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	The medical field is one the most demanding work fields in the world, with grueling schedules and traumatic injuries being the bread and butter of the professions partnered with the constant pressures and emotional demands of healthcare, the chances of developing compassion fatigue are quite high. The topic of compassion fatigue has just recently started being taken more seriously in the health sector as the effects of the condition have started to pop up more than before, however very little literature about the condition exists in Africa, let alone in Zambia. 
The main objectives of this paper were to investigate the precursors of compassion fatigue and to assess the prevalence of compassion fatigue among the health care workers at Levy Mwanawasa University Teaching Hospital. Other objectives were to identify the coping mechanisms that the healthcare workers were using to prevent compassion fatigue and or alleviate it. 
The research design used was a descriptive design, with the approach being qualitative. Information about the objectives of this paper was collected through an online survey in the form of a questionnaire and a total of 232 healthcare workers from the Levy Mwanawasa University Teaching Hospital, from 6 different departments in the hospital responded to the questionnaire.   	Comment by Microsoft Office User: How was informed consent obtained for the online questionnaire?	Comment by Microsoft Office User: In your abstract, you mention 232 respondents, but the Methodology section (3.4) calculates a target of 230 and then states "hence the sample size used was 230". Please clarify: Which is the final “N” used for the calculations in the results?
	Comment by Microsoft Office User: Only 6 departments participated, yet the hospital has 11 departments (Section 3.2). How might this affect generalizability?

Were response rates similar across doctors and nurses, or could profession-based response bias exist?

Were interns, junior doctors, and consultants analyzed separately in relation to compassion fatigue outcomes?
The results showed that the 59.05% of the participants ascribed the precursor for compassion fatigue at the hospital to be the copious workload they have daily. 11.21% reflected constant exhaustion as a precursor. Being constantly exposed to wounds and patients suffering was noted by 8.19% respectively of the study population as a cause of compassion fatigue at the hospital and 6.03% noted the lack of resources as a primary cause of compassion fatigue among health workers at the hospital. 3.02% attributed the compassion fatigue to the lack of guidance from their seniors or supervisors, and the minority of the sample, 2.59%, stated the cause of compassion fatigue to be the toxic environment that is at the workplace. The prevalence of compassion fatigue was measured using the ProQOL scale, and burnout was the main aspect of the scale that was analyzed. It revealed that the majority of health care providers at LMUTH, that is 45.26%, had average level burnout, with 31.03% having low levels of burnout and another 23.71% showing high levels of burnout. The burnout was used as a direct indicator of compassion fatigue.	Comment by Microsoft Office User: But section 1.1 defines burnout as a component of CF. Please clarify: Did the study measure CF as a whole (ProQOL includes Secondary Traumatic Stress and Compassion Satisfaction), or did it solely use the 10-item burnout subscale as a proxy for CF?
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1. INTRODUCTION

Health care professionals are often times exposed to traumatic events and expected to be the saving grace of the victims of these traumatic events. They are at the frontline battling to save lives to the best of their ability on a daily basis. Each day they have to deal with the immense emotions that come with seeing these scarring and graphic images of their patients, all at the same time trying to come up with the best method of treatment to assist the patient. Ogińska-Bulik et.al (2021) believes that people who professionally assist trauma victims are indirectly exposed to that same trauma themselves. Chronic exposure to these emotions and this environment can lead to compassion fatigue. Charles Figley defined compassion fatigue in 1995 as “an identifiable set of negative physiological symptoms that caregivers experience as a result of providing care while being exposed to either primary or secondary trauma”. It is deep physical, psychological and emotional exhaustion that comes about as a result of always caring for others in difficult situations that have low positive outcomes (Cocke and Joss, 2016) 
The symptoms of compassion fatigue are seen in most aspects of the human being, be it physical, emotional or cognitive aspects. According to Debbie Stoewen (2020), compassion fatigue manifests initially as a change in behavior and there is a broad range on how a person changes. However, generally, the symptoms of compassion fatigue include anxiety, stress, lack of pleasure, negative attitude towards life, and a sense of helplessness. This affects the work ethic, self-efficacy and general performance of the health care professional. Emotional symptoms include irritability, cynicism, detachment, anger and apathy (Stoewen, 2020). This could be a reason as to why some health care professionals are deemed as being rude and easily annoyed, when they are in fact suffering from compassion fatigue. Cognitive symptoms include difficulty concentrating, forgetfulness, and reduced ability to make the right decisions. 
Compassion fatigue should not be confused for burnout. Burnout is a component of compassion fatigue. Kabunga et.al (2021) emphasizes that burnout is as a result of the excessive workload and institutional stress, and compassion fatigue results of constant, excessive exposure to, and working with victims of trauma, the two may present with similar symptoms. Zambia is low income country, thus the patient population is high, and as a result of this the health care workers at University Teaching Hospitals are exposed to a much larger patient population than recommended by the World Health Organization (WHO). The WHO doctor-patient ratio is 1:1000, but according to WorldVision (2022), that ratio in Zambia is 1:12000. Gow et.al mentions there is only one nurse per 1800 patients, and the average distribution of health care workers to people is 1:400. In their research paper Gow et.al acquired information from the Zambian ministry of health that mentioned that in 2011, there was a shortage of over 27000 health workers in the Zambian health sector. The corpus amounts of patients to be seen per health care worker can lead to burnout and ultimately, to compassion fatigue. 
There is still a lack of evidence on the prevalence of compassion fatigue among health care professionals in Zambia, therefore this research proposal aims to gain more insight on the prevalence and precursors of compassion fatigue in health care professionals a Levy Mwanawasa University Teaching Hospital.
1.1. Problem Statement

Compassion fatigue has been noticed to be on the rise globally among health care professionals, the main sufferers being between the ages of 20 to 29 according to Kanyata et.al (2023) which is the age range of most intern doctors working at Levy Mwanawasa University Teaching Hospital. In a study done by Lynch et.al (2018) on caregivers of individuals with chronic illness, 71% reported to have moderate levels of compassion fatigue. It is a serious issue that affects the quality of care provided to a patient. A good number of patients complain of receiving unsatisfactory treatment from the health care professionals, complaining that the medical staff is rude and apathetic towards them. The aim of this research is to identify the causes of compassion fatigue among the health care professionals at Levy Mwanawasa University Teaching Hospital and to identify effective strategies for preventing and treating the condition

1.2.  Research Objectives

· To assess the level of compassion fatigue among health care professionals at Levy Mwanawasa University Teaching Hospital
· To determine the factors that influence the prevalence of compassion fatigue among health care professionals at Levy Mwanawasa University Teaching Hospital
· To identify coping mechanisms that health care professionals use to prevent or manage compassion fatigue.

1.3.  Research Questions

· What is the level of compassion fatigue in health care professionals at Levy Mwanawasa University Teaching Hospital?
· What are the factors that influence the prevalence of compassion fatigue among the health care professionals at Levy Mwanawasa University Teaching Hospital?
· What coping mechanisms are employed by the health care professionals to manage compassion fatigue?

1.4 Scope of the Study

The study was conducted among the medical personnel at Levy Mwanawasa University Teaching Hospital. These were the resident medical doctors and nurses from different departments in the hospital. The study was further delimited to the investigation of prevalence and precursors of compassion fatigues among the medical staff at the Levy Mwanawasa University Teaching Hospital in Lusaka district in Zambia.

2. LITERATURE REVIEW

2.1 Theoretical Review

Compassion fatigue in health care providers in Zambia, let alone Lusaka, is a region of study that has not been delved into enough by researchers hence there are not that many papers regarding the condition. However, there are multiple papers done regarding the topic throughout Africa and the world at large.  Research done by Dubale et.al in 2019 in sub-Saharan Africa regarding compassion fatigue and burnout in health care providers included physicians, nurses, midwives, as well as medical and nursing students. It was observed that of all the healthcare professionals that took part in the research, nurses showed the highest levels of burnout. This could be because nurses are in direct contact with the patient and have to offer constant care to large numbers of patients going through different health conditions. This can take a toll on them emotionally, and result in burnout, along with compassion fatigue.
 In as much as there are many different departments at a hospital, each department shows different levels of compassion fatigue among the health care professionals, with average to high levels being observed in health care workers in emergency departments, surgery, and intensive care units (Dubale et.al, 2019).  A study done in Durban, South Africa on nurses in oncology institutions showed average levels of burnout (61% of n=83), compassion fatigue (75% of n=83), and low levels of compassion satisfaction (22% of n=83) using the professional quality of life measure to assess these three conditions (Wentzel & Brysiewicz, 2018). The study showed no association between the age of the workers, nor the number of years of experience with the level of compassion fatigue, burnout or compassion satisfaction a health care worker experiences.  However Bhutani et.al (2012) had stated that research done in the west showed that the younger the health care professional was, the more they experienced burnout and compassion fatigue. They argued that older health care workers who had more experience in working in traumatic situations had better coping mechanisms than their juniors.
In her article, Amanda Lambross (2014) explained that compassion fatigue was first identified in the 1970s among health care and social service workers, however an actual term to describe it had not yet been established.  According to Stoewen (2019) the term compassion fatigue became a functional term almost three decades ago when it was coined by Carla Joinson in 1992 and defined as “the loss of the ability to care seen in nurses.” Aslan et al (2022) described compassion fatigue as a condition that is a consequence of constantly witnessing people sick and suffering and yet having a desire to help them but to no avail. It comes about because of the stress that accumulates when trying to provide aid to patients who are experiencing trauma. 
Carla Joinson, who was a registered nurse described characteristics of compassion fatigue that she had observed in nurses. In her observations she noted depression, anger, irritability, fatigue, detachment and general lack of joy in the workplace. She also discovered that accompanied with these emotions were other symptoms like headaches and stomach-aches, and this was becoming a hindrance to the overall performance of the nurses in the workplace (Joinson, 1992).

The University of Maryland in Baltimore (2023) used the signs and symptoms of compassion fatigue to separate the condition into phases. The first phase was termed the zealot stage. It is the initial stage where the health care providers feels like they are making an impact with the work they are doing, where they work late hours and go the extra mile to complete tasks and assist patients. In this stage the HCP may be stressed but consider the stress as something that is normal and comes with the job. However, when the stress becomes excessive, the HCP may experience signs like breathlessness, dizziness, increases heart rate and body aches. This stage is followed by the irritability phase, where there are notable behaviour changes in the HCP and they become distracted, and increase mistake and oversights. This is the phase where feelings of being undervalued develop along with a decrease in self-esteem and the feelings of being inadequate. The HCP may become moody, angry and impatient. The next stage is the withdrawal phase where the HCP is tired all the time and their sleep pattern is very inconsistent. This stage is where most physical signs and symptoms develop, such as fevers and development of colds due to deficits in the immune system. This stage is also where some HCPs begin to justify their bad behaviour. The HCP will begin to detach themselves from their patients, along with their friends and family members. This phase is where most HCPs fall into substance abuse to get relief. The final phase is the zombie phase, where the HCPs just work on autopilot now, where they feel detached from themself and their colleagues as well. At this point they may feel like they were never meant to work in the health field because they feel so incompetent and they notice their mistakes all the time 
Kanyata et.al (2023) found from their research that the majority of the participants of his research had secondary traumatic stress (57%), 49% had burnout and 32.4% had high levels of compassion satisfaction. Now compassion satisfaction as noted earlier in this paper is the amount of pleasure that is derived from helping others, and if the percentage of nurses that experience compassion fatigue are almost twice as much as those that experience compassion satisfaction, then there must be a problem somewhere in the health care systems. These problems or gaps in the system are what are being considered as the precursors of compassion fatigue in this paper.

In Lusaka, Kanyata et.al (2023) did a research on selected university teaching hospitals and the results found showed that 57% of the health professionals (n=250) had average secondary traumatic stress, 49% had average burnout and 47.2% had average compassion satisfaction. These results begged the question, should the focus be on preventing compassion fatigue or should it be on increasing compassion satisfaction? Wentzel and Brysiewcz (2018) concluded that increasing compassion fatigue is the best way to combat compassion fatigue.

PICTURE 1.  Conceptual Framework
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An extremely busy work environment is a fast paced environment where things occur rapidly and continuously and the workflow can change very quickly. The rapid change in workflow forces one to quickly adapt and tackle multiple tasks at a time (Wooll, 2022). With regards to patient overload, according to WHO, the patient doctor ratio in Zambia is 1 doctor as to 12000 patients. That means the doctor has to be exposed to 12000 different people who are suffering from different ailments each day. This can be strenuous and emotionally taxing and directly lead to burnout. The salary received and the amount of work done should be proportional. If employees feel that they are not being adequately compensated for their work, it can lead to feelings of frustration and dissatisfaction, thus factoring into burnout development (Nagaraj & Mahadevan, 2015).

3. METHODOLOGY

3.1 Research Approach	Comment by Microsoft Office User: •Heavy reliance on descriptive statistics conflicts with the claim of a qualitative design.
•Microsoft Excel is not ideal for qualitative thematic analysis; this weakens methodological rigor.
•The paper lacks a limitations section, which is critical given sampling and design constraints.

A qualitative approach was used in this research. According to Kothari (2004), it was the best approach to use in this case as it is important in discovering the underlying motives of human behavior and analyzing the various factors which motivate people to behave in a particular manner.
The design was descriptive, since according to Kothari (2004) in descriptive design the researcher has no control over the variables but instead is just analyzing and reporting what is happening or has happened, which is what was done in this research. In 2019, Aggarwal and Ranganathan described descriptive study as “one that is designed to describe the distribution of one or more variables, without regard to any casual or other hypothesis” and Hassan (2022) defines descriptive research as “a type of research methodology that aims to describe or document the characteristics, behaviors, attitudes, opinions, or perceptions of a group or population being studied.” These definitions show how descriptive design was the ideal design to use for this research with regards to the objectives of the research.

3.2 Research Context
The research was conducted at the Levy Mwanawasa University Teaching Hospital which is located along Great East Road in the Chainama Hills area of Lusaka. The official address for the hospital is Plot L/Lusaka/3170151 P.O Box 33991, 10km east of Lusaka City Centre. According to the Levy Mwanawasa University Teaching Hospital website, the hospital has 11 departments which are internal medicine, emergency medicine, neonatology, obstetrics and gynaecology, surgery, radiology, laboratory, physiotherapy, pharmacy, public relations and social work. According to the website the hospital has 146 medical doctors and 396 nurses, with a total of approximately 906 medical and administrative personnel. These figures are subject to change, as the website might not have been updated since 2022.

3.4 Sample and Sampling Techniques

The sample size was determined by Slovin’s formula which uses the population size and margin of error to establish the sample size. The formula is n=N/ (1+Ne2) where n is the sample size, N is the population size and e is the margin of error, and in this study, N was 542, e was 0.05 and n was found to be 230.1, hence the sample size used was 230. The techniques used for sampling are important as this is a qualitative research and it is very subjective. The selection of participants was important as they provided insightful responses to the research questions. Since this research was conducted on healthcare professionals that were in departments that have constant exposure to trauma, purposive sampling was used, where the participants were intentionally chosen based on the desired research to be done so as to harvest the most accurate information. Convenience sampling was also used as a sampling technique in this research as participants were chosen based on accessibility and willingness to participate (SAGO, 2023)	Comment by Microsoft Office User: Why was Slovin’s formula used for sample size calculation in a study described as qualitative?	Comment by Microsoft Office User: In your abstract, you mention 232 respondents, but the Methodology section (3.4) calculates a target of 230 and then states "hence the sample size used was 230". Please clarify: Which is the final “N” used for the calculations in the results?	Comment by Microsoft Office User: You describe the research design as qualitative, but the data presented (percentages, ProQOL scales, pie charts) is predominantly quantitative please clarify: Is this a "Mixed-Methods" study? If it is strictly qualitative, why are there no direct thematic quotes from the participants to support the findings?
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Thematic analysis of the collected information was carried out, were the data was analyzed or gone through and different themes were identified with regards to the responses that were given under the precursors of compassion fatigue and the coping mechanisms. Thematic analysis can be used for analyzing texts and qualitative data, which involves reading through the sets of data to find common themes. Thematic analysis is a good method to use as it is useful in finding out about people’s views, opinions, knowledge and values from a set of qualitative data (Caulfield, 2023). The data was arranged and organized using Microsoft Excel which is usually used for quantitative data analysis, however in this case it was used for qualitative analysis. Descriptive analysis was used to determine relationships between demographics of the HCPs, the years they have worked as a HCPs and the factors that contribute to their compassion fatigue. According to Rawat (2021), descriptive analysis is “a type of analysis of data that helps describe, show or summarize data points in a constructive way such that patterns might emerge that fulfill every condition of the data”

3.6 Ethical Considerations	Comment by Microsoft Office User: How was informed consent obtained for the online questionnaire?

The ethical principles that were implemented in this research included confidentiality, the identities of the participants will not be released to the public, voluntary participation, the participants were free to withdraw from the research without having to face any negative consequences, and informed consent, the participants were provided with information about the goal of the research being conducted. Ethical clearance was requested via the University of Lusaka, along with the Hospital Research Ethics Committee. This research received clearance from the Zambia National Health Research Authority (ZNHRA).

4. STUDY FINDINGS

This chapter presents the responses that where gathered from the collection of data via a survey (in the form of a digital questionnaire). The chapter attempts to give an efficient summary of the prevalence and probable causes of compassion fatigue among the health care professionals at LMUTH. A total of 21 questions where used in the questionnaire that was used to gather data on the topic. The questionnaire had two sections, the first section included questions that helped gather information about the department the medical personnel is currently in, the number of years they have worked as a medical personnel, their position, what they assume attributes to the development of compassion fatigue, along with other questions related to them experiencing compassion fatigue. The second section was made up of ten questions from the ProQOL questionnaire that helps estimate whether the health care provider has compassion fatigue or compassion satisfaction.	Comment by Microsoft Office User: How was informed consent obtained for the online questionnaire?

4.2 Demographics of the health care professionals

The gender distribution of the participants of the study was as follows: 46. 98% of the 232 participants were male, which is 109 participants and 53.02% where female, which is 123 participants. The increased number in females was because the majority of nurses were females, and they took up a large number of the sample population.	Comment by Microsoft Office User: You describe the research design as qualitative, but the data presented (percentages, ProQOL scales, pie charts) is predominantly quantitative please clarify: Is this a "Mixed-Methods" study? If it is strictly qualitative, why are there no direct thematic quotes from the participants to support the findings?


Figure 1: Pie chart showing gender distribution among health care professionals	Comment by Microsoft Office User: Figure 2?
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Of the 232 participants that answered the online questionnaire, 58.62% of the sample population, that is 136 participants, were nurses. Of those 139 nurses, 16 were midwives. The remaining 41.38% of the sample population, that is the remaining 96 participants, were medical doctors.



Figure 2: Pie Chart showing the different types of medical professions participating

4.3 Number of years of experience as a medical professional	Comment by Microsoft Office User: I suggest adding a table or graph that cross-references Years of Experience with Burnout Levels. The text mentions that junior doctors (JRMOs/SRMOs) carry the most workload, but a visual correlation would confirm if CF is indeed higher in the 20–29 age bracket as hypothesized.

The experience among medical doctors ranged from 1 year to 22 years of experience, while those among nurses ranged from 1 year to 8 years. 37 nurses, 23 JRMOs, and 2 midwives (39 nurse and 23 doctors), were in their first year of working at the hospital, which is 26.72% of the total sample population. 34 nurses, 8 midwives, 29 JRMOs and 4 of the SRMOs (42 nurses and 33 doctors), that is 32.33% of the sample population, had 2 years of experience. 19 SRMOs, 13 nurses and 4 midwives (19 doctors and 17 nurses), 37.50% of the sample population had 3 years of experience then the remaining 3 SRMOs had 4 years’ experience along with 17 nurses, 5 STPs, and 1 midwife (18 nurses and 8 doctors) making up 11.21%. 4 of the STPs and 9 nurses had 5 years’ experience which is 5.60%. 5 nurses, 3 STPs and 1 midwife (6 nurses and 3 doctors) had 6 years of experience, making up 3.88 % of the sample population. Three nurses worked for 7 years, which is 1.29%, and three nurses have worked for 8 years, which is also 1.29%.  Of the 6 consultants, 1 had been working for 9 years, another one for 10 years, which is also 1.04%, each being 0.43% of the sample population, two for 12 years, which is 0.86%, one for 16 years, that is 0.43%, and the last one for 22 years, also 0.43% of the total sample population.



Figure 3: Bar Graph showing the relationship between years of working experience and the number of health care providers.

4.4 Depersonalization

Of the 232 participants, 74.57%, that is 173 of them responded to not having experienced any depersonalization. The minority of participants, a total of 59, 25.43% of the sample population answered yes to having experienced depersonalization.



Figure 4: Pie Chart showing percentages of those who said “yes”, and “no” to having experienced depersonalization

4.5 Reduced Empathy 
87.93% of the 232 participants that is 204 participants agreed to having had reduced empthy since they became health care providers. Of those 204 participants, 126 participants were nurses and 78 were medical doctors. Only 12.07%, which are 28 participants said they had not experienced reduced empathy since they started working as a health care provider at Levy Mwanawasa University Teaching Hospital, 18 of those being medical doctors and 10 being nurses. 	Comment by Microsoft Office User: Empathy?

There are frequent typographical and grammatical errors (e.g., precusors, empthy, consantly, aquired). Please check every word carefully



Figure 5: Pie Chart showing the percentages of those who experienced reduced empathy and those who did not

4.6. Emotional demands of work 
The question posed was inquiring on how often the health care provider feels overwhelmed by the emotional demands of the work they are supposed to carry out and the majority of the population, 47.84%, 111 participants, said they often feel overwhelmed by the emotional demands of the work. 40.09%, 93 participants said they sometimes feel overwhelmed. 7.76%, 18 participants feel overwhelmed always,and 10 participants, 4.31% rarely feel overwhelmed by the emotional demands of the work.



Figure 6: Pie Chart showing the percentages of how often the participants feel overwhelmed with the emotional demands of their work

4.7 Factors that contribute to compassion fatigue. 

When asked to describe the possible causes of the compassion fatigue that some of the health care providers might have been experiencing, the following replies were given. The responses, however have been grouped into categories that are similar, the grammar of the response being the only difference but the meaning remaining the same. 137 participants, 59.05% of the sample population ascribed the cause of their compassion fatigue to work overload. 26 participants, which is 11.21% attached their compassion fatigue to being in a state of constant exhaustion, which could be because of a large workload as well. 19 participants assumed the compassion fatigue they were experiencing was due to constantly seeing patients die, and 19 other participants attributed the compassion fatigue to constant exposure to wounds, each making up 8.19% of the sample population. 14 participants, 6.03% of the sample population, noted that their compassion fatigue could be as a result of the lack of resources and equipment in the hospital. 7 participants, 3.02%, attributed their compasion fatigue to lack of guidance and support from their collegues. 6 participants attributed it to a toxic work environment, which is 2.59% of the sample population. 4 participants mentioned that they did not have any compassion fatigue, so they had no causes to contribute.

Table 1: Assumed causes of compassion fatigue

	
	Assumed cause of compassion fatigue
	Number of participants 

	1
	Work overload
	137

	2
	Constant exhaustion 
	26

	3
	Death of patients
	19

	4
	Constant exposure to wounds
	19

	5
	Lack of resources/ equipment
	14

	6
	Lack of guidance from seniors
	7

	7
	Toxic work environment
	6

	8
	No compassion fatigue
	4



4.8 Coping mechanisms and self care strategies to reduce compassion  fatigue.

The coping mechanisms mentioned by the participants were grouped into similar categories as well, to compile data in a more compact way. Majority of the participants put getting adequate rest as their go to coping mechanism in times of experiencing compassion fatigue, a total of 164 participants, which is 70.60% of the sample popuation opted for this. 23 participants, 9.91% of the sample population said they deal with compassion fatigue by divided labor equally among their collegues. 6.47% of the sample population, that is 15 participants, mentioned that they go for recreational activities such as going out with friends, attending parties and watching football with friends to deal with the development of compassion fatigue. 12 participants, 5.17% of the sample population look to higher powers to help alleviate the compassion fatigue. 9 participants, 3.88% of the sample, spend time with their families, and 4 dive into social media, which is 1.72% of the sample. 2 participants entertain themselves by watching movies, making up 0.86% of the sample, and 3 participants do not do anything, those are 1.29% of the sample population. The table below summarises the above data.

Table 2: Assumed causes of compassion fatigue

	
	Coping mechanism
	Number of participants who responded 

	1.
	Rest
	164

	2
	Division of work
	23

	3
	Social events
	15

	4
	Religion
	12

	5
	Time with family
	9

	6
	Social media
	4

	7
	Watch movies
	2

	8
	Nothing
	3


4.9 Counselling

When asked if they had sought out any professional counselling to address the compassion fatigue they had experienced, the majority of the participants answered that they had not. 95.26% of the participants, that is 221 members, had not soght out any counselling aid. Only 11 participants reached out to professional counsellers, and that is just 4.74% of the sample population.



Figure 7: Pie Chart showing the percentage of participants that received professional counselling and those that did not

4.3. Professional Quality of Life scale.

The second section of the questionnaire was made of 10 questions that where selected from the ProQOL scale by Beth Hudnall Stamm (2009). These 10 questions are the questions that are used to screen for burnout among the thirty questions of the ProQOL scale. They work in such a way that each response for each question is equivalent to a point, starting with “never” being one point and ending with “very often” carrying five points. The points aquired from all the ten questions are summed up, and the total score is vetted against the criteria differentiating between low, average and high burnout levels. A score of 22 or less depicts low burnout, a score between 23 and 41 shows average burnout levels, and a score equal to or higher than 42 shows high levels of burnout. 

Of the 232 participants, 72 of them had low levels of burnout, which is 31.03% of the sample population. 105 participants, 45.26% of the sample population had average levels of burnout and 55 participants, which is 23.71% of the sample showed high levels of burnout.









Figure 8: Pie Chart showing levels of burnout among the participants according to the ProQOL scale

5. DISCUSSION

In this chapter we look more closely at the data that was aquired on the precursors and the prevalence of compassion fatigue at LMUTH that was outlined in the previous chapter. This chapter basically explains the relationships between different factors contributing to the development of compassion fatigue, as well as try to assess the effectiveness of the methods being used by the health care providers in an effort to prevent or alleviate compassion fatigue.

The results show that the majority of health care providers have experienced reduced empathy towards their patients, 87.93% of the sample population to be exact, with nurses being more affected than medical doctors. When we look at the roles of both these parties in the hospital, the nurse spends much more time around the patient as compaired to the doctor. Nurses have to constantly be checking up on patients and providing bedside care, which can lead to emotional attachments with patients who might be suffering. This may lead to reduced empathy if there is repeated emotional attachment to suffering patients without the patient getting better. 

The most notable precursor mentioned by 59.05% of health care providers was an overload of work, or a large amount of patients to attend to in the hospital. It has already been noted earlier in this paper that the doctor to patient ratio in Zambia is in shambles, so it would be expected for the doctors and nurses to be swamped with patients to take care of. This factor ties in with the second most noted precursor, with 11.21% of participants adding it as a precursor, which is being constantly exhausted. Health care providers have to be in the hospital every working day of the week, and occasionally during the weekend, monitoring different out-patients and checking up on multiple in-patients.  Due to the high workload observed in the hospital, they are chronically exhausted. This may lead to them caring less for their patients and being susceptible to making errors in treating patients.
The other factor that was contributing to the compassion fatigue, was the amount of death that occurs at the hospital. 8.19% of participants noted that death of patients attributes to the development of compassion fatigue. Death takes an emotional toll on the healthcare providers of the deceased patients. Constantly witnessing death of patients, and being aware of the fact that there is nothing that can be done to save the patient can lead to development of compassion fatigue. Having to break the news of death to the family of the deceased is another aspect of the process that can be emotionally exhausting and lead to reduced empathy, where practitioners begin to view deceased patients as just another body. 

Consantly being exposed to wounds was another precursor that was added by 8.19% of the participants. Constant exposure to trauma contributes to the development of compassion fatigue as stated in the literature review of this paper. Another precursor to note was the lack of resources to us in the hospital. This can be frustrating for health care providers as they will be trying to do their best for the patien, but because of lack of resources they are limited in their efficiency. If theis happens consistently it can result in loss of enthusiasm to help, and contribute to the development of compassion fatigue. 3.025% of the population indicated that the root of their compassion fatigue is the lack of guidance in the hospital. Not being directed in the hospital can lead to the making of many mistakes, leading to deadly consequences mostly affecting the patients, leaving a health care worker feeling dejected and incompetent. This can lead to reduced self esteem and burnout, which inceases chances of the development of compassion fatigue. Finally the last precursor mentioned was a toxic environment. Toxic environments in a work place can lead to extreme depression, burnout, hatred towards working, and in this case that would mean hatred towards taking care of patients. 

These findings are consistent with those found by Aslan and collegues (2022) where she refers to the causes of compassion fatigue in nurses being patient care, increaed patient density, problems with management and poor communication between members of the same department as well as of other departments. The study findings in the previos chapter suggest that getting adequate rest is crucial in the prevention of burnout and ultimately compassion fatigue. 70.61% of the participants use rest as their way of resetting the days stresses and filling up for the next day. 
ProQOL assesment showed average levels of burnout among the HCPs which can be attributed to by the high levels of workload and the other precursors that have been established so far.

From interviewing a few of the medical doctors, majority expressed how they hardly had time to themselves, especially the junior doctors as they ae expected to be present at the hosptal everyday of the week, including the weekend sometimes. This puts a strain on their different relationships and for some it causes a decrease in social support from their partners. However for others this seems to strengthen their relationships with family as every moment they get to spend with family is cherished and their family members sympathise with them and cheer them on, providing social support. It was observed that most workload falls onto the junior doctors when it comes to the medical doctors. The JRMOs and SRMOs spend more time in the hosptal attending to patients as comparied to the doctors in higher postions and this appears to be strenuous for some of the junior doctors. However others have adapted and are handling the workload quite well by delagating their work among medical students and other doctors. It was also noticed that there is a disconnec between the nurses and the medical doctors. These two teams seem to operate as different entities instead of working hand in hand at all times. There seemed to be miscommunication, if any communication at all. However the system seems to have adapted to this method and runs somewhat smoothly.	Comment by Microsoft Office User: hospital	Comment by Microsoft Office User: hospital	Comment by Microsoft Office User: positions	Comment by Microsoft Office User: delegating	Comment by Microsoft Office User: ??


6. CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusions 

The result from this study noted that health care providers at LMUTH have average, medium or average levels of burnout which directly contributes to development of compassion fatigue. It has been identified that the major precursor for the development of compassion fatigue is work overload and that affects the majority of the medical staff members. Other identified precursors were lack of resources, exhaustion, toxic work environment and poor relationships and communication between staff members. The prevalence of compassion fatigue, as shown by the high rate of reduced empathy among the health care providers, was noted to be high. 	Comment by Microsoft Office User: In the Results section, the findings are presented in percentages. Therefore, please use these percentages of the precursors in the Conclusion to support and summarize the key outcomes of the study.

There is a need for counseling among most of the health care providers as a way of dealing with the issue of death of patients, however most HCP seem to be against the idea. This could be because they simply do not have enough time to be going for counseling sessions instead of using that time for something more demanding. With that said, it has been noted that there is a great need of the reduction of the amount of work that these HCPs do. This can be achieved by hiring more workforce

6.2 Recommendations  

Boyle (2011) quoted Charles Figley in the article on Countering Compassion Fatigue: A Requisite Nursing Agenda and said that, “the management of compassion fatigue must be multifaceted, including prevention, assessment, and consequence minimization.” The following suggestions could be of help in implementing this multifaceted strategy:

Hiring more workforce or distributing work according to equity instead of equality are solutions that can be put into consideration. Support from colleagues can also encourage the HCPs and boost their self-esteem thus reducing chances of developing compassion fatigue. Another suggestion would be that these HCPs receive mandatory therapy sessions each month with a professional psychologist who is hired by the hospital, to help them go through their emotions and prevent the emotions from piling up and thus preventing compassion fatigue. If possible, workshops that educate HCPs on how to create a good work/life balance should be initiated by the hospital administration. Sally Jones (2005) explains that clinical staff members should be educated enough to formulate a plan of self-care to balance their own needs just as they are able to make plans for taking care of patients.

Boyle speaks of the Accelerated Recovery Program for distressed helpers, and it is a program for nurses that has a five-session treatment protocol that involves identifying, understanding and developing a hierarchy of what triggers symptoms of compassion fatigue, developing plans for HCPs of self-care, identifying resources for addressing compassion fatigue and many other components. This self-analysis program can be applied at Levy Mwanawasa University Teaching Hospital and help strategize in the development of resources that HCPs can use to prevent and deal with compassion fatigue. 

All this to say that, the work environment should be a place of joy and excitement, and that can only be done by establishing good relationships with coworkers, appropriate division of work, provision of the necessary equipment for work and proper guidance on how to go about with the treatment of a patient as a unit, as a team, instead of the burden being placed on a few individuals. The hospital should also acknowledge its role in preventing the development of compassion fatigue by making policies that protect the health care professional, and by exposing the HCPs to more knowledge of the condition.
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GENDER DISTRIBUTION

Gender Distribution	[VALUE]

[VALUE]

Female	Male	0.5302	0.4698	

	Medical Professional

Sales	[VALUE]
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Medical Doctors	Nurses	0.4138	0.58620000000000005	

Years of working experience

Medical doctors	
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Experience of depersonalisation	[VALUE]
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Yes	No	0.25430000000000003	0.74570000000000003	


Reduced Empathy	[VALUE]
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Yes	No	0.87929999999999997	0.1207	

OVERWHELMED BY EMOTIONAL DEMANDS OF WORK

OVERWHELMED BY EMOTIONAL DEMANDS OF WORK	[VALUE]
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Always	Often	Sometimes	Rarely	Never	7.7600000000000002E-2	0.47839999999999999	0.40089999999999998	4.3099999999999999E-2	0	


Professional counselling 	[VALUE]
[VALUE]

Yes	No	4.7399999999999998E-2	0.9526	


Burnout Levels	[VALUE]
[VALUE]
[VALUE]

Low	Average	High	0.31030000000000002	0.4526	0.23710000000000001	

