression, and post-
traumatic stress disorder among healthcare professionals (Hill et al., 2022). Australian rural and

remote healthcare workers also experience these psychological impacts; however, they report



higher rates of burnout as compared to healthcare workers in urban areas (Tham et al., 2022).
The higher levels of burnout may be attributed to the resourcing challenges in rural and remote
areas, excessive travel, higher workloads, longer working hours, poor organisational support,
and professional isolation (Holland et al., 2024; McEvoy et al., 2024).

However, limited research appears to have explored how rural and remote
rehabilitation healthcare workers’ quality of work life is impacted by compassion satisfaction
and compassion fatigue. The series of investigations contained within this thesis aimed to
address this gap in the literature.

Background Literature

The following sections introduce literature relevant to the overarching framework and
key variables appearing in this thesis. Main variables relevant to the framework and focus of
this research include compassion satisfaction, compassion fatigue, burnout, and secondary
traumatic stress. Within this framework, the key variables relate to rehabilitation healthcare
work in rural and remote Australia. Previously researched variables known to impact
compassion satisfaction, burnout, and secondary traumatic stress in healthcare workers are
also presented.

Professional Quality of Life Model

There are several theoretical models that may have been used to guide the research in
this thesis. These models include specific models of burnout (e.g. Maslach & Jackson, 1981) and
compassion satisfaction (Sacco & Copel, 2018) to broader models of social determinants of
health in rural and remote Australia (Australian Government Australian Institute of Health and

Welfare, 2024b) and frameworks based on organisation and systems theory, for example the



Job-Demand-Resource Theory (Montgomery et al., 2013). However, the research in this thesis
presents studies that provide an initial understanding the nature of compassion satisfaction and
compassion fatigue experienced in this relatively new and growing cohort of the rural and
remote health workforce in Australia. For this reason, it was important to be able to place the
findings from this research in the context of existing published findings on compassion
satisfaction and compassion fatigue using similar models and measures from the wider rural
and remote healthcare sector in Australia.

International systematic and scoping reviews identify the Professional Quality of Life
(ProQOL) model (Stamm, 2010) and its measure, the ProQOL5 scale (Stamm, 2010), as the most
widely used tools for documenting compassion satisfaction and compassion fatigue among
healthcare professionals (Garnett et al., 2023; Singh et al., 2020). Unlike other possible models
identified earlier in this section, the ProQOL model uniquely integrates the conceptualisation
and measurement of both positive (compassion satisfaction) and negative (compassion fatigue)
dimensions of ProQOL within a single framework.

In the absence of an existing population-specific framework to guide this research, the
ProQOL model was selected as the guiding framework for understanding the experiences of
compassion satisfaction and compassion fatigue in rehabilitation healthcare workers in rural
and remote Australia. Throughout this thesis, the use of the term ProQOL is used to ensure
consistency with the ProQOL model.

Compassion satisfaction and compassion fatigue influence ProQOL by positively or
negatively impacting healthcare workers' wellbeing and job satisfaction (Saliya et al., 2024).

While compassion satisfaction is a standalone concept, compassion fatigue comprises two



elements: burnout and secondary traumatic stress (Stamm, 2010). Figure 1 illustrates the
ProQOL model.

Figure 1. The ProQOL Model.

Professional Quality of Life

Compassion Compassion
Satisfaction Fatigue

Secondary

Trauma

Note. From: The ProQOL manual. (B. H. Stamm, 2005, p. 8) https://proqol.org/. Copyright 2008

by Beth Hudnall Stamm.

The term compassion fatigue in the ProQOL model is contentious. Some authors suggest
that the terminology is incorrect and that compassion fatigue should instead be referred to as
empathetic distress fatigue (Dowling, 2018; Hofmeyer et al., 2020). This is because compassion
fatigue implies that caregivers are fatigued by providing compassionate care, whereas, instead,
they are fatigued by poor emotional regulation that leads them to take on the distress of others
as their own (Hofmeyer et al., 2020; Klimecki & Singer, 2011).

In contrast, Dowling (2018) suggests that empathy can evoke sadness when working
with emotionally difficult and hard-to-resolve client situations, whereas compassion elicits
positive emotions, counteracting the adverse effects of empathy. Therefore, one of the most

contentious aspects of the terminology of compassion fatigue lies in the theoretical



understanding of the concept and the role of empathy (Coetzee & Laschinger, 2018). Despite
this debate about terminology in the literature, the term compassion fatigue continues to
dominate in the research and education literature (Hofmeyer et al., 2020).

Most published qualitative research in compassion fatigue has focused on workers’
understanding of the concept, and their perceptions of risk and protective factors (Gustafsson
& Hemberg, 2022; Singh et al., 2020; Wu & Lu, 2025). That is, it has focused on the concept of
compassion fatigue, not on burnout and secondary traumatic stress. Conversely, most
guantitative research has used the ProQOLS5 scale to measure the subscales of burnout and
secondary traumatic stress. As this thesis contains both qualitative and quantitative studies, in
later sections we will review existing literature relating to each element of compassion fatigue:
compassion fatigue, burnout, and secondary traumatic stress, as appropriate to the research

context.

Measuring ProQOL

ProQOL is assessed using the ProQOLS5 scale (Stamm, 2010), which is the most widely
used measure of compassion satisfaction and compassion fatigue in healthcare professionals
(Galiana et al., 2020). The ProQOLS5 scale conceptualises ProQOL through the outcomes of its
compassion satisfaction, burnout, and secondary traumatic stress subscales. However, it does
not provide an overall score.

The first ProQOL scale was developed in 1995, based on the Figley (1995) Compassion
Fatigue Self-Test (CFST) and has undergone several revisions, with the most used version, the
ProQOLS5 (30 items), developed in 2010 (Halamova et al., 2024). The ProQOL5 scale has been

reported to have good reliability and construct validity across studies with diverse professionals



(Stamm, 2005). The ProQOL manual reports Cronbach’s alpha coefficients for the compassion
satisfaction (o = .88), burnout (a = .75), and secondary traumatic stress (a = .81) subscales,
supporting their use as related but distinct measures of ProQOL (Stamm, 2010). Several shorter
versions of the ProQOL scale have been developed in recent years with view to improving the
construct validity of its burnout and secondary traumatic stress subscales, however it is
apparent there is not yet consensus on revisions of the ProQOLS5 scale.

For example, the ProQOL21 scale (Heritage et al., 2018) introduced updated
measurement options for each of the three existing subscales, compassion satisfaction, burnout
and secondary traumatic stress. A shorter version, the ProQOL9 scale (Galiana et al., 2020), was
published with revised 3-item scales for compassion satisfaction, compassion fatigue, and
burnout. More recently, the ProQOL12 scale, uses 4-item scales for compassion satisfaction,
burnout, and secondary traumatic stress, and frames items around experiences over the past
seven days (Hotchkiss & Wong, 2025). The newer versions of the ProQOL scale have reported
improved psychometrics for the burnout and secondary traumatic stress subscales, however,
given their recency, few studies that utilise the revised scales have been reported in the
published literature. The multiple versions of ProQOL scale used in research challenge the
ability to undertake comparisons between study findings.

Of all the versions of the ProQOL scale, the ProQOLS5 is the only freely available measure
with a published scale that captures both compassion satisfaction and compassion fatigue in a
single instrument. A shortened nine-item version, the ProQOLY9, is also freely available with a
published scale; however, it is intended as a brief screening tool to provide insights into quality

of work life rather than a comprehensive measure of compassion satisfaction or compassion



fatigue (Saeidzadeh et al., 2025). The ongoing popularity of the ProQOLS5 scale in research on
compassion satisfaction and compassion fatigue is attributed to its widespread use and
contextual relevance across helping professions, including healthcare workers, law
enforcement, educators, and social services providers (Vracevic et al., 2025). Since the
commencement of this thesis in early 2017, the ProQOLS5 scale has been cited approximately
16,900 times according to Google Scholar, highlighting its widespread use and supporting the

ProQOL model as the framework for the studies in this thesis.

The Use of the ProQOL Framework in this Series of Studies

The recent debate on the accuracy of the terminology used for compassion fatigue
appears to be part of a continuing discussion. Within this thesis, the language of compassion
fatigue was used in Studies 1 and 2. However, by the time Study 3 was conducted, with deeper
engagement, knowledge and the benefit of critical discourse with peer researchers, a decision
was made to focus on the subscales of burnout and secondary traumatic stress rather than the
overarching construct of compassion fatigue.

Despite recent concerns raised regarding the construct validity of the ProQOL5’s
burnout and secondary traumatic stress scales (included in the discussion of limitations in the
National Survey publication in Chapter 4), the ProQOL5 scale is still widely used as evidenced
above. In addition, one of the research questions posed in Chapter 4 below is answerable only
by using published data as comparisons, and ProQOL5 scale data is the only available

information. For these reasons, the ProQOLS5 scale was the version used within the thesis.



Compassion Satisfaction

Compassion satisfaction is the pleasure healthcare workers derive from caring for and
helping others (Makic, 2015; Salloum et al., 2015). In nursing, compassion satisfaction creates a
sense of fulfilment from caring for others, including understanding the patient’s perspective,
offering emotional support, and advocating for their needs (Nadarajan et al., 2025). High levels
of compassion satisfaction assist healthcare workers in coping with the harmful elements of
their work role by increasing their overall positivity when providing care and improving their job
satisfaction (Sacco & Copel, 2018). Compassion satisfaction is associated with a lower risk for
WHS concerns, including burnout (Conrad & Kellar-Guenther, 2006). Higher compassion
satisfaction levels generally indicate lower levels of compassion fatigue, and it may also reduce
the effects of burnout and secondary traumatic stress (Rayani et al., 2024; Smart et al., 2014).

International research shows that nurses are more likely to experience compassion
satisfaction when working in supportive environments with manageable workloads, positive
social connections, professional autonomy, decision-making authority, and access to the
resources needed to perform their roles effectively (Maillet & Read, 2024). When nurses
experience compassion satisfaction, they tend to have higher job satisfaction, which
contributes to reduced emotional fatigue, improved communication, and stronger
organisational commitment, all of which enhance patient safety (Ryu & Shim, 2022).

Compassion satisfaction in healthcare workers tends to increase with age, level of work
experience, adequate remuneration and overall job satisfaction (Keshavarz et al., 2019;
Milutinovi¢ et al., 2023; Sacco & Copel, 2018). In contrast, healthcare workers who care for

complex patients and work in poor environments, characterised by unpredictable hours and
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strained relationships with colleagues, tend to experience lower levels of compassion
satisfaction (Kartsonaki et al., 2023).

There is no available literature on compassion satisfaction among Australian rural and
remote rehabilitation healthcare workers. Existing research generally focuses on healthcare
workers in clinical and urban settings, with limited attention to rehabilitation providers overall.
Much of this literature emphasises job satisfaction, self-compassion, and resilience rather than
compassion satisfaction. One Australian study examined rural mental health workers and
discussed compassion satisfaction in relation to mindfulness techniques; however, although it
reported compassion satisfaction levels, it did not provide a broader context beyond this
specific mindfulness focus (Samios, 2018). International studies have identified that rural
healthcare workers during the COVID-19 pandemic reported high levels of compassion
satisfaction (Bailey et al., 2023) and that rehabilitation providers engaged in vocational
rehabilitation have a high potential for compassion satisfaction in their roles (Tabaj et al.,
2015). Together, these findings, combined with the lack of Australian research, highlight the
need to examine compassion satisfaction within rural rehabilitation contexts.

Compassion Fatigue

Compassion fatigue is characterised by the negative feelings associated with providing
healthcare and is mostly a cumulative effect of the emotional, physical, and spiritual exhaustion
resulting from repeated exposure to patient or client suffering (Lowe & Griffiths, 2025; Yee &
Kauric-Klein, 2025). In healthcare workers, compassion fatigue can lead to physical
(gastrointestinal, headaches, interrupted sleep) and emotional symptoms (irritability,

depression, anxiety, concentration and judgement problems), which negatively impact work
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engagement and performance, often impacting client care, workplace relationships, and
personal life (Sorenson et al., 2016).

The impact of healthcare worker compassion fatigue on organisations and workplaces
includes an overall decline in organisational performance, difficulties with staff attraction and
retention, absenteeism, problematic workplace relationships, and poor client outcomes (Vu &
Bodenmann, 2017). In addition to this, compassion fatigue results in an increase in workers'
compensation claims for stress and anxiety-related psychological injury, often with disability
impairment, meaning they are unable to return to work for an extended period due to their
symptoms related to the claim (Lee et al., 2019).

Generally, in health and human services work, organisations view compassion fatigue as
an individual’s issue to manage (Edwards & Goussios, 2021). Rather than addressing the work-
related stressors that lead to compassion fatigue, employers tend to focus on employee self-
management strategies, including education and training, that emphasise self-care and self-
awareness to develop resilience (Nolte et al., 2017).

Although compassion fatigue has been widely examined across many healthcare
professions internationally, there is no existing literature on compassion fatigue among
Australian rehabilitation healthcare workers in either rural or remote locations, or in urban
settings. However, a Slovenian study examined compassion fatigue in vocational rehabilitation
healthcare workers and found that they are experiencing high levels of compassion fatigue
(Tabaj et al., 2015). Studies on rural and remote healthcare workers often discussed
compassion fatigue conceptually, drawing on qualitative data, but did not measure it using

validated tools such as the ProQOLS5 (Dekeseredy et al., 2019; Lespérance et al., 2022). One
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international study that did use the ProQOLS5 scale found rural healthcare workers during the

COVID-19 pandemic presented with low levels of compassion fatigue (Bailey et al., 2023).

Burnout

Burnout arises from chronic work-related stress stemming from job factors and
demands, including heavy workload, lack of support, poor working hours, inadequate
supervision, limited autonomy, role conflict, strained work relationships, and emotional strain,
rather than from individual personality traits (Edu-Valsania et al., 2022). Although burnout and
compassion fatigue are related and can occur simultaneously, they differ in that compassion
fatigue arises from exposure to work that requires empathy and tends to have a sudden onset,
and it is associated with desensitisation to patients, feelings of apathy, depersonalisation, and
helplessness (Forrest et al., 2020; Henson, 2020). Burnout develops gradually and is
characterised by emotional exhaustion, negative and cynical attitudes towards clients and
patients, and negative self-perceptions of work performance (Maslach & Jackson, 1981). In
terms of symptomology, burnout may present with physical symptoms such as increased blood
pressure, headaches, gastrointestinal problems, chronic fatigue, and muscle tension.
Psychological symptoms often include depression, anxiety and substance misuse (Tabaj et al.,
2015). Burnout negatively affects the health and well-being of rehabilitation healthcare
workers, resulting in decreased empathy and reduced quality of service delivery to clients and
affecting their therapeutic alliance, and generally develops in high-pressure work environments
without exposure to traumatised clients (Lu et al., 2024; Tujague & Ryan, 2023). Burnout also
contributes to adverse organisational outcomes by increasing staff attrition, reducing

productivity, and compromising patient care (Oser et al., 2013).
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Burnout drives absenteeism and early retirement, and in healthcare, it reduces the
quality of care, leading to patient dissatisfaction, revenue loss (Han et al., 2019; Khammissa et
al., 2022). Among U.S. urban physicians, burnout is estimated to cost USD 4.6 billion annually
due to turnover and reduced clinical hours, averaging USD 7600 per employee (Han et al.,
2019). As this figure excludes rural and broader healthcare sectors, the true cost is likely
significantly higher. Burnout rates among healthcare workers have remained consistently
higher than pre—COVID-19 levels, indicating they are still elevated compared to 2018; this
suggests that recovery may be slow and that managing burnout requires tailored approaches
across healthcare specialisations and work locations (Mohr et al., 2025).

Healthcare workers are particularly vulnerable to burnout due to the emotional
demands of caring for unwell individuals and the tendency to prioritise others' needs, often at
the expense of their own well-being (Bridgeman et al., 2018). People are often drawn to
caregiving careers because of their values and sense of purpose, often expecting their employer
to share the same ethos. However, when personal values do not align with the inherent
requirements of their role, healthcare workers often push themselves too hard to navigate the
conflict, which can lead to burnout (Jones & Griep, 2018).

In the Australian healthcare system, there is a tendency among both employers and
employees to blame individuals when they cannot meet work demands, with burnout often
seen as a sign of weakness or incompetence (Mueller & Morley, 2020). This attitude is also
reflected in the international literature, where burnout is often depicted as a personal issue
linked to traits such as personality, coping styles, and attitudes, rather than recognised as a

consequence of organisational factors (Korhonen & Komulainen, 2023).
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Although there is limited literature on burnout among rehabilitation healthcare workers
in rural and remote Australia, an Australian study of community-based rehabilitation workers,
which did not specify whether participants were rural, remote, or urban, found that half of the
workers reported experiencing burnout (Currie & Dafny, 2025). Similarly, an international
study, that also did not identify participant location reported that rehabilitation healthcare
workers face a moderate risk of burnout (Tabaj et al., 2015). These findings highlight the need
for further research to understand the prevalence and contributing factors of burnout in rural

and remote rehabilitation settings.

Secondary Traumatic Stress

Secondary traumatic stress in healthcare workers results from indirect exposure to
trauma through caregiving relationships (Stearns, 2017). It can also result from a one-off
experience in providing care during a traumatic event or from having intimate knowledge of a
traumatic event their patient or client has experienced (Cavanagh et al., 2020). Symptoms of
secondary traumatic stress arise from helping others who are suffering, or from working with
trauma victims, and they present as negative thoughts, emotions, and behaviours (Ogirska-
Bulik et al., 2021). As Figley (1995) noted, the symptoms of secondary traumatic stress often
resemble those of post-traumatic stress disorder (PTSD). The key difference is that PTSD results
from direct trauma exposure, whereas secondary traumatic stress occurs in individuals who
have not experienced the trauma firsthand (Kianpoor et al., 2017). Secondary traumatic stress
symptoms can range from mild to clinically significant, and when severe, they may cause
functional impairment similar to PTSD, however, secondary traumatic stress symptoms would

not meet the DSM-5 diagnostic criteria for PTSD unless the exposure was extreme or repeated
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(Sprang et al., 2019). At least 50% of the healthcare workforce experience symptoms of
secondary traumatic stress, suggesting healthcare workers face significant exposure to graphic
details of their patients' traumatic experiences (Orru et al., 2021; Xu et al., 2024).

Organisational factors can reduce secondary traumatic stress experiences for
employees, particularly when organisational culture is client-focused, provides adequate
management support, and provides fair and equitable organisational justice (Caringi et al.,
2017). When healthcare workers experience traumatic workloads (distressing cases, high
emotional strain, crisis situations), long hours, and poor working conditions, and they receive
inadequate organisational support, their coping capacity can decline and significantly increase
the risk of experiencing secondary traumatic stress (Oginska-Bulik et al., 2021).

Internationally, nurses in rural and remote areas report levels of secondary traumatic
stress similar to their urban counterparts, with almost 40% experiencing symptoms (Swan &
Hobbs, 2021). There is currently no research examining secondary traumatic stress among
rehabilitation healthcare workers in Australia, and very limited information specific to rural and
remote settings. While some studies on Australian healthcare workers exist, they generally
focus on vicarious trauma or post-traumatic stress disorder rather than secondary traumatic
stress.
Rehabilitation Healthcare

Rehabilitation healthcare is an emerging and rapidly expanding multidisciplinary
healthcare field in Australia and internationally, which can be delivered in a clinical or
community setting (World Health Organization, 2011). Clinical rehabilitation is generally

focused on recovery and prevention of complications following an emergency or surgical
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intervention, and it is considered a restorative intervention (Leary & Stevenson, 2025). Whereas
rehabilitation healthcare delivered in community settings aims to increase functional capacity,
enhance activities of daily living, and improve workforce and community participation (Mills et
al., 2017). Rehabilitation healthcare professionals providing services in community settings are
typically medical practitioners and tertiary-qualified allied health professionals (World Health
Organisation, 2024). Community-based rehabilitation is usually provided under insurance-
funded schemes. However, it can also be offered as part of an outpatient treatment service, or
through not-for-profit and charitable organisations (Bragge et al., 2023; Preston et al., 2023).

While medical practitioners diagnose the condition and establish the treatment plan,
rehabilitation activities are implemented under an insurer-approved rehabilitation plan and
program. Within this framework, allied health professionals such as physiotherapists,
psychologists, and occupational therapists primarily deliver treatment interventions.
Rehabilitation healthcare workers engaged by insurers are also allied health professionals,
typically occupational therapists and rehabilitation counsellors; however, when operating in a
rehabilitation provider role, their function is distinct from treatment delivery. In this context,
rehabilitation healthcare workers coordinate treatment planning, service delivery, and
approved rehabilitation activities, liaising between treating practitioners, the worker, and the
insurer, and in some schemes may undertake vocational and functional assessments to support
return to work planning (Comcare, 2026b).

Participants of studies included in this thesis were rehabilitation professionals with full
membership of their professional body, working in insurance-based schemes based in rural and

remote locations. Their work involved undertaking case management and disability
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management work, rehabilitation, insurance scheme eligibility assessments, and work

preparation and return to work services.

Insurance-Based Schemes

In Australia, rehabilitation healthcare is generally privatised, and operates within a
competitive business model which is underpinned by legislative requirements, particularly
within the insurance-based schemes (Kendall & Clapton, 2006). Rehabilitation provided in the
community within an insurance-based scheme represents the primary source of employment
for Australian rehabilitation providers (McLennan et al., 2018). In insurance-based
rehabilitation, the business model emphasises timely client outcomes, as promoting quicker
recovery benefits both the client’s wellbeing and the insurer's financial performance
(Robichaud et al., 2019). In these schemes, rehabilitation healthcare workers must comply with
the legislated insurer requirements and their approved costing schedules, which can prove to
be a barrier to successful rehabilitation outcomes (Buys & Kendall, 1998).

Across Australia, insurance schemes include workers' compensation, compulsory third
party (CTP), life and income protection, the Department of Veterans Affairs (DVA), and the
Australian National Disability Insurance Scheme (NDIS).

Workers’ compensation is an employer-funded insurance required under Australian law
to protect employees who become ill, are injured, experience an exacerbation of a pre-existing
condition, or suffer a fatality due to their employment. Rehabilitation healthcare under this
scheme is financed through premiums paid by employers, calculated on their total payroll (Safe
Work Australia, 2023b). In 2023-24, Australia recorded approximately 146,700 serious workers’

compensation claims, defined as claims involving one or more weeks of time lost from work
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(Safe Work Australia, 2025). Serious claims are concentrated within a small number of
industries, particularly healthcare and social assistance, construction, manufacturing, public
administration and safety, transport and warehousing, and agriculture, which together account
for around 61% of all claims (Safe Work Australia, 2025). The most common causes of these
claims include musculoskeletal injury (body stressing) and mental stress, with mental health—
related claims representing a growing and costly component of the workers’ compensation
system.

CTP insurance is a mandatory, state- and territory-based scheme operating across
Australia that enables people injured in motor vehicle accidents to access funded medical
treatment, rehabilitation services, and compensation (Krever & Teoh, 2017). Although the core
function of CTP insurance is nationally consistent, each jurisdiction administers and regulates its
own scheme through a legislated regulatory authority, shaping how rehabilitation services are
approved, funded, and delivered within that jurisdiction (Motor Accident Insurance
Commission, 2024). The state and territory regulation results in variation across scheme design
and reporting practices, limiting the availability of consistent national data on claimant
numbers and rehabilitation demand.

Life and income protection insurance are generally financed through one of three
arrangements: employee contributions, through a company trust, or as part of an employee's
superannuation fund. Life and income-protection insurance operate within a national private
market with estimates indicating that approximately 69% of Australians do not hold
income-protection insurance, and demand is low across all age groups (Australian Law Reform

Commission, 2012). Life insurance provides payments to help cover policyholder financial costs,
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including loss of income, health (including rehabilitation), and medical expenses resulting from
trauma, personal accidents, and total and permanent disability (NSW Government, 2025).
Income protection provides ongoing payments from the insurer to the policyholder as a source
of income when they are unable to work due to a disabling injury or illness (Australian Financial
Complaints Authority, 2025).

The Australian Government funds the DVA, which provides financial and vocational
supports and health services (including rehabilitation) to support serving and ex-serving
Australian Defence Force members and their families (Department of Veterans' Affairs, 2025).
The DVA supports approximately 230,000 veterans with accepted service-related conditions
across its compensation, treatment, and rehabilitation arrangements (Department of Veterans'
Affairs, 2025). In 2024-25, DVA administered several billions of dollars in health, compensation,
and support expenditure; however, publicly available data does not identify payments made
exclusively to veterans from those provided to partners, widows, or dependents (Transparency
Portal, 2024). Recent claims data (2023—-24) indicate that the most frequently claimed
conditions under the Veterans’ Entitlements Act primarily comprised musculoskeletal disorders
and mental health conditions (Transparency Portal, 2024).

Finally, NDIS provides disability support for Australians with a permanent and
significant disability or developmental delay. The NDIS is funded by the Australian Government,
with contributions from all Australian state and territory governments, and it provides funding
for approved services under a NDIS plan (NDIS, 2024). As at March 2026, the NDIS supported
774,456 participants. Over the 12 months ending March 2026, the NDIS provided

approximately $50.17 billion in paid supports, with the average annual payment per participant
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approximately $66,800 (NDIS, 2026). The size of the NDIS and its continued expansion highlight
the growing demand for disability and rehabilitation services, placing increasing pressure on the
rehabilitation healthcare workforce.

Outside formal insurance frameworks, employers across all sectors commonly engage
rehabilitation healthcare services as part of early intervention programs to support employees
in returning to work following illness or injury (McLennan & Ludvik, 2021). Early Intervention is
generally provided as a proactive human resources initiative by employers to minimise
absenteeism and manage the health and wellbeing of their workforce. The benefits of early
intervention services for work- and non-work-related health conditions include lower rates of
accepted workers' compensation claims and shorter durations of incapacity periods (Lemstra &
Olszynski, 2003). Regardless of sector, employers are legally obligated under WHS legislation to
provide workplace rehabilitation services for compensable conditions, which are generally

outsourced to rehabilitation healthcare workers (Safe Work Australia, 2023a).

Person-Centred Approach

Rehabilitation healthcare provided in the community uses a person-centred approach, a
fundamental principle of rehabilitation healthcare, where treatment planning is conducted in
collaboration with the care recipient, prioritising their goals, preferences, and shared decision-
making (World Health Organisation, 2024). This approach addresses the biological,
psychological, social, and environmental factors influencing health and participation outcomes
(French et al., 2022). A person-centred approach is deeply embedded in the professional

standards and ethical frameworks established by professional associations within the
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healthcare sector, particularly rehabilitation associations, which uphold person-centred care as

the core model for rehabilitation practice (Hunt & Ells, 2013).

Case Management Model

Services delivered under insurance-based schemes use a case management model
(Choppa et al., 1996). Case management is the coordination of all activities, interventions and
referral services needed to support rehabilitation, all whilst managing costs and driving
outcomes (Martin, 1995). While case management structures and processes vary across
insurance schemes, they are underpinned by shared principles focused on supporting recovery
and optimising functional capacity and, facilitating timely and sustainable outcomes within
defined funding parameters (Giardino & De Jesus, 2020). These principles are operationalised
within insurance-based schemes through differing case-management structures. Rehabilitation
recommendations are typically made by treating practitioners and approved by insurers, with
rehabilitation planning and coordination undertaken by rehabilitation healthcare providers
(State Insurance Regulatory Authority, 2025).

Within insurance-based schemes, rehabilitation funding is determined by the accepted
compensable condition and is generally limited to services considered reasonable and
necessary for that condition. As a result, comorbid or non-compensable factors that influence
recovery typically fall outside the scope of funded care, which may constrain rehabilitation
progress in rural and remote settings where alternative service options are limited (Langstaff,
2011). In some circumstances, information about non-compensable conditions may be sought

within case-management processes where these are relevant to recovery risk or claims
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management considerations; however, insurer-funded treatment is generally limited to services
relating to the accepted compensable condition (State Insurance Regulatory Authority, 2025).

A compensable condition refers to an injury, illness, disease, or aggravation of a pre-
existing condition sustained by an employee in the course of employment, for which the
workers' compensation insurer has determined the employer is liable under workers’
compensation legislation (Fair Work Ombudsman, 2025). Although research on best-practice
case management in rural and remote Australia is limited, Dellemain and Warburton (2013)
suggest it should be tailored to the unique strengths, needs, and sociocultural context of these

communities.

Workplace Conditions and Organisational Practices

People generally become rehabilitation healthcare workers due to their desire to help
those with disabilities, injuries, or illnesses and make a positive impact on their lives (Bhugra &
Ventriglio, 2024). After commencing a career in rehabilitation healthcare within an insurance-
based scheme, many individuals come to realise that they are working under a business-
oriented model which prioritises performance and profit over person-centred healthcare (Chun
et al., 2025). In this context, the “Key Performance Indicator (KPl) model” referred to
throughout this thesis describes the performance management systems used within
insurance-based rehabilitation schemes to monitor, regulate, and fund service delivery. These
systems are enacted through insurer-mandated performance indicators embedded within
legislative and contractual arrangements, which rehabilitation organisations are required to
meet to secure payment and maintain contractual obligations (Safe Work Australia, 2020). The

KPIs most relevant to rehabilitation healthcare commonly relate to facilitating return-to-work
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outcomes where appropriate, managing ongoing disability and functional capacity, delivering
rehabilitation in a cost-effective manner, and meeting expectations for timely communication
and decision-making. These performance expectations directly shape the day-to-day work of
rehabilitation healthcare workers by influencing caseload expectations, approval processes,
documentation requirements, and outcome timelines (Comcare, 2023). Within the conceptual
framework of this thesis, KPI models are understood as organisational and structural conditions
that shape work demands and value systems, thereby potentially influencing professional
quality-of-life outcomes such as compassion satisfaction and compassion fatigue. Enforced KPls
set by insurers and rehabilitation organisations for rehabilitation healthcare workers often lead
to ethical and moral dilemmas as workers struggle to balance their professional obligations
with their commitment to providing a person-centred approach to compassionate care (Buys &
Kendall, 1998).

In Australia, rehabilitation organisations engaged in insurance-based work enforce strict
KPIs for their staff, also known as Practice Standards and Quality Indicators in the NDIS. Within
this context, KPIs differ from those in most other healthcare sectors, which share a common
theme of focusing on safety, quality, and delivering a patient-centred approach to care (Gartner
& Lemaire, 2022). Within the insurance-based rehabilitation healthcare sector, KPIs imposed on
workers are focused on economic and business-driven outcomes rather than person-centred
care, as employers and insurers pursue outcomes delivered as quickly as possible, with minimal
financial outlay from the insurer (Comcare, 2021; Kilgour et al., 2015). The KPIs are also
designed and implemented without consideration for the needs or preferences of care

recipients (Pasanen, 2021).
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In the rehabilitation healthcare industry, insurers implement performance-based funding
models by setting KPlIs that define service quality and outcomes to be delivered by
rehabilitation healthcare organisations and workers. Rehabilitation healthcare workers and
their organisations must achieve these insurer-defined KPlIs to qualify for payment by the
insurer, replacing the traditional fee-for-service approach that remains common in most other
healthcare sectors (de Silva Etges et al., 2023; Selviaridis & Wynstra, 2015). Insurers’ legislative
requirements and economic considerations largely drive the KPls set for both insurers and
rehabilitation organisations, leaving little emphasis on best practice in rehabilitation (McAulay
et al., 2023; Roberts-Yates, 2003). Insurers are responsible for the administrative management
of compensation claims and have the final say over the cost expenditure and coordination of
rehabilitation activity (Pasanen, 2021).

The legislative and contractual obligations within the rehabilitation industry do not
adequately account for the complexities of rural practice (described below), resulting in a
uniform service delivery model, incorporating KPIs across the rehabilitation healthcare industry,
which insurers have acknowledged as problematic (McAulay et al., 2023; Robichaud et al.,
2019). This uniformity means that the outcome expectations of KPIs are the same for
rehabilitation healthcare workers, regardless of their geographic location. These uniform
outcome expectations assume timely engagement and progression, yet in rural and remote
communities, rehabilitation practitioners are often initially perceived as ‘outsiders’, meaning
that trust-building and community acceptance may take time (Landon et al., 2021).

Australian employment specialists from urban and rural providers have reported that KPIs

result in significant stress due to excessive workloads, a high proportion of complex cases, and
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bureaucratic processes (McDowell et al., 2022). The ongoing contradiction between managing
KPls, delivering quality person-centred services, and working within economic constraints is
also a significant source of stress for rehabilitation healthcare workers (Kendall & Clapton,
2006). The occupational stress experienced by this population is likely due to financial pressures
imposed by their organisation to ensure they meet their KPls, as the organisation needs to
demonstrate achievement of those KPIs to receive payment from the insurer.

While KPIs are intended to measure success in insurance-based rehabilitation
healthcare, they often fail to motivate workers; instead, the ongoing pressure to meet these
targets can negatively impact psychological well-being, contributing to stress, pressure, and
negative feelings that must be carefully balanced to avoid burnout (McAulay et al., 2023). The
emphasis on KPl outcomes by insurers can often be at odds with the person-centred values
promoted in education programs for healthcare professionals, and expressed in their
professional ethical standards, which increases their risk of developing work-related stress
(McLennan et al., 2018). To manage concerns with professional ethics, rehabilitation healthcare
workers generally rely on informal support from their supervisors and peers (McLennan et al.,
2018), which is often difficult in rural and remote locations due to professional isolation.
Psychosocial Hazards

Psychosocial hazards refer to aspects of work that may cause psychological or physical
harm, due to stress reaction (Comcare, 2026). Although psychosocial risk is present across all
occupational groups, healthcare, emergency, and humanitarian workers are more likely to
experience adverse working environments that negatively affect mental health (World Health

Organisation, 2024). National workers’ compensation data indicate that mental health
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conditions account for approximately 12% of all serious workers’ compensation claims, with
claims for psychological injury associated with substantially longer periods of work absence and
significantly higher compensation costs than claims for physical injury (Safe Work Australia,
2025). Psychosocial hazards contribute to mortality indirectly by increasing the risk of
cardiovascular disease and mental health conditions, including suicide, through sustained
exposure to poorly designed or managed work environments (International Labour
Organisation, 2026).

Since the commencement of this thesis, psychosocial hazards have been legislated in
Australia, placing clear obligations on employers to identify, assess, and manage psychosocial
risks arising from work (Comcare, 2024). Psychosocial hazards have long been recognised under
the Work Health and Safety Act 2011; however, recent legislative reforms have increased
attention on their active management, aligning psychological safety more closely with physical
safety obligations (Safe Work Australia, 2024).

The legislative recognition of psychosocial hazards acknowledges that psychological
harm may result from workplace conditions such as excessive workload, limited support, and
poorly managed job demands. However, recent legislative reforms in jurisdictions such as New
South Wales and Queensland have, in practice, made it more difficult for psychological injury
claims to achieve accepted liability (with the exception of first responders), due to the
introduction of higher impairment thresholds and expanded exclusions associated with
‘reasonable management action’ (icare, 2026; Queensland Government, 2024). As a result,
workers experiencing work-related psychological harm may face more limited access to

workers’ compensation pathways. This gap between the formal recognition of psychosocial
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hazards and the practical constraints on compensation may create ongoing barriers for workers
exposed to psychosocial risk and has potential implications for rehabilitation providers,

particularly those operating in high-demand and resource-constrained rural settings.

Rural And Remote Healthcare Workers

The study area encompassed rural and remote Australia, which covers approximately
99.8% of the country’s 7.7 million km? landmass (McGrail & Humphreys, 2015). The landmass of
Australia is almost the same size as the United States of America, excluding Alaska,
approximately 50% larger than Europe (excluding the former USSR), and 32 times greater than
the United Kingdom (Australian Bureau of Statistics, 2005). Despite this vast area, rural and
remote Australia are sparsely populated, with approximately 28% of Australians living in rural
or remote areas (Australian Institute of Health and Welfare, 2024). These populations face
poorer health outcomes and experience more barriers to healthcare accessibility than those in
urban areas. The barriers include limited infrastructure, limited healthcare providers and
referral services, geographic isolation, and socioeconomic constraints (Australian Institute of
Health and Welfare, 2024). Health outcomes in rural and remote locations are shaped by social
determinants of health, which are often worse than in urban settings (Flavel et al., 2024). The
outcomes are further complicated by the unique challenges of providing healthcare in rural and
remote areas, including workforce shortages, isolation and limited resources (Maganty et al.,
2023), and fewer employment options for their clients (Landon et al., 2019). In rural and
remote Australia, these challenges also influence how rehabilitation is delivered, which typically
occurs in the person’s home or through local outreach centres as a socially inclusive partnership

involving the client, their family, and broader community networks (Brown et al., 2017).
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For healthcare workers to have a successful career in rural and remote areas, they need
to understand these locations’ sociocultural, sociodemographic and environmental
considerations through growing up in these areas or undertaking specialised rural and remote
training (Brown et al., 2017). Everyday stressors faced by rural and remote healthcare workers
that result in burnout include poor organisational and workplace support, excessive workload,
poor resourcing, inadequate remuneration, working excessive hours, and managing crises
outside their expertise (Liebenberg et al., 2018). While these factors may align with the
experiences of some urban healthcare workers, those in rural and remote areas also contend
with geographic isolation. Such isolation leads to restricted access to healthcare and referral
services, which amplifies socioeconomic, sociocultural and sociodemographic disparities,
negatively impacting healthcare delivery (Dewi et al., 2024).

Geographic and professional isolation may increase WHS risks, which are work-related
factors that impact employees' psychological well-being (Di Tecco et al., 2023). WHS risks
include job content (lack of autonomy, limited professional development, conflicting demands),
work organisation and management (excessive workload, poor change management, poor
work-life balance, and lack of top-down communication), and the social context of the job (lack
of workplace support, unsafe work environment, and job insecurity) (Franklin & Gkiouleka,
2021). A global systematic review of nurses working in rural and remote locations found that
nurses report fears for personal safety when working in isolation and without security support
(MacKay et al., 2021). Australian rural and remote healthcare workers often work in isolation

within their clients' homes with non-existent or unreliable telecommunication reception, which



29

is a significant risk in an emergency, particularly when there are threats to personal safety
(Terry et al., 2015).

The way in which the workplace manages these WHS risks can lead to positive
outcomes, including increased work engagement and productivity, or negative outcomes such
as stress, physical illness and absenteeism (Di Tecco et al., 2023). Poorly managed WHS risks
ultimately contribute to healthcare worker burnout, increased staff turnover, decreased quality
of care and poorer health outcomes for rural and remote healthcare consumers (Malik et al.,
2024). Without the appropriate safe work support for rural and remote locations, the
organisations fail in their duty of care to workers. As a result, employees are exposed to unsafe
work practices, which, although they may not cause physical harm, can lead to frustration and
resentment with the organisation (Wright et al., 2021).

In rural and remote Australia, rehabilitation healthcare workers operate under the same
service delivery frameworks as their urban colleagues, meaning they have the same
performance delivery expectations (Comcare, 2021). Their workload includes similar numbers
of clients, but as experienced in the US, they are geographically dispersed, and they have fewer
supports and resources to deliver their services (Landon et al., 2019). Hussain et al. (2015)
argue that rural and remote models of healthcare need to differ from those in urban areas, as
there are unique barriers and challenges in the provision of rural and remote healthcare,
namely due to cultural sensitivities, sociodemographic differences, and geographic isolation.

Rehabilitation healthcare workers practising in rural and remote Canada describe how
they are required to manage vast and diverse caseloads, often using a broad skill set beyond

their scope of expertise, which is likely uncommon in urban locations (Roots et al., 2014).
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Rehabilitation healthcare workers in the United States report a strong positive correlation
between caseload size and burnout, attributing it to three factors: the strain of large caseloads,
a negative work environment, and challenges in maintaining work-life balance (O'Sullivan &
Bates, 2014). Consistent with these findings, caseload incongruence, which is defined as the gap
between actual and preferred caseload size, has been identified as one of the strongest
predictors of intent to leave rehabilitation counselling, with actual caseloads typically exceeding
practitioners’ ideal workloads and placing strain on service delivery and relationship

management amid rising referral demand and limited resources (Landon et al., 2024).

Factors That Impact Compassion Satisfaction and Compassion Fatigue (Burnout and

Secondary Traumatic Stress) in Healthcare Professionals

Personal and Sociodemographic Factors

Personal and sociodemographic factors associated with compassion satisfaction and
compassion fatigue include age, marital status, years in the profession, level of education,
adequacy of remuneration, and gender (Cakmak et al., 2025; Nadarajan et al., 2025; Sacco et
al., 2015; Schroeder et al., 2023; Sibuea et al., 2024). However, across the literature, there are
inconsistencies with the impacts these factors have on compassion satisfaction and compassion
fatigue, particularly between various nursing specialisations across urban and rural settings
(Ruiz-Fernandez et al., 2020). The differences may be influenced by differing workplace cultures
across work locations, responsibility perceptions, and the levels of patient care and ongoing
engagement, and professional education associated with each nursing specialisation (Lykins et
al., 2024; Mangoulia et al., 2015). Those with strong faith, religion, and spirituality may

experience these as protective factors in compassion satisfaction and as a coping mechanism
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for managing stressful work-related situations, providing additional meaning to their role

(Farmahini Farahani et al., 2023).

Individual Qualities and Experiences

Healthcare workers with high motivation levels, who are idealistic, experience personal
life stress, and have cumulative grief, are more likely to develop compassion fatigue, whereas
personal resilience is a commonly reported protective factor for compassion satisfaction
(LoboPrabhu & Molinari, 2019; Unjai et al., 2022). Personal resilience enables individuals to
better manage and cope with work-related stressors, including trauma exposure, excessive
workloads and ethical dilemmas, which may lead to compassion fatigue (Stanley & Sebastine,
2024). Resilience is more likely to occur when healthcare workers perceive they have adequate
organisational and workplace support to manage workplace stressors (Liu et al., 2024).

Having a personal history of exposure to traumatic events may result in healthcare
workers being triggered in the workplace when they are providing care to individuals who have
also experienced trauma, as this may remind them of their own suffering (Yu et al., 2021).
Similarly, healthcare workers who have experienced complex health conditions themselves may
experience decreased compassion satisfaction when providing care to individuals with serious

co-morbid health conditions and poor prognosis (Glover-Stief et al., 2020).

Support from Friends and Family

Social and familial support significantly influence compassion satisfaction and burnout,
with social isolation, particularly in rural and remote settings being a major contributor to
burnout among healthcare workers (Gustafsson & Hemberg, 2022; McKenzie, 2019; Nadarajan

et al., 2025; Yu et al., 2021). Personal support from friends or family may alleviate the stressors
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associated with patient care and act as a protective factor against burnout and compassion
fatigue (Mirutse et al., 2023). However, when clients are also part of a healthcare worker’s
social network, maintaining professional boundaries can be challenging, particularly in rural and
remote communities where personal and professional relationships often overlap (Szumer &
Arnold, 2023). Compassion fatigue also negatively impacts social and personal relationships as
it affects personal time and often leads to the healthcare worker withdrawing from family and

social activities (Gustafsson & Hemberg, 2022).

Workplace Wellbeing Practices

Healthcare workers who recognise the symptoms of compassion fatigue and receive
support from their workplace through organisational wellbeing programs are better equipped
to manage compassion fatigue (Bhugra & Ventriglio, 2024). Employers play a key role in
enabling these practices by facilitating healthy work-life balance through flexible working
arrangements, encouraging regular breaks, providing access to wellbeing resources, including
mindfulness programs and peer support groups (Bae et al., 2020; Yoder, 2010) Implementing
wellbeing strategies that also address depression and anxiety may reduce compassion fatigue in
rural and remote healthcare, as these conditions are associated with higher rates of
compassion fatigue (Bailey et al., 2023).

There is a broad consensus that staff consultation should be central to any employee
support model to ensure initiatives reflect actual staff needs rather than employer assumptions
(Lee et al., 2019). Consultation is particularly important for rural and remote healthcare
workers who experience higher rates of compassion fatigue than those in urban areas, mainly

because they require alternative modes of workplace support due to their geographic isolation
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(Slatten et al., 2020). Rural healthcare workers are rarely consulted on the support they need,
and existing services to help manage burnout are often inadequate compared to those

available in urban areas (Cosgrave, 2020; Malik et al., 2024).

Workplace Culture

Rural and remote settings can present unique workplace and organisational challenges
that can influence compassion fatigue outcomes in healthcare workers. These include working
outside their scope of expertise due to limited staffing, poor support for problematic workplace
relationships, lack of access to professional development opportunities, and social and
professional isolation (Whiteing et al., 2022). Healthcare workers in rural and remote locations
often do not receive the same organisational support and recognition as their urban colleagues,
which leads to service delivery issues, increased workloads, and risk of burnout (Endalamaw et
al., 2024). Those in rural and remote areas often feel that they miss out on the technology
available in urban areas, are distanced from their profession and are not afforded the same
professional development opportunities as colleagues in urban areas (Williams, 2012).

In rural and remote locations, healthcare workers often work alone or in small and
mobile teams (Williams, 2012). This brings challenges in maintaining a positive workplace
culture, where healthcare workers may already feel there is an 'us and them' dynamic with
management (Roberts, 2021, p. 818). Building and maintaining a positive workplace culture is
important as it may serve as a protective factor against developing compassion fatigue,
particularly when healthcare workers experience increased collaboration and involvement in

decision-making (Ayed et al., 2024).
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Safety Risks

Rurality and remoteness increase the risk of exposure to occupational violence for
Australian healthcare workers in the forms of verbal and physical threats, intimidation, and
violence, and often these events go unreported as they are generally normalised as part of the
job (Terry et al., 2015). This normalisation of workplace violence typically occurs when the
workplace management adopts a poor safety culture that accepts violent incidents being an
accepted part of the role (Wright et al., 2021). When healthcare workers are exposed to unsafe
work situations, including physical or verbal violence, and disrespectful patient or client
conduct, their risks of developing compassion fatigue, burnout, and secondary traumatic stress
significantly increase, and compassion satisfaction decreases (Murray & Chiotu, 2024; Okoli et

al., 2020).

Organisational and Workplace Support

Organisational and workplace support is associated positively with compassion
satisfaction and negatively with burnout (Tang et al., 2024). Supportive workplace relationships
between colleagues and management facilitate a culture where healthcare workers feel more
positively about their workplace and job demands, which in turn increases compassion
satisfaction (Glover-Stief et al., 2020).

As noted earlier, rural and remote healthcare workers usually work alone, without any
locally based colleagues, and experience professional, social, and geographic isolation, which
can lead to burnout (McKenzie, 2019). Participants in the McKenzie (2019) study reported

frustrations with managers being difficult to contact, having inadequate local knowledge, and
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feeling depersonalised when their requests for support were responded to with a referral to
their Employee Assistance Program (EAP).

In rural and remote areas, debriefing opportunities with leadership following distressing
incidents are typically available but often delayed and difficult to access due to employee
workload pressures, isolation, and under-resourcing of staff and infrastructure, with similar
barriers also hindering access to EAP (Jahner et al., 2020). Supportive managers with good
social-emotional skills who provide appropriate debriefing, communicate well and facilitate a
positive working environment are more likely to have a team of healthcare workers

experiencing compassion satisfaction (Hunsaker et al., 2015).

Stakeholder Management

Internationally, vocational rehabilitation providers suggest that they are at increased
risk of burnout due to frequent engagement with multiple stakeholders and the associated
administrative burden that it involves (Tabaj et al., 2015). Similar findings have been reported in
Australia, where high workloads associated with managing ongoing stakeholder demands
contribute to stress and burnout (Tujague & Ryan, 2023).

Australian rehabilitation counsellors manage complex relationships with clients,
colleagues, and external stakeholders such as treating practitioners and insurers, who often
have conflicting expectations: insurers focus on financially driven outcomes, while practitioners
advocate for the client’s recovery (McLennan et al., 2018). People’s claims within the insurance-
based framework can become litigious, involve unions and lawyers, and evolve into medicolegal
conflicts, placing rehabilitation providers in an adversarial position (Buys & Kendall, 1998).

Managing these relationships can leave rehabilitation healthcare workers feeling isolated,
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reducing self-esteem and self-efficacy, and increasing the risk of burnout (Buys & Kendall,
1998). A lack of managerial support when raising concerns about people’s claims or conflicts
with their professional responsibilities and values was viewed by rehabilitation workers as
reflecting a business-driven approach that limited autonomy and subsequently contributed to
heightened stress and burnout (McLennan et al., 2018).

Healthcare workers in rural and remote locations manage complex stakeholder
engagements with diverse populations, often involving cultural sensitivities, challenges in
building trust (particularly if the worker is not local) and mistrust of the healthcare system
(McKenzie, 2019). When rural and remote healthcare workers feel inadequately trained or
supported to provide culturally safe care, gaps in cultural awareness can cause care recipients
to feel shame or disrespect, and the resulting stress of managing these relationships increases
the risk of burnout (Hansen et al., 2021; Mullan et al., 2023). Community-based Australian
healthcare workers within the NDIS are particularly vulnerable, as the nature of their work
requires ongoing relationships with clients and their families, balancing professional boundaries
with advocacy, and managing the emotional demands of sustained engagement, all of which

can exacerbate stress and increase burnout risk (Bethea et al., 2020; Currie & Dafny, 2025).

Workload

Generally, healthcare providers in rural and remote areas have higher caseloads than
their urban colleagues, which can result in work-related stress (Hansen et al., 2021). The higher
workloads are potentially influenced by high staff attrition and the barriers to service delivery
resulting from inadequate training for healthcare provisioning in rural and remote locations

(Mullan et al., 2023).
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Rehabilitation healthcare workers tend to have large caseloads of people with complex
needs who need to be returned to work in challenging economic environments (O'Sullivan &
Bates, 2014). Excessive workload has been consistently linked with compassion fatigue across
the literature, with the flow-on effects often resulting in working excessive hours, which is also
known is a risk factor for burnout (Dee et al., 2023; Garnett et al., 2023).

Problem Statement

The existing literature suggests that the factors discussed in the section above are
potential risk and protective factors for compassion satisfaction and compassion fatigue in
healthcare workers. However, no literature appears to be available to determine whether these
findings apply to Australian rural and remote rehabilitation healthcare workers and, if so, how
they influence their ProQOL.

Australian rehabilitation healthcare is an exceptionally high-turnover industry with
persistent issues of attraction and retention (Kendall & Clapton, 2006). There is also an
awareness that rural and remote healthcare workers face heightened risks for compassion
fatigue due to factors such as isolation, limited resources, and the emotionally demanding
nature of their roles, which may impact staff attrition (Sprang et al., 2007). Whether these
workplace conditions and practices also apply to the rural and remote rehabilitation healthcare
workforce in Australia is unknown.

Research Aim

The overarching aim of this thesis is to examine the levels, experiences, risk factors, and

protective factors of compassion satisfaction and compassion fatigue in Australian rural and

remote rehabilitation healthcare workers.
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Research Questions

The following research questions guided the studies within this thesis:
Research Question 1 (Chapter 2, Study 1)

What are the predictors of compassion satisfaction and compassion fatigue in
healthcare workers providing health and rehabilitation services in rural and remote locations?
Research Question 2 (Chapter 3, Study 2)

What experiences or situations do rehabilitation healthcare workers in rural and remote
Australia describe as influencing their compassion satisfaction and compassion fatigue?
Research Question 3 (Chapter 4, Study 3)

What levels of compassion satisfaction, burnout, and secondary traumatic stress do
Australian rural and remote rehabilitation healthcare workers report?

Research Question 4 (Chapter 4, Study 3)

How do their levels compare with reference groups of Australian healthcare workers?
Research Question 5 (Chapter 4, Study 3)

What demographic and work-related variables relate to their compassion satisfaction,
burnout, and secondary traumatic stress outcomes?

Research Question 6 (Chapter 4, Study 3)
What stressors impact their work-life quality and compassion satisfaction?
Thesis Outline

The following is an outline of the thesis.
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Chapter 1: Introduction

Chapter 1 introduces the thesis, outlining my motivations for this investigation,
background literature, and the problem statement. It also explains the organisation of the
thesis chapters and the interconnection of the studies (Figure 2).

Chapter 2: Study 1 (Scoping Review)

Chapter 2 is a peer-reviewed publication resulting from Study 1. It is titled ‘Predictors of
Compassion Satisfaction and Compassion Fatigue in Healthcare Workers Providing Health and
Rehabilitation Services in Rural and Remote Locations: A Scoping Review’. This review involved
the synthesis of existing literature on rural and remote healthcare workers, which assessed the
following variables: compassion satisfaction, compassion fatigue, burnout, secondary traumatic
stress or vicarious trauma. Key findings included:

e There is no research on compassion satisfaction and compassion fatigue experienced by
the rehabilitation sector of the rural and remote health workforce.

o Several personal and work-related variables are identified as influencing the
development of compassion fatigue and compassion satisfaction in rurally located
healthcare workers, but not all findings are consistent between studies.

Using the ProQOL model, a visual representation of potential predictor variables for
compassion satisfaction and compassion fatigue in rural and remote rehabilitation healthcare
workers was created, which informed the development of Study 2.

Chapter 3: Study 2 (Semi-Structured Interviews)
Chapter 3 is a peer-reviewed publication arising from Study 2. It is titled ‘Compassion

Satisfaction and Compassion Fatigue: Experiences of Rehabilitation Healthcare Workers in Rural
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and Remote Locations in Australia’. This study used semi-structured interviews, thematically
analysed, to explore Australian rural and remote rehabilitation healthcare workers' perceptions
of compassion satisfaction and compassion fatigue. The interview questions were developed
based on findings from Study 1. The key findings from Study 2 were:

e Quality of work life, organisational and workplace culture, and organisational
management practices, particularly key performance indicators (KPlIs), were reported as
impacting compassion satisfaction and compassion fatigue.

e Sources of compassion satisfaction were also common to the development of
compassion fatigue, suggesting that compassion satisfaction is unlikely to be
experienced without the risk of compassion fatigue.

Chapter 4: Study 3 (National Survey)

Chapter 4 is a peer-reviewed publication arising from Study 3. It is titled ‘Levels of
Compassion Satisfaction, Burnout, and Secondary Traumatic Stress in Rehabilitation Healthcare
Workers in Rural and Remote Australia and their Associations with Demographic and Work-
Related Variables.” The findings from Study 1 and Study 2 informed this study. They assisted in
developing the demographic and extended response questions. Open-ended questions enabled
the participants to include free-text responses. This study also included the ProQOLS5 scale to
document participants' quality of work life and review their outcomes against reference groups
of Australian healthcare workers who had previously completed the ProQOLS5 scale. Key

findings of this study were:
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e Participants reported moderate levels of compassion satisfaction, burnout, and
secondary traumatic stress, as determined using the ProQOLS5 scale score ranges
documented in the ProQOL5 scale manual.

e When results were reviewed using the reference groups, the participants were
experiencing significantly lower rates of compassion satisfaction, significantly higher
rates of burnout and significantly worse secondary traumatic stress than most reference
groups.

e Compassion satisfaction and burnout were significantly associated with workplace and
organisational factors, including work-life balance, workplace culture, and work

arrangements.

Chapter 5: Discussion and Conclusion
This final chapter discusses five key findings drawn from the three studies in the thesis,
including their implications for practice and recommendations for future research. The findings
are presented as a conceptual framework of risk and protective factors for compassion
satisfaction and compassion fatigue (burnout and secondary traumatic stress) in rural and
remote rehabilitation healthcare workers. Findings include:
1. Australian rural and remote rehabilitation healthcare workers experience compassion
satisfaction and compassion fatigue in the conduct of their work. They report lower
compassion satisfaction and higher burnout and secondary traumatic stress than most

other Australian healthcare professionals who provided data using the ProQOL5 scale.
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2. Work-related factors identified as contributing to compassion satisfaction, compassion
fatigue (Study 2), and burnout (Study 3) show similarities with newly legislated WHS
psychosocial hazards.

3. Rehabilitation job design and KPI demands influence compassion satisfaction,
compassion fatigue (Study 2), and burnout (Study 3).

4. The ProQOLS5 scale may not fully reflect the range and interplay of work-related factors
influencing compassion satisfaction, burnout, and secondary traumatic stress within this
sector of the workforce.

5. Limited WHS action by employers may increase compassion fatigue (Study 2) and
burnout (Study 3) in Australian rural and remote rehabilitation healthcare workers.
Next, the thesis’ strengths and limitations are discussed, followed by recommendations

for further research. The chapter ends with a thesis conclusion.



Figure 2. Diagram of the Relationship Between Thesis Chapters.
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Chapter 2: Predictors of Compassion Satisfaction and Compassion Fatigue in Health Care
Workers Providing Health and Rehabilitation Services in Rural and Remote Locations:
A Scoping Review
Chapter Introduction
Chapter 2 presents the first published study of this thesis, a scoping review. This study
examined existing literature on compassion satisfaction, compassion fatigue, burnout, and
secondary traumatic stress among rural and remote healthcare workers. Findings highlighted a
lack of research focusing on the rehabilitation healthcare workforce and identified a range of
personal and work-related factors influencing compassion satisfaction, compassion fatigue, and
burnout, although the results were not always consistent. Using the ProQOL model as a guide, a
conceptual framework was developed to identify potential predictors of compassion
satisfaction and compassion fatigue among rural and remote rehabilitation professionals.
Note to the reader: This study concluded in 2019 in order to allow progression of the
PhD research, as the findings from Study 1 informed the design of the subsequent study.
The supporting document can be found at: Appendix C: Study 1 PRISMA-ScR Checklist.
Chapter Publication Details
McGrath, K., Matthews, L. R., & Heard, R. (2022). Predictors of Compassion Satisfaction and
Compassion Fatigue in Health Care Workers Providing Health and Rehabilitation Services
in Rural and Remote Locations: A Scoping Review. Australian Journal of Rural Health,

30(2), 264-280. doi: https://doi.org/10.1111/ajr.12857
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1 | INTRODUCTION

In the past decade, there has been an increasing need for
rehabilitation health care services across Australia, mainly
due to a rise in workers' compensation claims, employer
early intervention programs, life insurance schemes
and, more recently, the implementation of the National
Disability Insurance Scheme (NDIS). The NDIS is an ini-
tiative implemented by the Australian Government to as-
sist with providing disability services to individuals with
a disability and their families, including those residing in
rural and remote Australian locations."

Rehabilitation health care services primarily con-
centrate on injury/illness and disability management
and are provided by health and allied health providers.?
Rehabilitation health care extends beyond preventative
and curative health care. It assists individuals impacted
by disability, illness, injury or ageing, to optimise their
functioning and reduce negative impacts of their con-
dition ensuring they can remain independent and en-
gaged in work, education and avocational activities.?
Rehabilitation health care workers are often exposed to
patients with complex trauma histories, life-threatening
conditions and chronic illness. The nature of rehabilita-
tion health care requires providers to be empathetically
available to the impacted individual and their caregivers.*
Health care workers are expected to be compassionate;
however, those with a high proportion of traumatic cases
or are overly responsive with compassion reactions are at
risk of developing compassion fatigue.® Health care work-
ers are often impacted by compassion fatigue,”” but little
appears in the literature about rehabilitation health care
workers' experiences with compassion fatigue. As with all
health care workers, health workers providing rehabilita-
tion services must be adequately supported to minimise
the risk of compassion fatigue.

Stamm'’s professional quality-of-life model provides a
conceptual basis for examining compassion satisfaction
and compassion fatigue.”® The model proposes that com-
passion satisfaction results from pleasure from undertak-
ing a health care role. In contrast, compassion fatigue is
the negative result of health care provisioning to those
who have experienced traumatic events and suffering,
with compassion fatigue comprising burnout and second-
ary traumatic stress.” The measure developed from the
professional quality-of-life (ProQOL) model is the most
commonly used measure of negative and positive effects
experienced by health care workers in roles that exposed
them to suffering and trauma.’ Symptoms from these
conditions are likely to result in increased time off work
(medical absenteeism), high staff attrition rates, increased
likelihood of psychological injury workers' compensation

NEEIEEE WiLE Y-

What is already known on this subject:

» Health care workers are often impacted by com-
passion fatigue resulting from emotional ex-
haustion and exposure to high rates of trauma
cases

« In rural and remote locations, health care
workers face several contextual stress not expe-
rienced by their urban colleagues that may in-
crease their vulnerability to compassion fatigue

« Most studies examining compassion fatigue and
compassion satisfaction in rural and remote
locations have focused on medical personnel,
typically physicians and nurses, working in
clinical settings

What this study adds:

» There is little research on compassion satisfac-
tion and compassion fatigue experienced by the
rehabilitation sector of the rural and remote
health workforce

« Several personal and work-related variables are
identified as influencing the development of
compassion fatigue and compassion satisfac-
tion, but not all findings are consistent between
studies

» Findings organised using the professional
quality-of-life model provide a visual represen-
tation of potential predictor variables to inform
future research

claims, suboptimal patient care and increased errors by
health care workers.”'® Although compassion fatigue,
burnout and secondary traumatic stress are important is-
sues for all health care workers, they may be especially so
for health care workers in rural and remote areas where
services are not resourced to the extent of those in metro-
politan areas.™

Based on the Australian Bureau of Statistics (ABS)
geographical classification system, almost one-third of
Australians live in rural and remote locations.'* Health
care workers in rural and remote locations face stress
not experienced by their urban colleagues. These stress
include excessive travel, poor clinical support services,
lack of accessibility to locally based health care workers
(eg diagnostic and therapeutic services), and a dispropor-
tionate number of older residents and residents in receipt
of social welfare facing psychosocial issues.*'* The lack
of client referral services results in a barrier to treatment
planning and recovery, which is a significant stress.*
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Although there have been developments in the linkage
of metropolitan services to rurally based health services in
the delivery of telehealth and e-consultations, these ser-
vices are not accessible to all and do not provide physical
services. Poor Internet and phone coverage, lack of spe-
cialists providing e-consultations, and lack of services to
assist with treatment and diagnostics all impact the ability
of health care workers to undertake their duties. Further,
rural and remote health care workers are generally re-
quired to undertake a broader scope of responsibilities
than their urban counterparts, including administrative
and management tasks and additional patient services.
They do not have the organisational resources or referral
services urbanised locations have available.*'® Several psy-
chosocial factors, such as living conditions and personal
supports, may increase workplace stress and influence re-
habilitation health care workers' decision to remain in or
relocate to rural or remote locations.'® Arguably, the most
significant work stress faced by rural health care workers
includes lack of organisational support, inadequate remu-
neration, critical decision-making without the support of
onsite colleagues, and dealing with crises outside their
scope of ability."’

The existing literature on compassion satisfaction and
compassion fatigue provides some insight into the expe-
riences of health care workers from various professional
and occupational groups and a variety of work settings.'®
However, most studies focus on the experiences of nurses
and physicians working in acute care hospitals, clinics
and outpatient treatment settings, not on health care in re-
habilitation settings.'® Further, few reviews have focused
solely on health care workers in rural and remote loca-
tions, and many studies do not identify rurality in their
findings."

Accordingly, the purpose of our scoping review is to
identify predictors of compassion satisfaction and com-
passion fatigue in health care workers providing health
and rehabilitation services in rural and remote locations
reported in the existing literature. The primary intention
of the review is to identify variables assessed as predictors
in existing studies rather than to critique their concepts
or methods. Information from Western countries with
similar socio-economic development levels will be consid-
ered to increase the relevance of findings to the Australian
setting. Although the ABS geographical classification for
rural and remote locations is practical, the international
scope of this review precludes its application.

The findings of this review will form a basis from which
to advance studies on the experiences of compassion sat-
isfaction and compassion fatigue in health care workers
providing rehabilitation services in rural and remote lo-
cations. This information is needed to inform workplace-
based interventions to help minimise the impact of

compassion fatigue and increase the professional quality
of life of rural health care workers providing rehabilita-
tion services in Australia.

2 | METHODS

This scoping review was informed by the five-stage
framework developed by Arksey and O'Malley” and fol-
lowed the protocol in the scoping review extension of
the Preferred Reporting Items for Systematic Reviews
and Meta-analyses (PRISMA-ScR) statement.”’ The re-
view was not registered. The following research question
guided the review: What are the predictors of compassion
satisfaction and compassion fatigue in health care work-
ers providing health and rehabilitation services in rural
and remote locations?

2.1 | Search strategy

We used a search strategy with a broad reach across pub-
lished literature on health to increase our ability to iden-
tify articles reporting on all forms of health care provided
by various health professions in rural and remote settings.
Studies were identified using a systematic search of da-
tabases covering different research areas, including oc-
cupational health, medicine, allied health, psychology,
rehabilitation and social sciences: MEDLINE (OVID),
PsycINFO (OVID), PILOTS, AMED and Embase. Stamm's
professional quality-of-life model informed the search
terms for this review's concepts of interest. The model
comprises compassion satisfaction and compassion fa-
tigue and identifies burnout and secondary traumatic
stress (also known as vicarious trauma) as components of
compassion fatigue.”? The electronic search strategy for
MEDLINE was as follows: “(|compassion satisfaction OR
compassion fatigue OR burnout OR secondary traumatic
stress OR vicarious trauma] AND health AND [rural OR
remote]).af.” The search was limited to English language
sources. A manual search of Google Scholar was under-
taken using the search criteria to ensure that no relevant
material was missed. We examined reference lists of meta-
analyses and reviews identified by the search to ensure
we included all individual studies that met the inclusion
criteria.

2.2 | Inclusion and exclusion criteria

To be included in the study, the articles needed to (a) be
in English, (b) use quantitative research methods, (c) have
participants who worked in health care roles in rural or
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remote locations, (d) be in Western countries to increase
the relevance of findings to the Australian setting, (e)
identify risk and protective factors for the main variables
of interest—compassion satisfaction, compassion fatigue,
burnout, secondary traumatic stress or vicarious trauma,
(f) use validated measures to document these outcome
variables and (g) be published in peer-reviewed journals.
To avoid duplication of data, studies were excluded if they
reported meta-analyses or a secondary analysis of data. All
quantitative studies published up to November 2019 were
considered for inclusion in the review. The search results
were exported to Endnote X9. Duplicate citations were
removed, titles and abstracts were scanned, and the full
text of the articles included in the screening process was
reviewed by two researchers independently of each other.
Any conflict about an article's inclusion was resolved
through discussion.

2.3 | Data extraction and synthesis

The extraction of data from eligible articles was under-
taken by two researchers using a form (based on Table 1)
that was piloted on several articles to make sure it secured
all relevant data. The data from this form would populate
the evidence table. Data extracted were author, country,
sample, design, measures used to document outcome vari-
ables, and statistical analysis used to identify significant
predictors of the outcome variables. Where articles re-
ported significant results of tests of relationships between
potential predictor variables and any of the outcome
variables, they were included in the evidence table. Once
protective and risk factors from all articles were identi-
fied, they were discussed and organised into meaningful
elements. The extracted findings were then visually or-
ganised against the ProQOL model’ to illustrate the iden-
tification of possible predictor variables for compassion
satisfaction and compassion fatigue.

3 | RESULTS

The literature search identified 946 articles from which
34 full texts were screened for eligibility and 12 were in-
cluded in the review (see Figure 1). Of these studies, four
were conducted in the USA,'"">*** two in Canada,”?*°
two in Australia,"**” two in Spain®** and one each in
Switzerland®® and Germany.* Studies spanned 18 years
with seven (58%) conducted in the past 5 years and four
(33%) published since 2017. The literature identified three
studies each that assessed possible predictors of compas-
sion satisfaction'"** and compassion fatigue,""*** with
burnout evaluated by all 12 studies. Secondary traumatic

IR W L EY -

stress was not measured independently of compassion fa-
tigue in studies included in this review. The characteris-
tics of the included studies are summarised in Table 1.

All studies included health care workers employed in
rural and remote locations, and eight of the studies spe-
cifically assessed rurality as a potential predictor vari-
able. Only one study distinguished between workers
from rural or remote areas, but these groups were not
analysed separately.’* As none of the other studies dis-
tinguished ‘rural’ from ‘remote,” the terms ‘rural’ and
‘rurality’ may refer to both rural and remote settings.
Study cohorts were recruited from clinical, hospital and
community settings. The studies had a combined sam-
ple size of 5073 (range = 1686; 69-1755). Participants
comprised physicians (45.28%), nurses (14.96%), general
mental health professionals (social workers, counsellors,
child welfare workers and marriage and family therapists;
8.43%), outpatient mental health workers (medical and
non-medical—unspecified; 4.42%), physician assistants
(advanced practice providers; 3.25%), child welfare work-
ers (profession unspecified; 2.84%), school-based mental
health professionals (profession unspecified; 2.61%), psy-
chiatrists (2.07%), psychologists (2.03%), emergency ser-
vices providers (1.12%), inpatient mental health workers
(medical and non-medical—unspecified; 0.47%), unspec-
ified health care workers (0.1%) and physical therapists
(0.02%).

Studies that reported gender or sex proportions in-
cluded a total of 2321 (46%) men and 2178 (43%) women.
Two studies, accounting for 480 (9%) participants, did not
summarise participants' biological or identified sex.'>*’
Four studies had a reporting deficit, with gender or sex
proportions not aligned with reported participant num-
bers (2%)."'**?° The participant age range was 21-95
[sic] years with a mean age of 45.4 years. Seven studies
provided the mean age,'"'*?*2%3! gne study provided the
median age,” three studies did not provide age ranges or
the mean age of participants,’**”?* and one study pro-
vided age range, but not mean age.*” All studies weighted
equally in the review. The most frequently used measures
were the Maslach Burnout Inventory (MBI; n = 7) and the
ProQOL (n = 4).

3.1 | Predictors of compassion
satisfaction and compassion fatigue

All studies included in this review used a cross-sectional
design so it was not possible to determine whether re-
ported predictors were causal. As revealed by the sta-
tistical analyses, the approach of all was to look for
correlational associations between measures taken at
a point in time, with no analyses attempting to model
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ﬁ
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C
TABLE 1 Variables that have significant associations with compassion satisfaction, compassion fatigue and burnout in rural and remote health care workers g
Authors Country Sample Design Measures Analysis Main findings related to the research question ™
Samios 2018 Australia Rural mental health workers Cross-sectional study The 10-item Burnout subscale  Hierarchical Burnout: %
n=69 of the ProQOL multiple « Income—significant negative relationship with T
Registered and probationary 5-item Mindful Attention regression burnout »
psychologists, counsellors Awareness Scale analysis « Life satisfaction—significant negative relationship g
and social The 10-item Compassion with burnout
workers Satisfaction subscale of the « Depression—significant positive relationship with
Response rate = 26% ProQOL burnout
Gender: 20% male and 80% Sociodemographic « Mindfulness—significant negative relationship with
female questionnaire burnout
Age: 25-95 years « Age, gender, relationship, caseload and work
Mean = 48.78 years location—no significant relationship with burnout
Compassion satisfaction:
« Income—significant positive relationship with
compassion satisfaction
« Mindfulness—significant positive relationship with
compassion satisfaction
« Depression—significant negative relationship with
compassion satisfaction
« Age, gender, relationship, caseload and work
location—no significant relationships with compassion
satisfaction
Singh et al 2015” Australia Australian-registered mental Cross-sectional study MBI Descriptive and Burnout:
health nurses with a with cluster Sociodemographic inferential « Gender—men had a significant relationship with
minimum of 1-year mental sampling questionnaire analyses depersonalisation
health nursing experience « Age—being younger than 30 years had a significant
n=319 negative relationship with emotional exhaustion
Response rate =80% « Qualifications—higher number of qualifications and
Gender response rates were not higher levels of qualifications—significant positive
reported relationship with depersonalisation
Age range and mean not reported « Present work location, work duration and living
arrangements (alone or with others)—no significant
relationship with burnout
2
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TABLE 1 (Continued) E
Q
Authors Country Sample Design Measures Analysis Main findings related to the research question E
Sawatzky & Enns Canada Registered nurses in Canadian Cross-sectional study The Perceived Nurse Working  Bivariate and Burnout: E
2012% emergency departments Environment (PNWE) regression « Work engagement—significant association with 2
n =261 Scale analyses burnout )
Rural participants, 27% of the The Engagement Composite Contingency table « Adequate staffing/resources—significant negative
sample Questionnaire analysis relationship with burnout
Response rate = not reported ProQOL Analysis of « Marital status—being married has a significant
Gender: 11% male and 89% Job satisfaction was measured variance negative relationship with burnout
female by a single item (1 = not « Collaboration with physicians—significant negative
Age: 21-70 years atall satisfied; 5 = very relationship with burnout
Mean = 41.1 years satisfied) « Gender, age, education, employment status, shift
Sociodemographic rotation and years' experience—no significant
questionnaire relationships with burnout

Compassion Satisfaction/Fatigue:

« Work engagement—significant predictor of
compassion satisfaction and compassion fatigue

« Negative staff engagement—significant predictor of
compassion fatigue

« Adequate staffing levels and appropriate resourcing—
significant predictors of compassion satisfaction

« Intention to leave nursing—significant negative
relationship with compassion satisfaction

« Working only day shifts—significantly higher
compassion satisfaction and lower compassion fatigue

« Inadequate remuneration—negative significant
relationship with compassion satisfaction

« Sex, age, education, employment status and years’
experience—no significant relationships with burnout

Thommasen Canada Rurally practising physicians Cross-sectional study Beck Depression Inventory Multiple Burnout:
et al 2001%° registered with the 1998 MBI regression « Job dissatisfaction—significantly associated with high

physician register of the Sociodemographic analysis emotional exhaustion and poor sense of personal
College of Physicians and questionnaire accomplishment
Surgeons of British Columbia « Relocation—desire to relocate was significantly

N=131 associated with high emotional exhaustion

Response rate =66% « Mental health—depression significantly associated

Sex: 74% male and 26% female with high emotional exhaustion and depersonalisation

Age: <30-59> years

<30 years (3%)

30-39 years (37%)

40-49 years (29%)

50-59 years (23%)

>59 years (8%)

Mean = 43.6 years
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TABLE 1 (Continued)

Authors Country
Adarkwah Germany
etal 2018*

Yuguero et al 2015®  Spain

Yuguero et al 2017%  Spain

#5521 STOTWO)) 24nF1) S{qeINdde @ £q PIWAA0T 31X SR VO 1350 30 I 10§ ARIUT RO A1 TO (STOBPTO-P

3
Sample Design Measures Analysis Main findings related to the research question 2
General practitioners working in ~ Cross-sectional study Maslach Burnout Inventory Canonical Burnout: o
arural location (MBI)—German version correlation « Patient care—significant negative association with l-[;
n =285 analysis depersonalisation <
Response rate = 53.8% « personal rewards—significant negative association
Gender: 75% male and 25% with depersonalisation jL>
female « professional relationships—significant negative By
Age range = 32-73 years association with depersonalisation T
Mean age = 53.5 years (SD 8.93) « Age, gender, years in practice, group or single 7
Median age = 54 years practices, number of hours worked and percentage G
of client contact—not significantly associated with g
burnout .
General practitioners from rural ~ Cross-sectional study Spanish version of the MBI Descriptive Burnout:
and urban areas of the Lleida Spanish version of the analysis « Empathy—high empathy was significantly associated
district Jefferson Scale of Physician with low burnout
n=108 Empathy (JSPE) « Clients—there was no relationship between sick leave
Response rate = 61% Sociodemographic prescription (% patients on sick leave, duration of sick
Sex: 64% female and 36% male questionnaire leave and repeated sick leave) and burnout
Age range and mean of the total « Sex, age and location (urban/rural)—no significant
sample not reported associated with burnout
Family physicians and nurses Cross-sectional study The Spanish version of the 22-  Descriptive Burnout:
from rural and urban areas of item MBI analysis « Empathy—empathy had a significant negative
the Lleida District The Spanish version of the relationship with burnout
n=267 JSPE « Sex, age, profession and location (urban/rural)—no
Response rate = 53% Sociodemographic relationship with burnout
Rural participants were 58% of questionnaire
the sample
Sex: 22% male and 78% female
Age range: 31-65 years
Median age 48 years
=
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TABLE 1 (Continued)

Authors Country

Goehring Switzerland
et al 2005

Benson etal 2016'°  USA

Bethea etal 2019  USA

Sample

Primary care physicians

n=1755

Rural participants were 30% of
the sample

Response rate = 59%

Sex: 84% male and 16% female

Age:

<45 years (23.4%)

45-50 years (25.8%)

51-55 years (25.0%)

>55 years (25.8%)

Mean age not reported

Members of the American
Academy of Physician
Assistants who self-reported
as practising in a rural
location

n=161

Response rate = 11.3%

Male/female proportions were
not specified

Age range and mean age not
reported

Rural health care practitioners

n=127

Emergency medical services
providers, nurses, physicians,
advanced practice providers,
physical therapists and other
practitioners

Response rate = 74.7%

Gender: 40% male and 60%
female

Age range not reported,
mean = 42.4 years (SD = 11)

Design Measures Analysis
Cross-sectional study MBI translated into French, Multiple logistic
German and Italian regression
Sociodemographic
questionnaire
Cross-sectional study MBI Spearman’s
correlation
analysis
Cross-sectional study Mini Z burnout survey Descriptive
(accessible through analysis
the American Medical
Association’s website)
with additional questions
targeting the perception
of BO impact and
the availability of BO
preventative measures
Sociodemographic
questionnaire
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Main findings related to the research question

Burnout:

Men—significant risk factor

Age—45-55 years age group, significant risk factor

Location—rural environment, significant risk factor

Profession: medical speciality—significant risk factor

Excessive perceived stress due to factors below—all

significant risk factors

= Global workload

= Health care system—changes in the health care
system, medical care uncertainty

= Type of work—health insurance workload

= Patients' expectations

m Practice factors—economic constraints in the practice,
relationships with non-medical staff at the practice

= Work-life balance—difficulties with work-life balance

Living alone, fear of malpractice, care of terminally

ill patients, medical emergencies and telephone

consultations—no association with burnout

Burnout:

Control over workload—weakly to moderately
correlated with all three burnout subscales

Adequacy of administrative support—significantly
positively correlated with all three burnout subscales
Satisfaction with and access to supervisors—significant
negative relationship to emotional exhaustion
Professional isolation—significant positive relationship
with depersonalisation and emotional exhaustion
Geographical isolation—significant negative
association with personal accomplishment

Hours worked—significant positive relationship
depersonalisation

Burnout:
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Job satisfaction—significantly lower in the ‘burned-
out’ group

Work-related stress—job stress, control over workload,
time available for documentation, chaotic work
atmosphere, value alignment with institution/employer
leadership, effective patient teamwork and time spent
on electronic medical records at home—significantly
higher proportions reported by the ‘burned-out’ group
Age, gender, profession, years of professional
experience and availability to education on
burnout—no significant differences between ‘burned

t' and ‘not burned out’ o
out’ and ‘not burned ou (conies)
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TABLE 1 (Continued) 5
Authors Country Sample Design Measures Analysis Main findings related to the research question
Sprangetal 2007 USA Licensed or certified behavioural = Cross-sectional study A survey specifically designed  Analysis of Burnout: g
health care workers for this study with 102 variance « Gender—women reported significantly higher than -
n=1121 items incorporating Multivariate men on burnout scores [m
Psychologists, psychiatrists, sociodemographics, work analysis of « Age—younger age predicted higher levels of burnout ~
social workers, marriage and practices and levels of variance « Clinical experience—less clinical experience predicted P
family therapists, professional compassion satisfaction, Hierarchical burnout (.
counsellors, and drug and compassion fatigue and regression « Workplace—inpatient professionals had significantly By,
alcohol counsellors burnout analysis higher burnout scores than private practice L
Rural participants were 26% of ProQOL professionals e
the sample « Rurality—respondents who provided services in the g
Response rate = 19.5% most rural areas of the state had significantly higher 2
Gender: burnout scores than those in urban areas
30% male and 70% female « Highest degree, licensure, specialist training and % of
Age: 23-81 years clients with PTSD—no significant relationships with
Mean = 45.22 years burnout

Compassion satisfaction/fatigue:

« Gender—women reported significantly higher than
men on compassion satisfaction and compassion
fatigue scores

« Age—younger age predicted higher levels of
compassion fatigue; older age predicted compassion
satisfaction

« Qualification—MD degree predicted higher levels of
compassion fatigue

« Workplace—inpatient professionals had significantly
higher compassion fatigue scores than private practice
professionals

« Clinical experience—less clinical experience predicted
compassion fatigue

« Client factors—a higher percentage of clients with
PTSD predicted higher levels of compassion fatigue

« Training—participants with specialised training in
trauma work had higher compassion satisfaction and
lower compassion fatigue scores than those without
specialised training

« Location of practice (rurality) did not have a
significant relationship with compassion satisfaction
or fatigue
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TABLE 1 (Continued)

Authors Country

USA from
six US
states
and
Toronto,
Canada

Sprang et al 2011%*
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Sample Design Measures Analysis Main findings related to the research question
Behavioural health care workers ~ Cross-sectional study ProQOL-IV Bivariate analysis  Burnout:
n =668 Sociodemographic Hierarchical « Gender—men reported significantly higher than
Child welfare (22.9%) questionnaire multiple women on burnout scores
Inpatient (3.8%) regression « Age—younger age predicted higher levels of burnout
Psychiatrist (16.8%) analysis « Religion—no religious participation was a predictor of
Outpatient (35.6%) burnout
School based (21.0%) « Job type—child welfare worker status was a significant
Rural participants = 14% of the predictor of burnout
sample « Location and race were not predictors of burnout
Response rate = 24% Compassion Fatigue:
Gender: « Gender—men reported significantly higher than
33% male and 67% female women on compassion fatigue scores
Age range not reported, mean « Age—younger age predicted higher levels of
age = 40.8 years compassion fatigue
« Religion—no religious participation was a significant
predictor of compassion fatigue
« Job type—child welfare worker status was a significant
predictor of compassion fatigue
« Location—rural location was a significant predictor of
compassion fatigue
« Race was not a significant predictor of compassion
fatigue
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) FIGURE 1 PRISMA flowchart of the
o scoping literature review research process
£ Records identified through Additional records identified png P
b database searching through Google Scholar
£ (0 =1004) (= 13)
=
— A A
—_— Records after duplicates removed
(n=946)
8
Il
% Records screened Records excluded
(n=946) 7 n=912)
|
S

Full-text articles

Full-text articles
excluded, with reasons
(n=22)

assessed for eligibility
(n=34)
)
v
3
S Studies included in
g qualitative synthesis
- (ll = 12)
—

potential causal paths or statistically assess the effects
of controlled interventions. Therefore, in this review,
variables that were tested for an association with the
outcome variables were identified as possible predictor
variables. These variables were organised into two main
groups: personal factors, such as age, gender and pro-
fession; and work-related factors, including job-related
factors and stress. Findings are reported below for each
outcome variable included in studies: compassion satis-
faction, compassion fatigue and burnout.

3.1.1 | Personal factors

Personal factors were recognised in 11 of the 12 studies
as likely risk and protective factors in compassion fatigue,
compassion satisfaction and burnout.''*?*-*! These vari-
ables were organised into sociodemographics and profes-
sion factors.

3.1.2 | Sociodemographics

Ten studies examined relationships between age and
the outcome variables, with conflicting results. In re-
gard to burnout, studies from Germany, Canada and
Spain found no significant relationships between age and

burnout.*>**?** Two studies from Australia and the USA
also reported no significant relationships between age and
burnout,'??* but other studies from the same countries,
and one from Switzerland, reported younger age as posi-
tively related to burnout.'*#*27:*

For compassion satisfaction and fatigue, two American
studies reported younger age as being significantly asso-
ciated with compassion fatigue.""** Another American
study reported older age as being associated with com-
passion satisfaction."’ One Australian study found no
significant association between age and compassion
satisfaction.'?

Ten studies included gender as a potential predictor of
the outcome variables of which six, conducted in Australia,
Canada, the USA, Spain and Germany, identified no rela-
tionship.'##2522931 A5 with age, findings varied in stud-
ies reporting a significant association with the outcome
variables. Studies from Australia, Switzerland and the
USA reported that being male was significantly associated
with having burnout,*”** while another study from the
USA identified that being female was significantly asso-
ciated with developing burnout, compassion satisfaction
and compassion fatigue.™

Other sociodemographics identified were income,
marital status, mental health, empathy, mindfulness and
religious activity. Income was analysed in one Australian
study, with income satisfaction significantly positively
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correlated with compassion satisfaction and negatively
with burnout.’? Marital status®® and religious activity**
were assessed in studies from Canada and the USA, re-
spectively, with being married reported as significantly
decreasing the risk of burnout and active religious prac-
tice significantly correlated with a lower risk of burnout.
Mental health (depression) was analysed in studies from
Australia and Canada, with depression significantly pos-
itively correlated with burnout in both studies'** and
negatively associated with compassion satisfaction in the
Australian study."? Empathy had a significant relationship
with burnout in Spanish physicians and nurses** and
Australian health care workers practising self-care in the
form of mindfulness-reported higher scores on compas-
sion satisfaction, with mindfulness acting as a potential
protective factor against burnout.*?

3.1.3 | Profession

Five studies included profession in analyses to identify as-
sociations with outcome variables.'****?%% Of these, two
reported no significant associations with any outcome
variable.”**° Swiss general practitioners reported higher
levels of burnout than other physician specialisations.*
For compassion fatigue, American physicians (including
psychiatrists)'* and child welfare workers® had signifi-
cantly higher compassion fatigue scores than social work-
ers and psychologists and other behavioural health care
workers.

Other profession-related variables included professional
qualifications and work experience. In one American
study, medical doctors (MDs) reported significantly higher
likelihood of developing compassion fatigue than health
professionals with other qualifications such as master’s de-
gree or Doctor of Philosophy.’* Years of work experience
in German general practitioners were not significantly
associated with developing burnout,* and no significant
difference between years of work experience and levels of
burnout was reported by a range of American health care
workers.”® In one Australian study, the number and level
of qualifications in mental health nurses were positively
associated with burnout.”’ In the same study, those who
reported doubting their professional role abilities were also
reported as having an increased risk of burnout.”’

3.1.4 | Work-related factors

Work-related factors were noted in 11 of the 12 studies as
likely factors in the development of burnout or compas-
sion fatigue.'"'%!52232731 yariables were grouped into
two factors: job-related factors and work stress.

IR W L EY -

Job-related factors

3.1.5 |
Work hours were reported in five studies™?**%*! and
were significantly related to outcome variables in three
studies.’>?*3*° In one study from the USA,*® workers re-
ported working more than 40 h per week, plus on-call
duties and extra administrative tasks, and this load was
positively correlated with burnout. Conversely, in the
German study,” total working hours per week held
no significant relationship with risk of burnout, but it
was unclear whether the physicians in this study were
required to undertake ‘on-call’ work. Canadian nurses
who only worked day shifts reported significantly
higher levels of compassion satisfaction and decreased
levels of compassion fatigue than those who worked
mixed shifts.*

Elements of the work environment and setting were
identified in some studies. The nature of patient care and
professional relationships were identified as potential pre-
dictors for depersonalisation, lack of empathy and burn-
out in German health care workers.”* Health care workers
employed within an American inpatient facility reported
higher levels of burnout than those employed in private
practice.’* Spanish physicians with a high percentage of
patients on long-term sick leave reported high levels of
burnout,”® and Swiss physicians doing insurance work
and experiencing economic constraints in their practice
were significantly more likely to report burnout.*” In rela-
tion to compassion fatigue, American health care workers
with a high percentage of clients with PTSD were signifi-
cantly more likely to report compassion fatigue.**

Level of remuneration was reported in an Australian
study as having a negative relationship with burnout in
rural workers and a positive relationship with compassion
satisfaction; this may be attributed to work being more tol-
erable if remuneration is perceived as adequate, mitigat-
ing financial stress and enabling avocational activities.'?
Lower income was a potential predictor of Canadian
nurses leaving the profession, with inadequate remuner-
ation inversely related to their reported compassion satis-
faction levels.*

Rurality as a specific variable was reported as having
significant associations with the outcome variables in
three studies. American health care workers servicing
rural and remote locations reported significantly higher
burnout scores’’ and were significantly more likely to
report compassion fatigue®* than their urban colleagues.
Similarly, working in a rural location was identified as a
potential risk factor for the development of burnout in
Swiss physicians.’® Rurality was not a potential predic-
tor for burnout in the Spanish studies.”®* One American
study reported rurally practising health care workers
did not require high levels of complex cases to develop
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burnout; they reported that the general stress and burdens
of rural practice led to the development of burnout, but
not compassion fatigue."!

Work stress

Several work stress was identified in studies from the
USA, Switzerland, Canada and Australia. They comprised
stress related to workload, inadequate staffing, and issues
with work-life balance,">****° job dissatisfaction®® and
professional isolation."

All four studies examining workload-related issues
found significant relationships with burnout.'>**3
Lack of control over global workload factors including the
adequacy of administration support, management acces-
sibility, consultation over role design, control over patient
allocation and adequate time for reporting significantly
increased the risk of burnout in American and Swiss
health care workers.>**3° Levels of staffing and resources
were reported in one Canadian study as having significant
associations with compassion fatigue and compassion
satisfaction.” Failure to maintain a healthy work-life bal-
ance placed American and Swiss health care workers at
significantly higher risk of developing burnout than those
who had good work-life balance.?**°

Canadian physicians experiencing job dissatisfaction®
were more likely to experience burnout, as were American
health care workers who had poor value alignment with
their organisation and management group.” American
health care workers who reported feelings of professional
and personal isolation were also more likely to experience
burnout.’® Conversely, American health care workers
who received specialised trauma training that developed
and enhanced their coping skills reported less burn-
out and compassion fatigue, and increased compassion
satisfaction."

3.2 | Visual organisation of potential
predictor variables

The results of this review are represented in Figure 2 to
provide a visual organisation of potential predictor vari-
ables associated with each of the elements of the ProQOL
model.

4 | DISCUSSION

This scoping review sought to identify the predictors of
compassion satisfaction and compassion fatigue in health
care workers providing health and rehabilitation services
in rural and remote locations. Our search identified 12 ar-
ticles that met the inclusion criteria. Several personal and

work-related variables that had been assessed as potential
predictors for one or more of the conditions were identi-
fied from these studies.

All studies provided potential predictors of burnout
in rural health care workers. However, fewer data were
available identifying potential predictors of compassion
satisfaction and fatigue for workers in rural settings, pos-
sibly because they are more recent concepts in the liter-
ature than burnout, which has been researched for over
40 years.”> Some sociodemographic and work-related
variables were commonly tested; others less so, often only
in one study. Together, they provide a broad view of the
potential predictors of compassion satisfaction and com-
passion fatigue in health care workers in rural and re-
mote locations and offer a basis for future research (see
Figure 2).

The most studied potential predictors in this review
were age, gender, work hours, and workload. Except for
workload, which was consistently positively associated
with burnout (see also the Aronsson et al. review’>),
the results were mixed in their implications for socio-
demographic and work-related variables as predictors.
Associations for age with burnout were either not signif-
icant or identified younger age as a potential predictor.
Associations for gender were mixed. Most samples com-
prised unequal proportions of men and women, which
may explain the mixed findings. However, our findings
are consistent with existing meta-analyses that have also
reported inconsistencies in results relating to relationships
between sociodemographic and work-related relation-
ships and compassion satisfaction, compassion fatigue
and burnout in health care workers.'***

Findings of lack of consistency in relationships of po-
tential predictor variables with outcome variables across
studies and between studies conducted in the same
countries suggest there may be other factors mediating
the impact of these potential predictors. The relation-
ship between age and burnout, for example, is reported
as being moderated by gender, marital status and vari-
ability in work experience.”® The relationship between
workload and burnout is moderated by workplace com-
mitment, working team quality and recognition from su-
pervisors.*® Other geographical, methodological or health
care system-related variables may have significantly in-
fluenced relationships with compassion satisfaction and
compassion fatigue, but these factors were not examined
in this review's studies.

Findings from this review identified very little is
known about possible predictors of compassion satis-
faction and fatigue for health care workers in rural and
remote settings outside the occupations of medicine
and nursing. A large proportion of the total sample
from studies in this review were nurses and physicians
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Personal Personal

Sociodemographics Sociodemographics
Age (varied results) Professional Age (+)
Gender (varied results) Quality of Life Gender (varied results)
Income (+) — Profesglon

- Profession (+)

C“‘f‘pass.‘O“ Comp'assion Level of qualification (+)
Work- related Satisfaction Fatigue
Job- related factors
Work hours (+) Work-related
Remuneration (+) Burnout Secondary Trauma Job- related factors
Work stressors Work hours (+)
Inadequate staffing (+) Work environment (+)
Remuneration

Personal
Sociodemographics
Age (1)

Gender (varied results)
Income (-)

Marital status (+)
Mental Health (+)
Empathy (+)
Mindfulness (+)
Religiosity (+)
Profession

Work- related
Job- related factors
Work hours (varied results)
Work environment (+)
Remuneration (+)
Rurality (+)
Work stressors
Global workload (+)
Work-life balance (+)
Job dissatisfaction (+)
Professional isolation (+)

Rurality (Varied results)
Work stressors
Inadequate staffing (+)

Profession (+)
Work experience (varied results)

Key:
() Negative relationship
(+) Positive relationship

Most studied variables from
12 articles
Age (n=28)
Gender (n = 8)
Work hours (n=5)
Global workload (n = 4)

FIGURE 2 Visual representation of potential predictor variables for compassion satisfaction and compassion fatigue using the ProQOL

model

(see also the Cavanagh et al review),"® which may re-
flect the dominance of these professions in health care
in Western nations, particularly as front-line workers.?’
It may also be that the recruitment of clinically based
front-line health care workers in research occurs be-
cause of their organisations’ engagement in academic
research programs and partnerships such as Clinical
Data Research Networks, which operate in predomi-
nantly clinical settings.*®

We anticipated that the existing literature may have
assessed the impacts of barriers to rural health care ser-
vice provision, including accessibility to local referral ser-
vices, adequate resourcing of equipment and funding to
develop improved health outcomes. However, no studies
identified in our review considered the impact of these
variables. These barriers have been reported previously by

practitioners with burnout as having a significant and neg-
ative impact on rural health practitioners’ mental health,
longevity in their role and quality-of-service provision for
clients. They are therefore of interest as possible predic-
tors of compassion fatigue.*

By not limiting the search strategy to any type of health
care profession, care provision or system, we anticipated
the findings would capture the impact of providing reha-
bilitation health care in schemes such as disability man-
agement (including the NDIS), workers’ compensation
and life insurance case management.40 However, none of
the studies included in this review provided information
about health care professionals working in rehabilitation
settings in rural and remote locations. It may be that the
professional isolation and lack of access to professional
development and organisational support faced by this
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section of the health care workforce have contributed to
a culture of ambivalence towards research.*" Regardless,
this finding suggests a significant gap in a rapidly growing
sector of the health care workforce, especially given the
rise in rehabilitation health care in Australia and other
Western nations, including the USA.*

In urban areas, rehabilitation health care workers re-
ported a moderate risk of burnout, an extremely high risk
of developing compassion fatigue and an extremely high
potential for developing and maintaining compassion sat-
isfaction.** Without studies from rural contexts, it is un-
clear whether the risks for these conditions are the same
for rural and remotely practising rehabilitation health
care workers. Further, none of the studies reported on the
nature of work undertaken in rehabilitation settings by
rehabilitation health care workers for people with disabil-
ities or occupational injuries. This finding was unexpected
considering the size of this health care workforce and the
rapidly growing nature of rehabilitation health care in
other Western nations.*

It could be argued that what is known about risk and
predictive factors for compassion satisfaction and com-
passion fatigue that arise from existing models of care,
primarily from urban settings, could be applied to rural
settings. However, in instances where urbanised health
care models have been engaged in rural locations, they
tend not to be fit for purpose due to the geographical,
cultural and socio-economic barriers unique to rural
health care.***® For example, in their assessment of
health care provisioning in rural and urban locations,
Weinhold and Gurtner*’ advised that attributes of pro-
viding health care differed markedly between the two
settings. This difference is mainly related to the need
for rural health care workers to manage the barriers
patients face with accessibility, affordability and diffi-
culty obtaining holistic health care. Indeed, health care
workers who have worked under urbanised models of
care and then practise in rural and remote locations are
often unprepared to manage these barriers and others
unique to rural and remote health care. Their inability
to provide effective health care results in distress, frus-
tration and feelings of being unsupported.*® Identifying
predictors for compassion satisfaction and compassion
fatigue therefore appears to be best done in the context
of the location of health care delivery and informed by
the workers who are engaged in delivering services to
overcome challenges of accessibility, opportunity and
retention.*!

There are limitations to this study that need to be con-
sidered. Although a thorough review was undertaken, el-
igible studies may have been missed as we did not review
all databases. The search was limited to publications in
English-reporting studies conducted in Western nations.

All studies identified in this review used a cross-sectional
design, so we can only comment on the relationships
between variables rather than causation. One-third of
the studies had low response rates, which increases the
risk of a non-response bias and possible over- or under-
representation of subgroups of health care workers in
these studies. None of the eligible studies distinguished
between rural or remote settings in their analyses, so we
could not report any potential predictor variables specific
to these two rural locations. Finally, all studies were self-
reported responses, which carries risks such as inflated or
minimised responses to lived experiences, the impact of
employer involvement on providing honest answers and
self-stigma.

This review identified several areas for future research.
Of interest was that few potential predictors had consis-
tent findings in any of the conditions. Studies that adopt a
longitudinal design to explore the influence of sociodemo-
graphic and work-related variables on the development of
compassion satisfaction and compassion fatigue would
provide greater clarity on identifying at-risk health care
workers in rural and remote locations. Participants in the
majority of studies in this review were nurses and physi-
cians. Having information about predictors for a broader
range of health professions working in clinical and allied
health care in rural and remote locations would provide a
better foundation for identifying specific prevention inter-
ventions for clinical and community-based workers. The
admission criteria of many health care training agencies
take rural lived experience into consideration. Studies
that explore the rural origins of health care workers or
formative years spent in rural locations as predictors of
compassion satisfaction and compassion fatigue would
identify differences between local and relocated health
care workers. Few studies in this review reported predic-
tors of compassion satisfaction. Given the central role of
compassion satisfaction in preventing compassion fatigue,
studies that identify predictors of compassion satisfaction
in rural and remote health care workers are now needed.
Lastly, recruitment methods that attract larger samples of
rural and remote workers to research will obtain a clearer
picture of the different risk and protective factors between
urban and rural and remote cohorts and between rural
and remote cohorts.

5 | CONCLUSION

The results from this review show that little work has con-
centrated on identifying predictors of compassion satisfac-
tion and compassion fatigue in rural and remote health care
workers systematically or comprehensively. Several soci-
odemographic and work-related variables were identified
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as potential predictors in several studies, although few had
consistent findings in any of the conditions. The search did
not reveal any studies that reported potential predictors of
compassion satisfaction and compassion fatigue in health
care workers in rehabilitation settings in rural and remote
locations. Further research with this group of health care
workers is required to inform employers, policy-makers
and rehabilitation health care workers of the risk and pro-
tective factors faced with rural and remote practice.
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Chapter 3: Compassion Satisfaction and Compassion Fatigue: Experiences of

Rehabilitation Healthcare Workers in Rural and Remote Locations in Australia

Chapter Introduction

Chapter 3 presents the second published study of this thesis. This qualitative study
used semi-structured interviews and thematic analysis to gain an understanding of rural and
remote rehabilitation healthcare workers’ perceptions and experiences of compassion
satisfaction and compassion fatigue. The interview guide was developed based on the
findings and conceptual framework from Study 1 (Chapter 2). Findings highlighted the
influence of quality of work life, organisational and workplace culture, and management
practices, particularly KPls, on both compassion satisfaction and compassion fatigue. Several
sources of compassion satisfaction were also identified as contributing to compassion
fatigue, suggesting that compassion satisfaction is unlikely to be experienced without the
risk of compassion fatigue.

Note to the reader: Member checking was not undertaken in this study. Instead,
credibility was supported through careful data handling, systematic and iterative analysis,
and ongoing researcher reflexivity throughout the analytic process.

Supporting documents can be found in the following appendices:

e Appendix D: Study 2 Ethics Approval 2018-524

e Appendix E: Study 2 Invitation to Participate

e Appendix F: Study 2 Participant Information Statement
e Appendix G: Study 2 Participant Consent Form

e Appendix H: Study 2 COREQ checklist.
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Purpose. This study sought to gain an understanding of rural and remote rehabilitation healthcare workers’ perceptions and
experiences of compassion satisfaction and compassion fatigue. Method. Sixteen rehabilitation workers from four national
providers of rehabilitation services to rural and remote communities participated in semistructured interviews conducted by
telephone over a four-month period in 2018-2019. Braun and Clarke’s six-phase framework guided the thematic analysis. Findings.
Quality of work life, organisational and workplace culture, and organisational management practices, particularly key per-
formance indicators (KPIs), were reported as impacting compassion satisfaction and compassion fatigue. Sources of compassion
satisfaction were also common to the development of compassion fatigue, suggesting that it is unlikely for compassion satisfaction
to be experienced without risk of compassion fatigue. Conclusion. Although there are similarities in experiences of compassion
satisfaction and compassion fatigue with other remote healthcare workers, for rehabilitation workers, KPIs were a unique concern,
mainly due to their uniformity regardless of geographic location. Participants’ concerns about meeting KPIs increased their work-
related pressures, normalised unsafe work practices, and were a cause of recruitment and retention concerns. These perceived
influences suggest that rehabilitation workers have a lower likelihood of developing and maintaining compassion satisfaction and

a heightened risk of developing compassion fatigue than other rural or remote healthcare workers.

1. Introduction

Healthcare is associated with being a caring, fulfilling, and
meaningful career; however, it is also demanding and
stressful and presents an ever-changing work environment,
which may influence the professional quality of life [1, 2].
The professional quality of life of healthcare workers is
positively and negatively shaped by factors including
workplace relationships, management, workload, and care
recipient interactions [3]. Professional quality of life refers to
the positive (compassion satisfaction) and negative (com-
passion fatigue) thoughts, feelings, and emotions when
working in a care provision role, such as healthcare [4].
Compassion satisfaction and compassion fatigue are
concepts associated with healthcare workers and workers in
other caregiving professions, with the concepts guided, and

most commonly measured by Stamm’s professional quality of
life measure (ProQOL) [5]. Professional quality of life out-
comes are determined by the relationships between work and
personal life, work environment, job role and tasks, re-
muneration and benefits, organisational culture, and admin-
istrative systems [6]. However, as the ProQOL measure does
not have reference to rurality or remoteness, it is unclear
whether the ProQOL measure was developed with consider-
ation to rurality. Thus, we do not know if the ProQOL measure
is in fact relevant to rural and remote healthcare workers.

Approximately 7 million (28%) Australians reside in
rural and remote locations [7]. Due to ongoing shortages
and decline in the healthcare workforce across all special-
isations in rural and remote locations, Australians living
outside urban areas face poorer health outcomes and sig-
nificant barriers to healthcare accessibility [7].



Professional quality of work life of healthcare workers has
been well documented, particularly amongst healthcare
workers in urban locations. Urban practicing rehabilitation
healthcare workers have a high risk of exposure to compassion
fatigue with contributing factors including unreasonable time
constraints, high work demands, administrative burden, crit-
ical decision making, poor work-life balance, suboptimal
organisational governance, and feeling underappreciated at
work [8]. Urban healthcare workers have a very high potential
for developing and maintaining compassion satisfaction when
they are satisfied with their work content, have positive
working relationships, and are provided with flexible working
arrangements. Those in management positions were also more
likely to report compassion satisfaction due to their ability to
influence organisational culture and have greater autonomy in
their role [8].

A recent review identified that there is very little research
available on the experiences of compassion satisfaction and
compassion fatigue in rural and remote settings outside the
occupations of medicine and nursing [9]. Within these two
professions, contributions to greater compassion fatigue and
lower compassion satisfaction have been identified for rural
and remote workers. Nurses working in very remote areas of
Australia were at risk of compassion fatigue due to high
levels of emotional exhaustion, stress, and burnout, with
moderate levels of job satisfaction due to the need to work
beyond the scope of what would be expected in urban
nursing practice [10]. Similarly, medical practitioners faced
additional stressors compared to their urban colleagues.
These stressors included limited healthcare resources, lim-
ited referral services, excessive travel, and greater generalist
practitioner expectations, all of which may increase the risk
of burnout, which is an element of compassion fatigue
[11, 12]. Psychosocial support from family and friends was
identified as a protective factor against the development of
occupational stress and burnout in rural and remotely
practicing medical practitioners [11]. While unique com-
passion satisfaction experiences and compassion fatigue-
related challenges faced by rural and remotely practicing
medical practitioners and nurses have been explored
somewhat, there appears to be no exploration of the com-
passion satisfaction and compassion fatigue experiences of
rural and remote rehabilitation sector of the healthcare
workforce.

Rehabilitation healthcare workers are allied health pro-
fessionals representing a growing workforce in Australia and
internationally [13, 14]. Rehabilitation healthcare comprises
disability management, occupational rehabilitation, medical
rehabilitation, and injury management and prevention [15].
Rehabilitation healthcare is provided by multidisciplinary
teams, encompassing medical and allied health professionals,
with the aim of improving patient functionality, facilitating
community engagement and participation in the workforce
following injury or illness. Services are frequently provided
through schemes such as workers’ compensation, life in-
surance, and the Australian National Disability Insurance
Scheme (NDIS).

Rehabilitation healthcare differs from medically orien-
tated healthcare in that it is often provided within home and
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community settings and focuses on optimising functionality
and independence of the individual to ensure a meaningful
and better quality of life when undertaking activities such as
work, education, and community participation [15]. Given
that the role of rehabilitation healthcare workers differs from
medical and nursing roles, it is not clear whether com-
passion satisfaction and compassion fatigue-related expe-
riences are similar.

Investigating compassion satisfaction and compassion
fatigue in rural and remotely practicing rehabilitation
healthcare workers will help provide insight into issues they
perceive as influencing employment attraction and retention
and identify risks and protections which may have an impact
on their professional quality of life. These insights could help
maximise rehabilitation healthcare worker retention and, by
doing so, support more positive health outcomes for the 28%
of Australians residing in rural and remote locations [7].

In summary, rehabilitation healthcare workers are
a growing part of the Australian healthcare workforce [16].
There is however clear evidence of high turnover and dif-
ficulties recruiting rehabilitation healthcare workers in rural
and remote areas [17, 18]. We know that compassion sat-
isfaction and compassion fatigue impact upon retention
within nursing and medical professions. It is likely that this
is the case for rehabilitation healthcare workers as well. To
date however, there has not been an exploration of re-
habilitation healthcare workers experiences of compassion
satisfaction and compassion fatigue therefore we do not
know if aspects are consistent with the more medically
oriented professions of nursing and medicine or if they
differ. Thus, the focus of the current study is to develop an
understanding of rural and remotely practicing re-
habilitation healthcare workers’ perceptions and experiences
of compassion satisfaction and compassion fatigue. The
study’s research question was what experiences or situations
do rehabilitation healthcare workers in rural and remote
Australia describe as influencing their compassion satis-
faction and compassion fatigue?

2. Methods

2.1. Study Design. A qualitative approach was used to ex-
plore the perceptions and experiences of compassion sat-
isfaction and compassion fatigue of individuals currently
employed as rehabilitation healthcare workers in rural or
remote locations in Australia. A qualitative methodology
was chosen given the limited current understanding of the
research topic [19]. The Consolidated Criteria for Reporting
Qualitative Research (COREQ) checklist was used to guide
our reporting of the study methods [20].

2.2. Participants. Sixteen rehabilitation healthcare workers
from four national occupational rehabilitation companies
that provide rehabilitation services to rural and remote
communities participated in this study. Except for one
participant (6%) employed by one of the companies as
a vocational consultant to assist ill and injured workers with
return-to-work planning, all participants were university-
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educated allied health professionals: occupational therapist
(n=6, 37%), rehabilitation counsellor (n =3, 19%), exercise
physiologist (n=2, 13%), psychologist (n=2, 13%), and
social worker (n=2, 13%). Participants were distributed
between management/supervisory roles (n=8, 50%) and
rehabilitation consultant positions (n=7, 44%), with one
vocational consultant (n=1, 6%). All participants in man-
agement/supervisory roles were also actively engaged in
rehabilitation care provision, with their own caseload to
manage. Most were female (n =12, 75%) (which reflects the
dominance of females working in rehabilitation healthcare),
in a partner/spouse relationship (n =10, 63%), and working
full time (n =14, 88%) in New South Wales (n=9, 56%).
Other areas represented were Victoria (n=4, 25%),
Queensland (17 =2, 13%), and Western Australia (n=1, 6%).
Based on the Australian Bureau of Statistics (ABS) Aus-
tralian Statistical Geography Standard (ASGS) Edition 3,
four participants (25%) worked within inner regional
Australia, nine participants (56%) worked within both inner
and outer regional Australia, with three participants (19%)
working in both remote and very remote Australia (Aus-
tralian states are very large, with NSW >800,000 square
kilometres, which is larger than the United Kingdom and
France combined). Four (25%) had non-work-related carer
responsibilities. The average years of work experience as
a rehabilitation healthcare worker was 3.21years (range
0.5-13 years).

2.3. Procedure. The study’s protocol was approved by the
University of Sydney’s Human Research Ethics Committee
(Project No: 2018/524). Recruitment involved purposive
sampling. Employers of the four organisations emailed an
invitation to participate in the study to all of their re-
habilitation healthcare workers in rural and remote locations
(approximately n=100). The study’s participant information
sheet and consent form were included in the invitation.
Participants were requested to contact the researcher directly if
they had any questions or wished to participate. All workers
who contacted the researcher expressed interest in partici-
pating and were provided with an interview time. All provided
written consent to participate and for the interview to be
audio-recorded. Participants were interviewed from October
2018 to January 2019, a period preceding any COVID-19
restrictions, in Australia.

Interviews were conducted by the first author, a female
Masters’ level qualified rehabilitation counsellor with ex-
tensive experience working in the rehabilitation healthcare
sector, including time working in rural and remote locations.
The participant information sheet provided participants
with information about the interviewer, which enabled
participants to make an informed decision about whether
they felt comfortable participating.

The interview guide was first “piloted” using three re-
habilitation healthcare workers known to the first author as
former colleagues. There was no ongoing working re-
lationship with these participants, nor was there any per-
sonal relationship with them. To ensure lines of enquiry
remained true to participants’ data, the pilot study outcomes
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were reviewed and discussed by two of the research team. In
these first three interviews, the interviewer checked the
phrasing of questions and “tested” the number of questions/
length of interview. Consent was obtained from these first
three interview participants, and their data were included in
the main study. The “pilot” did not result in any changes to
the interview guide.

Participants knew from the study’s participant in-
formation sheet that the topic was compassion satisfaction
and compassion fatigue. Participants were provided with an
introduction to the study and were asked to describe their
understanding of compassion satisfaction and compassion
fatigue. The request for participants to provide their
thoughts prior to the researcher explaining the concepts was
to ensure that the participants were able to provide their
answers in an informed manner and ensure that contextually
relevant information was provided.

2.4. Data Collection. Interviews of 16 participants were
conducted over the telephone in a private location of the
participants’ choice, with no presence of others. Interviews
commenced with some demographic questions relating to
employment type, locations and length of service in rural and
remote rehabilitation, qualifications, living arrangements, and
gender. Participants were then asked about their broad un-
derstanding of the terms “compassion satisfaction” and
“compassion fatigue.” If there were any misunderstandings
about these concepts, the interviewer explained their
meanings to ensure that in the main part of the interview,
participants would be describing experiences related to the
topic of the study. This clarification was simply around the
terminology, and the interviewer did not discuss what might
or might not support compassion satisfaction or lead to
compassion fatigue. This was followed with a semistructured
interview based around broad, open-ended questions from
the interview guide (see Table 1). The guide was used flexibly
so that participants could elaborate on topics of importance to
them, and the interviewer could explore topics raised by
participants in more depth.

Interviews ranged from 25 to 40 minutes and were
recorded and transcribed verbatim. Other than the three
pilot study participants, no prior relationships existed be-
tween the interviewer and participants, no participants
withdrew from the study, and no repeat interviews were
undertaken. After approximately nine interviews, no new
concepts were being introduced by participants. By the 16
interview, codes were detailed and well-understood, and it
was likely that saturation had occurred, and thus, no further
recruitment was required [21].

2.5. Analysis. Braun and Clarke’s six-phase framework for
thematic analysis [22] with theoretical analysis and open
coding was used to analyse interview data. These six steps are
(1) data familiarisation and writing familiarisation notes; (2)
systematic data coding; (3) generating initial themes from
coded and collated data; (4) developing and reviewing
themes; (5) refining, defining, and naming themes; and (6)
writing the report. Rather than occurring in a linear fashion,
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TaBLE 1: Interview guide questions.

Did your professional training prepare you for working in a rural
setting? (explore why/why not)

What type of things impact your ability to provide compassionate
care when working with clients?

What workplace supports help you to provide compassionate care
when working with clients?

Have there been times in your career where your ability to provide
compassionate care has fluctuated?

Prompts: Why do you think it fluctuated at that time?

What would have helped you at that time?

Was help provided? What help?

Did you or anyone else make any changes to the way things

were?

Did that help? How?
Are there any nonwork stressors or supports that impacts your
[ability to provide compassionate care/compassion levels]?
What—can you describe?
You'll be familiar with the term “quality of life”—can you tell me
about your work quality of life?
On a scale of 1-10 where 1 is very poor and 10 is very high, how
would you rate your work quality of life?
Have you ever thought about leaving your current role or work in
this profession?

If yes—can you explain why/provide examples? What has

helped you stay in the role?

If no—can you explain why? What supports you in your role?
Do you have any suggestions or recommendations on ways the
workplace can help to improve rehabilitation healthcare workers
ability to provide compassionate care?

these steps were recursive with data collection and analysis
being conducted simultaneously through an iterative pro-
cess [22]. Importantly, within this study, we adopted
a “codebook” version of Thematic Analysis [22]. An initial
“codebook” was developed with potential codes drawn from
a prior scoping review of relevant literature [9]. This was
however a flexible starting point with expectation that codes
would be refined and removed and new codes would be
developed through inductive data engagement and the
analytic process [22].

Authors one and two independently coded the first three
transcripts. Inductive and deductive reasoning were si-
multaneously employed to recognise data segments that
aligned with existing codebook codes and data that indicated
the need for existing codes to change or new codes to be
formed [23]. They then met to discuss and reach coding
agreements. All following transcripts were then coded by
author one. Throughout the process of analysis, authors one
and two engaged in reflexive discussions around the de-
veloping codes and themes to ensure that codes faithfully
represented the data. Author one took notes immediately
after the interviews and during the coding process to aid
reflective discussions. As the analysis progressed, concep-
tually similar codes were drawn together into broader
themes. Codes that were similarly aligned were grouped into
themes and then further grouped into subthemes, and this
was defined in a thematic table (Table 2). All transcripts were
deidentified and referred to as participants (P) and allocated
a number based on their place in the 16 interviews.
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3. Findings

The following section presents the findings of participant
perceptions of possible reasons they may experience com-
passion satisfaction and compassion fatigue. Participant
responses were categorised into three overarching themes:
quality of work-life, organisational and workplace culture,
and organisational management practices. The themes,
subthemes, and codes are presented in Table 2.

3.1. Quality of Work Life. Theme one describes the aspects of
quality of work life that participants perceived to impact
upon their compassion satisfaction and compassion fatigue.
It comprises three subthemes: psychosocial stressors, work-
life balance, and rurality. Each of these subthemes is pre-
sented below. Participants talked about the positive and
negative impacts of work, including workplace environment,
professional development, company benefits, and workplace
culture. They also suggested that the quality of work life was
influenced by psychosocial stressors including home life and
social environment.

3.1.1. Psychosocial Stressors. Participants reported psycho-
social stressors, including personal relationships, family
stress, and personal stress which have negatively impacted
their quality of work life. Psychosocial stressors are life
situations (personal or professional) or events which may
lead to poor psychological and physical health outcomes.

(1) Personal Relationships. Personal “relationship problems”
(P.14) within the family unit of participants were considered
to negatively impact compassion levels “if you have hardship
in your personal life, it can have a big impact on your ability
to provide compassionate care.” (P.8). This resulted in
difficulty delivering compassionate care “if things at home
were not that good, your capacity to deliver compassionate
services is absolutely diminished” (P.10). One participant
said, “T am 100% positive if me and my girlfriend had an
argument, I was in a bad mood and didn’t want to deal with
anyone’s crap, it would impact my ability to provide
compassionate care” (P.13).

Participants reported having a “strong supportive
partner to come home to” (P.1) made it easier to be “engaged
and focussed with work” (P.10), with one participant ad-
vising “If 'm happy with my home life, 'm happy going into
work” (P.1). Positive personal relationships appear to in-
fluence compassion satisfaction.

(2) Family and Personal Stress. Participants talked about
family and personal stress including financial difficulties,
parenting responsibilities (including pregnancy), relation-
ship separation, and unemployment of a partner. They also
suggested that flexible working arrangements were beneficial
when managing burnout and minimising compassion fa-
tigue, as one participant said, “being able to work from
home, having flexibility is helpful, I had to find out the limit
about how much work I can do before it becomes over-
whelming” (P.2). Employer-provided allowances for self-

9SUQOIT SUOWWO)) dA1Ea1)) d[qeat[dde ay) Aq PauIdA0S oIk SI[ONIE W) 3N JO SI[NI 10] AIRIqIT dUI[UQ) AJ[IA\ UO (SUOIIPUOI-PUB-SULIA)/ WO AS[IM" AIRIqI[aur[uo//:sd)y) SUonIpuoy) pue swd J, 3y 99§ *[S70Z/+0/S0] U0 A1eiqr auruQ A3[IA © [I9UNO)) YOILISAY [BIIPIJA PUY YI[BIH [BUONEN - [IRINIA A[[9Y Aq [+HET8T/HTOT/SST 170 1/10p/w0d KoM’ AIeIqi[our[uo//:sdny woy papeoumo(] ‘| “+z0g dsy



83

Health & Social Care in the Community 5
TaBLE 2: Thematic table for aspects reported as influencing participants’ compassion satisfaction and compassion fatigue.
Perceived
influence
Overarching themes Subthemes Codes on CS and
CF
CS CF
. . Personal relationships v v
(i) Psychosocial stressors Family and personal stress v v
Theme 1: quality of work life (ii) Work-life balance Personal boundaries v v
Performance expectations X v
(iii) Ruralit Professional isolation v v
Y Travel v 4
(i) Health, safety, and wellbeing En.V1ronment.al conditions X v
.. Client behaviour X V4
Theme 2: organisational and workplace culture Kol lationshi
(ii) Human resources Workplace relationships X v
Staff recruitment and retention 4 4
(i) Stakeholder expectations Stakeholder management X v
. . Caseload v v
Theme 3: organisational management practices .. £
(ii) Service delivery model Provision of care v v
Employee support v v

v Indicates a perceived influence on compassion satisfaction/compassion fatigue. X Indicates no perceived influence on compassion satisfaction/compassion

fatigue.

care were reported to assist in managing family and personal
stressors because “you get to spend money on [your] health
and self-care once a month which is good” (P.7).

When faced with heightened personal relationship
concerns, family stress, and personal stress “you have days
where you can’t tolerate other people” (P.11), which “limits
compassion” (P.12) and results in a decreased tolerance to
case complexities. Participants reported frustration with
their inability to compartmentalise stress arising from
personal relationships, family stress, and personal stress.
Reported impacts included being “really tired” (P.6), a “bad
mood” (P.13), “feeling frustrated” (P.5), “exhaustion or
being rundown” (P.9), and being “overwhelmed” (P.11).
However, one participant reported attending work assists
with managing personal stress: “my job keeps me sane
because I go to work and that’s pulling me out of the trauma
so that’s good” (P.7).

3.1.2. Work-Life Balance. Participants explained that in
rural settings, it is difficult to separate work from personal
life and set clear personal boundaries, particularly when
managing performance expectations. Participants reported
an immersion of home and work life, particularly when there
is no regional office and staff work from a home office.

(1) Personal Boundaries. Participants reported difficulties in
managing personal boundaries for home and work life re-
garding work hours. One participant said that they “found
out the hard way what impact it might have on your home
life if you're working all the time” (P.2). When working from
home “it’s difficult to make boundaries, you have your
laptop in your home office, it’s not easy to close that door
and walk away” (P.11). When aiming to meet KPIs, “I'd work
over the weekend, but that wasn’t good for my mental health,
and it has an impact on relationships” (P.1). One participant

discussed the impact of work encroaching on personal time
“My mood was impacted so, in my relationships, I wasn’t
me. They didn’t enjoy spending time with me, I didn’t enjoy
[it] either.” (P.16).

Participants reported that “flexibility to be in charge of
work [structure]’ (P.3), “working from home” (P. 11), and
“flexibility of work hours” (P.6) enabled a better work life
balance. This finding suggests that flexible employment
options may contribute to compassion satisfaction.

(2) Performance Expectations. There was a perception
amongst participants that it is difficult to set boundaries for
work hours, particularly KPI expectations. All participants
reported working within a schedule of billable hours, rather
than standard working hours. The pressures of billable hours
resulted in unsafe work practices such as working excessive
hours, often extended periods without a break, resulting in
fatigue: “I have a target I struggle to hit every month, no
matter how much work I'm doing, which was really draining
for me” (P.6) and “we work long hours in the day, so those
boundaries are challenging” (P.11).

Most participants minimised their experiences with
psychologically and physically unsafe work practices when
discussing personal boundaries and performance expecta-
tions. It was noted as “part of the role” (P.8) and “the nature
of work” (P.10) to be successful in meeting their KPI targets.

3.1.3. Rurality. Participants identified issues specific to rural
and remote practice (professional isolation and travel) as
impactful to their quality of work life. Rurality resulted in
perceptions of unrealistic KPIs and limited opportunity for
supportive interactions with their leadership cohort.

(1) Professional Isolation. Participants reported feeling iso-
lated from management and colleagues when not based in
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the same geographic location. The feelings of isolation
appeared linked to perceptions of lack of support from
management, due to the regional location. As one partici-
pant said, they “definitely feel isolated in terms of support”
(P.13).

When management attended the rural and remote of-
fices, participants felt there was disengagement and a lack of
substance, with some participants wanting to have their
isolation acknowledged and validated. One said, “Having
head office or management visit, it’s very short, sharp, and
quick. If they spent time to get to know the team that would
go along way” (P.12), while another suggested, “Engagement
with head office would be excellent. It feels like we're in
a bubble, so having them say, we know you’re here, we
appreciate what you are doing, would help the overall en-
vironment and culture” (P.1).

Participants reported that professional isolation led to
limited opportunities for face-to-face debriefing and collabo-
ration with colleagues. They were often the only rehabilitation
healthcare worker in their location, resulting in limited support
following emotional or stressful situations: “you don’t have the
people around you to debrief” (P.10). This also applied to staff
working from home due to no regionally based office space.
One participant advised that they “get the sense of feeling
isolated when I work from home because there’s no one there to
chat with or debrief” (P.9). Participants reported that they have
access to Employee Assistance Providers (EAP); however, they
reported a preference to debrief and deescalate with a colleague
or manager. Opportunity to debrief with other rural and re-
motely based colleagues facing similar service delivery barriers
had proven beneficial to some participants: “I have found the
informal supports, talking with other consultants regionally,
being able to connect with other regional branches, and debrief
with them about the challenges is really helpful” (P.2).

Participants reported not only geographic isolation from
management and colleagues but also professional isolation
regarding workplace supports, such as access to referral
services. They advised that “being regional is more chal-
lenging than Sydney [state capital of NSW], I struggle to find
services” (P.6). Provision of equipment to undertake their
roles adequately and safely was another challenge:

IfIT [information technology staft] could visit the remote
sites and understand our issues that would be amazing.
They tend to travel here for half a day and leave us with
a pile of shit to pick up. It’s one of the most frustrating
things and the lack of resources. We have to wait for
someone to come down to bring us something or wait for
when one of us travels up to get some new stuff because
freight costs money (P.12).

(2) Travel. Most participants reported fatigue, exhaustion,
and stress due to the frequency and duration of travel:
“there’s a fair bit of travel, you start getting tired” (P.10).
Participants noted frustrations with work-related travel
impacting their personal life: “I struggled with travel quite
a bit you might have an appointment late in the afternoon
and then you've still got to travel back afterward” (P.1). One
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participant reported travel negatively impacted on ability to
provide adequate support to all cases:

When the caseloads are high and geographically, you're
extended, the pressure is higher. You can bill for trav-
elling, but when you have 30 other people on your
caseload it’s not equitable allocation of my time when they
all need support (P.15).

Meeting KPIs while travelling was a challenge for par-
ticipants, particularly timeliness of service provision. One
participant commented that “travel impacts the service that
people get from me. I drive 1500 kilometres a week and that’s
huge chunks of my time where I'm not available” (P.2).
Participants reported a lack of connectivity with Internet
and phone reception whilst travelling and time spent driving
resulted in being behind on their workload: “on the road,
you don’t have the accessibility of being able to call or e-mail,
you might have someone who needs support, but you can’t
contact them for a couple of days” (P.11).

It appeared for some participants that travel is likely to
be a protective factor in the development and maintenance
of compassion satisfaction, with participants reporting “I
like the travel. I'm not happy behind a desk” (P.12), “I love
being able to explore and the diversity of it” (P.1), and “this
[travel] is why, I took the role” (P.12). One participant
reported enjoying the autonomy of travel “I like travelling
around and being my own boss, it’s doing what I love” (P.7).

3.2. Organisational and Workplace Culture. Theme two
describes the perceived impacts of organisational and
workplace culture reported by participants. It comprises two
subthemes: health, safety, and wellbeing; and human re-
sources. Each of these subthemes is presented as follows.

Organisational culture is guided by the values, beliefs,
and corporate objectives of the organisation and is modelled
by leadership behaviour, which influences workplace culture
encompassing employee satisfaction, attitudes, and behav-
iour. Environmental conditions, client behaviour, workplace
relationships, and staff retention and recruitment are ele-
ments of organisational and workplace culture that partic-
ipants in this study reported as influencing the development
of compassion satisfaction and compassion fatigue. When
questioned about culture, all participants reported that it can
negatively or positively impact their quality of work life and
it is regularly changing. This was attributed to the high
turnover of management and staff and adequacy of work
health and safety support and training, particularly when
dealing with environmental considerations, personal safety,
and unpredictability of clients.

3.2.1. Health, Safety, and Wellbeing. Participants reported
workplace health and safety concerns including threats of
violence, sexual harassment, aggressive and intimidating
behaviour, and verbal abuse. Female participants were more
likely to report concerns with health, safety, and wellbeing.
Most participants noted some form of company policy or
procedure relating to safety in clients’ homes but were
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unable to explain what the documents covered and whether
they felt that the documents were situationally appropriate
to rural and remote practice.

(1) Environmental Conditions. Participants reported con-
cerns with undertaking home visits with clients. Risks in-
cluded lack of phone or Internet reception when travelling
and conducting appointments at client homes in isolated
locations. For example, one participant said, “I've driven
down a dead end and don’t know where I am and there’s no
cell service, it’s frightening going to farms by yourself
meeting random people it is daunting going into places
where safety may not be guaranteed” (P.12). Participants’
only means of safety monitoring was reliant on telephone/
Internet connectivity, which is unreliable in rural and re-
mote areas. One participant reported that their company
safety strategy is reliant on telecommunications: “once
you're out of the appointment sending a message [to the
receptionist] and say, heading home now. And keeping
calendars updated with addresses, so if there are concerns,
they know where we’ve been” (P1).

Participants described an absence of formal safety
monitoring and risk assessment and a lack of strategy to
manage or report poor client behaviour. Regarding their
safety strategy, P7 who works in a remote office, two hours
away from other staff reported, “we have a code word that we
can text to somebody. But usually I stand up and scream.”

(2) Client Behaviour. When questioned about personal safety
and security experiences, no participants reported the
availability of appropriate safety mechanisms to manage
dangerous situations when dealing with clients, particularly
in client homes or in a one-on-one setting. One participant
noted a self-management strategy of sitting by the door and
keeping a key and phone on their person:

if you go into a house make sure you sit by the door, by an
exit, so if you need to get out you can, making sure you're
keeping your keys and your phone in your pocket, on your
person so if you need to make a quick escape, making sure
your car’s parked so you can make a quick escape. Being in
this regional area, you've got people who are out on
properties and there is an element of, am I going to come
out of this alive (P.1).

Participants reported frequent exposure to inappropriate
client behaviour, including “very angry and very aggressive”
(P.9) conduct, threats of physical violence such as “he came
in with a knife” (P.12), “stalking” and “being held against our
will” (P.14), “verbal threats” (P.13), and sexual harassment:
“he had been sexually inappropriate and had potential to be
quite aggressive” (P.2).

In most instances, this was reported to management and
participants noted often nothing was done, or there was
a change of rehabilitation healthcare worker, passing the
problem between consultants, for example, one participant
said, “people have acted very inappropriately, and we’ve
decided to change consultants to a male. Sometimes, we get
cases flagged with us that this [client] is going to be
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a concern. We're an all-female office” (P.12). Another
participant who reported experiencing sexual harassment
and violence noted that management was informed but did
not reallocate the case as there were no other locally based
consultants available:

It can get very violent. I was imagining my death at one of
them, it was real bad. I reported it, he was sexually
harassing me, but they were like we’ll try and get it closed
as quick as possible, make sure you’re just meeting in
a public place, keep meeting in a public place for a few
more times and then we’ll close it (P.7).

3.2.2. Human Resources. Participants reported workplace
relationships and staff retention and recruitment as ongoing
concerns which impacted their quality of work life.
Workplace relationships encompassed relationships be-
tween staft, colleagues, and management and were identified
by participants as being influenced by workplace and
organisational culture. They further suggested that staff
recruitment and retention directly impacted workload and
workplace culture due to the constant turnover of staff.

(1) Workplace Relationships. Participants reported that the
organisational culture, and engagement and leadership from
management, influenced their ability to successtully develop
and maintain workplace relationships. One participant
expressed frustration with the lack of engagement from
urban based management, as they demonstrated little un-
derstanding of the complexities associated with rural and
remote practice: “From the head office, it feels like we are
forgotten about because we’re out here, rural and no one
thinks about or understands what it is that goes on” (P.1).

Respondents commented that relationships between
colleagues are impactful on “the culture of the office” (P.12).
One participant reported “relationships at work impact
compassion; the environment and employee support have
a real impact on your work, and you lose motivation and
ability to develop relationships” (P.8). The small commu-
nities within rural locations made it difficult for participants
to separate their work and social lives, with participants
often knowing clients or colleagues outside of work: “neg-
ative attitude has [sic] been hard to cope with; whenever
there’s work drinks, everyone’s getting in each other’s
hair” (P.1).

(2) Staff Recruitment and Retention. Participants discussed
ongoing issues with high rates of staff attrition: “we’ve had
a lot of turnover in regional branches” (P.2). Frequent staft
turnover impacts caseload management, resulting in cases
consistently being reallocated to colleagues, often resulting
in lower recovery rates and increased burden of caseload on
remaining staff:

Being the only OT [occupational therapist] I get swamped
with work, I had too many files and was not coping. I was
crying every day because I was overwhelmed. Another OT
would be nice, but it’s hard to get people in this area (P.6).
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Despite reporting “such a high turnover” (P.6), participants
described poor labour market conditions for career options
with alternative employers in their region: “I have looked for
other jobs down here, but the labour market’s pretty poor”
(P.12). Although there is a high demand for rehabilitation
healthcare workers in rural and remote areas, the lack of
employer options has resulted in participants staying in em-
ployment they are not happy with. One participant disclosed
that “we had some issues in the office with culture, I was
considering moving to a different job” (P.8). When participants
have considered changing employers, they have been faced
with poorer job prospects due to limited alternative employers
“the job prospects are not as good compared to the city. There
might not be any other options” (P.5).

Participants reported “job security and [positive] work-
place culture” (P.5), “management support” (P.2), and op-
portunity for “career progression” (P.8) have retained them in
rural/remote practice with one participant reporting that they
have “thrived and enjoyed the challenges” (P.8). These factors
are likely indicators for compassion satisfaction.

3.3. Organisational Management Practices. Theme three
describes the perceived impacts of organisational manage-
ment practices reported by participants and reflects the two
subthemes of stakeholder expectations and the service de-
livery model. Organisational management practices, namely,
stakeholder expectations, and service delivery models were
reported by participants as influencing their professional
quality of life. Stakeholder management, caseload, provision
of care, and employee support are governed by organisa-
tional management practices through internal policy and
procedure and contractual obligations with external clients
such as insurers.

3.3.1. Stakeholder Expectations. Stakeholder expectations
include managing internal and external stakeholder re-
lationships between colleagues and management, the client
(care recipient), the paying customer (workplace or insurer),
and treating healthcare practitioners.

Case management is the fundamental element of re-
habilitation healthcare work and cases need to be managed
within the organisational KPI framework to ensure that
stakeholder expectations are met. However, caseload and
case complexity were reported as a central feature con-
tributing to participant stress and fatigue:

It’s not necessarily the number of clients that is an issue. If
I go over 45, 50 [cases] then it really starts to get quite
difficult and there just aren’t enough minutes in a day. I
have had instances where I have had a lower caseload but
because they’ve been so complex, there’s so much addi-
tional work and time that needs to go into it (P.9)

Caseload and case complexity “impact your ability to cope
and manage stress” (P.3) which was reported as influencing
case outcomes and stakeholder expectations. One participant
reported “having caseloads that are manageable, so you are able
to service clients in the best way possible and maintain a client
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focus” (P.3) assisted in delivering positive case outcomes and
decreased stress associated with managing stakeholder ex-
pectations. A participant reported difficulty in managing
stakeholder expectations when there is little tolerance from the
stakeholders with managing case complexities:

There’s [sic] challenges of trying to do business with
somebody trying to find something wrong in everything
you do, that’s a stressor. They can be the biggest barrier in
everything, the attitude that the insurers have. Particularly
the more complex it gets and more things that should have
happened [with cases] don’t happen or, it doesn’t go as
well as it could [because of administrative errors] (P.10).

(1) Stakeholder Management. Respondents reported that
stakeholder expectations were the same regardless of geo-
graphical location. Having the same expectations as better
resourced urban areas resulted in additional stress. This was
due to the lack of available referral and “recommending
services” (P.6) and poor “labour market” (P.12) options with
“very little jobs available” (P.6) to match transferrable skills
and experience of clients. Participants reported that expec-
tations from workers’ compensation and life insurers were
a significant stressor: “insurers are a barrier, there might be
services that you think are appropriate that they don’t approve
of” (P.13). Participants felt conflicted between providing
treatment goals of what is best for the care recipient and that
of the insurer because “the insurance company want a certain
outcome that might not be best for the client” (P.1). What
resulted were feelings of conflict between personal and
professional standards of ethical practice and meeting KPIs.
Participants’ internal service delivery models were largely
“client [care recipient] focussed” (P.12) which conflicted with
the insurer claims management method reported as

People [insurers] making decisions with regards to
a person [care recipient] who have never seen them, never
met them and their [sic] directing you to make some sort
of action on the file that you don’t necessarily agree with
or may not work (P.3).

Participants reported feeling uncomfortable when their case
management work was being used by the insurer or workplace
to determine and manage ongoing liability of the care recipient:
“I feel uncomfortable writing reports when I know the in-
surance [companies] are going to use it to make a compensation
decision” (P.4). One participant explained the conflict between
working in a helping profession with a client-focused model of
care but being engaged to provide services to an insurer: “you’re
working with people [insurers] to get a particular outcome.
There are structures that can be frustrating and that impact your
overall positivity towards a helping profession. It’s coming to
accept that you're a player within that system” (P.3).

(2) Caseload. Large caseload numbers were reported, with
cases continuously allocated regardless of the current ca-
pacity: “I need to drop my caseload down, 'm having to take
on cases that nobody else is trained to do” (P.1). Large and

9SUQOIT SUOWWO)) dA1Ea1)) d[qeat[dde ay) Aq PauIdA0S oIk SI[ONIE W) 3N JO SI[NI 10] AIRIqIT dUI[UQ) AJ[IA\ UO (SUOIIPUOI-PUB-SULIA)/ WO AS[IM" AIRIqI[aur[uo//:sd)y) SUonIpuoy) pue swd J, 3y 99§ *[S70Z/+0/S0] U0 A1eiqr auruQ A3[IA © [I9UNO)) YOILISAY [BIIPIJA PUY YI[BIH [BUONEN - [IRINIA A[[9Y Aq [+HET8T/HTOT/SST 170 1/10p/w0d KoM’ AIeIqi[our[uo//:sdny woy papeoumo(] ‘| “+z0g dsy



Health & Social Care in the Community

increasing caseloads led to increased stress and frustration
reported by participants. Case complexity was not consid-
ered during case allocation, so “they send through referrals,
they only look at the number of files that you have, they don’t
actually go into how complex those files are” (P.11). Case
complexities included trauma, such as “when you get
a whole stack of deep traumas [cases] all at once, it can be
overwhelming” (P.7); difficult care recipients that were
emotionally taxing: “I was crying almost every day because I
was overwhelmed I had very difficult clients and I did get
compassionate fatigue” (P.6); and recovery motivation,
which is where participants reported that “it can be difficult
to have compassion when some clients might not be entirely
legitimate” (P.4).

Participants reported manageable caseloads and mini-
mised feelings of being “overwhelmed” (P.5) and enabled
them to “service clients in the best way possible” (P.3).
Proactive management practices with assisting participants
to effectively manage their caseloads resulted in one par-
ticipant reporting “I feel so much better like 'm doing
a good job at helping my clients and I'm able to shut off at
night and the weekends from thinking about work” (P.6).

3.3.2. Service Delivery Model. A service delivery model is the
organisational model of care which is based on values,
principles, internal policy, and legislative requirements.
Service delivery models are a key organisational function
aimed to lead to increased and enhanced service and are
measured by KPIs, such as case goal attainment, appropriate
and timely services, proactive case management, and pro-
vision of care. They outline service and quality standards,
procurement, supply, and financials to ensure that a baseline
standard is maintained if not exceeded when delivering
rehabilitation services. Provision of care and employee
support are issues influenced by the service delivery model
enforced by the employer.

(1) Provision of Care. Provision of care is the service provided
to an injured or ill client by the participant, and employee
support is the formal and informal support offered to
participants to assist with managing work stressors and
personal and work-life balance.

Participants reported that their service delivery model
had an ongoing ability to fluctuate the quality of their work
life, which was mainly because of the “high turnover of staff”
(P.6), the inadequacy of “safety and risk management
practices” (P.8), and the lack of appropriateness of “training
and services” (P.1).

All respondents advised that their service delivery model
was the same as that used in urban locations. Respondents
reported difficulties with developing rapport and providing
compassionate care when servicing their clients via tele-
health. This is because “on the phone, you lose ability to have
face-to-face body language and things that can relay com-
passion” (P.5) and this is central because “from a regional
perspective, face-to-face contact is the key to providing
compassionate service” (P.13). This difficulty was likely at-
tributed to differences between care provision needs in rural/
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remote areas as compared to urban locations: “the more
regional the office, the more issues there is, particularly with
a change in cohort of clients [needs]” (P.9). With one
participant reporting a “blanket approach” (P.15) to KPIs
“There is not any model around the KPIs that consider
cultural and significant events within indigenous commu-
nities, if there’s an event in this region there’d be no KPIs
met that month, it just looks like I have not done my job”
(P. 15).

Some participants described elements of compassion
satisfaction when discussing provision of care, with Pl
reporting that they “Love this work,” particularly the satis-
faction of the collaborative “multidisciplinary approach.” One
participant reported that their company recently changed
their service delivery model to be “more aligned with the
Occupational Therapy values,” which has increased their
“ability to be compassionate” (P.6). Another participant re-
ported when their work is aligned with their “professional
values,” and this “increases compassion satisfaction” (P.8).

(2) Employee Support. Participants reported that they were
unprepared in their training as a rehabilitation healthcare
professional: “There’s no focus on compassionate care when
you commence training as a rehab consultant” (P.3). All
participants confirmed that they had not received any formal
or professional development training on managing com-
passion fatigue and how to deliver a patient-centered model
of care while maintaining professional boundaries.

Frustrations arising from a lack of accessibility to
management and inadequate employee support services for
them to access were noted. Participants perceived that they
were not provided with the same level of support and
manager compassion as their urban counterparts: “having
some manager who’s capable of being compassionate would
help and a regular official meeting, just to get it all off your
chest” (P.7).

Most participants reported access to an EAP. Accessi-
bility concerns were noted with formal and informal
debriefing when being remotely managed: “it’s not as ac-
cessible because it’s over phone calls” (P.6) and participants
were “not sure where to get support and guidance” (P.2).
When managed remotely, participants reported that man-
agers were unwilling or unable to assist due to different
geographic locations and referred staft to EAP. One par-
ticipant said, “we’ve got an employee assistance programme
accessible by staff not getting direct support within their
immediate work environment” (P.3) and noted that par-
ticipants with locally based management reported their
supervisors “don’t do a formal debrief” (P.3), advising “that
it’s not her role then she points me to EAP” (P.12). Informal
support offered includes “flexibility of work hours” (P.6),
general “chat in the office” (P.7), and encouragement to “go
for a walk or have a coffee” (P.11). Most participants re-
ported, “monthly file reviews” (P.4) are the primary source
of debriefing, with management encouraging debriefing to
wait until the reviews: “we have monthly case reviews which
is an opportunity to debrief” (P.1).

Due to requirements of the consultants to meet their
KPIs, “the end of month stuff you've got your 80 [KPI
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billable] hours” (P.11), one participant reported that they are
“piloting a dictation service where if I'm on the road I can
dictate my notes” (P.8) to alleviate the pressure of having to
meet nonnegotiable deadlines for administrative tasks and
lost time due to excessive travel. One participant reported
that having dedicated administration staff to assist with
nonspecialised work enabled them to undertake “more fo-
cused work which takes the pressure oft” (P.8). Another
participant reported that their employer provided supports
as inadequate and stressed the importance of having their
“own self-care program including faith” as important to
“peace and serenity within myself” to maintain their com-
passion satisfaction and manage burnout (P.14).

4. Discussion

To our knowledge, this qualitative study was the first to
explore the compassion satisfaction and compassion fatigue-
related experiences of rural and remote Australian re-
habilitation healthcare workers. The thematic analysis
revealed three overarching themes: quality of work life,
organisational and workplace culture, and organisational
management practices. These themes have similar elements
to those identified in previous studies in other sectors of the
rural health workforce. These similarities suggest that there
are many common compassion satisfaction and compassion
fatigue related experiences for rural and remote healthcare
workers irrespective of their professional training or role.

The quality of work life outcomes in Australian rural and
remote medical specialists was influenced by psychosocial
stressors attributed to the rural or remote location. For those
who chose to leave the rural or remote location, their de-
cision was based on stressors including poor work-life
balance and excessive work demands which resulted in
exhaustion and burnout [24].

Organisational and workplace culture was identified as
a common theme for Australian rural and remotely prac-
ticing registered nurses and mental health nurses. For
Australian rural and remote mental health nurses, workplace
culture (including workplace relationships) was both a risk
and protective factor for their workplace psychological
wellbeing, subsequently influencing recruitment and re-
tention rates [25]. In a study of Australian rural and re-
motely practicing registered nurses undertaken by Whiteing
et al, stress and burnout reported by participants were
largely attributed to poor workplace health and safety
practices and concerns related to human resources. All
participants reported lack of personal safety as a significant
stressor which was impactful to their health and wellbeing as
they were frequently working in high-risk situations with
minimal support, some without critical incident debriefing,
and a lack of organisational interest in listening to staff
concerns [26].

Organisational management practices influenced by the
service delivery model and leading to burnout in Australian
rural and remotely practicing registered nurses included
excessive workload and working outside of professional areas
of expertise, working extended hours, professional isolation,
lack of employee support, and organisational processes which
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are not aligned with the specific needs of rural and remote
practice [26]. These findings are similar to a recent scoping
review of rural and remote healthcare workers which iden-
tified work environment, work-life balance, professional
isolation, workload, and job dissatisfaction (see, for example,
McGrath et al., 2022) as potential predictors of compassion
satisfaction and compassion fatigue.

While our findings identified common experiences that
were reflected in the broader literature, it also identified
potentially unique or different compassion satisfaction and
compassion fatigue experiences faced by rehabilitation
healthcare workers within the rural and remote context. The
unique experiences all appeared to be linked to the theme of
organisational management practices, in particular the
service delivery model, and the use of KPIs which is un-
suitable for the rural and remote context. KPIs are mea-
surable outcomes specifically related to rehabilitation
healthcare and generally include return to work/recovery
outcomes, timeliness of service, cost of service, customer
service delivery experience, durability of service, and status
at case closure [27]. KPIs within the rehabilitation sector are
informed by the employer and/or insurer and are based on
cost-effective, timely outcomes which are not always in the
best interest of the care recipient [28]. Australian re-
habilitation healthcare holds a long-term reputation for
work dissatisfaction, largely attributed conflicting factors
including privatisation of the industry, rehabilitation phi-
losophy, and the profit-driven motivators of employers [18].

The quality of work life is negatively influenced by ru-
rality as all participants reported that the KPIs are uniform
across their employers nationally. Many participants re-
ported that KPIs are a significant source of stress as they are
largely unattainable due to the complexities of rural and
remote practice and were more suited to urban locations. In
aiming to meet the rigid and difficult to attain KPIs, staff
reported difficulties with maintaining a healthy work-life
balance, which negatively impacted personal relationships
and caused family and personal stress. Participants perceived
that their employers did not consider work-life balance as
a priority as they were more focused on profit. This is aligned
with previous research on rehabilitation healthcare workers
which identified that financially driven KPI outcomes were
more of a focus than employee wellbeing [29]. In attempting
to reach the KPIs, participants reported having to work in
their own time and this was often due to reasons attributed
to rurality such as excessive travel to attend to remote clients,
and this led to increased psychosocial stress. This is con-
sistent with research that states KPIs for rehabilitation
healthcare providers are used as markers of success in the
role which results in a constant demand on their time and
energy, dehumanising the role and increasing stress [29].

The geography of participants’ rurality resulted in ex-
cessive travel, with one participant reporting travelling via
road approximately 1500 kilometres weekly, and still being
required to meet their KPIs regardless of the time taken to
undertake the travel and needing to make up their billable
hours in their personal time. Concerningly, rather than
amending the KPIs to suit rural and remote practice, one
employer implemented a dictation service enabling the
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participant to dictate their notes whilst driving to assist with
meeting their nonnegotiable KPIs. Regardless of the fre-
quency and duration of travel, participants were still ex-
pected to meet the same KPIs as their urban colleagues and
this resulted in unsafe work practices and negative impacts
on the quality of work life and work-life balance. Our
participant experiences with travel echoed other Australian
rural and remote healthcare workers experiences in that they
are faced with unique risks when it comes to rural and
remote work-related travel as they are frequently required to
drive long distances and alone under tight timeframes, often
on remote and unsealed roads in adverse weather conditions
at all hours, and with poor communication reception,
limiting support in the event of emergency [30].

Participants also experienced professional isolation,
which in this context is very different to an urban setting as
the managers are often hundreds of kilometres away with
little regular engagement, resulting in an inability to provide
adequate mentoring, professional development, and pastoral
care [31]. It is noted that professional isolation faced by rural
and remote healthcare workers increases emotional ex-
haustion, stress, and anxiety [30]. Participants described
management disengagement with rural and remote staff and
expressed frustrations that management does not regularly
attend the rural and remote locations to adequately un-
derstand the complexities and barriers facing participants in
attaining their KPIs.

Organisational and workplace culture, in particular
health, safety, and wellbeing appeared to be a significant risk
for participants. In aiming to meet the rigid and difficult to
attain KPIs enforced by their employers, participants per-
ceived that their employers were prioritising profit over staff
safety, particularly when it came to management of poor
client behaviour. When poor client behaviour was raised to
their employer, participants reported that their experiences
were minimised, resulting in participants normalising the
behaviour as an expected part of the role and no longer
reporting incidents. This is consistent with research on
Australian rural and remote nurses, were normalisation of
workplace violence has occurred and it is seen by the nurses
and their employers as a part of the role, resulting in a poor
reporting culture [30]. Some participants reported that they
were instructed by their employer to continue engagement
with inappropriate clients despite their concerns, due to the
lack of available staff in their rural and remote location and
the need to meet their KPIs. In our study, a participant
experiences with how their employers have inadequately
managed situations of reported inappropriate client conduct
have resulted in a poor Workplace Health and Safety (WHS)
reporting culture with underreporting of incidents. Our
participant responses appear to be consistent with research
on workplace violence and reporting culture in healthcare
workers, with 88% of healthcare workers in a clinical setting
who disclosed that they were exposed to physical or non-
physical workplace violence not formally reporting the
incident [32].

Most female participants reported experiencing in-
appropriate client conduct (including verbal abuse, physical
assault, and sexual harassment). This is consistent with
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research that female healthcare workers are more likely to be
exposed to physical and nonphysical violence from patients,
including sexual harassment [33], and that those working
remotely, who have reduced ability to access assistance
during and following incidents of workplace violence, are
reluctant to continue the work given previous inaction by
their employer and normalisation of workplace violence
[34]. Concerningly, participants were generally unclear
what, if any, protective strategies and resources their em-
ployers had in place to manage their safety when working
alone in rural and remote locations. Exposure to workplace
violence and difficult work conditions are high-risk factors
for the development of compassion fatigue, especially for
those practicing in rural areas [35].

Organisational management practices, specifically the
service delivery model engaged by participant employers,
was noted by all participants as being uniform across their
company nationwide regardless of consideration of rural
and remote challenges and based on urban needs. The
service delivery model informed the KPIs which participants
were required to meet, and this often conflicted with their
ability to deliver provision of care in a way which was aligned
with their professional values, which significantly increased
their stress levels. The professional values developed from
training and education often conflicted with the legalistic
and economically driven business models of their employers
[18]. The findings from this study may help explain the
common motivator amongst participants wanting to leave
the rehabilitation healthcare sector, a lack of job role
alignment with their professional values [36].

Most participants reported heightened stress attributed
to working excessive hours and have increased workloads
not only due to KPIs but due to the constant turnover of staft
and difficulty with recruitment in their locations. Short
staffing has been previously noted as a risk factor for the
development of compassion fatigue in healthcare workers, as
it leads to increased workloads and hours, which overflows
into personal lives [37].

Some participants reported feeling as though re-
habilitation healthcare is focused on profit and business,
rather than being an integral part of the healthcare system.
Some participants felt that employer profit gain and ex-
penditure minimisation were prioritised over appropriate-
ness of treatment for their care recipients and were often
required to manage cases where they felt the agenda was
driven by economic motivators of their employer, rather
than delivering best practice healthcare for the care re-
cipient. This may be attributed to the uniqueness of the
rehabilitation sector of the Australian healthcare workforce,
in that it is a largely profit-driven and privatised industry, as
compared to the general Australian healthcare workforce
which is often publicly funded, informed by social need, and
engaged in a person-centered approach [38].

Research suggests that urban models of healthcare are
unsuitable for rural and remote locations as they fail to
effectively manage diseconomies of scale with large geo-
graphic areas with dispersed populations [39]. Re-
habilitation healthcare workers employed in rural and
remote locations face unique job role demands and

9SUQOIT SUOWWO)) dA1Ea1)) d[qeat[dde ay) Aq PauIdA0S oIk SI[ONIE W) 3N JO SI[NI 10] AIRIqIT dUI[UQ) AJ[IA\ UO (SUOIIPUOI-PUB-SULIA)/ WO AS[IM" AIRIqI[aur[uo//:sd)y) SUonIpuoy) pue swd J, 3y 99§ *[S70Z/+0/S0] U0 A1eiqr auruQ A3[IA © [I9UNO)) YOILISAY [BIIPIJA PUY YI[BIH [BUONEN - [IRINIA A[[9Y Aq [+HET8T/HTOT/SST 170 1/10p/w0d KoM’ AIeIqi[our[uo//:sdny woy papeoumo(] ‘| “+z0g dsy



12

environmental challenges which are generally not experi-
enced by their urban counterparts. These include limited
labour market and higher unemployment rates, lower ed-
ucation and less transferrable skills of care recipients, ex-
cessive travel over a large geographic area, dual
relationships, and fewer healthcare referral services, all of
which impact the service delivery of rehabilitation
healthcare [40].

The general tenor of the interviews was participants
expressing their frustrations with the role and discussing
what would be considered compassion fatigue or their ex-
periences with compassion fatigue influences. Participants
commonly reported symptoms including burnout, stress,
depression, and anxiety, all of which indicate compassion
fatigue. Most participants had little to discuss when it came
to positive elements of their roles and what may constitute
compassion satisfaction experiences or potential for com-
passion satisfaction. When they did, the satisfaction they got
came from working with their care recipients and generally
not from organisational benefits such as reward and rec-
ognition or positive workplace conditions.

Findings from this study indicate that, unlike other
healthcare sectors, rehabilitation healthcare is commonly
influenced by third parties such as insurers which are largely
motivated by economically driven business models, which
inform employer KPIs. The KPIs are an issue for rural and
remotely practicing rehabilitation healthcare workers as they are
largely unattainable due to the complexities and barriers as-
sociated with rural and remote practice. In an attempt to reach
their KPIs, participants were exposed to unsafe work practices
and employers were faced with higher rates of staft attrition. The
unsafe work practices and problems with staff attrition indicate
that rural and remotely practicing rehabilitation healthcare
workers are at a risk of developing compassion fatigue and there
is little in the way of workplace protections which would fa-
cilitate or maintain compassion satisfaction.

4.1. Limitations and Future Research. As is the case with any
qualitative inquiry, the relevance or applicability of the
findings should be assessed with participant characteristics in
mind [41]. Participants all worked within the Australian rural
and remote context. Given the vast geographical expanses and
extremely low population density within the Australian
context for example, further work is needed to explore
whether findings from this study hold true for rehabilitation
healthcare workers practicing in other countries and under
different healthcare systems and organisational structures.
This would be of particular value given that many compassion
fatigue-related experiences that participants reported stemmed
from organisational practices and supports or lack thereof.
Further, despite reaching a sense of data saturation, due
to the smaller sample sizes in exploratory studies and the
small percentage of eligible participants for this study
(relatively small workforce in rural and remote Australia),
participants may have been concerned about being identified
and therefore may not have provided an accurate recol-
lection of their experiences or may have provided an
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exaggerated response due to industrial grievances and
feelings of compassion fatigue.

The first author who conducted the interviews and led the
analyses is themselves a rural and remote working re-
habilitation healthcare worker. While this “insider” per-
spective is not a limitation and in fact recognised as
“treasurable” [42] because of insights they add to the line of
inquiry and the interpretation of findings, transparency is
important. Additionally, frequent reflexive team discussions
throughout the analysis process, as well as team review of
early “pilot” interviews ensured that lines of inquiry remained
open, and codes stayed true to the participants™ data.

Future research is needed. A qualitative study with
greater numbers would enable a comparison of themes
against particular demographic features of participants. For
example, it is possible that the experiences of compassion
satisfaction and compassion fatigue differ depending upon
the population served and the type of professional training
received. It was not possible to delve into this with the
current sample size. Future work that examines the rates or
extent of compassion satisfaction and compassion fatigue
experienced within the Australian rural and remote re-
habilitation healthcare workforce is also needed.

Despite the limitations and need for future research,
findings from this study provide preliminary insights that
can assist in the development of targeted strategies to en-
hance the protective factors of compassion satisfaction and
minimise the risk factors of compassion fatigue in re-
habilitation healthcare workers who provide services in rural
and remote Australia.

5. Conclusion

Findings indicate that there are similarities in experiences of
compassion satisfaction and compassion fatigue across
various healthcare specialisations working in rural and re-
mote settings, but they also indicate differences. The unique
difference for rural and remotely practicing rehabilitation
healthcare workers is that they are required to work under
a service delivery model which has stringent performance
expectations in the form of KPIs, which appear unsuitable
for the rural and remote context. The employer-enforced
KPIs are uniform across their organisations regardless of
geographic location and without consideration to the
complexities associated with rural and remote practice for
participants. This resulted in increased work-related pres-
sures which may indicate a heightened risk of developing
compassion fatigue and reducing opportunities for com-
passion satisfaction. Further research that provides a better
understanding of the rates and risks of compassion fatigue in
this group of healthcare workers will provide employers and
other key stakeholders with information to make informed
decisions about the appropriateness of their models of care
in rural and remote locations. This information will assist
employers with ensuring that they are meeting their WHS
obligations by providing a safe work environment for their
employees, whereby the risk of compassion fatigue is
minimised.
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Chapter 4: Levels Of Compassion Satisfaction, Burnout and Secondary Traumatic Stress in
Rehabilitation Healthcare Workers in Rural and Remote Australia and Their Associations

with Demographic and Work-related Variables

Chapter Introduction

Chapter 4 presents the third and final published study of this thesis. This mixed-
methods study used a cross-sectional design and survey methodology. It was informed by
the findings of Studies 1 (Chapter 2) and 2 (Chapter 3), which guided the development of
demographic and extended-response questions that offered participants opportunities to
provide free-text responses. The study used the ProQOLS5 scale to assess participants’
compassion satisfaction, burnout, and secondary traumatic stress, and to compare their
outcomes with those of reference groups of Australian healthcare workers who had
previously completed the ProQOLS5 scale.

Findings identified that participants reported moderate levels of compassion
satisfaction, burnout, and secondary traumatic stress. However, when reviewed against the
reference groups, they experienced significantly lower compassion satisfaction, higher
burnout, and worse secondary traumatic stress than most groups. Workplace and
organisational factors, such as work-life balance, workplace culture, and work
arrangements, were significantly associated with compassion satisfaction and burnout. This
chapter also reflects a change in the thesis's terminology. Earlier studies used the broader
term compassion fatigue, while Study 3 focused on burnout and secondary traumatic stress
as measured by the ProQOL5 scale.

Supporting documents can be found in the following appendices:

e Appendix |: Study 3 Ethics Approval 2022-597

e Appendix J: Study 3 Participant Recruitment Social Media Post



Appendix K: Study 3 Participant Information Statement
Appendix L: Study 3 Survey Questions Part 1

Appendix M: Study 3 Survey Questions Part 2
Appendix N: Study 3 Survey Questions Part 3

Appendix O: Study 3 STROBE Checklist.
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ABSTRACT

Objective: This exploratory study sought to document compassion satisfaction, burnout and secondary traumatic stress in
Australian rural and remote rehabilitation healthcare workers and compare the results with other professionals working in the
Australian healthcare system who had previously completed the Professional Quality of Life Scale Version 5 (ProQOLS5).
Design: We used a mixed methods approach, comprising a cross-sectional design and survey methodology with participants
recruited via homogeneous purposive sampling. Data were collected using a web-based self-administered survey comprising
demographic and work-related questions, ProQOLS5 and open-response questions.

Setting: Rural and remote Australia where 28% of the population is spread across 99.3% of the country's eight million square
kilometre landmass. These locations are sparsely populated, with the lowest number of health professionals relative to popula-
tion size nationally.

Participants: Australian rural and remote rehabilitation healthcare workers that held membership with their professional
body. They provide rehabilitation services to clients in workers’ compensation, life insurance, the Australian National Disability
Insurance Scheme (NDIS) and other rehabilitation settings in rural and remote Australia. Responses (n =29) were included in the
analysis; two were excluded due to non-completion of the survey. Most were female (86.2%), above 35years old (76%), employed
full-time (72.4%) and were rehabilitation counsellors (44.8%). Two-thirds were from Queensland and New South Wales (65.5%).
Main Outcome Measure(s): Compassion satisfaction, burnout, secondary traumatic stress as measured by the ProQOLS5.
These outcome measures were reviewed in relation to demographic and workplace factors among rehabilitation healthcare pro-
fessionals working in rural and remote Australia. Open-response questions were included in the survey to provide further con-
text to the ProQOLS5 results.

Results: Workplace and organisational factors were connected to compassion satisfaction and burnout outcomes, including
work-life balance and workplace culture. When compared to other Australian healthcare worker groups, Australian rural and
remote rehabilitation healthcare workers experienced significantly poorer compassion satisfaction, significantly higher burnout
and significantly worse secondary traumatic stress.

Conclusion: Australian rural and remote rehabilitation healthcare workers are likely to experience lower levels of compassion
satisfaction and higher levels of burnout and secondary traumatic stress than other healthcare specialisations in Australia. This
may be explained by the unique complexities of rehabilitation healthcare or practicing in a rural or remote location, as the
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reference groups comprised a range of healthcare specialisations across rural, remote and urban Australian locations and were

not engaged in rehabilitation.

1 | Introduction

This study examines compassion satisfaction, burnout and
secondary traumatic stress in rural and remote rehabilitation
healthcare workers. Compassion satisfaction refers to the posi-
tive feelings from helping others that foster optimism, workplace
satisfaction and strong collegial relationships [1]. In contrast,
burnout arises from work-related exhaustion and frustration,
with secondary traumatic stress attributed to emotional distress
from exposure to workplace trauma [1, 2].

Higher compassion satisfaction enhances job satisfaction and
reduces occupational stress [1]. Healthcare workers with higher
compassion satisfaction feel more optimistic about work, main-
tain better workplace relationships, and find more meaning in
their contributions [3]. In contrast, burnout and secondary trau-
matic stress are linked to absenteeism, staff attrition, reduced
service quality, poor workplace relationships and increased
workers' compensation claims [4].

Supportive organisational cultures can reduce secondary trau-
matic stress, whereas toxic cultures characterised by bully-
ing, excessive workloads and inadequate management lead
to increased burnout and secondary traumatic stress [5].
Organisational factors affecting rural healthcare workers in-
clude excessive workloads, professional isolation and limited
professional development opportunities. Major stressors include
lack of organisational support, inadequate remuneration, criti-
cal decision-making and dealing with crises, all contributing to
burnout and staff attrition [6].

Australia is a country of approximately eight million square ki-
lometres [7] with a population estimated to be 27400000 people
[8]. Its healthcare system is a unique blend of federal, state and
private entities, some funded by governments and some on a com-
mercial basis [9]. The healthcare system provides a wide range
of services, including rehabilitation healthcare. Rehabilitation
healthcare comprises occupational rehabilitation, disability
management, medical rehabilitation, injury management and
prevention [10]. It is a rapidly expanding sector in Australia’s
healthcare and insurance industries, reflecting trends in other
Western nations [11]. Multidisciplinary teams typically deliver
services of medical and allied health practitioners. Demand
for rehabilitation healthcare is likely to increase in rural and
remote Australia due to ageing populations and rising chronic
health conditions and disabilities [12], a trend accelerated by the
COVID-19 pandemic [13].

Despite sector growth, research on compassion satisfaction,
burnout and secondary traumatic stress in rehabilitation work-
ers in rural and remote settings is limited. This group faces
unique challenges, including high caseloads, geographic isola-
tion and lack of support [14]. They also contend with extreme
weather, understaffing and inadequately equipped healthcare
systems [12]. Client sociocultural and socioeconomic factors
in rural and remote communities compound these challenges,

including lower client education, higher substance abuse rates,
increased family violence and more significant needs for cul-
turally appropriate care, particularly for First Nations peoples
[15]. Rural and remote populations often experience higher un-
employment, lower incomes and reduced household net worth,
all of which complicate service delivery to populations already
experiencing higher rates of illness, traumatic injury and dis-
ability than urban populations [16]. The adversity facing clients
in rural and remote locations can lead to a heightened risk of
psychological injury, including secondary traumatic stress for
healthcare workers as they often experience a sense of failure to
assist clients due to factors beyond their control, such as inade-
quate infrastructure and support services [14].

No baseline data exist on compassion satisfaction, burnout and
secondary traumatic stress among Australian rural and remote
rehabilitation workers [17]. An international meta-analysis of 71
studies reported average burnout and secondary traumatic stress
levels, and average-to-high compassion satisfaction in healthcare
workers (nurses, physicians, social workers, genetic counsellors)
[18]. Although the burnout levels were average, it produced the
highest mean value across all studies, which may indicate that
this population experiences ongoing chronic occupational stress-
ors. However, this meta-analysis did not isolate rural and remote
workers, nor did it indicate rehabilitation healthcare workers.

We identified only two studies examining rehabilitation profes-
sionals. A Slovakian urban study reported moderate burnout risk
and high potential for compassion satisfaction [19]. The other, an
Australian thematic analysis, explored compassion satisfaction
among rural and remote rehabilitation workers who emphasised
the contributing role of workload, organisational culture and
management practices but did not measure these conditions [20].

The Professional Quality of Life Scale (ProQOL) is commonly
used to assess compassion satisfaction, burnout and secondary
traumatic stress [21]. ProQOL measures compassion satisfaction,
burnout and secondary traumatic stress as three separate 10-item
subscales. Although the term “compassion fatigue” is used in the
ProQOL measure, there is increasing recognition that terms such
as “empathic distress fatigue” or “secondary traumatic stress” may
be more appropriate [22, 23]. This study does not use the term
“compassion fatigue” and instead reports separately on burnout
and secondary traumatic stress, in line with the ProQOL manual.

In Australia, ProQOL data exist in five studies for hospital
nurses and community mental health workers [24-28], but not
for rural and remote rehabilitation healthcare workers, despite
indications of their heightened risk for adverse outcomes [17].
Although these five Australian studies do not assess rehabili-
tation healthcare workers or comprise solely rural and remote
workers, they are used as a reference point to situate our ProQOL
findings within the Australian social, political, economic and
healthcare context. The reference group data provide relevant
national insight that helps interpret our ProQOL results in light
of broader healthcare system pressures, and sociocultural and
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Summary

« What does this study add?

o This is the first study to measure the levels of
compassion satisfaction, burnout and secondary
traumatic stress in Australian rural and remote
rehabilitation healthcare workers and compare
their outcomes against those of other Australian
rural and remote healthcare workers.

o Australian rural and remote rehabilitation health-
care workers are likely to experience lower lev-
els of compassion satisfaction and higher levels
of burnout and secondary traumatic stress than
other healthcare specialisations in Australia. This
may be explained by the unique complexities of
rehabilitation healthcare or practicing in a rural
or remote location, as the reference groups com-
prised a range of healthcare specialisations across
rural, remote and urban Australian locations and
were not engaged in rehabilitation.

o This paper highlights that efforts to improve com-
passion satisfaction, burnout and secondary trau-
matic stress in this growing sector of the health
workforce need to address key workplace and
organisational challenges. These include work-
place and organisational culture, safe work prac-
tices and the influence of billable hours and Key
Performance Indicators (KPIs) imposed by em-
ployers and insurers.

« What is already known on this subject?

o In Australian rural and remote rehabilitation
healthcare, qualitative findings suggest that de-
mographic and workplace factors, particularly
organisational management practices, key perfor-
mance indicators (KPIs) and organisational and
workplace culture, have been reported as poten-
tially influencing compassion satisfaction, burn-
out and secondary traumatic stress outcomes.

o KPIs appear to be a particular concern for
Australian rural and remote healthcare work-
ers. They have been identified as being uniform
across the sector without consideration of the
unique complexities associated with healthcare
provisioning in rural and remote Australia. This
stress results in increased unsafe work practices
and high staff turnover.

o International literature on rural and remote
healthcare workers and findings on Australian
rural and remote rehabilitation healthcare work-
ers suggest that factors that may influence com-
passion satisfaction may also be risk factors for
burnout.

socioeconomic disadvantage associated with rural and remote
locations.

This study aimed to collect baseline data on compassion satisfac-
tion, burnout and secondary traumatic stress in rural and remote

97

Australian rehabilitation healthcare workers and to compare
their results with reference groups. It also aimed to identify if
demographic and work-related variables reported in previous re-
search affect these outcomes. The following research questions
guided the study:

1. What levels of compassion satisfaction, burnout and sec-
ondary traumatic stress do Australian rural and remote
rehabilitation healthcare workers report?

2. How do their levels compare with reference groups of
Australian healthcare workers?

3. What demographic and work-related variables relate to
their compassion satisfaction, burnout and secondary trau-
matic stress outcomes?

4. What stressors impact their work-life quality and compas-
sion satisfaction?

2 | Methods
2.1 | Study Design

This study adopted a cross-sectional design and survey methodol-
ogy guided by the STROBE checklist [29]. The study protocol was
approved by the [Institution's] Human Research Ethics Committee
[Project No: 2022/597] and adhered to the National Health and
Medical Research Council (NHMRC) National Statement on
Ethical Conduct in Human Research (2018) and the NHMRC
Australian Code for the Responsible Conduct of Research (2018).

2.2 | Participants and Recruitment

Participants were required to self-identify as healthcare workers
providing rehabilitation services in workers’ compensation, life
insurance, the Australian National Disability Insurance Scheme
(NDIS) and other tertiary rehabilitation settings in rural and
remote locations of Australia. They were also required to hold
membership in their professional body. The first author con-
tacted 10 professional associations representing various rehabil-
itation healthcare workers. The associations then disseminated
participant recruitment materials to eligible participants through
internal communication processes, including social media, to
reach eligible participants. Associations represented rehabilita-
tion counsellors, occupational therapists, psychologists, social
workers, medical practitioners, nurses and exercise physiolo-
gists. Recruitment utilised homogenous purposive sampling,
and the research team and organisations supporting rural and
remote rehabilitation healthcare workers promoted the study on
LinkedIn, Instagram and Facebook. We requested re-promotions
3 and 6 months after the initial outreach. We regularly promoted
the study through social media and conference presentations to
boost the response rate.

2.3 | Instruments and Procedure

Eligible participants received an information sheet detailing the
study and nature of involvement, survey anonymity and potential
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TABLE 1 | Demographic and work-related data of current study TABLE1 | (Continued)

participants.
Participant
Participant responses
responses (n=29)
(n=29) Demographics n %
Demographics n % Australian Capital Territory 1 3.4
Gender New South Wales 8 27.6
Female 25 86.2 Queensland 11 37.9
Male 4 13.8 Tasmania 2 6.9
Age (years) Victoria 2 6.9
20-24 ! 34 Western Australia 5 17.2
25-34 6 207 Current working agreement
35-44 o 31.0 Part time 8 27.6
45-54 7 241 Full time 21 72.4
>5-64 6 207 Relocated for work
Marital Status No 1 37.9
Single, partnered, divorced 6 20.7 Yes 18 62.1
Married or Defacto 23 79.3 . -
Received training for complex cases
Current remuneration No 17 58.6
25001-50000 1 3.4 Yes 10 345
50001-75000 1 3.4 Unsure 5 6.9
1- 17.2 . . - .
75001-85000 > 7 Satisfied with professional development opportunities
1-1 11 . . e
85001-100000 379 Dissatisfied 11 379
100001-125000 ? 310 I don't receive any 5 17.2
125001-150000+ 2 6.9 Satisfied 10 345
Profession Very satisfied 2 6.9
Clinical Nurse Consultant 1 3.4 Did not respond 1 3.4
Occupational Therapist 4 13.8 Management or supervisory role
Physiotherapist 5 17.2 No 11 37.9
Psychologist 3 10.3 Yes 18 62.1
Rehabilitation Case Manager 1 3.4
Rehabilitation Counsellor 13 44.8 benefits and risks allowing for informed consent. Participants
Social Worker 1 34 were advised in the participant information statement that by sub-
mitting their survey, they are providing consent to participate in
Speech Pathologist 1 3.4 the survey. Participants were encouraged to contact the lead re-
Level of professional qualification searcher with questions. The sheet advised participants to contact
their doctor, their employer's Employee Assistance Provider, or
Bachelor Degree 7 24.1 Lifeline—an Australian mental health crisis support hotline—if
Graduate Certificate 5 17.2 they felt upset or distressed by any questions.
Graduate Diploma 4 13.8 We collected data using a web-based self-administered survey
Masters Degree 12 41.4 from June 2022 until November 2023. The survey included de-
mographic and work-related questions, the ProQOLS5 scale and
Doctorate 1 34 . . ;
three open-response questions. Participants were able to exit the
Employment location survey at any point; however, to progress through the survey,
all demographic and ProQOL5 questions were required to be
(Continues) answered, with the open-response questions being optional for
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TABLE 2 | Continuous and Likert scale demographic and work-
related data of current study participants, n=29.

Work-related

variables Mean (SD) Median (range)
Years in professional 13.9(8.6) 14.0 (2-30)
specialty

Years practicing in a 8.4 (8.6) 5.0 (0.5-30)
rural location

Current caseload 30.7 (24.6) 25.0 (0-100)
% of complex cases in 64.4 (31.2) 70.0 (6-100)
caseload

Enjoy working rurally or 4.0 (1-5)
remotely

Satisfied with work-life 3.0 (1-5)
balance

Positive workplace/ 3.0(1-5)
organisational culture

Safe work practices 4.0 (2-5)
Supported to deliver 3.0(1-5)

positive client outcomes

Note: Table items 5-9 are measured using a 5-point Likert scale, where 1 =Never,
2=Rarely, 3=Sometimes, 4=0Often and 5= Very Often.

completion. We offered no inducements for participation. Data
collection and management utilised the Research Electronic
Data Capture (REDCap), a secure platform for data collection
and export [30, 31].

2.4 | Demographic and Work-Related Variables

Demographic and work-related data are listed in Table 1, with
the continuous and likert scale demographic and work-related
data of current study participants presented in Table 2. Items five
to nine in Table 2 used a 5-point Likert scale. Quasi-identifiers
for age, remuneration and professional experience are provided
in Table 1, with years of practising in rural and remote locations
detailed in Table 2. The quasi-identifiers were offered as ranges
to protect participant anonymity, mainly because rehabilitation
workers form a small cohort in the broader Australian health-
care workforce.

2.5 | ProQOL5

We used the English version of the ProQOL version 5 [2], a stan-
dardised 30-item self-report scale measuring positive and nega-
tive elements of work-related caring. It includes three subscales,
with each measuring one of the following factors: compassion
satisfaction, burnout and secondary traumatic stress. Each
subscale has 10 items rated on a 5-point Likert scale (1 =never,
2=rarely, 3=sometimes, 4=often and 5=very often), with
possible subscale scores ranging from 10 to 50. Scores of 22 or
less indicate low, 23-41 average and 42 or over high levels [32].
Items 1, 4, 15, 17 and 29 were reverse coded as per the ProQOL5
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manual. Higher subscale scores indicated better compassion
satisfaction and more impaired functioning for burnout and
secondary traumatic stress [32]. The ProQOL5 has been widely
used worldwide for over 15years [1] and reported in over 200
publications [21].

The ProQOLS5's reliability is demonstrated by Cronbach's alpha
for compassion satisfaction at 0.88, burnout at 0.75, secondary
traumatic stress at 0.81, and an overall alpha of 0.88 [32]. This
study's reliability was satisfactory, with Cronbach's alpha for
compassion satisfaction at 0.93, burnout at 0.81, secondary trau-
matic stress at 0.81 and an overall alpha of 0.73. Although there
have been recent concerns regarding the construct validity of
the ProQOL, particularly the burnout and secondary traumatic
stress scales, the construct validity of the compassion satisfac-
tion scale is supported [33]. The ProQOLS5 is still widely used
and the only version that is freely available to the public [32], and
to our knowledge all published Australian studies to date have
used the ProQOLS5. As research question two is to anchor the
current studies' findings in the Australian healthcare setting, we
used the ProQOLS5.

2.6 | Open Response Questions

Open response questions allowed participants to share insights
on their experiences with compassion satisfaction, burnout,
secondary traumatic stress and stressors. We asked: (1) “What
are the primary stressors that impact the quality of your work
life?’ (2) “‘What could improve or maintain your compassion sat-
isfaction levels?’ and (3) ‘Do you have any other information you
would like to add to help us understand your experiences?’

2.7 | Data Analysis

Survey data were downloaded from REDCap and analysed using
IBM-SPSS version 28.0 and Microsoft Excel. All responses were
deidentified using a number based on their place in chronolog-
ical order of survey completion. We analysed the demographic
characteristics using descriptive analyses and coded and anal-
ysed the results of the ProQOLS5 as instructed in the ProQOL5
manual [32].

Demographic question responses categorised as ‘unsure’ (n=2)
for the question asking about training for complex cases, and
‘did not receive’ option (n=6) for participants' satisfaction with
professional development, were removed for correlational anal-
yses. Because of the small sample size, we re-coded marital sta-
tus into two groups for analysis: those in a legally recognised
cohabitation relationship (yes=married, de facto) and other
(no =single, partnered, divorced). In Australian law, de facto re-
lationships are similar to marriage.

To compare the current study's ProQOLS5 results with the five
reference studies [24-28] of Australian healthcare workers,
we used a t-test to provide p-values and d-values ([meanl—
mean2]/SD pooled) between studies. We adopted Cohen's con-
ventions for interpreting d: 0.2 = a small effect, 0.5=a medium
effect and 0.8=a large effect. Because many demographic
variables presented ranked response options, Spearman’s and
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non-parametric point biserial rank correlations assessed re-
lationships between ProQOLS5 scores and demographic and
work-related variables.

Open-response data were analysed by the first and second au-
thors using qualitative content analysis [34]. Meaningful units
were identified within the responses, mainly when multiple con-
cepts were covered. These responses were divided into several
distinct meaning units. Similar meaning units were grouped and
assigned codes. As the analysis continued, codes related to over-
arching themes were further grouped to create final themes. The
coders discussed any coding inconsistencies to reach a consensus.
An independent researcher was available to help resolve the dis-
crepancies if agreement was not reached.

3 | Results
3.1 | Participants

Thirty-one participants responded to the survey. We included
29 responses in the analysis after excluding one participant who
did not provide any responses and another who exited the study
after completing the demographic questions.

3.2 | Demographic and Work-Related Variables

Table 1 shows that most participants were female (86.2%), above
35years old (76%) and employed full-time (72.4%). Over one-
third were rehabilitation counsellors (44.8%), and the most com-
mon qualification for participants was a Master's degree (41.4%).
Many participants (58.6%) had not received training for manag-
ing complex cases. Over half had relocated for work (62.1%), and
two-thirds were from Queensland and New South Wales (65.5%),
including one from the Australian Capital Territory, which is rel-
evant for service provision in the surrounding rural and remote
areas. Participants had considerable experience, with a mean of
13.8years in their specialities and a mean of 8.4years of rural
work. They typically handled 25 cases at a time, with over 64%
being complex cases. Participants generally enjoyed rural work,
though work-life balance satisfaction was moderate (see Table 2).

3.3 | ProQOL 5 Subscales

The subscale median and range scores were 28 (20-48) for com-
passion satisfaction, 23 (18-41) for burnout and 24 (15-39) for sec-
ondary traumatic stress. Table 3 shows the mean scores within the
average range (23-41). No participants reported high levels (>42)
of burnout or secondary traumatic stress. Five (17.2%) reported
high compassion satisfaction, and one (3.44%) reported low com-
passion satisfaction. Three (10.34%) reported low burnout (10.34%),
and five (17.24%) reported low secondary traumatic stress.

3.4 | Comparison With Reported Samples
of Australian Healthcare Workers

Table 3 shows that compassion satisfaction did not significantly
differ from comparative studies 1 and 2 but was significantly

lower than in studies 3, 4 and 5. Burnout levels were signifi-
cantly higher than in all comparative studies, mostly with large
effect sizes. Secondary traumatic stress was significantly higher
compared to studies 1, 2 and 5, with large effect sizes. Study 4
did not measure secondary traumatic stress.

3.5 | Correlations Between ProQOL Subscales
and Demographic and Work-Related Variables

3.5.1 | ProQOL Scales

Results in Table 4 show a significant inverse relationship be-
tween compassion satisfaction and burnout and a significant
relationship between burnout and secondary traumatic stress.
There was no significant relationship between compassion sat-
isfaction and secondary traumatic stress.

3.5.2 | Compassion Satisfaction

Table 4 shows that higher compassion satisfaction correlated
with more years in practice, training for complex cases, satis-
faction with professional development opportunities, enjoyment
of rural and remote work, satisfaction with work-life balance,
a positive organisational and workplace culture, feeling safe
when working and feeling supported to deliver positive client
outcomes. There was a significant negative relationship with the
current working agreement, where working part-time was asso-
ciated with higher compassion satisfaction.

3.5.3 | Burnout

Asreported in Table 4, the number of cases managed had a strong
positive correlation with burnout. Burnout was negatively cor-
related with being in a legally recognised relationship, satisfac-
tion with professional development opportunities, satisfaction in
work-life balance, a positive organisational and workplace cul-
ture and feeling supported in delivering positive client outcomes
under current organisational management practices.

3.5.4 | Secondary Traumatic Stress

Although there were some strong trends towards significance,
no demographic or workplace variable had a significant associa-
tion with secondary traumatic stress. We have noted the trends
here because the same correlation values with n=40 would all
be p<0.05.

3.6 | Open Response Questions

There were 73 responses across the three open-response ques-
tions, with 97 and 54 quotes used in the analysis of questions one
and two, respectively. All participants contributed to questions
one and two, with 2 responses excluded (nothing and unsure).
For question three, 28 responses were analysed, but 13 were dis-
regarded as general remarks (e.g., no, N/A, no thanks). Table 5
provides each question's reported themes and subthemes.
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TABLE 3 | Analysis of ProQOL 5 subscale outcomes (compassion satisfaction, burnout and secondary traumatic stress) for the current study and

the five Australian comparison studies (first author, year).

Hegney Jakimowicz Somoray
et al., 2014, et al., 2018, O'Callaghan et al., 2017,
n=132, n=98, et al., 2020, Samios, 20182, n=156,
Current n=29 Study 1 Study 2 n=2386, Study 3 n=69, Study 4 Study 5
Hospital
Rehabilitation Hospital critical care Mental health  Mental health
Statistics professionals® nurses® nurses Hospital nurses professionals® professionals
Female (%) 86.2% 80.0% 71.4% 91.0% 79.7% 79.5%
Age, M (SD) 76% > 35years 36.76 (10.83) 42.3(11.4) 56% < 30yo 48.78 (13.12) 44.60 (12.42)
Experience, 13.9 (8.6) years 14.1 (10.8) 16.2 (10.7) 10.2 (9.14) Not reported 5.06 (4.36).
years, M
(SD)
Compassion satisfaction
M (SD) 33.5(7.8) 35.7 (7.6) 35.5(6.0) 38.3(5.0) 41.0 (5.2) 38.7(5.8)
tvalue -1.41 -1.50 —3.88%%* —5.62%* —4 3%k
dvalue 0.29 0.32 0.83 1.24 0.86
Burnout
M (SD) 29.7 (5.9) 23.7 (5.9) 25.5(5.3) 26.6 (5.4) 21.1(4.9) 21.8 (5.0)
tvalue 4,97 3.66%** 2.60* 7.47%* 7.66™**
dvalue 1.02 0.77 0.56 1.65 1.53
Secondary traumatic stress
M (SD) 26.5(5.8) 18.6 (5.7) 21.4 (4.6) 24.6 (4.5) — 20.9 (5.1)
t value 6.68%** 4.82%%* 1.77 — 5.29%#*
dvalue 1.37 1.02 0.38 — 1.07

Abbreviations: d, size of effect; M, mean; SD, standard deviation.
2No secondary traumatic stress data collected.

YWorking in rural and remote locations.

¢Includes a regional location.

*p<0.05.

#p <0.01.

4D 0,001,

Participants reported frustrations with the nature of the work,
including job demands, case complexity, administrative burdens
and pressure to meet billable requirements. The geographic iso-
lation of the role was potentially contributing to the frustrations
experienced by participants in managing the inherent role re-
quirements, which in turn were likely to be negatively impact-
ing their work-life balance. Poor organisational culture and
management practices resulted in participants receiving inade-
quate support, feeling undervalued, over worked and perceiving
their management to be ineffective. Some participants reported
feeling their career in rehabilitation healthcare was unreward-
ing and offered limited opportunity for career progression. They
also discussed frustrations when seeking alternate employment,
that they are banned from working for competitors, and there
was a limited labour market for rehabilitation healthcare roles
in their location.

To enhance compassion satisfaction, participants suggested en-
hanced staff support and workload management, manageable

workloads and input to caseload decisions, and suggested that
increased staffing levels may alleviate individual burdens.
Participants also highlighted the need for improved recognition
and increased respect for their profession, particularly from man-
agement and insurers. Finally, participants discussed elements of
organisational governance which included clearer organisational
understanding of insurance schemes, simplified processes, re-
duced billing expectations and fair remuneration.

Participants also highlighted new challenges with service deliv-
ery and client engagement difficulties in rural and remote areas.
They noted the importance of self-care practices to manage their
emotional demands.

4 | Discussion

Findings from this inaugural study highlight systemic chal-
lenges within the Australian rural and remote rehabilitation
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TABLE 4 | Spearman’s correlations between the current study’'s ProQOL subscales and demographic and work-related variables.
Variable Compassion satisfaction Burnout Secondary traumatic stress
Compassion satisfaction
Burnout! —0.681%+* —

Secondary traumatic stress! —0.024 0.494** —
Age! 0.281 —0.298 —0.156
Married or defacto (no, yes)? 0.345 —0.474** -0.077
Years in practice! 0.471%* —-0.203 0.116
Years working rurally or remotely* 0.028 0.220 0.346*
Full time working agreement (no, yes)? —0.453* 0.283 —0.190
Remuneration! 0.028 0.162 -0.124
Level of professional qualification® —-0.184 0.266 0.113
Management-level responsibilities (no, yes)? 0.162 —0.004 0.145
Relocated for work (no, yes)? -0.221 0.2144 —0.055
Number of cases? -0.320 0.583%** 0.350°
Proportion of complex cases! —0.039 —0.028 —0.366°
Training for complex cases (no, yes) 2 0.404* —-0.332 —-0.148
Satisfied with PD opportunities 0.517* —0.652%* —-0.4074
Enjoy working rurally or remotely’ 0.543** —0.289 0.018
Satisfied with work-life balance! 0.512%* —0.456* —-0.116
Positive workplace/organisational culture 0.652** —0.443* —-0.104
Safe work practices 0.419* —-0.276 —0.201
Supported to deliver positive client outcomes 0.560** —0.395*% —0.282

Note: 'Spearman’s correlation between continuous variables and >nonparametric point-biserial correlation with dichotomous variable *p <0.05, **p <0.01, ***p <0.001,

and p=0.066,°p=0.063, °p=0.051, 9p=0.054.
Abbreviations: FT, full-time; PD, professional development; PT, part-time.

healthcare workforce. The findings emphasise the need for
systemic reforms to develop a safe, sustainable and healthy
workforce.

Participants reported average levels of compassion satisfac-
tion, burnout and secondary traumatic stress as determined
using the ProQOLS5 categories. However, they experienced sig-
nificantly lower compassion satisfaction and higher secondary
traumatic stress than most reference groups and significantly
higher burnout than all reference groups, indicating more sig-
nificant workplace stress, trauma and emotional strain in their
work roles. Caution is needed in applying ProQOL cutoff scores
for individuals to group means. For example, a group average of
“High” for any subscale would require a substantial proportion
of individual scores to be “High”, which would indicate an ex-
treme situation. Perhaps the best illustration of the statistically
significant difference between the current sample's means and
the reference groups' is that 83% of the current sample's com-
passion satisfaction scores were low-moderate, while only 14%
and 21% were low on burnout and secondary traumatic stress,
respectively. Although this population may not be experiencing
heightened levels of distress, they may be in the early stages of

strain and vulnerable to developing burnout or secondary trau-
matic stress.

Participant ProQOLS5 scores may be indicative of workplace stress,
trauma and emotional strain associated with isolated geographical
locations [35]. Rural and remote healthcare workers contend with
limited access to specialist healthcare and non-clinical supports,
problems with infrastructure including technology and transpor-
tation, and client financial difficulties, all of which are likely to re-
sult in significant challenges to delivering positive outcomes [36].

Internationally, burnout in rehabilitation healthcare work-
ers is linked to poor management support and overwhelming
workloads with complex caseloads and unrealistic timeframes
[37], elements identified by our participants in their extended
responses. Participants raised concerns about inadequate
workplace support, which may be influenced by their geo-
graphic isolation from management and colleagues. Some
participants described or implied their rural or remote loca-
tion impacted the level of support provided by management.
This lack of support may reduce positive experiences, as on-
site managerial support is known to improve compassion
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TABLE 5 | Most frequently occurring themes and subthemes based on quotations from the codes identified in the three open-ended questions.

Questions Themes (n?) Subthemes (n) Example quotations
What are the The nature of the Job role demands (n=13/10) “Unrealistic expectations with caseload”
primary stressors work (n=46/34) Client complexity (n=12/9) “Every single patient is complex”
that impact the Pressure of billable “Unrealistic KPIs setting me up for failure”
quality of your requirements (n=8/5) “Unrecognised travel distances
work life? Geographic isolation to service clients”
of the role (n=7/4) “There are limited opportunities for
Administrative and technology- support in rural and remote locations”
related challenges (n=4/4) “High demand for non-clinical workload”
No work-life balance (n=2/2) “Not having a good work/life balance”
Poor Poor professional and “It's hard to find support for clinical
organisational clinical support (n=14/4) challenges or difficult cases”
culture and Professional role and capacity “I'm not respected by my manager
management not valued (n=12/8) or the insurance company”
practices Organisational issues (n=7/7) “NDIS inconsistency in decision making”
(n=42/27) Management incapacity (n =5/4) “Historically poorly managed
Workforce shortages (n=4/4) [rehabilitation] department”
“Chronically understaffed”
Limited Employment constraints (n=9/5) “I feel like I have wasted my time doing a
rewarding degree to end up in rehab. It's a dead-end job”
workforce “[There are] no other jobs, and I am
opportunities banned from working for competitors,
(n=9/5) so I feel stuck against a wall”
What do you Enhanced Increased staff and team “Time to de-brief or review cases with
think would staff support support (n=10/9) other team members and work together to
improve or and workload Manageable workloads (n =8/7) problem solve challenging situations”
maintain your management Input to caseload (n=3/2) “More predictability around workload/
compassion (n=23/20) Increased staffing (n=2/2) able to plan work better”

satisfaction levels?

Do you have any
other information
you would like

to add to help us
understand your
experiences?

Recognition and
respect as valued
professionals
(n=21/17)

Enhanced
organisational
governance
(n=10/8)

Challenges of
service delivery
in rural/remote

locations
(n=27/19)

Increased understanding
and respect (n=9/8)
Valued for professional
skills (n=17/5)
Expanded options for
professional skills (n = 5/4)

Scheme clarity, simplicity
and consistency (n=7/6)
Reduced billing
expectations (n=1/1)
Better remuneration (n=1/1)

Client engagement (n =11/8)
Service delivery (n=7/5)
Work conditions (n=6/4)

Strategies to unwind (n=3/2)

“Ability to decide what cases I take on”
“More staff”

“Recognition of outcomes achieved”

“To do the job I was trained to do without being
micromanaged and scrutinised by those who
have no training in my field of expertise”
“I've lost credibility as a healthcare
worker by doing rehab”

“Entire profession needs an overhaul”
“Less billing”
“Increased pay”

“We don't get the opportunity/exposure to
develop expert clinical skills across all domains,
yet we are expected to provide that level of care”

“NGO and support agencies in rural and
remote locations are not as comprehensive and
responsive when compared to capital cities”
“Less work options, reduced treatment
options, reduced training opportunities,
reduced access to technology etc. The travel
required is often excessive and support is
limited when your team works in the city”
“Social life, exercising and hobbies help”

an=number of individual quotes/number of participants who provided quotes included in themes and subthemes.
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satisfaction [38]. Participants also reported higher burnout
levels attributed to pressures from rural and remote work, in-
cluding isolation, working autonomously in the community,
and the expectation of normalising work-related stressors as
a part of the job.

Participants may also be experiencing emotional burden and
strain from managing clients who are facing significant stress
associated with geographic service-related disadvantage.
American rural and remote healthcare workers also report high
levels of stress attributed to the disadvantage facing their pa-
tients, particularly with regard to lack of healthcare resourcing
and socioeconomic problems [39].

The reference groups comprised mainly of nurses from urban-
based clinical settings, and the differences in the ProQOL5
scores likely stem from the rural and remote work locations and
the complexities of rehabilitation healthcare. Rehabilitation ser-
vice provision tends to operate under a complex insurance and
compensation-based framework focused on quick client out-
comes with limited financial expenditure [40]. Working within
this complex framework, Australian rehabilitation healthcare
workers face a significant risk of work-related stress. They face
challenges in balancing their ethos of person-centred care with
the pressures to deliver outcomes in a primarily privatised in-
dustry heavily influenced by economic considerations [40],
particularly among rehabilitation professionals involved in vo-
cational rehabilitation [19].

Participants reported lower compassion satisfaction than the
reference groups, possibly reflecting the unique pressures of re-
habilitation work. Internationally, rehabilitation healthcare pro-
viders face additional stressors when servicing rural and remote
areas as compared to urban locations. It is suggested that the re-
habilitation healthcare frameworks are unsuitable in rural and
remote areas due to the social, cultural, health, and economic
disadvantage and inequalities facing rural and remote commu-
nities [41].

Years of experience positively correlated with compassion sat-
isfaction, in line with Australian and international findings
[17, 24, 25]. Compassion satisfaction may increase with years of
experience as individuals early in their careers are more likely
to experience burnout, and this may be attributed to resilience
developed with ongoing professional experience [25].

A satisfactory work-life balance, positive workplace culture, and
a part-time work arrangement correlated with higher compas-
sion satisfaction, possibly due to organisational support, echo-
ing findings on Australian mental health professionals [25].
Conversely, poor work-life balance and negative workplace
culture were associated with increased burnout, consistent
with Australian and international findings [35]. Being in a le-
gally recognised domestic partnership was also associated with
lower burnout. Others have suggested that supportive spousal
relationships may help mitigate work-related burnout, possibly
due to the emotional support received, which can help negate
negative feelings associated with the workplace [42].

Feeling safe at work, encompassing psychological and phys-
ical safety [43], was positively correlated with compassion
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satisfaction. Australian legislation requires that employers
provide a psychologically safe workplace. Safe work culture
is fostered through professional training and development, a
top-down approach to safety, and employers taking employee
concerns seriously [44]. Unsurprisingly, satisfaction with pro-
fessional development and being supported to deliver positive
client outcomes correlated positively with compassion satisfac-
tion and negatively with burnout. Appropriate professional de-
velopment enhances the psychological resilience of healthcare
workers and decreases burnout and work-related stress, while a
positive workplace and organisational culture support workers
to deliver positive client outcomes [45]. The finding of a signifi-
cant positive correlation between training for complex cases and
compassion satisfaction was similar to that regarding satisfac-
tion with professional development opportunities, which may
indicate that participants considered training for complex cases
to be a form of professional development.

Elements of workplace and organisational culture dominated
the relationships reported by our participants in the survey
and open responses, and reportedly impacted the professional
quality of life in this group of rehabilitation healthcare work-
ers [20]. As noted in existing literature, a positive correlation
was found between the number of cases managed and burnout
[46]. Participants identified caseloads as a significant stressor,
driven by billable hours and key performance indicators (KPIs)
set by employers and insurers. Although these KPIs are consis-
tent across contexts, they may be less attainable in rural areas
due to the unique challenges of rural practice identified by our
participants.

Interestingly, we found no significant relationships between
secondary traumatic stress and any of the study variables. We
expected an inverse relationship with compassion satisfaction,
given its reported role in reducing the effects of burnout and
secondary traumatic stress [47]. Instead, compassion satisfac-
tion may have initially protected against stress exposure, low-
ering negative mood and mitigating secondary traumatic stress
later [27].

The average levels of secondary traumatic stress in participants
suggested a workforce that is neither markedly resilient nor se-
verely struggling [25]. As our participants regularly work with
vulnerable populations experiencing severe psychological or
physical trauma, we anticipated correlations with caseload vol-
ume, case complexity and lack of workplace support, but this was
not the case. Given that our results suggest that variables such as
years working remotely, caseload volume, case complexity and
satisfaction with professional development may have reached
significance with a modest increase in participant numbers, fur-
ther research with larger cohorts is needed to understand better
the risks of secondary traumatic stress in this workforce.

4.1 | Limitations and Future Research

This study used a self-report survey, which may have led par-
ticipants to overstate their negative experiences, as participants
often report higher negative feelings, thoughts and emotions
[48]. Consequently, findings may overrepresent burnout and sec-
ondary traumatic stress, as those with less negative experiences
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and higher compassion satisfaction may not have completed the
survey.

The response rate was lower than expected, potentially due to
post-COVID-19 survey fatigue among healthcare workers [49],
which may have introduced sample bias from participant non-
response and impacted the reliability of findings. Survey fatigue
could exacerbate the problem described above, as the dissatisfied
may be more motivated to vent. We categorised age and years in
professional specialty to protect anonymity, so the lower level
of data collected by taking this precaution may have attenuated
correlations with the variables of interest. The high percentage
of female respondents reflects their prevalence in rehabilitation
healthcare. It limits gender analysis with compassion satisfac-
tion, burnout and secondary traumatic stress.

Psychometric studies of 1615 Australian hospital nurses by
Heritage et al. [33], and 533 urban and rural Romanian social
workers by Lazar et al. [50] both suggest the compassion sat-
isfaction scale is psychometrically valid, though Heritage et al.
suggest rescaling it to a 10-36 scale whereas Lazar et al. retain
the original 10-50 scale. Both studies suggest the burnout and
secondary traumatic stress scales are not independent and
should be combined into one, which both label “Compassion
Fatigue”. Heritage et al. add 11 items to this scale; Lazar et al.
add 10. Heritage et al. scale it from 11 to 46; Lazar et al. from 10
to 50. More importantly, only eight of the items are common be-
tween the two scales. It is apparent there is not yet consensus on
revisions of the original ProQOL. These revised scalings were
not used in this study because available reference data refer to
the original ProQOLS5 scales, and the revised compassion fa-
tigue scales are discrepant. A recent publication provided syntax
to convert ProQOL5 data to ProQOL21, but the scale itself has
not been made available to the public [33]. Although it is possible
to identify the relevant items from the ProQOL-20 or ProQOL-21
and typeset a custom version, doing so would require rescaling.
This rescaling would result in scores that are not conceptually
comparable to the reference data, and the altered response range
[10, 11, 13-46] would also prevent direct numerical comparison.
Further research in the construct validity of the ProQOLS5 for
rural and remote rehabilitation healthcare workers is warranted.

With no existing research on Australian rehabilitation health-
care workers using the ProQOLS5, there were challenges vali-
dating results against the general population, across urban and
rural and remote contexts. It may be possible that general dissat-
isfaction with the workplace issues identified by participants is
common to people working within the rehabilitation system in
metropolitan as well as rural locations. An American study of
urban rehabilitation healthcare workers has reported a similar
finding to our participants that corporate culture was a source of
moral distress, indicating that this appears to be a consequence
of working in the rehabilitation healthcare setting [36].

Future research that uses the ProQOLS5 with rehabilitation
healthcare workers should validate the measure for this work-
force. Further, research that includes larger cohorts, and ideally
rural, remote and urban practising rehabilitation healthcare
workers, would assist with determining how factors such as ru-
rality impact compassion satisfaction, burnout and secondary
traumatic stress outcomes.
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Research is also needed to determine how organisational cul-
ture influences unsafe work practices, burnout and secondary
traumatic stress. Understanding how elements of organisational
culture, such as work-life balance and workplace culture, shape
compassion satisfaction and fatigue outcomes may assist em-
ployers in understanding ways to enhance employee well-being
and mitigate the risk of burnout and secondary traumatic stress.

5 | Conclusion

This exploratory study is the first to document compassion
satisfaction, burnout and secondary traumatic stress levels in
Australian rural and remote rehabilitation healthcare workers.
Workers in this growing healthcare cohort are likely experienc-
ing lower levels of compassion satisfaction and higher levels of
burnout and secondary traumatic stress than other healthcare
specialisations in Australia.

Our findings provide baseline data for future research with re-
habilitation healthcare workers in rural and remote locations.
Findings may assist employers in supporting their workforce by
undertaking safe work practices. Without change, workers will
remain at risk of developing burnout and secondary traumatic
stress, a concern for those managing psychological risk in the
workplace and subsequent liability. Further, a lack of action may
mean ongoing difficulties in recruiting and retaining staff will-
ing to work in rural and remote locations.
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Chapter 5: Discussion and Conclusions
This chapter presents and discusses key findings, drawn from insights and learnings
gained across the three studies. Implications for practice and recommendations for future
research are addressed for each key finding. Next, an evidence-based conceptual framework
that can serve as a baseline for advancing future research is presented. An examination of
the strengths and limitations of the thesis follows, and finally, the conclusions are

presented.

Key Findings, Implications for Practice, and Future Research
This section discusses the key findings and examines their implications for
rehabilitation services delivered through Australian insurance-based schemes, alongside
considerations for future research. These key findings are relevant to rehabilitation
healthcare workers, their employers, and insurance providers operating across workers’
compensation, life insurance, DVA, CTP, and the NDIS. Five findings emerged from the
combined results of the studies undertaken in this thesis:

1. Australian rural and remote rehabilitation healthcare workers experience compassion
satisfaction and compassion fatigue in the conduct of their work. They report lower
compassion satisfaction and higher burnout and secondary traumatic stress than
most other Australian healthcare professionals who provided data using the ProQOL5
scale.

2. Work-related factors identified as contributing to compassion satisfaction,
compassion fatigue (Study 2), and burnout (Study 3) show similarities with newly
legislated WHS psychosocial hazards.

3. Rehabilitation job design and KPl demands influence compassion satisfaction,

compassion fatigue (Study 2), and burnout (Study 3).
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4. The ProQOLS5 scale may not fully reflect the range and interplay of work-related
factors influencing compassion satisfaction, burnout, and secondary traumatic stress
within this sector of the workforce.

5. Limited WHS action by employers may increase compassion fatigue (Study 2) and
burnout (Study 3) in Australian rural and remote rehabilitation healthcare workers.

These key findings are now discussed in order.

Key Finding 1: Australian rural and remote rehabilitation healthcare workers experience
compassion satisfaction, burnout and compassion fatigue in the conduct of their work.
They report lower compassion satisfaction and higher burnout and secondary traumatic
stress than most other Australian healthcare professionals who provided data using the
ProQOL5 scale.

Findings from Study 3 provided initial evidence that Australian rural and remote
rehabilitation healthcare workers experience compassion satisfaction, burnout, and
secondary traumatic stress in relation to their work. This finding provides new insight into
the psychosocial consequences for rehabilitation healthcare workers in rural and remote
Australia, an area where no prior research has specifically addressed these impacts. It builds
on the broader, emerging literature on psychosocial consequences in rural and remote
Australian healthcare workers (Tham et al., 2022) by contributing evidence from the
rehabilitation context.

When compared to most of the Australian reference groups, participants in Study 3
reported significantly lower levels of compassion satisfaction and significantly higher levels
of burnout and secondary traumatic stress. Although no data were collected from the

studies to identify specific variables that may explain these differences, what is known is
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that, unlike Study 3, most reference group studies were conducted in urban areas and all
collected data prior to the COVID-19 pandemic.

As has been previously reported, Australian workers in rural and remote areas face a
range of stressors unique to living outside urban areas, including limited access to support
services and training, excessive travel across large geographic regions, reduced access to
technology, and managing a broader range of client conditions due to the limited availability
of specialist services (Hussain et al., 2015; O’Toole et al., 2010). They are also known to
experience a significantly higher prevalence of mental health conditions than their urban
counterparts, including a high prevalence of COVID-19 mental health issues (Bailey et al.,
2023), specifically moderate to severe PTSD, high depersonalisation, and high emotional
exhaustion (Tham et al., 2022).

These two factors, working in Australian rural and remote areas and a higher
prevalence of mental health conditions in the Australian rural and remote health workforce,
may help explain the differences in levels of compassion satisfaction, burnout, and
secondary traumatic stress between Study 3 and the reference group participants. For
example, participants from Study 2 identified several rural factors that they considered
contributed to their experiences of compassion satisfaction and compassion fatigue.
Professional isolation was a recurring theme for increasing compassion fatigue, leaving
participants feeling unsupported and disconnected from urban colleagues. Bailey et al.
(2023) also reported that a lack of workplace support in American rural healthcare workers
was linked to compassion fatigue.

Participants' sense of isolation was compounded by blurred boundaries between
work and personal life in small communities, where colleagues and clients often overlap

with social networks, making it difficult to disengage from work. They reported excessive
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travel requirements further strained work-life balance and contributed to exhaustion,
increasing compassion fatigue. Managing a high proportion of complex cases added another
layer of stress, which was linked with increased compassion fatigue, particularly when
participants felt that employers did not adequately consider case complexity when
allocating new referrals, leading to feelings of being overwhelmed and unsupported.

Participants’ responses to open-ended questions in Study 3 indicated that they
perceived working in rehabilitation healthcare in rural and remote areas as unrewarding and
offering limited opportunities for career progression. When they wanted to change
employers, they often faced few alternative employment options due to the limited labor
market in rural and remote areas. These challenges may be exacerbated by the small size of
the rehabilitation sector in rural areas and practices such as non-compete agreements,
which are often intended to prevent professionals from taking clients or business
information to competing organisations (Ross, 2024).

Unlike many other healthcare fields, rehabilitation is mostly privatised, with few
publicly funded services (McAulay et al., 2023), leading to a highly concentrated labor
market and limited mobility in rural and remote areas. These mobility conditions can leave
rehabilitation healthcare workers in rural and remote areas feeling stuck in roles they find
unfulfilling, with little opportunity for advancement or change. For rehabilitation healthcare
workers, limited opportunities for promotion, career advancement, and professional
recognition have been linked to intentions to remain in or leave roles (Landon et al., 2024).
Being locked in a job and subsequently experiencing a career plateau are known to lead to
experiences of stress, burnout, emotional exhaustion, and depression (Hu et al., 2022;

Stengard et al., 2016).



112

Healthcare workers in rural and remote areas generally experience higher levels of
mental health conditions than their urban counterparts (Tham et al., 2022). It is therefore
plausible that the additional stresses associated with rural and remote practice, as identified
by participants’ open responses in Studies 2 and 3, may have contributed to lower
compassion satisfaction and higher levels of burnout and secondary traumatic stress

compared with urban peers in other healthcare sectors.

Implications for practice

Employers and other key stakeholders involved in insurance-based models of
rehabilitation need to be aware that findings from this research suggest that rural and
remote rehabilitation healthcare workers may experience burnout and secondary traumatic
stress that is not offset by high levels of compassion satisfaction. In this situation, workers’
levels of burnout and secondary traumatic stress may negatively impact work engagement
and performance, often impacting client care, workplace relationships, and personal life
(Sorenson et al., 2016).

The findings of this thesis highlight areas that may inform future intervention
research aimed at supporting compassion satisfaction and mitigating burnout and
secondary traumatic stress; however, given the small sample sizes and descriptive nature of
the data, further research is required before targeted interventions can be developed or
implemented for this workforce. At this stage, the findings are best understood as
identifying potential areas of concern and priority rather than providing a basis for specific
intervention design.

Recommendations for future research

1. Analyses of survey data in this thesis provided valuable baseline data for an

under-researched healthcare worker cohort. Establishing descriptive patterns
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and preliminary associations was a necessary first step in understanding this
population and informing the design of future studies to examine multivariable
relationships. Future research needs to repeat efforts to document levels of
compassion satisfaction, burnout, and secondary traumatic stress using larger
numbers of rural and remote rehabilitation healthcare workers in surveys
designed to accurately assess compassion satisfaction, burnout, and secondary
traumatic stress. Larger samples would enable more sophisticated statistical
analyses, allowing stronger assertions about the findings.

Multiple recruitment strategies were used for Studies 2 and 3, including
dissemination through employers and professional associations, conference
promotion, and social media, yet the sample size was modest. Future research
seeking larger samples is likely to require more active engagement with
employers, insurers, and industry stakeholders. Future recruitment may be
further enhanced by explicitly communicating how study design and
measurement are tailored to the rural and remote rehabilitation workforce,
rather than relying on generic workforce wellbeing tools. Framing the research as
context-specific and informed by existing rural and qualitative evidence may
improve practitioner and employer engagement and reduce perceptions of the
study as a standardised, metropolitan-centric survey. Together, these
approaches may support voluntary participation by addressing time barriers
within KPIl-driven environments and enabling broader engagement across
geographically dispersed rural and remote practitioners.

Since the commencement of this study, shorter versions of the ProQOL5 scale

with improved psychometric properties have been developed, and evidence
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indicates that shorter surveys are associated with higher participation rates
(Booker et al., 2021). Future research should therefore consider using a validated
short form ProQOL scale, supplemented with a targeted set of items informed by
the findings of this study, to support larger sample sizes and enable multivariable
regression analyses. In addition, research should co-design context-specific
strategies with the workforce to enhance compassion satisfaction and prevent
burnout and secondary traumatic stress, followed by studies that evaluate the
implementation and sustainability of these strategies across rural and remote
settings. This information may help employers develop targeted support that
addresses the unique challenges of rural and remote practice. The goal should be
to increase compassion satisfaction by improving the support available to
rehabilitation healthcare workers, so they feel valued, supported, and able to

maintain a healthy work-life balance.

Key Finding 2: Several work-related factors identified as contributing to compassion
satisfaction, compassion fatigue (Study 2), and burnout (Study 3) show similarities with
newly legislated psychosocial hazards.

Several work-related factors identified by participants, such as level of support
provided by management, positive workplace organisational culture, and having a healthy
work-life balance, were prominent in Study 2 and significantly associated with compassion
satisfaction and burnout in Study 3. For employers, these findings draw attention to specific
workplace factors that are directly relevant to managing psychosocial risk and supporting
workforce wellbeing. Adverse aspects of these work-related factors are commonly
associated with poor WHS culture, contributing to environments where staff wellbeing is

compromised, leading to high attrition and recruitment difficulties that further strain an
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already under-resourced workforce (Ystaas et al., 2023). These factors align closely with the
work-related psychosocial hazards now recognised in Australian WHS legislation, suggesting
that staff are exposed to psychologically hazardous and unsafe working conditions
(Comcare, 2024; Safe Work Australia, 2024).

To better appreciate the alignment of the psychosocial hazards on findings in Studies
2 and 3, results are synthesised with the Safe Work Australia (2024) psychosocial hazards
and presented in Table 9. To date, no literature has synthesised psychosocial hazards among
rural and remote rehabilitation healthcare workers, and, in this regard, the findings are new
to the literature. Participants in Studies 2 and 3 reported experiencing 82.35% (n=14) of the
psychosocial hazards now recognised in legislation, highlighting the prevalence of these risks
in rural and remote rehabilitation settings. Exposure to these hazards was associated with
compassion fatigue (Study 2) and burnout (Study 3), suggesting that higher compassion
fatigue and burnout may serve as indicators of workplace exposure to psychosocial hazards.
Retrospective analysis of these findings highlights areas where WHS interventions may be
required to address psychosocial risks, minimise psychological harm, and support a healthy,

sustainable workforce.

Implications for practice

Ongoing exposure to psychosocial hazards places this population at continued risk of
psychological harm and may lead to staff attraction and retention challenges if workplaces
are unsafe. In 2024, Australian WHS law introduced an updated Code of Practice addressing
psychosocial risks and hazards (Comcare, 2024). All employers are now legally obligated
under Australian WHS legislation to provide a safe work environment that effectively
manages psychosocial hazards (Safe Work Australia, 2024). Failure to manage psychosocial

hazards exposes employers to liability for costly workers' compensation claims, reputational
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damage, and potential penalties for legislative non-compliance (Quinlan, 2023; Safe Work
Australia, 2025). Because employers are responsible under WHS law for identifying and
managing these hazards, staff experiencing compassion fatigue may signal an increased risk
of compensable psychological injuries, such as depression, anxiety, post-traumatic stress
disorder, and sleep disorders (Safe Work Australia, 2024).

Responses from the qualitative analysis (Study 2) and correlations in Study 3 suggest
several strategies to reduce psychosocial hazards and associated risks among rural and
remote rehabilitation healthcare workers, including adjusting performance expectations to
account for excessive travel time, professional isolation, and limited referral services, and
prioritising work redesign. Recent public campaigns (Comcare, 2024; NSW Government,
2025) highlight employers’ legal obligations to prevent psychosocial harm, underscoring the
need for reforms in work design, while non-significant correlations (e.g., case complexity)
may indicate lower-priority issues. Targeted strategies should also focus on building a strong
WHS culture that makes staff reporting psychosocial hazards the norm and dismantles the
current culture of normalising risk (Quinlan, 2023). This shift must also remove stigma
around psychosocial and psychological hazards, risks, and injuries, so staff feel safe and
supported to speak up (Bachmann et al., 2026). Managers and staff need to understand
their legislative obligations to identify, report, and manage these hazards, supported by
training, clear processes, and regular risk assessments. Embedding this culture will help
strengthen workforce wellbeing, reduce burnout, and improve retention in rural and remote
rehabilitation settings.

To date, there is no published intervention research that examines strategies to
reduce compassion fatigue in rural and remote rehabilitation healthcare workers. Evidence

from related healthcare and rural workforce contexts suggests that organisational factors,
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including psychosocial hazards, work design, supervision, and workplace culture, may
influence worker wellbeing (Garnett et al., 2023). However, there is still limited
interventional research focused on supporting wellbeing and preventing burnout among
rural and remote healthcare workers. While individual strategies, such as mindfulness, have
shown promising results, further research is needed not only to replicate these findings but
also to develop approaches that respond to the distinct workload and systemic challenges

characteristic of rural and remote practice (McKennon et al., 2025).

Recommendations for future research

1. Research in other healthcare and rural workforce contexts suggests that
organisational approaches such as access to effective professional supervision, peer
support aimed at reducing professional isolation, opportunities for structured
debriefing, and workplace mental health training may be relevant to outcomes
related to compassion satisfaction and mitigating burnout and secondary traumatic
stress issues (Bailey et al., 2023). Future research could examine whether such
approaches are appropriate, acceptable, and effective for rural and remote
rehabilitation healthcare workers, and how they may need to be adapted to reflect
the specific contextual and system-level challenges identified in this study. In
addition, further work is needed to understand whether employers are aware of and
understand psychosocial hazards within their workplaces, or whether these risks are
unrecognised or misunderstood. This could be explored through mixed-methods
research, including employer surveys, interviews, or organisational audits, alongside
analysis of workplace policies and practices related to psychosocial risk
management. Findings would help distinguish between gaps in awareness and gaps

in action, and inform strategies to improve workforce safety through education,
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training, and operational change. Triangulation with Australian state and federal
workers’ compensation data, together with findings from this thesis, would also
support a more comprehensive understanding of psychosocial risk across the rural
and remote rehabilitation workforce.

A longitudinal study examining psychosocial hazards, burnout, and secondary
traumatic stress would assist policy makers, insurers, and employers in
understanding the long-term impacts of psychosocial hazards on their rural and
remote rehabilitation workforce. By following workers over time, such a study would
allow examination of how psychosocial hazards evolve, including whether increasing
or sustained exposure to hazards is associated with changes in burnout and
secondary traumatic stress. This approach may help identify patterns of change over
time, as well as potential risk and protective factors, providing a stronger evidence

base to inform future policy decisions and intervention-focused research.
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Table 9. Identification of significant relationships between work-related psychosocial hazards and compassion fatigue (Study 2) and

burnout (Study 3) from the visual conceptual representation (Figure 5).

Psychosocial hazards Study 1. Scoping Study 2: Semi- Participant Study 3: Participant
review structured responses (n,%*) National survey responses (n,%)
interviews

Job demands N4 N4 n=57, 29.53% N4 n=53, 32.92%
Job insecurity X X X

Low job control X v n=47, 22.79% v n=39, 24.22%
Fatigue X V4 n=3, 1.55% V4 n=2,1.24%
Poor support X N4 n=21, 10.88% N4 n=23, 14.29%
Lack of role clarity X X v n=6, 3.73%
Poor organisational change X X X

management

Inadequate reward and X X N4 n=14, 8.70%
recognition

Poor organisational justice X X Vv n=4, 2.48%
Traumatic events or X N4 n=3, 1.55% X

materials

Remote or isolated work v V4 n=23,11.91% V4 n=8, 4.97%
Intrusive surveillance X X v n=6, 3.73%
(micromanagement)

Poor physical environment X N4 n=13,6.73% X

Violence and aggression X v n=6, 3.10% X

Bullying X X X

Harassment including X N4 n=5, 2.59% X

sexual harassment

Conflict or poor workplace X v n=15, 7.77% v n=6, 3.73%

relationships or interactions
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Note: This table is a conceptual synthesis and does not represent new data collection, data generation, or analytic procedures. It
aligns findings already reported in Studies 2 and 3 with the psychosocial hazards introduced in Chapter 1, based on direct participant

references or conceptually consistent descriptions of work-related experiences.

Note: v Indicates a connection between the listed hazard and compassion fatigue (Study 2) and burnout (study 3) X Indicates no
apparent relationship between the listed hazard and compassion fatigue (study 2) or burnout (study 3) in the available data. The
psychosocial hazards are from the Australian Government Work Health and Safety (Managing Psychosocial Hazards at Work) Code of

Practice 2024.

*n, % = number of individual quotes/percentage of total number of participant responses identifying psychosocial hazards. Total of

193 responses from Study 2 participants (n=16) and a total of 161 responses from Study 3 participants (n=29).
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Key Finding 3: Rehabilitation job design and KPI demands influence compassion
satisfaction, compassion fatigue (Study 2), and burnout (Study 3).

This finding has relevance for insurers and employers, whose decisions about job
design and performance requirements shape the day-to-day realities of rehabilitation
practice. Job design for rehabilitation healthcare providers is mainly influenced by insurers,
whose profit-driven business models set employer performance standards. These standards
then become inherent role requirements, influencing how these jobs are designed.
Participants in Studies 2 and 3 reported that the uniformity of job design across the sector
created unrealistic job demands, leading to compassion fatigue (Study 2) and burnout (Study
3). Participants in Study 2 also mentioned that this design often conflicted with their
professional values, especially due to the economic priorities of their employers and
insurers.

In Studies 2 and 3, insurer-driven KPIs emerged as a risk factor for compassion
fatigue (Study 2) and burnout (Study 3), with the pressure to meet KPIs negatively
influencing participants' compassion fatigue and burnout. Participants suggested that KPls
were unattainable in rural and remote locations, as their cases are generally allocated based
on their geographic proximity to clients, regardless of their professional specialisation or
capacity.

Findings from Studies 2 and 3 reveal that elements of the job design, including the
pressure to attain KPls, may be leading to exposure to WHS hazards. In Study 2, participants
highlighted that a positive and supportive organisational culture acts as a protective factor,
enhancing compassion satisfaction and mitigating compassion fatigue. Study 3 reported
similar patterns, with positive aspects of organisational culture, including adequate support,

professional development, and training opportunities, as enhancing compassion satisfaction,
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while poor organisational culture left participants feeling unsupported, undervalued, and
overworked, increasing their risk of burnout.

KPIs are known to result in significant stress in rehabilitation healthcare workers
(McAulay et al., 2023) due to excessive workloads, a high proportion of complex cases, and
bureaucratic processes (McDowell et al., 2022). Rehabilitation healthcare workers also face
an increased risk of burnout when management prioritises staff attaining KPIs over fostering
a positive and supportive work culture (Lu et al., 2024). However, as no literature exists on
the impacts of KPIs on Australian rural and remote rehabilitation healthcare workers health
and wellbeing, the information uncovered by this thesis has highlighted that attaining KPIs is
a key workplace risk, which may result in unsafe and unethical work practices and adverse

impacts, including compassion fatigue and burnout.

Implications for practice

For Australian rural and remote rehabilitation healthcare workers, trying to attain set
KPlIs can contribute to unsafe work practices, arising from exposure to WHS hazards.
Achieving KPIs has proven problematic for this population, likely due to the complexities of
rural and remote healthcare. It is essential to evaluate whether the KPI-based model of

rehabilitation healthcare is suitable for rural and remote locations.

Recommendations for future research

1. Future research should involve collaboration with the rehabilitation healthcare
sector and the insurance industry to assess how current KPls align with legislative
requirements. Investigations may identify how KPIs can be better managed in rural
and remote settings, aiming to improve the psychological wellbeing of this

population and enhance rehabilitation outcomes for their care recipients.



123

2. Exploring the experiences of urban-based Australian rehabilitation healthcare
workers to assess whether their experiences regarding job design and KPls align with
the findings of studies in this thesis would help identify whether the findings are
unique to rural and remote contexts. This information may then inform further
exploration of whether a rural and remote-specific model of rehabilitation
healthcare would be more appropriate for this population.

3. Consideration could also be given to a collaboration with researchers in countries
with similar rehabilitation healthcare schemes with insurer involvement, and rural
and remote locations (such as Canada) to explore how rehabilitation job design,
performance expectations, and insurer-driven KPIs influence compassion
satisfaction, burnout and secondary traumatic stress outcomes. Information
obtained from such a study may assist with confirming that insurer involvement,
rurality, and the nature of rehabilitation work are significant risks for compassion
fatigue in this population.

4. Exploration of the study findings through systems-level and organisational
psychology frameworks may assist in examining how structural factors such as job
design, performance metrics, including KPIs, resource allocation that enables
workers to meet KPls, and workplace culture that supports and recognises the
unique demands of rural and remote work, shape compassion satisfaction,
compassion fatigue, burnout, and secondary traumatic stress. This exploration may
assist with situating individual experiences within broader organisational and service
delivery systems.

5. Future research could also examine how COVID-19—-related changes to rehabilitation

service delivery, including greater use of telehealth, interact with insurer-driven job
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design and KPI demands to influence compassion satisfaction and compassion
fatigue among rehabilitation healthcare workers. While telehealth may alter how
rehabilitation services are delivered, it remains unclear whether this shift mitigates
or exacerbates emotional strain for rehabilitation healthcare workers in rural and
remote contexts, where well-documented digital infrastructure limitations continue

to act as barriers to service delivery.

Key Finding 4: The ProQOL5 scale may not fully reflect the range and interplay of work-
related factors influencing compassion satisfaction, burnout, and secondary traumatic
stress within this sector of the workforce.

The ProQOL5 scale provided a useful and appropriate means of establishing baseline
levels of compassion satisfaction, burnout, and secondary traumatic stress among rural and
remote rehabilitation healthcare workers participating in Study 3, and enabled contextual
relevance through comparison with established reference populations. However, in its
current form, the scale does not incorporate a number of contemporary work-specific
factors identified by participants as shaping their experiences of compassion satisfaction
and compassion fatigue in rural and remote practice contexts. As a result, the ProQOL5
scale may not fully reflect the range and interplay of work factors influencing compassion
satisfaction, burnout, and secondary traumatic stress within this workforce.

In addition, in recent years, some studies have further explored the psychometric
properties of the ProQOLS5 scale and found limitations in the content validity of the burnout
and secondary traumatic stress subscales (Deriglazov et al., 2025; Singh et al., 2024).
Findings suggest that the burnout and secondary traumatic stress subscales are not

independent, indicating possible conceptual overlaps (Hotchkiss & Wong, 2024).
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The absence of contemporary work-related factors relevant to rural and remote
rehabilitation healthcare workers, alongside emerging evidence regarding ProQOLS5 subscale
overlap, suggests that the ProQOLS5 scale may not entirely capture the full range of
professional quality of life experiences in this population. Importantly, the findings of this
thesis provide baseline data that may inform the development of a complementary
work- and context-specific survey instrument focused on rural and remote rehabilitation

practice and associated psychosocial hazards.

Implications for practice

While the ProQOLS5 scale served its purpose in generating baseline data and
supporting contextual relevance through comparison with established populations, the
modest sample size limits how well levels of compassion satisfaction, burnout, and
secondary traumatic stress can be characterised in this cohort. As such, the findings provide
important contextual insight rather than a definitive representation of the psychological

impacts of the role.

Recommendation for future research

1. While the ProQOLS5 scale was appropriate for establishing baseline data and
enabling comparison with existing populations, it is not designed to capture
workplace conditions or system-level influences on professional quality of life.
The findings of this thesis can inform the development of a complementary
survey instrument focused on rural and remote rehabilitation practice, including
relevant workplace stressors and psychosocial hazards, drawing on an approach
similar to that used by Boni et al. (2022), who developed a context-specific

measure of compassion fatigue that incorporated workplace risk factors. Using
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the ProQOLS5 scale to measure practitioners’ individual experiences and
perceptions of compassion satisfaction, burnout, and secondary traumatic stress
alongside a context-specific assessment of work conditions may allow findings
about workers’ ProQOL to be interpreted more clearly within the realities of rural

and remote rehabilitation healthcare work.

Key Finding 5: Limited WHS action by employers may increase compassion fatigue (Study
2) and Burnout (Study 3) in Australian rural and remote rehabilitation healthcare workers.
Participants in Study 2 and Study 3 expressed that their employers prioritised
rehabilitation outcomes (including clinically successful rehabilitation and case closure) over

staff safety and described aspects of their roles that would typically be considered
hazardous. However, their accounts suggested these elements had become normalised due
to poor WHS culture (Wright et al., 2024). When participants notified their employer of WHS
risks, they described an overall sentiment of inaction and poor support from management.
Participants in Study 2 reported that their workplaces had limited or no rural and remote-
specific WHS policies and procedures in place, with one participant stating that their safety
management strategy was to “stand up and scream” (McGrath et al., 2024, p. 7).
Unfortunately, this is not surprising. The rural and remote healthcare sector in Australia has
received numerous recommendations for improving WHS outcomes for staff over the years,
including education and training, isolated work protocols, cultural safety, and fatigue
management (Wright et al., 2024). However, there has been little evidence of their
implementation despite the importance of managing WHS risks, particularly concerning
occupational violence and geographic isolation (Wright et al., 2021).

Participants in Study 2 and Study 3 described a culture of underreporting of WHS

incidents and risks, possibly due to experiencing management inaction or minimisation of
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their concerns (Jahner et al., 2020). This finding is concerning, given that participants in
Study 2 reported their exposure to significant WHS risks, including dangerous client conduct
such as sexual harassment, stalking, violence, and access to weapons. Normalising and
underreporting of WHS risks are also well-documented issues among Australian rural and
remote healthcare workers, primarily due to employer inaction and a lack of support
(Wright et al., 2021). The key finding may indicate that the culture of underreporting and
normalisation of WHS risks may be attributed to the nature of rural and remote healthcare,
rather than being a role-specific problem associated with rehabilitation healthcare.

Study 3 participants reported unrealistic caseload expectations, including a high
proportion of complex cases, poor organisational support, and the added difficulty of
working in rural and remote areas, where limited resources and isolation made meeting
insurer-driven outcomes even harder. These same conditions contributed to the
experiences reported in Study 2, where participants described managing care recipients
who displayed aggressive behaviors, including physical and psychological violence and
sexual harassment. When these incidents were raised with managers, little action was
taken. If no other rehabilitation workers were available, participants were advised to avoid
meeting the care recipient alone and continue working toward insurer-driven outcomes
before disengaging. Where other workers were available, the problematic care recipient
was simply passed between them, and services were never terminated. This indicates an
organisational failure to protect staff, exposing workers to ongoing harm in order to meet
contractual obligations, an ethically questionable practice that prioritises compliance over

employee safety.
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Implications for practice

Employers are at risk of failing in their duty of care to workers by prioritising
rehabilitation outcomes and business drivers over staff safety in rural and remote
rehabilitation settings. This may contribute to a culture where hazardous work is normalised
and WHS incidents and hazards are underreported. Ongoing exposure to risks such as
occupational violence, isolation, and fatigue may increase staff vulnerability to compassion
fatigue, which can reduce wellbeing, reduce performance, and negatively impact staff
retention. Employers must embed WHS legislative compliance, particularly psychosocial
safety into core organisational priorities, integrating them into everyday operations, as
existing practices contravene new legislative requirements. This research suggests that
failures by employers to adequately meet their duty of care and workplace safety
obligations may expose them to legal risk, including possible breaches of relevant
legislation.

Employers and insurers could use the findings from this research as a starting point
to review and redesign WHS practices in rural and remote rehabilitation settings. WHS
should be positioned as a strategic priority, linked to organisational performance and
leadership accountability to reduce risk and support a safe and sustainable workforce.
Leadership accountability is critical in championing WHS cultural change, ensuring
compliance, and fostering a positive safety culture. Leaders must actively identify, address,
and monitor WHS risks and hazards to support workplace wellbeing and meet WHS

obligations.

Recommendations for future research

1. While this thesis has concentrated on workforce experiences, future research

should explore employer responses to WHS incidents and reporting practices,
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especially regarding psychosocial hazards. Understanding how organisations
implement accountability and manage risks in rural and remote areas is essential
because these responses directly affect safety culture, reporting behaviour, and
workforce wellbeing. Investigating how organisations govern WHS and why
workers may hesitate to report issues can reveal weaknesses in leadership
accountability, reporting pathways, and incident management processes gaps
that allow WHS risks to endure and worsen.

2. Previous research shows that workers and managers often hold different views
about workplace safety, reflecting differences in exposure to risk and
understanding of what occurs in practice (Hon et al., 2023). These differences
highlight the value of comparing formal WHS reporting data with workers’
accounts of unreported incidents and managers’ perceptions. In line with this,
future research should compare formal WHS reporting data with workers’
accounts of unreported incidents and managers’ perceptions of what occurs. This
approach may expose differences between what managers believe is happening,
what is officially recorded, and what workers experience. Recognising these
discrepancies is critical for addressing underreporting, enhancing transparency,
and ensuring that leadership decisions are based on reality, not assumptions,

ultimately reinforcing organisational accountability for psychosocial safety.

Conceptual framework
The body of work in this thesis identifies that organisational management practices
and WHS hazards are impacting Australian rural and remote rehabilitation healthcare
workers, contributing to their low levels of compassion satisfaction and high rates of

compassion fatigue, when compared to other Australian healthcare professionals. The
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conceptual framework identifies potential risk and protective factors influencing the ProQOL
for Australian rural and remote rehabilitation healthcare workers. It connects personal and
work-related risk and protective factors to the ProQOL5 model’s subscales of compassion
satisfaction, compassion fatigue (Study 2), burnout, and secondary traumatic stress (Study
3), as illustrated in Figure 5.

The conceptual framework has extended the visual representation developed from
the scoping literature review (Study 1) by including findings from the semi-structured
interviews (Study 2) and the cross-sectional survey (Study 3). Similar to the visual
representation within Study 1, which was shaped by the ProQOL5 model, our conceptual
framework does not identify any predictor variables related to secondary traumatic stress.
This finding may reflect the nature of rehabilitation work in rural and remote settings,
where workers normalise the trauma and challenges experienced with complex clients
(Jahner et al., 2020; National Rural Health Alliance, 2024).

Although the conceptual framework has identified some personal factors as
influencing compassion satisfaction, compassion fatigue (Study 2), and Burnout (Study 3),
the dominant factors are work-related. Similar findings were also reported by German
healthcare workers who noted that compassion fatigue levels increased due to work-related
factors, including job demands such as managing complex cases, exposure to traumatic

events, and higher caseloads (Ondrejkova & Halamov4, 2022).
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Figure 5. Conceptual framework of potential predictor variables of compassion satisfaction and compassion fatigue using the ProQOL model and data from

the semi-structured interviews (Study 2) and the national survey (Study 3).
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Strengths and Limitations
The respective chapters and publications have discussed the strengths and limitations of

each study. This section highlights the thesis's strengths and limitations in its entirety.

Strengths

Methodologically, this thesis enhances the validity of its findings through triangulation,
incorporating data from a scoping review, semi-structured interviews, and a national survey.
This methodology provides a more comprehensive understanding of the issues, reinforcing the
reliability of the results. The thesis findings highlight the vulnerability of this workforce, which
provide insight into areas of vulnerability for rural and remote rehabilitation healthcare
workers, and may inform considerations for employers and policymakers in reviewing existing
strategies and supports. Another strength is that this research establishes baseline data, which
will be valuable for future studies investigating workforce wellbeing in rural and remote
rehabilitation settings. The findings also offer actionable insights for practice, particularly at the
organisational and policy levels, by identifying key risks and possible opportunities for
intervention, including workplace support, job design, and performance expectations (KPls),
and exposure to psychosocial hazards negatively influencing workforce wellbeing. The thesis
aligns with the updated 2024 Work Health and Safety (Managing Psychosocial Hazards at Work)
Code of Practice, ensuring that the assessment of workplace risks reflects current Australian
WHS standards. These findings increase the thesis's relevance and applicability, particularly for
employers and policymakers seeking to improve workforce conditions.

The use of the ProQOL scale in this thesis is both a strength and a limitation, with the

limitation discussed in the Limitations section below. A key strength of the use of ProQOL5
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scale is that it is a well-established measure of compassion satisfaction, burnout, and secondary
traumatic stress. While questions remain about its suitability for rural and remote rehabilitation
healthcare workers, its inclusion ensures comparability with existing research on compassion
satisfaction, burnout, and secondary traumatic stress. Use of the ProQOL5 scale enables
comparison with broader healthcare populations and helps position the findings within the
existing evidence base while also highlighting differences observed in rural and remote
contexts. Additionally, this thesis presents a world-first study examining compassion
satisfaction and compassion fatigue (as measured by burnout and secondary traumatic stress),
along with associated risk and protective factors, in Australian rural and remote rehabilitation
healthcare workers. This is a niche and difficult to access sector of the Australian healthcare
workforce, and the findings from the studies in this thesis address a critical gap in the literature
by focusing on this under-researched section of the healthcare workforce, particularly by
identifying the influence of rural and remote practice conditions and organisational factors on
workforce wellbeing outcomes.
Limitations

As noted above, although use of the ProQOLS5 scale is a strength, the absence of
guestions about important contemporary workplace factors relevant to today’s workforce is a
limitation. As discussed initially in Chapter 1, and more fully in Chapter 4, research emerged
that identified concerns with the construct validity of the burnout and secondary traumatic
stress subscales (Hemsworth et al., 2018). These issues remain unresolved in the literature,
leaving uncertainty about alternative strategies that might better suit this study. Suggested

revisions to the ProQOL5 scale in some studies lacked comparison data, making them unsuitable
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for this thesis. Despite its limitations, the ProQOL5 scale was regarded as the only tool to use to
facilitate the comparisons required in this study.

Examination of alternative conceptual models and measurement tools for compassion
satisfaction and compassion fatigue (burnout and secondary traumatic stress) was beyond the
scope of this thesis. Other models and measurement tools that address one or more of these
constructs may examine how alternative frameworks and assessment instruments
conceptualise and measure compassion satisfaction and compassion fatigue among
rehabilitation healthcare workers, including the strengths and limitations of different
measurement approaches within this population.

The smaller-than-anticipated sample sizes in the semi-structured interviews and the
national survey, combined with self-reported data in both studies, may have impacted the
overall generalisability of the findings. In addition, sample size constraints limited analyses to
descriptive and univariate approaches, meaning that potential interrelationships between
variables could not be examined using multivariable models. Conclusions from this study
therefore are preliminary steps in an ongoing research process and are not definitive.

The limited number of participants may also have increased response bias, as individuals
who are dissatisfied with their employment are more likely to participate in survey research
(Hendrix et al., 2024). As self-report responses are based on participant perceptions,
participants with specific concerns may have provided more negative responses than those
provided by a larger population sample (Hendrix et al., 2024). The relatively small sample sizes
across the studies also reflect challenges in identifying and accessing a clearly defined rural and

remote rehabilitation workforce. Available Australian Government workforce data classify
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health professionals by registration category and geographic location, rather than by
rehabilitation service delivery roles, limiting the ability to clearly define the population from
which participants could be drawn (Australian Government Department of Health Disability and
Ageing, 2025).

The semi-structured interviews and the national survey used a cross-sectional design,
which was necessary to establish baseline data and build upon the findings of the scoping
review. While this approach provides a valuable snapshot of key factors influencing compassion
satisfaction and compassion fatigue among Australian rural and remote rehabilitation
healthcare workers, it can only report on possible relationships, not causality, and does not
capture changes over time.

Although the scoping review and interviews were conducted prior to the COVID-19
pandemic, the survey was conducted during it. Survey participation from healthcare providers
post-COVID-19 is challenging, particularly when they are experiencing post-COVID-19 survey
fatigue and they are time poor due to workload demands (De Koning et al., 2021; Shiyab et al.,
2023). Survey participants reported high workload demands and low job control, as well as time
pressures to meet KPIs, which may explain why participation rates were lower than anticipated.

Without exploring the employer or organisational perspectives in this thesis, the
findings reflect the risk and protective factors of compassion satisfaction and compassion
fatigue from participants’ self-reported data. Without employer or organisational perspectives,
a knowledge gap remains in understanding how their perspectives align with this thesis’

findings.
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In addition, this thesis did not explicitly examine ethical challenges associated with rural
and remote rehabilitation practice, which may contribute to compassion satisfaction and
compassion fatigue. In small or close-knit communities, rehabilitation healthcare workers may
face heightened privacy and confidentiality concerns, blurred professional and personal
boundaries, and reduced opportunities to disengage from their professional role outside of
work. These ethical tensions may interact with workplace stressors to influence burnout,
secondary traumatic stress, and retention; however, they were not explored directly in the
current studies. Future research may benefit from examining the ethical dimensions of rural
and remote rehabilitation practice as part of broader efforts to support a safe and sustainable

workforce.

Conclusions

Study 3 highlighted that this population is vulnerable to experiencing lower levels of
compassion satisfaction and higher rates of burnout and secondary traumatic stress than other
Australian healthcare workers. The information captured by the studies contributes to the
growing literature on occupational wellbeing in Australian rural and remote healthcare workers
by providing baseline data specific to this population. It also questions the suitability of the
ProQOLS5 scale in capturing data relevant to compassion satisfaction, burnout and secondary
traumatic stress in this rural healthcare workforce. Further validation studies are needed to
ensure the measure provides an accurate assessment for rural and remote rehabilitation
healthcare workers and the broader rural and remote healthcare sector.

Employers and policymakers in Australian rural and remote healthcare could benefit by

reflecting on these findings and taking proactive steps to meet their legislated WHS obligations.
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This is particularly important for addressing organisational factors such as workplace culture,
job design, workplace support, and the working environment, all of which are now known to
align with the psychosocial hazards under recent legislative updates.

Effective employer management of WHS hazards may minimise employer risks
associated with workers' compensation claims attributed to psychological injury. Implementing
evidence-based strategies to mitigate WHS hazards, such as improving access to professional
supervision, addressing workload concerns, and fostering a workplace culture that supports
staff wellbeing, is critical to sustaining the rehabilitation healthcare workforce in rural and

remote Australia.
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What are the impacts, influences and rates of Compassion Satisfaction and Compassion Fatigue in rehabilitation
healthcare workers in rural and remote locations.

Introduction Preliminary results Boxplots of Fro@oL subscale scores Discussion
There is increasing need for rehabilitation healthcare in rural and Frequency (n) — Our sample is similar to, or exceeding, samples from two
remote areas. Rehabilitation healthcare is primarily focused on Reported gender n=20 100% i i widely regarded as at risk of ad\

* jori i , i « -
injury/illness and disability management. However, little is known The large majority reported Fale s e H outcomes, with 75% of our sample in the “moderate” range for
about the impacts, influences and rates of Compassion Satisfaction 20-24 years pry 0% s § : N and y stress (which are the ProQOL
(CS) and Compassion Fatigue (CF) on rehabilitation healthcare 25-34 years n=3 15% 2 : measures for CF).

) ) 3544 years n=7 5% g 81 i Our results t similar findings for CS and burnout to a stu
workers in rural and remote locations. 45.54 years n=5 25% = H r results present similar findings for CS and bumout to a study

55-64 years n=5 25% g - which administered the ProQOL to Australian Psychologists
This cohort are significantly under-researched and potentially 65-74 years n=0 0% 2 *7 o N -
vulnerable to bumout and CF. This world first study seeks to identify 75 years + n=0 0% 8 { (Hegary & 20201 » ourparie i

‘ ” el — Pigher leves of secondary raumatic stess (263 =279, p =
the impacts, influences and rates of CF and CS and to provide an QLD n=9 45% I . 0.006).
indication of the scope of the problem. This will enable workplace NSW n=6 30% =
inte jons to be to minimise the h f working in thi vic n=2 10% i Our preliminary results are similar to a study of Australian
inter arm of working in this -
setting LAAS :;g gg‘% i gency nurses (O'C: Lam, Cant, & Moss, 2020) on all
’ SA n=0 0% T T T three ProQOL scales. The findings from the O’Callaghan et. al.
Withheld n=1 5% 1_Compassion_Satistaction  2_Burnout 3_Stress _ R
tudy regarding factors which relate to CS and CF

N ) Sucyresaraing oo Wi mayreiere b Th e A

Rehabilitation Counselior n=11 55% aligned with the find| in our p review

Occupational Therapist n=3 15% (McGrath, Matthews, & Heard, 2022). Both studies have identified

. Psychologist n=2 10% “There is little psychosocial risk management by the employer, there’s positive and negative relationships with similar variables which
Materials and methods Other Allied Health n=4 20% an increase in workers comp mental health claims and increased staff may impact ProQOL outcomes. These include: personal,
_ . ) turmover, management don't listen and quash any discussion of ) N
This study uses a survey gy to obtain about P——— professional, care delivery and human resources factors.
the impacts, influences and rates of CS and CF. Conclusions
“I wish I could just do my job and not feel so ‘burned out’ I “It’s disappointing for us and the patient to know that where they live
Quality of work life is measured using the Professional-Quality-of-Life determines the quality of healthcare or quality of life they can have™ To confirm the findings in our ; o revi
. . . i p view
5 (ProQOL) scale, with demographic information also coll . “More incentives anil supports need to be provided for rural

healthcare workers. (McGrath, Matthews, & Heard, 2022), that Australian rural and
Recruitment i h i i [Measue ________[Mean (M) _|Standard Deviation (SD) anificant r A

“There are limited opportunities and support in rural and remote Duration i ialisati M-15 SD=8.42 remote healthcare workers are at a significant risk for developing

locations. We are forgotten about, yet we have so much to offer. u i n in specialisation years o CF, we need further participants from a wide range of

It's quite lonely.” Duration of rural and remote M= 7.85 years SD=7.61 o o .

practice rehabilitation health P to this study.

Literature cited 10 Participation Further information
Hmm Buchanan, B. (2021). Psychologist Norms for the Professional Quality of Life Scale (ProQOL). Partici can be delivering rehabilitation ices to clients in ers’ Kelly McGrath
McGrath, K. Matthews, L. R.. & Heard, R. (2022). of ion satistaction and ion fatigue compensation, life insurance, NDIS, or any other tertiary rehabilitation setting. PhD candidate, Faculty of Medicine and Health, the University of Sydney
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Health, safety and wellbeing influences on compassion satisfaction and
compassion fatigue outcomes for rural and remote rehabilitation healthcare
workers

Abstract
Dnns-otld-ﬁstswdydevelopedm underswninoofme
health, safety and 3 on C

Satisfaction (CS) and Compassion Fatigue (CF) of rural and
Rehabilitation healthcare workers are health professionals

a growing engaged in
ﬁsabiwmpsmguwmu
itation, and injury

managementiprevention. Results suggest these workers
faeee‘emdrskolcl‘wenpanhsysmusls

may assist in
changes needed to models of care in ruraliremote locations,
to help meet Work Health and Safety (WHS) obligations to
provide a safe work environment by reducing the risk of CF.

Introduction

Thereis i ing need for = in rural
and remote areas. Rehabilitation healthcare is primarily
focused on injury and disabiity

However, little is known about the impacts, influences and
rates of C i jsfaction (CS) and C

Fatigue (CF) on rehabilitation healthcare workers in rural and
remote locations (McGrath, Matthews, & Heard, 2022) .

vulnerable to bumout and CF. This world first study seeks to
identiy the impacts, influences and rates of CF and CS and
to provide an indication of the scope of the problem. This will
enable workplace interventions to be tadored to minimise the
harm of working in this setfing.

Materials and methods

rehabiitation services within Australian rural and remote
it ici| in semi i iews in
2018-2019.

Braun and Clarke's six-phase framework guided the thematic
analysis, and the Consolidated Criteria for Reporting
Qualitative Research (COREQ) checklist guided our reporting
of the study methods.

Discussion
Key Performance Indicators (KPls) and client conduct were
mammmwmmm
by o of CF. Partic
Wmoﬁt(nm%)swmedmﬂsafeq
with most female partici approp
client conduct including verbal abuse, physical assault,
stalking, and sexual harassment. When participants reported
WHS concems to their employer, they felt their
were minimi resulting in lisation of this as an
expected part of the role. This finding is conceming because
all Australian employers are required fo provide a safe
workplace for their workers. Failure to do somay be a
serious breach of WHS legislation which is not only a

and jisational risk, but the employer may
also be liable for any harm caused to the employee attributed
to their employment.

Sources of CS for some were sources of CF for others,
however most participants described elements of poor
organisational govenance of WHS, and this was identified as

Results

Participants Frequency (n) Percent (%)
Female n=12 75%

Male n=4 25%
Location Frequency (n) Percent (%)
NSW n=g 56%

viC n=4 25%

QLp n=2 13%

WA n=1 6%
Specialisation Frequency (n) Percent (%)
Occupational Therapist n=6 37%
Rehabiitation Counselior n=3 19%
Exercise physiologist n=2 13%
Psychologist n=2 13%

Social Worker n=2 13%
Vocational Consultant n= 8%

Health, safety and
wellbeing

Human Stakeholder Service delivery
resources expectations model
Organisational
management practices

Organisational and
workplace culture

Quality of work-life

Psychosocial
stressors

Work-life

R— balance

Theme 1: Quality of work life v v
v v
v v
x v
v v
v v
Theme 2: Organisational and x v
workplace culture x v
x v
v v
Theme 3: Organisational x v
management practices v v
v v
v v

Theme 1. Quality of work-ife Theme 2. Organisational and

workplace culture
don't gef as much attention as the
we are forgotfen about because “we have a code word that we can text
we're rural” somebody. But usually | stand up and
scream”.

Theme 3. Organisational
management practices

“Tthey send through referrals, they only

look at the number of files that you

have, they don't actually go info how

“definitely feel isolated in terms of complex those files are™

support” “the job prospects aren't as good
compared fo the city. There might not

“Travel impacts the service that people be any other options™

get from me. | drive 1500 kilometres a

week and that's huge chunks of my time nsfrywenmggangbfannsby

where I'm not available™

T was crying almost every day because
I was overwhelmed | had very difficult

dlients and | did gef compassion
fatigue”

“I'm having fo fake on cases that
nobody else is trained fo do”

1 have a target (KPY) | struggle to hit safely may not be guaranteed”

every month, no matfer how much work

Imdamg which was really draining for “From the head office, it feels like we

me” are forgoften about because we're out
here and no one understands what
goeson”

“nsurers are a bamier, there might be
services that you think are appropriate
that they don't approve of™

Conclusions

Results indicate similarites in experiences of CS and
CF in various healthcare specialisations in rural and
remote locations. The difference for rehabiitation
healthcare workers are the employer enforced KPIs
which are uniform across organisations regardless of
geographic location, without consideration to the
practice. This resulted in increased work-related
pressures which may indicate a heightened risk of
developing CF. Further research that provides a
better understanding of the rates and risks of CF wiill
enable employers to make informed decisions about
the appropriateness of their models of care in rural
and remote locations. This information will assist
employers with meeting their WHS obligations by

a safe work envir for their
employees, minimising risk of CF.

Key learnings

1. Expenences of rural and remote rehabilitation
healthcare workers suggests that the use of urban
models of care in rural and remote locations may

fatigue.
2. Sources of compassion satisfaction may also be a
of risk for the of 2

fatigue in rural and remote rehabilitation workers.

3. The pressures of meeting Key Performance
Indicator targets may contribute to the
development of compassion fatigue in
rehabilitation workers in rural and remote
locations.

How can you help with the next
phase of the research?

We are cumrently recruiting participants to complete a
short and anonymous online survey which assesses
mmmwmmmm

and C ion Fatigue in
healthcare workers in rural and remote locations.
Healthcare workers (nurses, allied health practitioners
and doctors are all welcome!) who work in any form of
physical or psychological rehabilitative services. This
can include clinical rehabilitation, psychological

Son, NDIS providers and

to name a few. Partici need to be
healthcare workers who hold full professional
membership with their professional body. If you are in
this target group, please consider particpating in this
research, by using the QR code below.

Further information

Kelly McGrath

a significant risk for the development of CF.
Although there are sit ities in CS and CF L with
pmlessuxdsl(?lswueamnm This is likely

to the uniformity of KPIs of location,
without i Son to the ities of
practice. Urbanised models of care were used across all
geographic locations which resulted in workload

with unrealistic and unattainable KPls. This resulted in
participants reporting symptoms linked to CF including
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Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for
Scoping Reviews (PRISMA-ScR) Checklist

SECTION ITEM [ PRISMA-ScR CHECKLIST ITEM REPORTED ON PAGE #

TITLE
Title
ABSTRACT

Structured
summary

INTRODUCTION

Rationale

Objectives

METHODS

Protocol and
registration

Eligibility criteria

Information
sources*

Search

ROBEL

- \ St.Michael's

’ 5 Inspired Care.
> Inspiring Science.

00®

Identify the report as a scoping
review.

Provide a structured summary that
includes (as applicable): background,
objectives, eligibility criteria, sources
of evidence, charting methods,
results, and conclusions that relate to
the review questions and objectives.

Describe the rationale for the review in
the context of what is already known.
Explain why the review
questions/objectives lend themselves
to a scoping review approach.
Provide an explicit statement of the
questions and objectives being
addressed with reference to their key
elements (e.g., population or
participants, concepts, and context) or
other relevant key elements used to
conceptualize the review questions
and/or objectives.

Indicate whether a review protocol
exists; state if and where it can be
accessed (e.g., a Web address); and
if available, provide registration
information, including the registration
number.

Specify characteristics of the sources
of evidence used as eligibility criteria
(e.g., years considered, language, and
publication status), and provide a
rationale.

Describe all information sources in the
search (e.g., databases with dates of
coverage and contact with authors to
identify additional sources), as well as
the date the most recent search was
executed.

Present the full electronic search
strategy for at least 1 database,
including any limits used, such that it
could be repeated.

P.1

P.2

P.6

P.6

P.6 Methods

P. 7 Inclusion and exclusion
criteria

P. 6 & 7 Search strategy and
Inclusion and exclusion criteria

P. 6 & 7 Search strategy and
Inclusion and exclusion criteria



169

SECTION ITEM | PRISMA-ScR CHECKLIST ITEM REPORTED ON PAGE #

Selection of
sources of
evidencet

Data charting
processt

Data items

Critical appraisal
of individual
sources of
evidence§

Synthesis of
results

RESULTS

Selection of
sources of
evidence

Characteristics
of sources of
evidence

Critical appraisal
within sources of
evidence
Results of
individual
sources of
evidence

Synthesis of
results

DISCUSSION

Summary of
evidence

par |
9 2,
& s

5 3 St. Michael’s
g Inspired Care.
” Inspiring Science.

00®

10

11

12

13

14

15

16

17

18

19

State the process for selecting
sources of evidence (i.e., screening
and eligibility) included in the scoping
review.

Describe the methods of charting data
from the included sources of evidence
(e.g., calibrated forms or forms that
have been tested by the team before
their use, and whether data charting
was done independently or in
duplicate) and any processes for
obtaining and confirming data from
investigators.

List and define all variables for which
data were sought and any
assumptions and simplifications
made.

If done, provide a rationale for
conducting a critical appraisal of
included sources of evidence;
describe the methods used and how
this information was used in any data
synthesis (if appropriate).

Describe the methods of handling and
summarizing the data that were
charted.

Give numbers of sources of evidence
screened, assessed for eligibility, and
included in the review, with reasons
for exclusions at each stage, ideally
using a flow diagram.

For each source of evidence, present
characteristics for which data were
charted and provide the citations.

If done, present data on critical
appraisal of included sources of
evidence (see item 12).

For each included source of evidence,
present the relevant data that were
charted that relate to the review
questions and objectives.

Summarize and/or present the
charting results as they relate to the
review questions and objectives.

Summarize the main results (including
an overview of concepts, themes, and
types of evidence available), link to
the review questions and objectives,

P. 7 Inclusion and exclusion
criteria

P. 7 & 8 Data extraction and
synthesis

P.6 & 7 Search strategy

N/A

P. 7 & 8 Data extraction and
synthesis

Figure 1 (PRISMA diagram)-
reference to this on P.8

P.8

N/A

Table 1 (Evidence table)-
reference to this on P.8

P.8-14

Figure 2 Visual representation
- reference to this on P. 13

P.13-17
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SECTION ITEM | PRISMA-ScR CHECKLIST ITEM REPORTED ON PAGE #

and consider the relevance to key
groups.
Discuss the limitations of the scoping

Limitations 20 . P.17
review process.
Provide a general interpretation of the
results with respect to the review

Conclusions 21 questions and objectives, as well as P.17
potential implications and/or next
steps.

FUNDING

Reported on the title
page:

Disclosure statement:
| certify that no
external parties have
a direct interest in the
results of the
research supporting
this article and no
financial assistance
was received by any
of the authors to fund
the study.

Describe sources of funding for the
included sources of evidence, as well
Funding 22 | as sources of funding for the scoping
review. Describe the role of the
funders of the scoping review.

JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses
extension for Scoping Reviews.

* Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media
platforms, and Web sites.

T A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g.,
quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping
review as opposed to only studies. This is not to be confused with information sources (see first footnote).

1 The frameworks by Arksey and O’'Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the
process of data extraction in a scoping review as data charting.

§ The process of systematically examining research evidence to assess its validity, results, and relevance before
using it to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is more applicable
to systematic reviews of interventions) to include and acknowledge the various sources of evidence that may be used
in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, and policy document).

From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews
(PRISMASCcR): Checklist and Explanation. Ann Intem Med. 2018;169:467—-473. doi: 10.7326/M18-0850.
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After consideration of your response to the comments raised your project has been approved.

Approval is granted for a period of four years from 13 August 2018 to 13 August 2022

Project title: Rural and remote rehabilitation case managers’ perspectives on
compassion satisfaction and compassion fatigue influences on
quality of work life

Project no.: 2018/524

First Annual Report due: 13 August 2019

Authorised Personnel: Matthews Lynda; Heard Robert; McGrath Kelly;

Documents Approved:

Date Uploaded Version number | Document Name

06/08/2018 Version 2 PIS Final V3

06/08/2018 Version 2 PCF Final V3

03/06/2018 Version 1 Invitation to participate

26/05/2018 Version 1 Interview questions

26/05/2018 Version 1 Client confidentiality agreement- transcription service
26/05/2018 Version 1 ORAMS infographic

26/05/2018 Version 1 ORAMS governance charter
26/05/2018 Version 1 ORAMS background

26/05/2018 Version 1 IPAR participant approval
26/05/2018 Version 1 ORAMS Deed

26/05/2018 Version 1 Acumen Health participation approval

Condition/s of Approval

e Research must be conducted according to the approved proposal.

¢ An annual progress report must be submitted to the Ethics Office on or before the
anniversary of approval and on completion of the project.

* You must report as soon as practicable anything that might warrant review of ethical
approval of the project including:

Research Integrity & Ethics Administration T +61 2 9036 9161 ABN 15211513 464
Level 2, Margaret Telfer Building (K07) E human.ethics@sydney.edu.au CRICOS 00026A
The University of Sydney W sydney.edu.au/ethics

NSW 2006 Australia
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e

» Serious or unexpected adverse events (which should be reported within 72 hours).
» Unforeseen events that might affect continued ethical acceptability of the project.

e Any changes to the proposal must be approved prior to their implementation (except
where an amendment is undertaken to eliminate immediate risk to participants).

e Personnel working on this project must be sufficiently qualified by education, training
and experience for their role, or adequately supervised. Changes to personnel must be
reported and approved.

e Personnel must disclose any actual or potential conflicts of interest, including any
financial or other interest or affiliation, as relevant to this project.

e Data and primary materials must be retained and stored in accordance with the
relevant legislation and University guidelines.

e Ethics approval is dependent upon ongoing compliance of the research with the National
Statement on Ethical Conduct in Human Research, the Australian Code for the Responsible
Conduct of Research, applicable legal requirements, and with University policies, procedures
and governance requirements.

e The Ethics Office may conduct audits on approved projects.

e The Chief Investigator has ultimate responsibility for the conduct of the research and is
responsible for ensuring all others involved will conduct the research in accordance
with the above.

This letter constitutes ethical approval only.
Please contact the Ethics Office should you require further information or clarification.

Sincerely

Associate Professor Stephen Assinder
Chair
Human Research Ethics Committee (HREC 1)

The University of Sydney HRECs are constituted and operate in accordance with the National
Health and Medical Research Council’s (NHMRC) National Statement on Ethical Conduct in
Human Research (2007) and the NHMRC’s Australian Code for the Responsible Conduct of

Research (2007).

Page 2 of 2
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Organisation Letterhead
Dear

| am writing on behalf of Ms Kelly Yorke to invite you to participate in a research project that is exploring
Compassion satisfaction and compassion fatigue in rural/ remote rehabilitation consultants. Kelly is
conducting the research as a Masters by Research candidate at the University of Sydney. Information
about the study is attached.

You are being invited to participate in the study because you are a rehabilitation case manager of our
organisation working in a rural location. Please be assured that if you decide to participate in the study it
will not affect your relationship with us, [name of organisation], or the University of Sydney. We will not
know if you participate in the study and any information that you share with the researcher will remain
confidential.

If you would like to participate in this study, or get further information about the study, please call
Ms Kelly Yorke on 0451 307 559 or email kyor5431@uni.sydney.edu.au to advise her of your interest.

Thank you for your interest in this study.

Sincerely
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Faculty of Health Sciences

ABN 15211 513 464

Room M316
Building C42
Lynda Matth
ynda Matthews The University of Sydney
Associate Professor NSW 2006 AUSTRALIA

Telephone: +612 93519537
Email: lynda.matthews@sydney.edu.au
Web: http://www.sydney.edu.au/

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

PARTICIPANT INFORMATION STATEMENT
(1) What is this study about?

You are invited to take part in a research study about compassion satisfaction and compassion
fatigue influences on quality of work life among rural and remotely employed rehabilitation and
healthcare workers. The purpose of the study is to characterise Compassion Satisfaction and
Compassion Fatigue in rural/ remotely employed Rehabilitation Case Managers and determine the
personal and environmental factors which may influence Compassion Satisfaction and Compassion
Fatigue experiences on quality of work life.

You have been invited to participate in this study because you have been identified as a suitable
candidate. You have been identified as suitable because you meet the study criteria of being a
Rehabilitation Case Manager employed in a rural/ remote location which meets the Australian
Bureau of Statistics Accessibility/Remoteness Index of Australia criteria for employment in rural/
remote locations.

Participants must be able to converse in English, be over 18 years of age and gender identified. This
Participant Information Statement tells you about the research study. Knowing what is involved
will help you decide if you want to take part in the research. Please read this sheet carefully and
ask questions about anything that you don’t understand or want to know more about.

Participation in this research study is voluntary.

By giving your consent to take part in this study you are telling us that you:
v' Understand what you have read.

v Agree to take part in the research study as outlined below.

v Agree to the use of your personal information as described.

You will be given a copy of this Participant Information Statement to keep.

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2,01/08/2018 Page 1 of 5
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(2) Who is running the study?
The study is being carried out by the following researchers:

Ms Kelly McGrath

Master of Applied Science (Research) candidate, University of Sydney
Kyor5431@uni.sydney.edu.au

0451 307 559

Associate Professor Lynda Matthews

Head of Discipline (Rehabilitation Counselling), University of Sydney
Lynda.matthews@sydney.edu.au

02 9351 9537

Kelly McGrath is conducting this study as the basis for the degree of Master of Applied Science
(Research) at The University of Sydney. This will take place under the supervision of Associate Professor
Lynda Matthews and Dr Robert Heard.

Ms McGrath is employed by the Department of Home Affairs and manages the Departmental staff who
may liaise with potential participants as part of the Occupational Rehabilitation and Medical Specialist
(ORAMS) contract. The organisations which we will be recruiting participants from will be through the
ORAMS panel. Ms McGrath has no direct input in the ORAMS group or contract.

(3) What will the study involve for me?

The location of your interview is yet to be determined. It will depend on the nature and location of the
organisations participating in the study. Current options include, but are not limited to, the University
of Sydney Camperdown and/or Cumberland campuses, Skype and teleconference or private offices of
Rehabilitation providers.

You will be required to partake in an interview which will be audio recorded. Information collected
during the interviews will be pertaining to your occupational experiences such as: work life demands
and supports, client engagement and also general information around the rewards and difficulties of
your day to day workload.

(4) How much of my time will the study take?

The study will take approximately 2 hours, which will include reviewing/ signing the consent form (15
minutes), completion of the demographic questionnaire (15 minutes) and the interview questions (90
minutes).

(5) Who can take part in the study?

Participants will be adult (aged 18+ years) Rehabilitation Case Managers employed in rural/ remote
locations of Australia. Participants must be able to converse in English. In the course of their
employment, Rehabilitation case managers are required to communicate to a professional standard

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2, August 2 2018 Page 2 of 5
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of English. Rehabilitation case managers are university educated health professionals who have
completed tertiary education which indicates they are over 18 years of age.

(6) Do I have to be in the study? Can | withdraw from the study once I've started?

Being in this study is completely voluntary and you do not have to take part. Your decision whether to
participate will not affect your current or future relationship with the researchers or anyone else at
the University of Sydney, or your employer.

If you decide to take part in the study and then change your mind later, you are free to withdraw at
any time. You can do this by advising the researcher at the time of the interview or thereafter. To
withdraw from the study, at the time of the interview you can verbally advise the researcher. If you
wish to withdraw from the study following the completion of the interview, please advise the
researcher in writing (via email) at kyor5431@uni.sydney.edu.au within one month of the date of the
interview.

You are free to stop the interview at any time. Unless you say that you want us to keep them, any
recordings will be erased and the information you have provided will not be included in the study
results. You may also refuse to answer any questions that you do not wish to answer during the
interview.

(7) Are there any risks or costs associated with being in the study?

Aside from giving up your time, we do not expect that there will be any risks or costs associated with
taking part in this study.

(8) Are there any benefits associated with being in the study?
We cannot guarantee that you will receive any direct benefits from being in the study.
(9) What will happen to information about me that is collected during the study?

An audio recording of your interview will occur. Audio recordings of the interviews are necessary to
ensure de-identified information and opinions are captured correctly for transcription and for
researcher reference and analysis.

The study results will be published within a Masters Degree thesis, possible journal publications,
conference and stakeholder presentations. The researcher will be using this data to formulate a
Masters Degree thesis, possible journal publications, and conference presentations. The researcher is
intending to progress to PhD from the Masters of Applied Science (Research) and data obtained from
this study will assist to build a quantitative survey, a pilot to test, then wider distribution of the survey
which will assist with formulating and finalising a conceptual model.

Your confidentiality is protected by deidentification of all participants by substituting a code number
for your identifiable information. Your location will not be identified in any reporting. Electronic data
and audio files will be stored in secure folders on the Faculty of Health Sciences server. The University
of Sydney requires all research materials to be retained for a period of at least seven years. However,
the data retention period for this study will be 10 years as the researcher is intending to request the
use of this data for future PhD study. Following this, the data will be destroyed. There will be no third
party access to information following the study.

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2, August 2 2018 Page 3 of 5
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By providing your consent, you are agreeing to us collecting personal information about you for the
purposes of this research study. Your information will only be used for the purposes outlined in this
Participant Information Statement, unless you consent otherwise.

Your information will be stored securely and your identity/information will be kept strictly confidential,
except as required by law. Study findings may be published, but you will not be individually identifiable
in these publications.

We will keep the information we collect for this study, and we may use it in future projects. By
providing your consent you are allowing us to use your information in future projects. We will seek
ethical approval before using the information in these future projects. The information will be used to
develop a survey on occupational rewards and difficulties faced by Rehabilitation Case Managers.

(10) Can | tell other people about the study?
Yes, you are welcome to tell other people about the study.
(11) What if | would like further information about the study?

When you have read this information, Kelly McGrath who will be available at the time of consent, will
be available to discuss it with you further and answer any questions you may have. If you would like
to know more at any stage during the study, please feel free to contact either Kelly McGrath or Lynda
Matthews (details below).

Ms Kelly McGrath

Master of Applied Science (Research) candidate
Kyor5431@uni.sydney.edu.au

0451 307 559

Associate Professor Lynda Matthews

Head of Discipline (Rehabilitation Counselling)
Lynda.matthews@sydney.edu.au

02 9351 9537

(12) Will I be told the results of the study?

You have a right to receive feedback about the overall results of this study. You can tell us that you
wish to receive feedback by ticking the relevant box on the consent form. This feedback will be in the
form a one page lay summary and you will receive this feedback after the study is finished.

(13) What if | have a complaint or any concerns about the study?

Research involving humans in Australia is reviewed by an independent group of people called a Human
Research Ethics Committee (HREC). The ethical aspects of this study have been approved by the HREC
of the University of Sydney (Project number: 2018/524). As part of this process, we have agreed to
carry out the study according to the National Statement on Ethical Conduct in Human Research (2007).
This statement has been developed to protect people who agree to take part in research studies.

If you are concerned about the way this study is being conducted or you wish to make a complaint to
someone independent from the study, please contact the university using the details outlined below.
Please quote the study title and protocol number.

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2, August 2 2018 Page 4 of 5
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The Manager, Ethics Administration, University of Sydney:
Telephone: +61 2 8627 8176

Email: ro.humanethics@sydney.edu.au

Fax: +61 2 8627 8177 (Facsimile)

This information sheet is for you to keep

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2, August 2 2018 Page 5 of 5
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Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

PARTICIPANT CONSENT FORM

L) ettt e e e e e e e e e et e e e e e ebe e e e e etaaeeeenaees [PRINT NAME], agree to take part in this research study.

In giving my consent | state that:
¥v" lunderstand the purpose of the study, what | will be asked to do, and any risks/benefits involved.

v" | have read the Participant Information Statement and have been able to discuss my involvement in the
study with the researchers if | wished to do so.

¥" The researchers have answered any questions that | had about the study and | am happy with the answers.

¥" | understand that being in this study is completely voluntary and | do not have to take part. My decision
whether to be in the study will not affect my relationship with the researchers or anyone else at the
University of Sydney or my place of employment now or in the future.

v" lunderstand that | can withdraw from the study at any time.

¥v" lunderstand that | may stop the interview at any time if | do not wish to continue, and that unless | indicate
otherwise any recordings will then be erased and the information provided will not be included in the study.
| also understand that | may refuse to answer any questions | don’t wish to answer.

v" lunderstand that personal information about me that is collected over the course of this project will be
stored securely and will only be used for purposes that | have agreed to. | understand that information
about me will only be told to others with my permission, except as required by law.

¥v" lunderstand that the results of this study may be published, and that publications will not contain my

name or any identifiable information about me.

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2, 27/07/18 Page 1 of 2
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| consent to:

e Audio-recording YES I:l NO l:l
¢ Being recontacted for participation in future research YES I:I NO |:|
| would like to review my interview transcripts YES I:I NO I:I

| would like to receive feedback about the overall results of this study YES l:l NO I:I

If you answered YES, please indicate your preferred form of feedback and address:

|:| Postal:

I:l Email:

Compassion satisfaction and compassion fatigue influences on quality of work life among rural and remote
rehabilitation and healthcare workers

Version 2, 27/07/18 Page 2 of 2
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COREQ (COnsolidated criteria for REporting Qualitative research) Checklist

A checklist of items that should be included in reports of qualitative research. You must report the page number in your manuscript where you
consider each of the items listed in this checklist. If you have not included this information, either revise your manuscript accordingly before
submitting or note N/A.

Developed from:
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus
groups. International Journal for Quality in Health Care. 2007. Volume 19, Number 6: pp. 349 — 357

Topic Item No. | Guide questions/description Reported
on Page
No.

Domain 1: Research team and reflexivity

Personal Characteristics

Interviewer/facilitator 1 Which author/s conducted the interview or focus group? 5

Credentials 2 What were the researcher’s credentials? E.g. PhD, MD 5&6

Occupation 3 What was their occupation at the time of the study? 5

Gender 4 Was the researcher male or female? 5

Experience and training 5 What experience or training did the researcher have? 6

Relationship with participants

Relationship established 6 Was a relationship established prior to study commencement? 6&7

Participant knowledge of the 7 What did the participants know about the researcher? e.g. personal goals, | 6

interviewer reasons for doing the research

Interviewer characteristics 8 What characteristics were reported about the inter viewer/facilitator? e.g. | 6

Bias, assumptions, reasons and interests in the research topic

Domain 2: study design

Theoretical framework

Methodological orientation and | 9 | What methodological orientation was stated to underpin the study? e.g. 7




Theory grounded theory, discourse analysis, ethnography, phenomenology,
content analysis
Participant selection
Sampling 10 How were participants selected? e.g. purposive, convenience, 5
consecutive, snowball
Method of approach 11 How were participants approached? e.g. face-to-face, telephone, mail, 5
email
Sample size 12 How many participants were in the study? 6
Non-participation 13 How many people refused to participate or dropped out? Reasons? 6
Setting
Setting of data collection 14 Where was the data collected? e.g. home, clinic, workplace 6
Presence of non-participants 15 Was anyone else present besides the participants and researchers? 6
Description of sample 16 What are the important characteristics of the sample? e.g. demographic 4&5
data, date
Data collection
Interview guide 17 Were questions, prompts, guides provided by the authors? Was it pilot 6
tested?
Repeat interviews 18 Were repeat inter views carried out? If yes, how many? 6
Audio/visual recording 19 Did the research use audio or visual recording to collect the data? 5
Field notes 20 Were field notes made during and/or after the interview or focus group? | 7
Duration 21 What was the duration of the inter views or focus group? 6
Data saturation 22 Was data saturation discussed? 7
Transcripts returned 23 Were transcripts returned to participants for comment and/or correction? | 7
Domain 3: analysis and findings
Data analysis
Number of data coders 24 How many data coders coded the data? 7
Description of the coding tree 25 Did authors provide a description of the coding tree? 7
Derivation of themes 26 Were themes identified in advance or derived from the data? 7

182



Software 27 What software, if applicable, was used to manage the data? N/A

Participant checking 28 Did participants provide feedback on the findings? 7

Reporting

Quotations presented 29 Were participant quotations presented to illustrate the themes/findings? 10-25
Was each quotation identified? e.g. participant number

Data and findings consistent 30 Was there consistency between the data presented and the findings? 26-30

Clarity of major themes 31 Were major themes clearly presented in the findings? 10-25

Clarity of minor themes 32 Is there a description of diverse cases or discussion of minor themes? 10-25

183
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BN THE UNIVERSITY OF Research Integrity & Ethics Administration
g L3 SYDNEY HUMAN RESEARCH ETHICS COMMITTEE

*
Tuesday, 6 September 2022
Assoc Prof Lynda Matthews

Ageing Work and Health Unit; Faculty of Medicine and Health
Email: lynda.matthews@sydney.edu.au

Dear Lynda,

The University of Sydney Human Research Ethics Committee (HREC) has considered your application.

| am pleased to inform you that after consideration of your response, your project has been approved.

Details of the approval are as follows:

Project No.: 2022/597

Project Title: Compassion satisfaction and compassion fatigue in rural and
remote rehabilitation healthcare workers

Authorised Personnel: Matthews Lynda; Hancock Nicola Caroline; Heard Robert; McGrath
Kelly;

Approval Period: 06/09/2022 to 06/09/2026

First Annual Report Due: 06/09/2023

Documents Approved:

Date Uploaded Version Number Document Name

08/07/2022 Part 1 survey questions
08/07/2022 Version 5 Part 2 survey questions
08/07/2022 Part 3 survey questions
08/07/2022 Research data management plan
05/07/2022 Participant information
05/07/2022 Social media recruitment post
Condition/s of Approval

¢ Research must be conducted according to the approved proposal.

¢ An annual progress report must be submitted to the Ethics Office on or before the anniversary
of approval and on completion of the project.

¢ You must report as soon as practicable anything that might warrant review of ethical approval
of the project including:
» Serious or unexpected adverse events (which should be reported within 72 hours).
» Unforeseen events that might affect continued ethical acceptability of the project.

¢ Any changes to the proposal must be approved prior to their implementation (except where an
amendment is undertaken to eliminate immediate risk to participants).

¢ Personnel working on this project must be sufficiently qualified by education, training and
experience for their role, or adequately supervised. Changes to personnel must be reported
and approved.

¢ Personnel must disclose any actual or potential conflicts of interest, including any financial or
other interest or affiliation, as relevant to this project.

¢ Data and primary materials must be retained and stored in accordance with the relevant
legislation and University guidelines.

Research Integrity & Ethics Administration T +61 2 9036 9161 ABN 15211513464
Research Portfolio E human.ethics@sydney.edu.au CRICOS 00026A
Level 3, F23 Administration Building W sydney.edu.aul/ethics

The University of Sydney

NSW 2006 Australia
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o Ethics approval is dependent upon ongoing compliance of the research with the National Statement
on Ethical Conduct in Human Research, the Australian Code for the Responsible Conduct of
Research, applicable legal requirements, and with University policies, procedures and governance
requirements.

¢ The Ethics Office may conduct audits on approved projects.

e The Chief Investigator has ultimate responsibility for the conduct of the research and is
responsible for ensuring all others involved will conduct the research in accordance with the
above.

This letter constitutes ethical approval only.

Please contact the Ethics Office should you require further information or clarification.

Sincerely,

Associate Professor Haryana Dillon
Chair
Human Research Ethics Committee (HREC 3)

The University of Sydney of Sydney HRECs are constituted and operate in accordance with the
National Health and Medical Research Council’s (NHMRC) National Statement on Ethical
Conduct in Human Research (2018) and the NHMRC’s Australian Code for the Responsible
Conduct of Research (2018)

Page 2 of 2
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Social media post draft

Forums: Linkedin and Facebook (participating organisations online portals if needed)

Help us learn about compassion satisfaction and compassion fatigue in rural and remote rehabilitation healthcare
workers!

In a world first study, The University of Sydney is conducting research to gain knowledge about prevelance and risk and
protective factors associated with compassion satisfaction and compassion fatigue in rural and remote rehabilitation
healthcare workers. The results will inform interventions to reduce or modify organisational risk factors for the
development of compassion fatigue.

Participation in this research is voluntary and involves completing an anonymous online questionnaire (taking approx 20
minutes).

«» Who can participate?

Allied and other healthcare workers who hold membership with their professional body and are engaged in providing
rehabilitation services to clients in workers’ compensation, life insurance, NDIS, and other tertiary rehabilitation settings
in rural/ remote locations of Australia.

Please let others who meet the requirements know about this study!

We thank you in advance for your interest and contribution. Further information: Kelly McGrath
kelly.mcgrath@sydney.edu.au 0451 307 559

% How to participate?
Complete the survey via the link below.

https://redcap.sydney.edu.au/surveys/?s=FRX8443LAW7DFMFW

Add usyd logo (obtain official permission) Below is just a rough draft of a pic to gain attention in social media posts
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Participant Information Statement

Research Study: Compassion satisfaction and compassion fatigue in rural and
remote rehabilitation healthcare workers

Dr Lynda R Matthews, PhD

Honorary Associate Professor

Sydney School of Health Sciences

Faculty of Medicine and Health

The University of Sydney NSW 2006

Phone: +61 29351 9537 | Email: Lynda.matthews@sydney.edu.au

Ms Kelly McGrath (Doctor of Philosophy candidate)| Email: Kelly.mcgrath@sydney.edu.au

1. What is this study about?

We are conducting a research study about compassion satisfaction and compassion
fatigue in rural and remote rehabilitation healthcare workers. The purpose of the study is
to examine the prevalence of compassion satisfaction and compassion fatigue in rural and
remote rehabilitation healthcare workers and the risk and protective factors associated
with both conditions.

Taking part in this study is voluntary. Please read this sheet carefully and ask questions
about anything that you don’t understand or want to know more about.

By giving your consent to take part in this study you are telling us that you:
v" Understand what you have read.

v' Agree to take part in the research study as outlined below.

v' Agree to the use of your personal information as described.

This Participant Information Statement tells you about the research study. Knowing what
is involved will help you decide if you want to take participate in the research. You will be
given a copy of this Participant Information Statement to keep.

2. Who is running the study?
The study is being carried out by the following researchers:
Ms Kelly McGrath
Doctor of Philosophy candidate, University of Sydney

Kelly.mcgrath@sydney.edu.au
0475 818 376

HREC Approval No.: 2022/597 1
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Lynda R Matthews, PhD

Honorary Associate Professor, University of Sydney
Lynda.matthews@sydney.edu.au

02 9351 9537

Kelly McGrath is conducting this study as a component of the degree of Doctor of
Philosophy (PhD) at The University of Sydney. This will take place under the supervision
of Honorary Associate Professor Lynda Matthews, Associate Professor Nicola Hancock and
Dr Robert Heard. No funding has been provided to undertake this study.

Ms McGrath is employed by Comcare and manages staff who may liaise with potential
participants who are engaged by the Commonwealth Government under the
Occupational Rehabilitation and Medical Specialist (ORAMS) contract. The organisations
which we will be recruiting participants from may have connections with the ORAMS
panel. Ms McGrath has no input or influence in the management of the ORAMS contract.

3. Who can take part in the study?

We are seeking allied and other healthcare workers who hold professional membership
with their professional body and are engaged in providing rehabilitation services to clients
in workers’ compensation, life insurance, NDIS, and other tertiary rehabilitation settings
in rural/ remote locations of Australia.

You are invited to participate in this study because you have been identified as a
potentially suitable candidate. This is because you may meet the study criteria of being a
rehabilitation healthcare provider employed in a rural/remote location

You would have received the invitation to participate from your employer or professional
association, this is to ensure participants meet eligibility criteria. Please be assured, all
information gathered is kept confidential and no identifiable data will be shared with your
employer or professional associations and there are no implications on your employment
regardless of whether you choose to participate or not.

4. What will the study involve for me?

If you decide to take partin this study, you will be asked to complete an anonymous survey
in an electronic (online) format, to be completed at your convenience.

Information collected during the survey will be pertaining to your occupational
experiences such as: work life demands and supports, client engagement and general
information around the rewards and difficulties of your day-to-day workload.

e The questionnaire will take a maximum of 20 minutes to complete

e |t is recommended you undertake the study when you are not rushed and are
feeling comfortable to best answer the questions.

e The questionnaire will be discreet, without any diagrams, pictures, or videos.

e The questionnaire may be incompatible with voice to text software. Minimal
mousing and keying will be involved.

HREC Approval No.: 2022/597 2
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e There will be no distressing material or content to review.
5. Can | withdraw once I've started?
Being in this study is voluntary and you do not have to take part.

Your decision to participate or not will not affect your current or future relationship with
the researchers or anyone else at The University of Sydney.

By submitting your survey, you consent to take part in the study. You can withdraw any
time before you submit however once your responses are submitted, they cannot be
withdrawn. This is because they are anonymous, and we will not be able to tell which one
is yours.

6. Are there any risks or costs?

Aside from giving up your time, we do not expect that there will be any risks or costs
associated with taking part in this study.

However, if you feel upset or distressed by any of the questions, please contact your
doctor for advice, your company Employee Assistance Provider (EAP), or Lifeline on 13 11
14,

7. Are there any benefits?
You will not receive any direct benefits from being in the study. However, information
obtained from the study may assist with informing workplace-based interventions to help
minimise the impact of compassion fatigue and increase the professional quality of life of
rural and remotely based rehabilitation healthcare workers.

8. What will happen to information that is collected?

By providing your consent, you are agreeing to us collecting information about you for the
purposes of this study.

Any information you provide us will be anonymous and stored securely. We are planning
for the study findings to be published and you will not be identifiable in these publications.

The study results will be published within a PhD thesis, possible journal publications, and
conferences and stakeholder presentations. Data obtained from this study will inform an
evidence-based conceptual framework of risk and protective factors for compassion
satisfaction and compassion fatigue in rehabilitation healthcare workers in rural or
remote Australian locations. The results will identify interventions to reduce or modify
organisational risk factors for the development of compassion fatigue.

Electronic data will be stored in secure folders on the Faculty of Medicine and Health
Sciences server. The University of Sydney requires all research materials to be retained

HREC Approval No.: 2022/597 3
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for a period of five years after completion of the project. Following this, the data will be
destroyed. There will be no third-party access to information following the study.

Your information will only be used for the purposes outlined in this Participant
Information Statement. Your information will be stored securely, and your
identity/information will be kept strictly confidential, except as required by law.

9. Will | be told the results of the study?

You have a right to receive feedback about the overall results of this study. You can tell us
that you wish to receive a copy of the lay summary report by emailing Kelly McGrath
(email listed below and also listed at the end of the survey). Kelly will save your request
for information in a secure folder in the Faculty of Medicine and Health Sciences server
and delete your email from the inbox to ensure your confidentiality. This feedback will be
in the form a one-page lay summary and you will receive this feedback after the study is
finished.

10. What if | would like further information?

When you have read this information, the following researcher/s will be available to
discuss it with you further and answer any questions you may have:

Ms Kelly McGrath

Doctor of Philosophy candidate
Kelly.mcgrath@sydney.edu.au
0451 307 559

Lynda R Matthews, PhD

Honorary Associate Professor, University of Sydney
Lynda.matthews@sydney.edu.au

0419 603 193

11. What if | have a complaint or any concerns?

The ethical aspects of this study have been approved by the Human Research Ethics
Committee (HREC) of The University of Sydney (HREC Approval No. 2022/597) according
to the National Statement on Ethical Conduct in Human Research (2007).

If you are concerned about the way this study is being conducted or you wish to make a
complaint to someone independent from the study, please contact the University:

Human Ethics Manager
human.ethics@sydney.edu.au
+61 2 8627 8176

HREC Approval No.: 2022/597 4
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Compassion satisfaction and compassion fatigue in rura
and remote rehabilitation healthcare workers

Help us learn about compassion satisfaction and compassion fatigue in rural and remote rehabilitation workers!

In a world first study, The University of Sydney is conducting research to gain knowledge about prevelance and risk
and protective factors associated with compassion satisfaction and compassion fatigue in rural and remote
rehabilitation healthcare workers. The results will inform interventions to reduce or modify organisational risk factors

for the development of compassion fatigue.

Participation in this research is voluntary and involves completing an anonymous online questionnaire (taking approx
20 minutes). You are free to terminate the survey at any time and your results will not be recorded. Aside from giving
up your time, we do not expect that there will be any risks or costs associated with taking part in this study.

However, if you feel upset or distressed by any of the questions, please contact your doctor for advice, your company

Employee Assistance Provider (EAP), or Lifeline on 13 11 14,

Who can participate?

Allied and other healthcare workers who hold membership with their professional body and are engaged in providing
rehabilitation services to clients in workers’” compensation, life insurance, NDIS, and other tertiary rehabilitation

settings in rural/ remote locations of Australia.

We thank you in advance for your interest and contribution. Further information:

Ms Kelly McGrath

Doctor of Philosophy candidate
Kelly.mcgrath@sydney.edu.au
0451 307 559

Please complete the survey via the link below.

Age

O 20-24 years old
O 25-34 years old
O 35-44 years old
O 45-54 years old
(O 55-64 years old
O 65-74 years old
Q75

years or older

Gender

What is your employment location? Please list your
state/ territory only.

What is your professional speciality?
(Physiotherapist, Rehabilitation Counsellor,
Occupational Therapist etc.)

Approximately how long have you been working in your
professional speciality?

Approximately how long have you practiced in a
rural/remote location?

08-07-2022 12:30pm
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What is your current working agreement?

O Casual
O Part time
QO Full time

What is your current marital status?

O Married
QO Single

O De-Facto
O Divorced
O Partnered
O Widow

What is your current remuneration package?

000- 25000 (O 25001-50 000

50 001- 75000 (O 75 001- 85 000

85 001- 100 000 (O 100 001- 125 000
125 001- 150 000+

How many hours per week do you work (as a
rehabilitation healthcare worker)?

10 O11-20 (O21-30
40 (41-50 O 51-60

+

O
O
O
O
@)
O
O

1-
31-
60

What is your level of professional qualification?

O Associate Diploma (O Bachelor Degree
O Graduate Certificate

O Graduate Diploma (O Masters Degree
(O Doctorate

Did you relocate to a rural or remote area for your
employment a rehabilitation healthcare worker?

O Yes, | relocated from an urban area

O No, I was already residing in a rural or remote

location

How many cases are you currently managing?
What proportion of your currently managed cases do you
consider to be complex cases?

(%)
Have you received specific training for working with O Yes
complex cases? O No

O Unsure
How satisfied are you with the ongoing professional O Very satisfied
development opportunities provided by your employer? QO Satisfied

O Dissatisfied
O I don't receive any

What is your position in the organisation?

Do you have management or supervisory O Yes
responsibilities? O No
If you have management or supervisory O Yes
responsibilities, are you also managing cases in O No

addition to this?

08-07-2022 12:30pm
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ProQOL Version 5 (2009) 193

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 rehabilitation healthcare worker. 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.

| am happy 8 gevelr
arely

O Sometimes
O Often

O Very Often

| am preoccupied with more than one person | help O Never
QO Rarely
O Sometimes
O Often
O Very Often

| get satisfaction from being able to help people O Never
O Rarely
O Sometimes
O Often
O Very Often

| feel connected to others O Never
O Rarely
O Sometimes
O Often
O Very Often

| jump or am startled by unexpected sounds O Never
O Rarely
O Sometimes
O Often
O Very Often

| feel invigorated after working with those | help O Never
O Rarely
O Sometimes
O Often
O Very Often

| find it difficult to separate my personal life from O Never

my life as a rehabilitation healthcare worker O Rarely
O Sometimes
O Often
O Very Often

| am not as productive at work because | am losing O Never
sleep over traumatic experiences of a person | help O Rarely
O Sometimes
O Often
O Very Often

08-07-2022 12:30pm projectredcap.org
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| think that | might have been affected by the
traumatic stress of those | help

O Never

O Rarely

O Sometimes
O Often

O Very Often

| feel trapped by my job as a rehabilitation
healthcare worker

O Never

O Rarely

O Sometimes
O Often

O Very Often

Because of my helping, | have felt "on edge" about
various things

O Never
QO Rarely
O Sometimes
O Often
O Very Often

I like my work as a rehabilitation healthcare worker

O Never
O Rarely
O Sometimes
O Often
O Very Often

| feel depressed because of the traumatic experiences

of the people | help

O Never

O Rarely

O Sometimes
O Often

O Very Often

| feel as though | am experiencing the trauma of
someone | have helped

O Never

O Rarely

O Sometimes
O Often

O Very Often

| have beliefs that sustain me

O Never
O Rarely
O Sometimes
O Often
O Very Often

| am pleased with how | am able to keep up with
rehabilitation healthcare techniques and protocols

O Never
O Rarely
O Sometimes
O Often
O Very Often

| am the person | always wanted to be

O Never

O Rarely

O Sometimes
O Often

O Very Often

My work makes me feel satisfied

08-07-2022 12:30pm

O Never

O Rarely

O Sometimes
O Often

O Very Often
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| feel worn out because of my work as a rehabilitation
healthcare worker

O Never

O Rarely

O Sometimes
O Often

O Very Often

| have happy thoughts and feelings about those | help
and how | could help them

O Never

O Rarely

O Sometimes
O Often

O Very Often

| feel overwhelmed because my work load seems endless.

O Never
QO Rarely
O Sometimes
O Often
O Very Often

| believe | can make a difference through my work

O Never
O Rarely
O Sometimes
O Often
O Very Often

| avoid certain activities or situations because they
remind me of frightening experiences of the people |
help

O Never

O Rarely

O Sometimes
O Often

O Very Often

| am proud of what | can do to help

O Never

O Rarely

O Sometimes
O Often

O Very Often

As a result of my helping | have intrusive,
frightening thoughts

O Never
O Rarely
O Sometimes
O Often
O Very Often

| feel "bogged down" by the system

O Never
O Rarely
O Sometimes
O Often
O Very Often

| have thoughts that | am a "success" as a
rehabilitation healthcare worker

O Never

O Rarely

O Sometimes
O Often

O Very Often

| can't recall important parts of my work with trauma
victims

08-07-2022 12:30pm

O Never
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| am a very caring person

O Never

O Rarely

O Sometimes
O Often

O Very Often

| am happy that | chose to do this work

08-07-2022 12:30pm

O Never

O Rarely
O Sometimes

O Often
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Rehabilitation healthcare worker lived experiences

When considering your answers, please reflect on your experiences in your current role as a rehabilitation healthcare
worker. When providing your answer, Select the number that honestly reflects how frequently you experienced these
things in the last 30 days. When answering the text box questions, please ensure your written response is reflective

of your experiences over the last 30 days.

| enjoy working work in a rural/ remote location

O Never
O Rarely
O Sometimes
O Often
O Very Often

| feel satisfied with the balance between my current
work and personal life

O Never
O Rarely
O Sometimes
QO Often
O Very Often

My current organisational and workplace culture is
positive

O Never

O Rarely

O Sometimes
O Often

O Very Often

| feel safe when undertaking my role

O Never
O Rarely
O Sometimes
O Often
O Very Often

| feel supported to deliver positive patient/client
outcomes under current organisational management
practices

O Never
O Rarely
O Sometimes
O Often
O Very Often

What are the primary stressors which impact the quality of your quality of work life? This may include organisational

or psychosocial factors?

What do you think would improve or maintain your compassion satisfaction levels?

Do you have any other information that you would like to add that will help us to understand your experience/s?

08-07-2022 12:30pm
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Item Included (Yes/No) Page number Relevant text from manuscript
No Recommendation

Title and abstract 1 (a) Indicate the study’s design with a Yes 2 Abstract
commonly used term in the title or the
abstract
(b) Provide in the abstract an informative and ~ Yes 2 Abstract
balanced summary of what was done and
what was found

Introduction

Background/rationale 2 Explain the scientific background and Yes 4-5 Introduction: Paragraphs 1-9
rationale for the investigation being reported

Objectives 3 State specific objectives, including any Yes 5 Introduction: Paragraph 9
prespecified hypotheses

Methods

Study design 4 Present key elements of study design early in ~ Yes 6 Methods: Study design
the paper

Setting 5 Describe the setting, locations, and relevant Yes 6 Methods: Participants and recruitment
dates, including periods of recruitment, and Instruments and Procedure
exposure, follow-up, and data collection

Participants 6 (a) Give the eligibility criteria, and the Yes 6 Methods: Participants and Recruitment
sources and methods of selection of and Instruments and Procedure
participants

Variables 7 Clearly define all outcomes, exposures, Yes 6 Methods: Participants and Recruitment
predictors, potential confounders, and effect and Instruments and Procedure
modifiers. Give diagnostic criteria, if
applicable

Data sources/ 8* For each variable of interest, give sources of  Yes 7 Methods: Instruments and Procedure and

measurement

data and details of methods of assessment

(measurement). Describe comparability of

Data Analysis



assessment methods if there is more than one

group
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Bias 9 Describe any efforts to address potential Yes 8 Methods: Data Analysis
sources of bias
Study size 10 Explain how the study size was arrived at 8 Methods: Data Analysis
Results: Participants
Quantitative 11 Explain how quantitative variables were Yes 8 Methods: Data Analysis
variables handled in the analyses. If applicable,
describe which groupings were chosen and
why
Statistical methods 12 (a) Describe all statistical methods, including ~ Yes 8 Methods: Data Analysis
those used to control for confounding
(b) Describe any methods used to examine Yes 8 Methods: Data Analysis
subgroups and interactions
(c) Explain how missing data were addressed ~ Yes 8 Results: Participants
(d) If applicable, describe analytical methods  N/A N/A N/A
taking account of sampling strategy
(e) Describe any sensitivity analyses N/A N/A N/A
Results
Participants 13*  (a) Report numbers of individuals at each Yes 8 Results: Participants
stage of study—eg numbers potentially
eligible, examined for eligibility, confirmed
eligible, included in the study, completing
follow-up, and analysed
(b) Give reasons for non-participation at each ~ Yes 8 Results: Participants
stage
(c) Consider use of a flow diagram No N/A N/A
Descriptive data 14*  (a) Give characteristics of study participants Yes (a) 8-9 (a) Results: Demographic and work-
(eg demographic, clinical, social) and (b) 8 related variables

information on exposures and potential

confounders

(b) Results: Participants



(b) Indicate number of participants with Yes

missing data for each variable of interest

200

Outcome data 15*%  Report numbers of outcome events or Yes Results: Tables 3, 4 and 5
summary measures

Main results 16 (@) Give unadjusted estimates and, if No N/A Levels of significance and effect sizes
applicable, confounder-adjusted estimates (Cohens d) have been used as alternatives
and their precision (eg, 95% confidence to CI’s. This is because we are just
interval). Make clear which confounders were describing participants in our study.
adjusted for and why they were included
(b) Report category boundaries when N/A N/A N/A
continuous variables were categorized
(c) If relevant, consider translating estimates ~ N/A N/A N/A
of relative risk into absolute risk for a
meaningful time period

Other analyses 17  Report other analyses done—eg analyses of N/A N/A N/A
subgroups and interactions, and sensitivity
analyses

Discussion

Key results 18  Summarise key results with reference to Yes Limitations and future research
study objectives Paragraphs 1-10

Limitations 19  Discuss limitations of the study, taking into Yes 13 Limitations and future research
account sources of potential bias or Paragraphs 1-3
imprecision. Discuss both direction and
magnitude of any potential bias

Interpretation 20  Give a cautious overall interpretation of Yes 13 Limitations and future research
results considering objectives, limitations, Paragraph 12
multiplicity of analyses, results from similar
studies, and other relevant evidence

Generalisability 21  Discuss the generalisability (external validity) Yes 13-14 Limitations and future research

of the study results

Paragraph 3
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Other information

Funding 22 Give the source of funding and the role of the N/A Title Page Author Contribution statement on title
funders for the present study and, if page confirms no funding
applicable, for the original study on which the

present article is based

*Give information separately for exposed and unexposed groups.

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background and published examples of transparent reporting. The STROBE
checklist is best used in conjunction with this article (freely available on the Web sites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal Medicine at

http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the STROBE Initiative is available at www.strobe-statement.org.





