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ABSTRACT 

 
Abstract 

Professional quality of life is a quality one feels concerning their work as a helper. Helpers are not 

only found in nursing but all the professions globally. They may respond to individual, community, 

national and even to an international crisis. Professional quality of life comprises two aspects, the 

positive (compassion satisfaction) and the negative (burnout and secondary traumatic stress). The 

overall concept of professional quality of life is complex because it is associated with characteristics 

of the work environment (organisational and task wise), the client’s environment (exposure to 

primary and secondary trauma) and theperson’s environment. If there is an imbalance in the 

associate characteristics of professional quality of life, the nurses will therefore be deprived of the 

professional quality of life. 

 

Aim 

The overall aim of the study was to determine the professional quality of life amongst intensive care 

nurses working in the three selected public hospitals in the Tshwane region of the Gauteng 

Province. 

 

Method 

A quantitative,cross-sectional,and observational designis utilised in the study to investigate 

compassion satisfaction, burnout, and secondary traumatic stress amongst intensive care unit (ICU) 

nurses working in public hospitals.Probability sampling was employed, whereby participants were 

randomly selected. The professional quality of life survey will be given to ICU nurses willing to 

participate in the survey. The data was statistically analysed. 
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Expected Outcome 

The results of this study yielded the level of description of compassion satisfaction, burnout and 

secondary traumatic stress as indicated by ICU nurses. 

 

Key Concepts 

Professional quality of life, compassion satisfaction, burnout, secondary traumatic stress, nurse, 

intensive care unit (ICU), intensive care unit (ICU) nurses. 
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1. OVERVIEW OF THE STUDY 

1.1. INTRODUCTION AND BACKGROUND 

 
Professional quality of life is how a person feels regarding their work as helpers, for example, 

nurses, doctors, and paramedics, and is related to the professional services they render Stamm 

2010:8). Professional quality of life is complex and influenced by the work environment and the 

client environment and measured by compassion satisfaction, burnout, and secondary traumatic 

stress (Stamm 2010:9). The positive aspect of ‘helping work’ refers to compassion satisfaction and 

describes the pleasure derived from our ability to do our work well. The negative characteristics of 

‘helping work’ comprises two elements: secondary traumatic stress and burnout (Copeland & Henry 

2018:28).  

 

Secondary traumatic stress defines as work-related secondary exposure to people who have 

experienced exceptionally stressful or traumatic events, who then have unfavourable effects such 

as fear, insomnia, intensive thoughts, and avoidance of the traumatic events . Secondary traumatic 

stress in nurses may be due to repeated involvement in traumatic events and having empathy for 

the individuals involved. Although compassion and understanding are essential qualities in nursing, 

the trauma experienced by the victimsmaybe transferred to nurses and cause secondary traumatic 

stress. (Ratrout & Hamdan-Mansour 2017:1213). According to Missouridou (2017:110), secondary 

traumatic stress is the term is used interchangeably with compassion fatigue to describe the cost of 

caring for the traumatised individuals in nursing. 

 

Burnout describes the feeling of hopelessness or a feeling that our efforts do not matter and 

difficulty in dealing with work or effectively doing our jobs (Sheppard 2015:53). These could be 

associated with a non-supportive work environment or a high workload (Copeland &Henry 

2018:29).Effects of burnout can include exhaustion, frustration, anger, or depression (Copeland & 

Henry 2018:30). Nursing is a profession with a high probability of experiencing a low professional 

quality of life that negatively affects a nurse’s mental and physical health and reduces the quality of 

nursing care. Even as medical technology and living standards improve, the patients’ demands for a 

diversified healthcare system increases. In the ever-changing medical environment, professional 

stress continually increases as the individual’s quality of life suffers, decreasing compassion (Kim, 

Han & Kim 2015:468).  
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Compassion is a fundamental value of care provided by nurses in addition to passion, strength, 

emotion, and hope against disease and despair (Gracia-Gracia & Olivia-Blazquez 2017:226). Care 

providers are, therefore, expected to show empathy to the misfortune or suffering clients and 

understand their clients’ personal feelings without being judgmental (Mathias & Wentzel 2017:1 ) 

1.2. PROBLEM STATEMENT 

 
In the selected public hospitals, the researcher observed some intensive care unit nurses 

disengaging with their work environment and patient care. High absenteeism rate and late-coming 

seemed to be a common trend. This unit had also been experiencing an increase in adverse events 

and increased infection rates. The behaviour and the trends resemble signs of low professional 

quality of life, as confirmed by Nolte, Downing, Temane, Hastings-Tolsma (2017:2) and Lachman 

(2016:277). This behaviour was causing staff shortage and increasing the workload on the 

remaining intensive care unit (ICU) nurses, which compromises patient care. Poor professional 

quality of life associates with several harmful and costly individual and organisational outcomes 

such as job dissatisfaction, burnout, absenteeism, decreased productivity and poor-quality care 

(Boamah & Laschinger 2016: E165). To assess the professional quality of life amongst intensive 

nurses, an aggregate to identify compassion satisfaction, burnout, and secondary traumatic stress 

in the context of public hospitals assisted in developing focused interventions. 

 

1.3. RESEARCH QUESTION 

 
What is the professional quality of life amongst intensive care nurses working in selected public 

hospitals ICU in the Tshwane Region? 

 

1.4. AIM 

 
The overall aim of the study was to determine the professional quality of life amongst intensive care 

nurses working in the three selected public hospitals in the Tshwane region, Gauteng Province. 
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1.5. OBJECTIVES 

 
The objectives for the study were as follows: 

 Determine the compassion satisfaction level among intensive care nurses 

 Determine the causes of burnout among intensive care nurses 

 Determine the secondary traumatic stress among the intensive care nurses 

 Describe the professional quality of life of intensive care nurses in the selected hospitals 

 

1.6. SIGNIFICANCE OF THE PROPOSED STUDY 

 
The findings of this study assisted the researcher and organisation to determine the professional 

quality of life amongst nurses working in the three selected public hospitals in the Tshwane region in 

the Gauteng Province, which forms the majority of the population in the province. The findings of the 

study also assisted the organisation to begin addressing issues of concern to improve the 

professional quality of life amongst nurses working in the selected public hospitals. Improved 

professional quality of life led to improved quality of patient care. The organisation also gained 

knowledge of the causes of poor professional quality of life. 

 

1.7. CONCEPT CLARIFICATION 

 
For this study,  the following concepts: 

 

1.7.1. PROFESSIONAL QUALITY OF LIFE 

 
The professional quality of life of nurses refers to the quality of positive and negative emotions that 

nurses experience during the professional context of helping others. These emotions include the 

contrasting factors of compassion satisfaction and compassion fatigue coupled with burnout and 

secondary traumatic stress that healthcare professionals feel when they are providing help to others 

(Kim, Han, Kim 2015:467). For this study, professional quality of life refers to the feeling ICU nurses 

have towards performing their daily work. 
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1.7.2. COMPASSION SATISFACTION 

 
Mathias and Wentzel (2017:3) describe compassion satisfaction as a state or feeling whereby one 

feels fulfilled or gratified when performing their duty. For this study, compassion satisfaction refers to 

the feelings of satisfaction or fulfilment experienced by the ICU nurses working in the three selected 

public hospitals in the Tshwane region, Gauteng province, after helping the patients and their 

families. 

1.7.3. BURNOUT 

 
Burnout refers to feelings of hopelessness and feeling as though one’s efforts do not matter, in 

addition to difficulty dealing with work or effectively doing one’s job. These feelings can be 

associated with a non-supportive work environment or a high workload. Effects of burnout can 

include exhaustion, frustration, anger and depression (Copeland & Henry 2018:27). For this study, 

burnout refers to the feeling that ICU nurses will experience after being repeatedly exposed to an 

unsupportive work environment. 

 

1.7.4. SECONDARY TRAUMATIC STRESS 

 
Secondary traumatic stress is defined as work-related, secondary exposure to people who have 

experienced extremely stressful or traumatic events. The negative effects of secondary traumatic 

stress can include fear, difficulty sleeping, intrusive thoughts, and avoidance (Copeland & Henry 

2018:27). For this study, secondary traumatic stress refers to the behaviour ICU nurses will portray 

after repetitive exposure to traumatic events at the workplace. 

 

1.7.5. NURSE 

 
A nurse is a person who cares for the sick, a licensed healthcare professional who practices 

independently or is supervised by a physician, surgeon, or dentist and who is skilled in promoting 

and maintaining health (De Beer & Brysiewicz 2016:3). For this study, ‘nurse’ refers to all registered 

nurses and enrolled nurses working in the ICU and who met the inclusion criteria. 

 

1.7.6. INTENSIVE CARE UNIT NURSE 

 
An intensive care unit nurse is registered with the South African Nursing Council and has a post-

basic qualification in intensive care nursing or has experience working in an intensive care unit (De 
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Beer & Brysiewicz 2016: 3). In this study, the researcher referred to all nurses that were working in 

the ICU as intensive care nurses.  

1.7.7. INTENSIVE CARE UNIT 

 
Intensive care is a specialised area of nursing that involves caring for patients who are undergoing 

life-threatening illnesses or injuries. The environment has advanced technology and requires nurses 

to have a broad knowledge base and a high level of decision-making skills. (De Beer & Brysiewicz 

2016:3). For the purpose of the study, intensive care units are the areas where the research was 

conducted, and the subsequent results of the study was disseminated. 

 

1.8. ASSUMPTIONS 

 
For the purpose of this study, the following assumptions were made by the researcher: 

 All nurses in ICU were concerned with their professional quality of life 

 The surveys were answered truthfully by all nurses 

 The data collected helped the researcher to gain insight into the professional quality of life of 

intensive care nurses 

 

1.9. DELINEATION 

 
The research was conducted in the adult intensive care units of the three selected public hospitals 

in the Tshwane region in the Gauteng Province. Data was collected during the first wave of the 

COVID-19 pandemic. 
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1.10. STUDY SETTING AND CONTEXT 

 
The study setting refers to the physical location and conditions in which data collection takes place 

(Polit & Beck, 2017:744). The study was conducted in the intensive care units of three selected 

public hospitals in the Tshwane region, Gauteng province, where data was collected from all nurses 

meeting the inclusion criteria on both day and night shifts. The reason for selecting these hospitals 

was that they had a majority of the population in the Tshwane region in the Gauteng province of 

South Africa. The hospitals were named hospital A, hospital B and hospital C.  

 

Table 1.1 Hospitals in the study 

Hospital Type ICU Beds (Cubicles) Isolation Rooms 

A MICU 20 (3) 2 

B Medical ICU 10 2 

C 

Neuro ICU, Trauma & Surgery 

ICU Medical ICU 

Cardio/Thoracic ICU Coronary 

ICU Paediatric ICU 

8 2 

12 3 

10 6 

6 2 

8 1 

7 2 

 

In these selected hospitals, the ICU nurses work 12-hourshifts, and they look after critically ill 

patients, whereby most patients are assisted with mechanical ventilators, this in addition to the staff 

shortage on both day and night shifts, which leaves ICU nurses caring for multiple patients, which is 

a daily problem. Therefore, all these hospitals make use of both permanent and agency staff 

members. Many litigations occur at these hospitals which indicates that quality patient care is not 

rendered as expected. 
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The staff complement and bed occupancy of each of the proposed participating ICUs are shown in 

Table 1.2.  

Table 1.2 Staff and bed occupancy per hospital 

Staff Category Hospital A Hospital B Hospital C 

Professional nurse (trained) 45 15 55 

Professional nurse (untrained) 33 13 40 

Enrolled nurses 8 4 12 

Total Staff 86 32 107 

Bed/Patient Category Hospital A Hospital B Hospital C 

Bed occupancy 20 10 51 

 

1.11. STUDY DESIGN AND RESEARCH METHOD 
 

Research design is described by Polit and Beck (2017:743) as the overall plan for addressing a 

research question, including specifications for enhancing the study integrity. For this study, an 

analytical, cross-sectional, observational design is used to determine the professional quality of life 

amongst nurses working in ICU of the three selected hospitals in the Tshwane region, Gauteng 

province. Table 1.3 provides an overview of the research methods. These are discussed in detail in 

chapter 3. 

Table 1.3 Overview of Research Methods 

Population 
ICU nurses that had worked in ICU for at least one (1) year and above and are 

willing to participate in the study. 

Sample and sampling 
The total population technique, which is purposive sampling, was used in this 

study. 

Data collection 

Data collection was done from December 2019 to April 2020 using the self-

administered questionnaire. 

 

Data analysis 

Data was analysed using the IBM SPSS version 27, data analysis comprised 

frequencies and descriptive statistics, including medians, means and standard 

deviations. Cronbach’s alpha was computed to assess the internal reliability of the 

subscales. The Shapiro-Wilk test was used to test for normally distributed data. The 

subscales were transformed into standardised t-scores and categorised using the 

cut scores for the ProQOL 5. Non-parametric Kruskal-Wallis tests were performed 

to compare the median scores for the professional quality of life. 
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1.12. ETHICAL CONSIDERATIONS 

 
Before the commencement of the research, the researcher obtained permission in form of an ethical 

clearance certificate from the Faculty of Health Science Research Ethics Committee of the 

University of Pretoria (491/2019) (Annexure A) thereafter permission was also obtained from the 

Department of Health (Annexure A) and from the three public hospitals where the research was 

conducted (AnnexuresB1-B3). Permission to reach respondents and research site was obtained 

from those hospitals management (Annexures C).  

The names of the hospitals and participants were kept anonymous to guarantee confidentiality was 

maintained and the respondent’s rights were protected (Polit & Beck 2017:147). The ethical 

principles adhered to are listed below: 

1.12.1. BENEFICENCE 

 

This imposes a duty on the researcher to minimise harm and maximise benefits to ensure that 

participants don’t suffer harm and discomfort. It ensures that the information given doesn’t work 

against them (Polit & Beck 2017: 147). According to Obeidat and Al-Delaimy (2020:2), the principle 

of beneficence should ensure that anticipated benefits outweigh the potential risk in the research. 

Therefore, the principle of beneficence requires researchers to maximise benefits and minimise 

risks for ICU nurses (Mick 2019:29). To minimise harm and maximise benefits, the study was done 

under the supervision of the study leader. The researcher fully explained the study to the 

respondents and assured them that it was not going to distract them from carrying their duties at 

work. They were also given an opportunity to ask questions.  

1.12.2. RESPECT FOR HUMAN DIGNITY 

 

It includes the right to self-determination and full disclosure (Polit & Beck 2017:147). The 

respondents were informed that participation is voluntary, and they could decide whether to take 

part in the study without risk of prejudicial treatment. Respondents were informed that they had a 

right to ask questions, to refuse to give information and to withdraw from the study at any time 

before the surveys are submitted. The researcher fully described the nature of the study to the 

participants, the person’s right to refuse participation, the researcher’s responsibility and the likely 

risks and benefits. They were also made aware that withdrawal didn’t mean any penalty or loss of 

benefits. 

 

1.12.3. JUSTICE 
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This includes the respondents right to fair treatment and privacy (Polit & Beck 2017:148). Participant 

selection was based on the study requirements rather than a group vulnerability. Nurses who 

declined to participate in the study were treated in a non-prejudicial manner. The researcher 

respected people’s beliefs, habits, and lifestyles. The researcher honoured all the agreements made 

with the participants ensuring the study was not more intrusive than it ought to be. Respondents 

were expected to respond to the structured surveys only. The respondents’ privacy was maintained 

throughout the study and their data was kept confidential. No names or signatures were attached to 

the surveys. The respondents’ rights were respected as they completed the surveys. Data collection 

was done as to not disrupt clinical practice. The respondents were informed that they could fill in the 

surveys in their free time. All data was kept securely at an undisclosed location after the data 

collection for the remainder of the research process. 

 

1.13. FLOW OF DISSERTATION 

 

The flow of the dissertation is presented in Table 1.4 below: 

 

Table 1.4 Flow of Dissertation 

Chapter  Description 

Chapter 1 

An overview of the study of the professional quality of life amongst nurses working in 

ICU. It gave a brief overview of the study on the professional quality of life among 

nurses working in ICUs of the three selected public hospitals, it also outlined the 

methods used and also the ethical consideration. 

Chapter 2 

Literature review- Discusses the literature reviewed on the professional quality of life 

among nurses working in ICUs of the selected public hospitals including the 

conceptual framework underpinning the study. 

Chapter 3 
Research methodology- Describes the research design and methodology employed 

in the study, including validity and reliability, and ethical considerations 

Chapter 4 
Manuscript on Professional quality of life among nurses working in ICU and was 

Submitted to South African Journal of Critical Care (SAJCC) 

Chapter 5  
Main findings on the study, interpretation and implications, limitations as well as 

recommendations for further studies.  

1.14. SUMMARY 
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Professional quality of life is the way a person feels in relation to their work as a helper and are 

related to the services professions. It can be affected by various factors hence it was important for 

the researcher to conduct the study to determine the professional quality of life amongst nurses 

working in the ICUs of the three selected public hospitals, therefore this chapter presented an 

overview of the study. Chapter 2 will present a literature review of the study. 
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2. LITERATURE REVIEW 

2.1. INTRODUCTION 

 
Chapter 1 provided an overview of the study, while in this chapter the conceptual framework 

and the literature relevant to this study is presented. A conceptual framework is an 

interrelated concept built in an explanatory scheme in order to clarify the relationship 

between them (Polit & Beck 2017:119). However, the literature review is a critical summary 

of research on a topic of interest, often prepared to put a research problem in context (Polit 

& Beck 2017:54). It is conducted to generate a picture of what is known about particular 

situations and the gaps that exist in them. 

Throughout the literature review, the researcher was able to clarify which problems have 

been investigated, and also to fit the study into the jigsaw puzzle of present knowledge (De 

Vos, Strydom, Fouche & Delport 2011:109). The purpose of a literature review in a 

quantitative study is to direct the development and implementation of the study. It assisted 

the researcher in interpreting the outcomes of the study in comparison to prior research. This 

literature review gives a detailed overview of professional quality of life and its components 

which are compassion satisfaction and compassion fatigue. National and international 

literature was researched to find out the origin of compassion satisfaction, and compassion 

fatigue that is divided into secondary traumatic stress and burnout as well as their 

influences. 

 

2.2. CONCEPTUAL FRAMEWORK 

 
This study is based on the path analysis on the professional quality of life of (Stamm 

2010:10) by using the conceptual framework (Figure 2.1). For this study, the focus was on 

the influence of the work and patient environment have on the professional quality of life of 

nurses working in ICU. Nurses experiencing compassion satisfaction function in a working 

patient environment that is conducive to their well-being (Sacco, Ciurzynski, Harvey & 

Ingersoll 2015:34). However, when the nurses work in a patient environment that is 

discouraging and unfavourable, it will lead to burnout and secondary traumatic stress with 

detrimental effects on the health and well-being of nurses and the patients in their care 

(Sacco et al.2015: 34).  
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Figure 2.1 Components of Conceptual Framework 

 
The components of the conceptual framework are discussed to understand the causative 

factors of each component, as they all determine the professional quality of life among 

nurses working in the ICUs of the three selected public hospitals. 

 

2.3. PROFESSIONAL QUALITY OF LIFE 

 
Professional quality of life is discussed by Stamm (2010:8) as a quality one feels concerning 

their work as a helper. Helpers are not only found in nursing but all the professions globally. 

They may respond to individual, community, national and even to international crises and the 

good that is in their work environment (Stamm 2010:8). Compassion is often considered a 

prerequisite for entering the medical profession; indeed, it is a fundamental principle in the 

Hippocratic Oath. However, the privileges and challenges of caring on the frontline can affect 

us personally. Caring for critically ill patients can expose the nurses caring for those patients 

to trauma and distress daily. Burnout and secondary traumatic stress can occur when 

repeated exposure takes its toll (Hamilton, Tran&Jamieson 2016:100). However, continually 

dealing with the physical and emotional needs of others is stressful, and sometimes nurses 

ignore the signs of stress and do not address their emotional needs. That can cause 

burnout, and if prolonged and not given attention, it can lead to secondary traumatic stress 

(STS) (Berger, Polvika, Smoot & Owens 2015:13) 

The literature reports that nurses exposed to traumatic events may be at an increased risk 

for burnout and secondary traumatic stress that are the negative aspects in the professional 

quality of life, and in contrast, compassion satisfaction helpers measures the positive 
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aspects helpers feel towards their role (Cohen, Leykin, Golam-Hadari & Lahad 2017:1). 

Together these concepts comprise Stamm’s professional quality of life (Stamm 2012)( 

ProQOL) concept and measure which reflects the positive and the negative effect helpers 

feel towards their role. The overall concept of ProQOL is complex because it is associated 

with characteristics of the work environment (organisational and work-related), the client’s 

environment (exposure to primary and secondary trauma) and the person’s environment 

(Stamm 2010:9). 

 

2.4. COMPONENTS OF PROFESSIONAL QUALITY OF LIFE 

 
Professional quality of life (ProQOL) comprises two aspects, the positive (compassion 

satisfaction), described as the pleasure derived from being able to do one’s work and the 

negative (compassion fatigue) that comprises of two elements which are secondary 

traumatic stress and burnout (Copeland & Henry 2018:28; Yu, Jiang & Shen 2016:29). 

 

2.4.1. COMPASSION SATISFACTION 

 
Compassion satisfaction is the term used to describe a positive feeling derived from helping 

others through traumatic situations (Sacco et al. 2018:). It has been discovered that there is 

a great relationship between gender and compassion satisfaction. Mooney, Fetter, Gross, 

Lynch & Rogers (2017:159) suggest that in their study that more male intensive care nurses 

have compassion satisfaction when compared to their female counterparts in the same unit, 

however, according to Sacco et al.(2015:32), female critical care nurses were found to have 

significantly higher levels of compassion satisfaction. 

 

Compassion satisfaction similarly described by Jakimowicz, Perry & Lewis (2017:397) as a 

positive aspect of caring and one of the elements that attract those who choose to work in 

nursing and providing a means to assist in relieving the suffering that results in a sense of 

satisfaction (Jakimowicz et al. 2017:398). This occurs when healthcare workers have a 

sense of connection with their patients. The promotion of compassion satisfaction is integral 

in promoting professional quality of life (Hansanker, Chen, Maughan, Heaston 2015:187). 

 

Dasan, Gohil, Cornelius & Taylor(2015:592)explained, there are clear strategies for 

promoting compassion satisfaction such as,an interested, engaged, and appreciative 

leadership is one such organisational factor that has been shown to improve staff well-being. 

Dasan et al.(2015:592) also suggest a number of individual protective factors that were 
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useful in the promotion of compassion satisfaction for nurses, including physical exercise, 

time for reflection and ensuring appropriate downtime after traumatic events or intense 

periods of work. According to Koverova (2016:087), compassion satisfaction is expected to 

be significantly and positively correlated with optimism, self-esteem, and a positive state of 

mind (frequently experiencing positive emotions),which is in direct contrast to a negative 

state of mind (frequently experiencing deleterious emotions), anxiety and depression, 

associated with secondary traumatic stress and burnout. 

Mathias & Wentzel (2017:2) emphasise that when a nurse capably provides care that 

contributes to the improved well-being of the patient, they feel happy and content with the 

knowledge and skills that they are attaining in their nursing profession. Mathias & Wentzel 

(2017:2) also explain that providing care subsequently gives the nurses increased morale to 

work harder to continue providing quality nursing care to the patients in their care. Therefore, 

it is vital to understand the factors that contribute to compassion satisfaction, in order to 

promote it further in the work environment. According to the American Nursing Association 

(ANA) ( 2016),compassion satisfaction can create an intimate relationship with patients and 

make life-changing differences for all involved. Positive encounters are linked to creating 

higher positive outcomes for both nurses and patients. 

 

Sacco et al. (2016:32 ) explain that the working environment is pivotal in determining 

compassion satisfaction levels in the nursing population and that the environment can either 

promote or distract from the nurses’ ability to meet their motivational needs. Nurses who 

have recently had a change in management have significantly lower levels of compassion 

satisfaction. Compared to those with stable leadership structure ( ANA 2016),this instability 

reduces the retention of knowledgeable, caring, and experienced nurses. Maintenance of 

these essential resources helps establish and preserve compassion satisfaction (ANA 2016). 

When leadership understands the principles and balance of compassion satisfaction it can 

have a positive effect on the working environment (Larsen 2017:3). 

 

2.4.2. BURNOUT 

 
Burnout has been defined as a psychological state resulting from prolonged emotional or 

psychological stress on the job. Burnout has been found to impair workers’ ability to regulate 

negative emotions and to function at work (Choi, Lee, Lee, Paik, Lee & Lee 2018: 670). 

Burnout has been a growing concern among nurses. It is defined as a syndrome of 

exhaustion and also includes emotional exhaustion, depersonalisation, and personal 

accomplishment (Alharbi, Wilson, Woods & Usher 2016: 709). According to Choi et 
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al.(2018:670), a number of studies have evaluated factors related to burnout in nurses, as 

burnout has a significant impact not only on nurses’ well-being but also on the quality of 

healthcare. Burnout negatively affects nurses’ work performance, patient safety, and patient 

satisfaction. Previous studies related to burnout among nurses have examined occupation-

related factors, such as job overload, conflicts of responsibilities, monotonous work, and the 

pressure of time limits.  

Alharbi et al.(2016:709). 

 

There is a strong relationship between burnout and intention to leave nursing. Burnout is 

also known to result in poor quality of patient outcomes which result from nurses, especially 

those working in specialised areas such as intensive care, being overwhelmed with high 

workload, limited resources, and the necessity to render specialised duties for critically ill 

and highly dependent patients. Choi et al.(2018:671) also explain burnout as a psychological 

state which results from the emotional stress that is associated with psychological 

characteristics that come from emotional exhaustion. 

 

Consequently, job satisfaction may reduce as a result of burnout, leading nurses to leave 

their jobs or the speciality altogether. Burnout results from prolonged exposure to stress in 

the work environment leading to feelings of helplessness and exhaustion. Clinical symptoms 

include tiredness, headaches, and relationship issues at work, which resemble a decreased 

professional quality of life (Alharbi et al. 2016;709). 

 

Decreased professional quality of life is prevalent in healthcare professionals, particularly 

those caring for patients who might be moving towards comfort care. Overtime it can lead to 

burnout and secondary traumatic stress and an overall decrease in the professional quality 

of life (Klein, Riggenbach-Hays, Sollenberger, Harney & McGarvey 2018:883). 

 

Caring for patients with critical and/ or terminal illnesses is physically and emotionally 

demanding. Not only nurses do experience pain and suffering experienced by patients, but 

they are also in communicating and comforting family members, which in turn exposes them 

to the distress experienced by the family with patient imminent or actual death. Nurses are 

often left with overwhelming feelings of loss and grief which may result in compassion 

fatigue, a term used to describe the mental and physical distress and exhaustion that result 

from caring for others (Klein et al.2018:884) 

 

Decreased professional quality of life can lead to negative consequences for nurses, 

patients, and organisations. Nurses with burnout and secondary traumatic stress experience 
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symptoms of physical, emotional, and mental exhaustion and disengagement, leading to 

decreased ability to provide compassionate care, which may negatively impact patient 

safety, overall quality of care and patient satisfaction (Klein et al. 2018:884). Beaumont, 

Durkin, Martin & Carson (2016:240) described decreased professional quality of life as 

personal suffering that results from stress experienced through working with trauma ( 

secondary traumatic stress) or the reality of practice mismatched to beliefs about care. 

Beaumont et al. (2016: 241) further illustrates that decreased quality of life has been 

diagnosed in nurses and caused by experiencing high levels of empathic relationships with 

patients. Signs and symptoms can include lack of empathy, irritability, and hyper-arousal. 

 

The concept of burnout syndrome refers to a protracted course of distress in which one is 

unable to cope with stressors over an extended period, leading to depletion of the body’s 

defences and ultimately physical and emotional exhaustion. Burnout is further defined, as a 

syndrome of emotional exhaustion, depolarization, and reduced personal achievement 

(Vahedian-Azimi, Hajiesmaeili, Kangasniemi, Fornés-Vives, Rahimibashar et al. 2017:315) 

 

According to Hunt, Denieffe & Gooney (2017:9), burnout is slow and progressive, resulting 

from exposure to work-related stress with negative consequences for the individual and 

organisation. Hunt et al. (2017:9) further illustrate that the long-term costs for healthcare 

organisations suggest a percentage of a workforce that is suffering and may have intentions 

to leave the nursing practice, as a direct result of emotional work, a lack of rewards or as a 

consequence of the imbalance between organisational and personal values. 

 

As healthcare systems are being forced to do more with less, clinicians are experiencing 

increased stress and burnout (BO) in the workplace. With rising numbers of critically ill 

patients being admitted into ICUs and fewer resources, providers are working longer hours 

and feeling less capable of meeting the needs of patients. In addition, repeated exposure to 

ill, injured, suffering, or dying patients can lead to decreased professional quality of life and 

an overall decrease in the quality of life among clinicians. The consequences of decreased 

professional quality of life can result in decreased concentration and productivity, increased 

use of sick days, and high turnover rates of staff, which directly affect patient satisfaction and 

safety (Klein et al.2018:883). 

 

Decreased professional quality of life is described as a precursor to the development of 

burnout (BO) and secondary traumatic stress (STS). It has been identified by others as an 

occupational hazard and appears to be increasing in its prevalence among healthcare 

workers (Klein et al. 2018: 883). A study conducted in Thailand reported that almost one out 
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of four nurses were dissatisfied with their job and close to 40% of study nurses experienced 

high burnout. They affirmed the association between nurse job dissatisfaction and nurses’ 

intent to leave and turnover. Nurses’ intent to leave was also negatively associated with 

patient satisfaction. They added that the impact of nurse practise environment and nurse 

staffing, both features of the organisational system in which nursing care is delivered, are 

shown to be associated with job dissatisfaction, high emotional exhaustion, and fair or poor 

nursing care quality (Koy, Yunibhand, Angsuroch, Fisher 2015:1828). 

 

2.4.3. SECONDARY TRAUMATIC STRESS 

 

In severe cases, nurses can develop symptoms of secondary traumatic stress, which result 

from exposure to many traumatic events. Secondary traumatic stress can be acute or 

chronic in nature, and it can negatively affect work life. Nurses working in ICU are at risk of 

developing secondary traumatic stress due to this excessive exposure to traumatic events 

(Vahedian-Azimi et al. 2017:317). Secondary traumatic stress (STS) is defined as work-

related secondary exposure to people who have experienced extremely stressful or 

traumatic events, and the negative effects of traumatic stress can include fear, difficulty 

sleeping, intensive thoughts and avoidance. (Copeland & Henry 2018: 30) 

 

Secondary traumatic stress in nurses may be due to repeated involvement in traumatic 

events and having empathy for the individuals involved. Although empathy is a core in 

nursing, it can be the traumatic feelings from victims to nurses which may lead to secondary 

traumatic stress (Ratrout & Hamdan-Mansour 2017:1213). Ratrout & Hamdan-

Mansour(2017:1214) also mention that psychological responses to traumatic events often 

seem normal, and usually diminishes within a short period of time, however, repetitive 

exposure may lead to the development of secondary traumatic stress. 
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2.5. FACTORS INFLUENCING PROFESSIONAL QUALITY OF LIFE 

 
Professional quality of life can be influenced by several factors such as work-life 

environment, client-patient environment, as well as a person’s environment (Stamm 2010:8).  

2.5.1. WORK-LIFE ENVIRONMENT 

 
The work-life environment of an ICU nurse entails the type of shift that the ICU nurse work, 

the number of hours in the shift, the type of the department, as well as the support structure 

from the management at the workplace (Kowitlawkul, Yap, Makabe, Chan, Takagai, Tam & 

Nurumal 2018:65) Nurses, working in fixed shifts, were observed to exhibit greater work-life 

balance as compared to the nurses working in rotational shifts or multiple shifts and support 

from managers also brings about work-life balance (Nurumal, Makabe, Jamaludin, Yusof, 

Aung & Kowitlawakul 2017:86)The quality of work life is a process by which the 

organisation’s employees and stakeholders get an insight into how to work better together to 

improve both staff’s quality of life and organisational effectiveness simultaneously to 

safeguard the holistic well-being of an employee rather than only concentrating on job-

related features ( Kelbiso, Belay & Woldie 2017: 01) 

 

Quality of life in the workplace is a very critical concept that applies when the employee is 

able to meet the following personal requirements through their own employment: institutional 

support, security, and integration into their role at work and satisfaction related to this role, a 

sense of well-being obtained through their work and the personal development achieved, 

and the management of their free time (Zavala, Klinj & Carrillo 2016:2). This concept has 

been used with increasing frequency to describe certain environmental and humanistic 

values that are neglected by industrial societies in their pursuit of technological 

advancement, productivity, and economic growth (Zavala et al. 2016:20).  

 

Nurses are exposed to repeated stress at their workplace, which requires a high level of 

empathetic engagement with distressed clients, which becomes a significant figure of 

burnout. Compassion fatigue leads to an acute onset of physical, emotional, and work-

related symptoms that affects their relationships with each other and to patient care at the 

workplace (Sorenson, Bolick, Wright, & Hamilton 2016:223).Zavala et al. (2016: 3) also 

explain that conflicts related to violence within healthcare institutions directed at both clients 

and the nursing staff itself, indicates poor workplace satisfaction, and depression. 
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Several studies have reported work-life issues, such as stressful work environments and 

inadequate human resource management, as major contributing factors to new nurses’ 

decisions to leave their jobs (Boamah & Laschinger 2016: E165).Inadequate workplace 

conditions, limited availability of equipment and materials that are essential to effectively 

improve the quality of care, overwork related to the scarcity of nursing staff, devaluation of 

the nursing profession, and expectations that nursing professionals will migrate (Zavala et al. 

2016:3.)A poor work environment has been linked to a number of deleterious and costly 

individual and organisational outcomes such as job dissatisfaction, burnout, absenteeism, 

decreased productivity, poor care quality, which are all the symptoms of compassion fatigue. 

 

Therefore, the diverse casuistry requiring the nurse’s professionalism is paralleled by an 

emotional load specific to this job. Moreover, the number of work hours per week, frequency 

of medical shifts, time pressure, role conflicts, pressure from the authorities and the 

concerned families, as well as personality traits (resistance to stress, tolerance to frustration, 

extraversion, neuroticism, attitudes to people or life and susceptibility) contribute to a wide 

range of effects at a professional and personal level (Iorga, Soparanu, Hangaru& Iona 

2016:326). Furthermore, Iorga et al. (2016:325) explain that factors such as the number of 

working hours, stressful tasks and working under the pressure of time, difficult relationships 

with superiors, colleagues, or difficult patients together with the lack of rewards or un 

appreciation cause a negative work-life environment. 

 

2.5.2. CLIENT/PATIENT ENVIROMENT 

 
Patient care is a stressful experience. It is of great importance in the intensive care unit 

(ICU), where the patients are more dependent on the care provided by critical care nurses 

and this care isa prerequisite of care assurance and providing high-quality care and is 

dependent on the nurses’ physical and mental health (Mohammadi, Peyrovi & Mahmoodi 

2019:274)Critical care nurses are more exposed to occupational stress and the main factors 

that cause stress are the use of high technology, communication problems between the ICU 

nurses, management, as well as doctors; encountering moral issues, the management of 

critically ill patients, witnessing the passing of patients and having to cope with their families. 

(Mohammadi et al.2019: 278) 

 

Wiechula, Conroy, Kitson, Marshall, Whitaker & Rasmussen (2015:732) discussed how a 

nurse-patient relationship can be influenced by the environmental aspects where care is 

provided. The environment can have an impact on a nurse-patient relationship and in turn, a 

good relationship can ameliorate the potential negative influence of the environment. 
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According to Wiechula et al. (2015:732), the influence of the social environment and the 

context where care is provided has been taken into consideration as it indicates that some 

care settings can have a significant impact on the nurse-patient relationship. The control in 

the environment can improve the patient’s safety.  
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2.5.3. PERSONS (NURSE) ENVIRONMENT 

 
Koy, Yunibhand, Angsuroch& Fisher (2015: 1826) argue that the nursing care quality is 

directly linked to nurse staffing, nurse practice environment on quality of care, the impact of 

nurse environment and staffing on job dissatisfaction, emotional exhaustion and poor quality 

of care, and burnout is associated with nurse staffing levels. Quality of care is highly 

influenced by the nurse’s job satisfaction ( Koy et al. 2016:1826). Research from the United 

States of America has shown that inadequate nurse staffing is directly associated with 

increased length of hospital stay, hospital-acquired infections and the prevalence of pressure 

ulcers. It was concluded that a greater number of patient deaths are associated with fewer 

nurses being available to provide care (Koy et al. 2015:1826).  

 

According to Choi and Lee (2017:517), in the clinical field, ICU nurses experience verbal 

violence from patients and their families as well as from other medical practitioners, and they 

sometimes experience physical threats and violence, which may cause the ICU nurses to 

have burnout and secondary traumatic stress and it reduces the professional quality of life of 

the ICU nurses, leading to them wanting to leave the hospital. Choi et al. (2017:517) also 

recommend that it is crucial to find ways to reduce the violence that nurses experience. 
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2.6. SUMMARY 

 
Human beings are wired for empathy and personal interactions. Connecting with patients 

and peers, and understanding the challenges of others is an ongoing responsibility in ICU, 

which subject’s ICU nurses to the constant risk of burnout and secondary traumatic stress. 

Prevention of burnout and secondary traumatic stress is the responsibility of everyone within 

the ICU and requires a disciplined and reflective daily response, not merely an afterthought 

following a difficult event. In caring for others, it is an inherent risk that ICU nurses may feel 

burdened by burnout and secondary traumatic stress at some point. In a true sense, burnout 

and secondary traumatic stress should not be feared, instead, awareness and heightened 

vigilance should be instilled to allow early recognition and expeditious triggering of 

preventative measures and intervention. Staff resilience coupled with early recognition of 

burnout and secondary traumatic stress, and a willingness to seek help, together with 

leaders who are proactive for their staff welfare, are fundamental to maintaining the well-

being of nurses and tipping the balance between compassion fatigue and satisfaction in 

favour of satisfaction. It is vital to ensure that the environmental issues affecting the 

professional quality of life of nurses are carefully considered to ensure improved professional 

quality of life of the ICU nurses. The next chapter will discuss the methodology and the 

methods used in the study. 
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3. RESEARCH METHODOLOGY 

 

3.1. INTRODUCTION 

 
Chapter 2 provided an in-depth literature review of relevant topics as they applied to this study. The 

literature review focused on the professional quality of life and its components which are compassion 

satisfaction, burnout, and secondary traumatic stress. Chapter 3 contains a detailed discussion of the 

research method, research design, study setting, study design as well rigour used in this study.  

 

3.2. AIM AND OBJECTIVES 

 
The study aimed to determine the professional quality of life amongst intensive care nurses working 

in the three selected public hospitals in the Tshwane region, Gauteng Province. 

The objectives for the study were as follows:  

 Determine the compassion satisfaction level among intensive care nurses 

 Determine burnout among intensive care nurses 

 Determine the secondary traumatic stress among the intensive care nurses 

 Describe the professional quality of life of intensive care nurses in the selected hospital 

 

3.3. RESEARCH DESIGN 

 
Akhtar (2016:68) considers research design as the structure of research and a glue that holds all of 

the elements in a research project together. In short it is a plan of the proposed research work. Akhtar 

(2016:68) also describes the research design as an arrangement of conditions for the collection and 

analysis of data in a manner that aims to combine relevance to the research purpose. 

 

A research design is referred to by Polit and Beck (2017:743) as a ‘general plan for addressing 

research questions, including specifications for enhancing the studies’ integrity’. In other words, the 

research design guides the researcher in planning and implementing the study to achieve the set 

goals Green and Thorogood (2018:8), refer to the research design as the ‘what, how and why’ of data 

collection  to answer the research question. Accordingly, the research design refers to how the 

researcher will address the research question (Polit & Beck 2017:743) 

 

According to Grove, Burns and Mohnkern (2013:185), a research design is a blueprint for conducting 

research that strengthens control over factors that can interfere with the validity of the research 

findings. It also aids the researcher to plan and conduct the study to ensure the achievement of the 
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goal of the study. Research design is necessary for a study because it assures smooth sailing of the 

various research procedures, thereby the creation of research is as professional as possible, yielding 

maximum information with a minimum expenditure of effort, time, and money (Akhtar 2016:69). 

According to Akhtar (2016:69), research design advocates advanced planning of the methods to be 

adopted for collecting the relevant data and the techniques to be used in the analysis, keeping in view 

the objective of the research. 

 

Polit and Beck (2017:743) emphasises that research designs ensure the suitability of the evidence 

obtained to answer the research question raised in the research as an overall plan for addressing a 

research question, including specifications for enhancing the study’s integrity. The different 

approaches to the research entail both theory and method, which is the general plan of how the 

researcher goes about answering research questions and gives an overall view of the method chosen 

and the reason for that choice. Brink et al. (2006:11) and Polit and Beck (2017:743) also described 

research design as logical steps taken by the researcher to answer the research question cost-

effectively and also a plan to guide where, when, and how the data will be collected and analysed. A 

quantitative, cross-sectional, observational study was used to address the professional quality of life 

amongst nurses working in ICU in the three selected hospitals in the Tshwane region, Gauteng 

province. The aim of the cross-sectional study is for describing relationships of the phenomenon at a 

fixed point in time (Polit & Beck 2017:168). 

 

3.3.1. QUANTITATIVE RESEARCH DESIGN 

 
Quantitative research, as described by Polit and Beck (2017:741), is the investigation of a 

phenomenon that lends itself to precise measurement and quantification, often involving a rigorous 

and controlled design. Polit and Beck (2012:17) also define quantitative design as a set of orderly and 

disciplined procedures aimed at acquiring knowledge. The researcher chose the quantitative research 

method because it is systematic, and that the researcher wanted to create a picture of a phenomenon 

and gives an account of occurrences as they naturally occur (Rahman 2017:106). Besides sampling, 

data analysis is less time consuming as it uses statistical software such as SPSS. With quantitative 

research, the researcher explored relationships and did not manipulate them as independent 

variables(Grove et al. 2013:36), and in the current study, the researcher investigated cases that had 

already occurred to be able to establish its relationship with the professional quality of life of nurses 

working in ICU in the selected public hospitals. 

 

The limitation with the use of quantitative research design in this study may be that some 

respondents may not have answered the questions correctly to the schedule of the unit (Rahman 

2017:107). Another limitation of quantitative research in this study of determining the professional 
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quality of nurses working in an intensive care unit, was that it could not account for how the social 

reality was shaped and maintained, or how people interpreted their actions. A further weakness of the 

quantitative research approach on the current study, was that it did not take in consideration detailed 

information, but instead gave the overall picture of the variables (Rahman 2017:107).  

 

Thus, the researcher followed a logical series of steps according to a set plan of action. The 

researcher was able to implement a degree of control over the study. This control ensures minimum 

bias and a high degree of validity. Quantitative studies rely on empirical evidence from an objective 

viewpoint that derives from the senses: taste, smell, sight, touch, and hearing. Empirical evidence is 

grounded in reality and, as such, does not form part of the researcher’s beliefs, unlike qualitative 

studies. 

 

Descriptive designs are applied to observe, describe, and document aspects of a situation as it 

occurs naturally. Sometimes it serves as a starting point for generating a hypothesis or a theoretical 

development (Polit & Beck 2017:726). According to Grove et al. (2017: 87), quantitative research is a 

formal, objective, and systematic approach used to establish information concerning the world. In 

addition, this research method is used to describe variables, examine relationships among variables 

and determine cause-effect interactions between variables. Quantitative research is currently the 

method of choice for scientific investigations in healthcare practice. It must be remembered that it 

requires rigorous control in order to both identify and limit the effects of extraneous variables not 

under study (Grove et al.2017:326).  

 

In quantitative research, specific questions generate knowledge that directly enhances the 

understanding of the phenomenon under study. In this research, the phenomenon studied was the 

professional quality of life among nurses working in the selected public hospitals in the Tshwane 

region.  

 

3.3.2. CROSS-SECTIONAL OBSERVATIONAL STUDY DESIGN 
 

According to Setia (2016: [1]), the cross-sectional study design is a type of observational design in 

which the researcher measures the outcome and the exposure of the respondents at the same time. 

Setia (2016: [2]) further explains that respondents in a cross-sectional study are selected based on 

the inclusion and exclusion criteria. In the cross-sectional study design, the exposure and the 

outcome in the respondents are measured at the same time, the researcher also studied the 

association of the exposure and the outcome in the population (Setia 2016:[2]).  
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The researcher chose the cross-sectional study design because it was easy to conduct, faster and 

inexpensive, as described by Omar (2015:152).The survey was completed in a relatively short time 

because of the modest sample required and access to the study population was easy as the 

researcher is working in one of the selected hospitals. The other reason the researcher used cross-

sectional observational design in this study was that it would also help in planning for intervention for 

promoting positive professional quality of life amongst the nurses working in ICU at the selected 

hospital (Omar 2015:152).  

 

The disadvantage of the cross-sectional study that the researcher observed was that it seemed to be 

biased and that any outcomes could only be measured with the occurrence of an incident, for 

example, absenteeism rate, as Setia (2016:[2] ) also describe such factors as limitations on the cross-

sectional observational study. The other disadvantage was that it was difficult to establish the causal 

factor of the problem as it was a once-off study, yet the researcher ensured that the study was 

feasible by distributing the questionnaires to all the population that met the inclusion criteria and also 

saw to it that the respondents completed the questionnaires without being disturbed and influenced 

by the researcher.  

3.4. STUDY SETTING 

 
The study setting refers to the physical location and conditions in which the data collection takes 

place (Polit & Beck, 2017:47). The study commenced in the ICUs of three selected public hospitals in 

the Tshwane region, Gauteng Province South Africa, where data was collected from all nurses 

meeting the inclusion criteria on both day and night shifts. The hospitals were named hospital A, 

hospital B and hospital C. 

 

Table 3.1 Hospitals in the Study Setting 

Study setting - hospitals 

Hospital ICU Type Beds (cubicles) Isolation Rooms 

A Multi-Disciplinary ICU 20 (3) 2 

B Medical ICU 10 2 

C 
Neurosurgery ICU Trauma & Surgery 

ICU Medical ICU Cardiothoracic ICU 

Coronary ICU Paediatric ICU 

8 2 

12 3 

10 6 

6 2 

8 1 

7 2 

 



Research Methodology 2021 

 

27 | P a g e  

 

In these selected hospitals, the ICU nurses work12-hour shifts and care for critically ill patients, 

whereby most patients are assisted with mechanical ventilators. Both day and night shifts experience 

staff shortages which consequently leads to the ICU nurses simultaneously caring for multiple 

patients, which is a daily occurrence, hence all these hospitals employ both permanent and agency 

staff members. Many litigations are occurring at these hospitals, which is indicative of a lack of quality 

patient care, as well as complaints regarding a shortage of resources. Table 1.2, chapter 1 refers to 

the staff complement and bed occupancy of each of the participating ICUs. 

 

In the selected hospitals, they have standing policies that in ICU nurse-patient ratio should be 1:1 and 

most of the time, ICU nurses are nursing more than one patient per day, hence, the professional 

quality of life in these hospitals should be determined 

 

3.5. RESEARCH METHODS 
 

Polit and Beck (2017:743) define methods as the steps, procedures, and strategies for gathering and 

analysing information for the study. The methods utilised in this study will be described according to 

the population, sample, data collection and data analysis. 

3.5.1. STUDY POPULATION 

 
Population refers to individuals in the universe who poses specific characteristics; it is the totality of 

persons, events, organisations, units, case records or other sampling units with which the research 

problem is concerned. (De Vos et al. 2011:223). In this study, the study population comprised nurses 

working in the ICUs of the selected public hospitals in the Tshwane region, Gauteng province, and 

who met the inclusion criteria. Polit and Beck (2017:739) defined population as the entire group of 

individuals or objects having the same characteristics and represents the aggregation of cases in 

which the researcher was interested, as was the case in this study where ICU nurses were selected 

for the study. According to Grove et al. (2013:44), the population refers to all the elements 

(individuals) that fulfil specific inclusion criteria.  
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Inclusion criteria: 

 Nurses (professional and enrolled nurses) who have been working in one of the ICUs for more 

than one year, including the unit managers, as well as the agency staff members. 

 All the nurses that are willing to volunteer to participate in the study. 

Exclusion criteria: 

 All nurses with less than one year of clinical experience working in an ICU due to their minimal 

exposure to the clinical area. Those who were not willing to participate were excluded from 

this study.  

3.5.2. SAMPLING AND SAMPLE 

 
Sampling refers to a process of selecting cases to represent the entire population so that inferences 

about the population can be made (Polit & Beck 2017:743). Polit and Beck (2017:743) define a 

sample as a subset of a population comprising those selected to participate in the study according to 

the inclusion criteria. Purposive sampling was used in selecting the sample. The purposive sampling 

technique, also called judgment sampling, is the deliberate selection of a participant due to the 

qualities the participant possesses (Etikan, Musa &Alkassim, 2016:3). It is a non-random technique 

that does not need underlying theories or a set number of participants.  

 

According to Etikan et al. (2016:3), in purposive sampling, the researcher decides what needs to be 

known and sets out to find people who can and are willing to provide the information by virtue of 

knowledge or experience chance of being selected. This involves the identification and selection of 

individuals or groups of individuals that are proficient and well-informed with a phenomenon of 

interest in addition to knowledge and experience, and note the importance of availability and 

willingness to participate, as well as the ability to communicate experiences and opinions, adequately 

and appropriately. In this study, the researcher wanted to determine the professional quality of life 

among nurses working in ICU in selected hospitals. 

 

The type of sampling used was total population sampling. Total population sampling is a purposive 

sampling technique that involves examining the entire population who have a particular set of 

characteristics (e.g. specific attributes, attitude, knowledge, skills, and exposure to events). The 

researcher chose to study the entire population because the size of the population that has the 

particular set of characteristics that the researcher was interested in was typically small (Etikan et 

al.2016:3).A total population of 154 participants was used to minimise errors and the researcher 

aimed at getting more. The participating ICU nurses were permanent and agency nurses. In the 

current study, questionnaires were given to all the ICU nurses that met the inclusion criteria. 
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3.5.3. DATA COLLECTION INSTRUMENT 

 
The demographic survey and the professional quality of life (ProQOL) survey were developed 

byStamm (2010) and refined by Heritage, Rees &Hegney (2018:3/20). Permission to use the ProQOL 

questionnaire (Annexure C1) has been granted via the author’s website (ProQOL.org). The ProQOL 

questionnaire consists of three subscales: Compassion satisfaction, burnout, and secondary 

traumatic stress are used to measure the professional quality of life. The ProQOL questionnaire is 

suitable for the study asit may enable the researcher to determine the compassion satisfaction among 

intensive care nurses, to determine burnout among nurses working in an intensive care unit, to 

determine the secondary traumatic stress among the intensive care nurses, as well as to describe the 

professional quality of life of intensive care nurses in selected public hospitals. The study is 

underpinned by a conceptual framework ( Figure 2.1 Chapter 2). The researcher used a quantitative 

approach, using the ProQOLsurvey that consists of two sections: 

 

 Section A: Demographic profile with eight items. 

 Section B: Thirty close-ended questions relating to burnout, secondary traumatic stress, and 

compassion satisfaction. 

 

3.5.4. PILOT TESTING 

 
The term,‘pilot study’ (feasibility study) is defined by Polit and Beck (2017:739) as a small scale-

version or a trial run designed to evaluate the methods to be used in a larger, more rigorous study. 

Pilot testing of the questionnaire was performed using two registered nurses working in one of the 

surgical wards of the selected public hospital. The inclusion criteria used during the pilot testing was 

the same as for the actual study. The pilot testing of the questionnaire was conducted to see the 

suitability and quality of the instrument, adequacy of study methods and procedures, identification of 

confounding variables that need to be controlled and how much time it would take to administer the 

entire instrument package. Those who were used for the pilot testing were not included in the main 

study.  

 

In the pilot study, the researcher realised that some terms used in the questionnaire were not 

understandable. For example, the word ‘helper’ referred to nurse and ‘people’ referred to patients, so 

to avoid this, the researcher included keywords explaining the terms that were not understandable 

and they were written at the top of each questionnaire before the main study commenced, to ensure 

that every participant understood the questions on the questionnaire. 
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3.5.5. DATA COLLECTION 

 
Data collection is a process of gathering information to address a research problem (Polit and Beck, 

2017:725). Before the commencement of the study, permission was requested, and granted by the 

author of the questionnaire (Stamm 2010). Ethical clearance from the University of Pretoria and 

permission to collect data at the selected hospital’s authorities were also requested and granted (See 

Annexure B). The researcher informed participants about the study during the monthly unit meetings 

in all three selected hospitals. The researcher explained the aim and outcomes of the study to the 

nurses and invited them to participate voluntarily. The researcher provided those participants that 

meet the inclusion criteria with a participant information leaflet and survey (See Annexure D).  

 
In a structured questionnaire, participants are asked to respond to the same questions, in the same 

order and with the same set of response options (Polit & Beck, 2017:297). The participants were 

allowed to complete the survey in their own time, and the researcher was available at all times to 

answer any questions relating to the questionnaire. The researcher thereafter collected the completed 

questionnaires and she put in a sealed container to ensure confidentiality, the incomplete ones were 

taken to the unit manager’s office for safekeeping until the researcher collected them. Completion of 

the survey took less than twenty minutes, and it did not distract them from their duties. Participants 

completed the questionnaires during their free time. 

3.5.6. DATA MANAGEMENT 

 
The data was captured electronically and ordered into the different sections of the survey: 

 

Table 3.2 Survey question sections 

Sections Questions 

CS (Compassion Satisfaction)  3, 6, 12, 16, 18, 20, 22, 24, 27, and 30 

BO (burnout)  1, 4, 15, 17, 29 

BO (burnout) assigned reverse scores (r) 

& additional general questions regarding 

personal/work life  

r1, r4, 8, 10, r15, r17, 19, 21, r29 

STS (Secondary traumatic stress)  2, 5, 7, 9, 11, 13, 14, 23, 25, and 28 

 

The captured data was then analysed by the statistician. 
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3.5.7. DATA ANALYSIS 

 
The data was captured in Microsoft Excel and analysed using the IBM SPSS Statistics version 27 

software package. The data analysis comprised of frequencies and descriptive statistics, including 

medians, means and standard deviations. Total scores were calculated for each sub-scale, using the 

Concise ProQOL 5 manual (Stamm 2010). The sub-scales were transformed into standardised t-

scores and categorised using the cut scores for the ProQOL 5. Cronbach’s alpha was computed to 

assess the internal reliability of the sub-scales. The Shapiro-Wilk test was used to check for normally 

distributed data. Nonparametric Kruskal-Wallis tests were performed to compare the median scores 

for the professional quality of life in terms of compassion satisfaction, burnout, and secondary 

traumatic stress across selected demographic variables.  

 

3.6. RIGOUR 

 
According to Polit & Beck (2017:160) in designing a study, there should be a constructive way to deal 

with factors that might undermine the validity of the conclusion reached at the end of the study. 

Validity is defined as a quality criterion referring to the degree to which inferences made in a study 

are accurate and well-founded, measurement, the degree to which the instruments measures what it 

is supposed to measure (Polit & Beck 2017:160). In quantitative data collection, internal validity and 

external validity are important (Cohen, Manion & Morrison 2011: 181).  

 

According to Polit & Beck (2017:160) validity and reliability are the major criteria for assessing an 

instrument’s quality and adequacy. They ensure that the quality of the instrument was enhanced. The 

following aspects are related to measuring the validity of the instrument. The questionnaire in this 

study, as indicated by de Vos et al. (2011:170)was adhered to. 

 

Internal validity: It is an independent variable in that it didn’t interfere with the research outcome 

(Polit& Beck 2017:160). In this study, the researcher used an existing tool, translated to many 

languages, and its internal validity was evaluated multiple times (Heritage et al. 2018:2/20). 

 

External validity: Concerns whether the research results regarding relationships will remain constant 

or influenced by variations in persons, settings, times, or measures of the outcome (Polit & 

Beck2017:160). In the study, the data collected was analysed and interpreted with the help of the 

statistician. 
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Content validity:The surveys may provide an adequate or representative sample of all content or 

phenomena regarding the research question about the professional quality of life amongst nurses 

working in the intensive care unit. (De Vos et al. 2011:173) In this study, the content validity of the 

questionnaire was checked by ensuring that the questions addressed the research. Content validity of 

the questionnaire was also enhanced by pilot testing, to improve the format of the questions and to 

ensure that they are clear and addressing what they should address. 

 

Face validity: The surveys may be able to cover all aspects required to cover the research question. 

(De Vos et al.2011:174.). Face validity is assured by ensuring that the surveys are ‘valid’, an expert 

was requested to inspect the questionnaires. The ethics committee of the University of Pretoria was 

given the opportunity to examine the questionnaire, as well as the three supervisors and the 

statistician inspected it ensure face validity. 

 

Another factor to be considered for rigour is reliability. It refers to the consistency and accuracy of the 

obtained information (Polit & Beck 2017:160). The reliability of the ProQOL survey has been 

established by using Cronbach’s alpha and composite reliability (Hemsworth, Baregheh, Aoun& 

Kazanjian 2018: 83). Cronbach’s alpha is a widely used reliability index that estimates the internal 

consistency of a composite measure. It is composed of several subparts, also called coefficient alpha 

(Polit & Beck2017:308). 

 

To ensure that data in the current study was collected with care and precision, the reliability of the 

measuring instrument was considered. Reliability was further defined by Brink et al. (2009:165) as the 

degree to which the instrument can be dependent to yield consistent results if used repeatedly over 

time by the same person or if used by two researchers. Therefore, the questionnaire was used 

previously. Cronbach’s alpha coefficient, which is useful for establishing reliability in a highly 

structured quantitative data collection instrument was used in this study to establish internal 

consistency. Reliability was also assured by the research findings only based on the gathered data 

used in this quantitative study. 

 

3.7. CONCLUSION 

 
The research design, the population, the sampling and the sample size, the data collection and the 

data analysis, the ethical consideration, the reliability, and validity were presented in this chapter. The 

next chapter will present the article on professional quality of life among nurses working in ICU and 

was submitted to the South African Journal of Critical Care (SAJCC) 
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4. ARTICLE 

 
Professional quality of life of nurses in critical care units: influence of demographic 

characteristics  

 

Background 

Professional quality of life, measured as compassion satisfaction, is a pre-requisite for nurses working 

in intensive care units where patients rely on their care. Nurses who experience compassion 

satisfaction, or good professional quality of life, engage enthusiastically with all work activities and 

render quality patient care. In contrast, compassion fatigue eventually leads to disengaging from work 

activities and unsatisfactory patient outcomes. In this study, we described the demographic factors 

influencing professional quality of life of intensive care nurses working in public hospitals in Gauteng, 

South Africa during the first wave of the COVID-19 pandemic.  

 

Objective 

To describe the demographic factors associated with professional quality of life of critical care nurses 

working in Gauteng, South Africa.  

 

Methods 

In this cross-sectional study, we used total population sampling and invited all nurses who had 

worked for at least one year in one of the critical care units of three selected public hospitals in 

Gauteng to participate. One-hundred and fifty-four nurses responded and completed the ProQol-5 

tool during the first wave of the COVID-19 pandemic. Data were analysed using descriptive and 

inferential statistics. 

 

Results 

The nurses were on average 45 years old and 59.1% (n = 91) had an additional qualification in critical 

care nursing. Most of the nurses had a diploma (51.3%, n=79), with a mean work experience of 12.56 

years. The main demographic variables that influenced professional quality of life were years of work 

experience (p = 0.047), nurses’ education with specific reference to bachelor’s degrees (p = 0.006) 

and nurse patient ratio (p<0.001).  

 

Conclusion 

Nurses working in critical care units in public hospitals in Gauteng experienced low to moderate 

compassion satisfaction, moderate to high burnout and secondary traumatic stress, suggesting 

compassion fatigue. The high workload, which may have been associated with the COVID-19 

pandemic, influenced nurses’ professional quality of life.  
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4.1. INTRODUCTION 
 

Caring is an essential value in nurses’ personal and professional lives.[1] Caring, as an inextricable 

part of professional nursing practice, involves helping others to develop and actualise themselves. 

The quality of patient care and outcomes largely depends on a caregiver’s professional quality of life 

(QOL). For nurses, professional QOL refers to the quality of positive and negative feelings 

experienced in the professional context of helping others. Nurses who have a positive professional 

QOL experience compassion satisfaction, while negative professional QOL is called compassion 

fatigue, which can be subdivided into burnout and secondary traumatic stress.[2] 

 

In critical care units (CCUs), nurses should experience compassion satisfaction because patients rely 

heavily on the level of care that a nurse provides.[1] Providing high quality of care also creates a 

positive feedback, where having provided high quality care, nurses’ morale is improved causing 

compassion satisfaction.[3] Compassion satisfaction refers to feeling fulfilled or gratified when 

performing one’s duty.[3]. Nurses who experience compassion satisfaction are able to maintain 

empathy, create healthy coping mechanisms and enhance their relationships with patients.[4] 

 

Where compassion satisfaction has positive outcomes, reduced professional QOL may lead to 

negative consequences for nurses, patients and organisations. Nurses with burnout and secondary 

traumatic stress struggle to care for their patients, compromising patient safety and satisfaction.[5, 6] In 

terms of mental health, burnout is described as feelings of hopelessness, feeling as though one’s 

efforts do not matter and difficulty dealing with work or effectively doing one’s job. These feelings may 

be associated with a non-supportive work environment or a high workload. Burnout may manifest as 

exhaustion, frustration, anger or depression.[7] Secondary traumatic stress is defined as work-related, 

secondary exposure to people who have experienced extremely stressful or traumatic events. 

Negative effects of secondary traumatic stress can include fear, difficulty sleeping, intrusive thoughts, 

and avoidance.[7, 8] 

 

Behaviour and the trends resembling low professional QOL in the nursing profession have been 

reported in South Africa,[9, 10] and other countries such as the United States of America.[11] We 

observed nurses working in three selected CCUs to be disengaged with their work environment and 
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patient care, high absenteeism rates and late-coming became a trend. We observed behaviours and 

trends associated with compassion fatigue.[9, 11] In this article, we determine whether certain 

demographic variables are associated with professional QOL of CCU nurses in public hospitals in 

Gauteng, South Africa during the COVID-19 pandemic.  

 

4.2. METHODS 
 

Study setting and design 

This cross-sectional study was conducted in eight CCUs of three selected public hospitals in the 

Gauteng province. The study was conducted in March 2020 during the first wave of the COVID-19 

pandemic in South Africa. In many countries around the world, the COVID-19 pandemic has 

exacerbated the workload in CCUs [12], potentially affecting staffing and impacting the professional 

QOL of nurses. In total, 225 nurses worked in the selected CCUs, including registered nurses 

specialising in critical care (115), registered nurses (86) and enrolled nurses (24).  

 

Study population and study procedure 

The population included all nurses working in the selected CCUs for more than one year and who were 

willing to participate. We sampled the total population.[13]Data were collected using the Professional 

Quality of Life 5 tool (ProQoL 5), with 30 items in the format of 5-point Likert scale questions, from 1 

(never) to 5 (very often).[14] The ProQoL 5 is a validated tool that measures a participant’s feelings or 

experiences of compassion satisfaction and compassion fatigue (burnout and secondary traumatic 

stress). The tool has been extensively tested, and has a reliability coefficient of 0.92 for compassion 

satisfaction, 0.84 for burnout, and 0.87 for secondary traumatic stress.[15] 

 

Ethics approval was obtained from the Faculty of Health Science Research Ethics Committee of the 

University of Pretoria (491/2019), the Department of Health as well as the three selected public 

hospitals. Following ethics approval, we conducted information sessions in each CCU and left 225 

information leaflets and questionnaires to be voluntarily completed. Participants posted the completed 

questionnaires in sealed containers placed in the unit managers’ offices. Data were collected from 

January to May 2020. 

 

Statistical analysis 

Data were captured in Excel and analysed using IBM SPSS Statistics 27. Data were analysed using 

frequencies and descriptive statistics including medians, means and standard deviations. We 

calculated total scores for each sub-scale using the Concise ProQoL 5 manual.[14] The sub-scales 

were transformed into standardised t-scores and categorised using the cut scores for the ProQoL 5. 
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Cronbach’s alphas were computed to assess the internal reliability of the sub-scales. The Shapiro-

Wilk test was used to test if the data were normally distributed. Non-parametric Kruskal-Wallis tests 

were used to compare the median scores for the professional QOL in terms of compassion 

satisfaction and compassion fatigue (burnout and secondary traumatic stress) across selected 

demographic variables.  

 

Results  

A total of 154 (68.4%) questionnaires were returned, which included 26% (n=40) from hospital 1; 

33.8% (n=52) from hospital 2 and 40.3% (n=62) from hospital 3. The Cronbach α’s revealed good 

internal reliability for the subscales: compassion satisfaction α = 0.909; burnout α = 0.805 and 

secondary traumatic stress α = 0.797.  

 

Demographic information 

The respondents (n=154) had a mean (SD) age of 45 (9.59) years ranging from 25 to 64 years old. Of 

the respondents, 59.1% (n=91) were registered nurses with an additional qualification in critical care 

nursing, 27.9% (n=43) were registered nurses with experience of working in the CCU and 13% (n=20) 

were enrolled nurses. Respondents reported the following qualifications: 51.3% (n=79) had a 

diploma; 42.9% (n=66) had a bachelor’s degree and 5.2% (n=8) had a master’s degree, one 

respondent did not complete this section. Respondents reported having worked at the CCU for an 

average of 12.56 (7.76) years, ranging from one to 35 years. Respondents indicated that they cared 

for an average of 2.21 (1.30) patients per shift.  

 

Professional quality of life  

For compassion satisfaction, 30.5% (n=47) of participants scored below 44; 45.5% (n=70) of 

participants scored between 44 and 57 and 24% (n=37) of participants scored higher than 57, with a 

median score of t = 51.75. For burnout, 26.6% (n=41) of participants scored below 43, 46.1% (n=71) 

of participants scored between 43 and 56, and 27.3 % (n=42) of participants scored higher than 56 

with a median of t = 48.8. For secondary traumatic stress, 21.4% (n=33) of participants scored below 

42, 50.6 (n=78) of participants scored between 42 and 56, and 27.9% (n=43) scored higher than 56, 

with a median of t = 51.35. 

 

We also compared the professional QOL subscales – compassion satisfaction, burnout and 

secondary traumatic stress across demographic variables (Table 1). 
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Table 1: Demographic profile and professional quality of life subscales (p-values) of nurses 

working in critical care units (CCUs) in public hospitals in Gauteng province, South Africa.  

 

Demographic 

variables 

Compassion 

satisfaction (p) 
Burnout (p) 

Secondary traumatic stress 

(p) 

Age  0.098 0.104 0.066 

More years of 

experience  
0.047* 0.247 0.098 

Nursing category  0.054 0.445 0.146 

High qualification 0.908 0.630 0.004** 

Number of patients 

cared for per day 
0.007** 0.003** <0.001** 

*Significant at the 5% level 

**Significant at the 1% level 

 

Professional QOL subscales did not differ for nurses of different ages or nursing categories. More 

experienced nurses reported higher compassion satisfaction (p-value=0.047), while more educated 

nurses experienced greater secondary traumatic stress (p-value=0.004). Dunn’s post hoc tests for 

multiple comparisons revealed that nurses with bachelor’s degrees had higher secondary traumatic 

stress sub-scale scores than nurses with diplomas (p-value=0.006).  

 

All three sub-scales of the professional QOL were influenced by the number of patients’ nurses cared 

for per day. Nurses caring for only one patient had higher median compassion satisfaction scores 

(median t=56.27), compared to the nurses who cared for more than one patient (median t=50.46). 

Nurses who cared for one patient only had lower scores for secondary traumatic stress (median 

t=42.0) compared to nurses who cared for more than one patient (median t=53.04). Nurses caring for 

only one patient had lower scores for burnout (median t=42.93) compared to nurses who cared for 

more than one patient (median t=48.80).  

 

4.3. DISCUSSION 
 

In this study, we measured the professional QOL of nurses working in critical care units in public 

hospitals in Gauteng, South Africa. Data were collected during the first wave of the COVID-19 

pandemic in South Africa. Our results indicate that the professional QOL of nurses working in CCUs 
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at the start of the pandemic was low. Nurses working in CCUs experienced low to moderate 

compassion satisfaction and moderate to high burnout and secondary traumatic stress. These 

findings confirm conclusions reported in a systematic review done by Alharbi, Wilson [16] and a meta-

analysis by Sinclair, Raffin-Bouchal [17].  

 

Compassion satisfaction of nurses is directly linked to the delivery of quality patient care.[1] Healthcare 

professionals, especially those who care for critically ill patients, are at risk of developing compassion 

fatigue.[18] The nurses in our sample cared for critically ill patients in highly stressful environments 

which may put nurses at risk of developing compassion fatigue. The CCU environment exposes 

nurses to high patient morbidity and mortality, challenging daily work routines, excessive 

workloads,[18] conflicting professional relationships, emotional challenges and moral distress.[19, 20] 

Unmanaged compassion fatigue leads to compromised interpersonal relationships, reduced 

productivity, low personal achievement, absenteeism and high turnover.[21, 22] 

 

Aside from institutional factors, professional QOL may also be influenced by demographic 

characteristics, suggesting that intrinsic qualities may affect how nurses cope in stressful 

environments. In this study, professional QOL was not associated with age. Currently there are 

conflicting reports of the influence of age on compassion satisfaction and compassion fatigue.[23] A 

study conducted in the UK on the critical care workforce, including nurses, also found that ProQol-5 

scores were not influenced by age.[24] In the United States, Sacco and Copel [4] reported that older 

nurses (50 years or older) had higher compassion satisfaction. In Venezuela, nurses who were older 

than 40 years reported a healthier professional QOL although they were more prone to burnout.[25] In 

Australia, younger nurses had higher burnout scores, but age was not associated with secondary 

traumatic stress.[26] 

 

Aside from age, professional QOL may also be influenced by years of experience and nursing 

category. In our study, nurses with more years of experience had higher compassion satisfaction. 

Compassion satisfaction was similar across the different nursing categories. Our findings concur with 

previous studies reporting that nurses with more years of working experience tend to have higher 

levels of compassion satisfaction which may be due to their level of knowledge and coping skills.[27] In 

our study, all nurses suffered the same levels of burnout and secondary traumatic stress irrespective 

of age and category. Other studies have reported that burnout was more common in experienced 

nurses due to their work responsibility.[26, 28]Austin, Pathak [29] also reported that years of experience 

had no influence on secondary traumatic stress. Public healthcare settings in South Africa have been 

shown to be high stress environments, which may have resulted in nurses not being able to cope, 

irrespective of their experience or category.  
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The ability to function in a stressful environment may be linked to education. In our study, nurses in 

the CCU who had a bachelor’s qualification scored higher on the secondary traumatic stress subscale 

than nurses with a diploma qualification, suggesting that nurses with diplomas may be more prepared 

to cope in a stressful environment. Other studies have reported that nurses with a bachelor’s degree 

had lower compassion satisfaction than nurses with master’s degrees.[4] In other studies, educational 

level had no effect on compassion satisfaction, compassion fatigue and burnout.[26] Higher education 

levels have previously been associated with higher levels of compassion satisfaction and reduced 

levels of compassion fatigue.[17] Education levels may influence healthcare professionals’ perceptions 

of responsibility and duty towards patients.[23] Most of the nurses who responded in our study were 

registered nurses (n=134) and 59.1% of these nurses had an additional qualification in critical care 

nursing. Nurses with additional qualifications in critical care may be better prepared for the challenges 

experienced in practice which could allow for a better professional QOL.[25, 30] 

 

The stressful environment associated with public healthcare settings in South Africa may be due to 

the heavy workload. In our study, nurses reported having to care for more than one patient per shift, 

which is in contrast to the recommended 1:1 nurse to patient ratio for critical care settings.[31] Nurses 

in our study were exposed to heavy workloads, which is an important factor contributing to 

compassion fatigue.[32] Heavy workload is described as an organisational challenge brought about by 

having to care for many patients with high patient acuity.[1] As in our study, healthcare environments 

where resources and staffing are not ideal, nurses tend to report lower levels of compassion 

satisfaction.[33] In addition, shift (day and night) work has been found to be directly linked to burnout in 

nurses.[23] It is possible to enjoy work when a balance exists between a challenging workload and 

support in the work environment.[24] 

 

4.4. CONCLUSION 
 

Our results support previously reported findings. Burnout is common among nurses caring for 

critically ill patients and organisations should provide support to preserve the nursing workforce. In 

this study setting, nurses with more years of experience had a better professional QOL. Younger 

nurses must be nurtured and enabled to develop coping skills when entering the critical care 

environment. We also noticed that nurses with bachelors’ degrees experienced higher secondary 

traumatic stress, a phenomenon which needs further investigation. The nurses cared for an average 

of 2.21 patients per day, which is above the suggested 1:1 ratio in a CCU. To improve compassion 

satisfaction that promotes quality patient care, health services should optimise efficiency and align 

resources to promote nurses’ well-being.  
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This study was conducted during the first wave of the COVID-19 pandemic and the accompanied 

stressors, uncertainty and increased workload may have limited the participation of nurses, especially 

in certain CCUs. These results give us an important glimpse into the circumstances of nurses working 

under the extreme stress of a pandemic. Further research is required to explore the compassion of 

nurses working in CCU as the COVID-19 pandemic unfolds, especially in COVID wards. Research 

should focus on the nurse as ‘self’ and their perceptions of well-being should be further investigated. 

Quality patient care depends on the professional QOL of nurses and should be prioritised in all 

organisations.  
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5. FINDINGS, LIMITATIONS AND RECOMMENDATIONS 

 

5.1. INTRODUCTION 
 

Chapter 4 presented the article, submitted to the South African Journal of Critical Care (SAJCC). The 

manuscript presented the results of the study about the professional quality of life amongst nurses 

working in the selected public hospitals in Gauteng. The chapter also presented the discussion of all 

the research results. The overall aim of the study was to determine the professional quality of life 

amongst intensive care nurses working in the three selected public hospitals in the Tshwane region, 

Gauteng province. This chapter presents the main findings, the interpretation and implications, the 

limitations and the recommendations for future research based upon these conclusions. 

5.2. MAIN FINDINGS 

 
The data was collected during the first wave of the COVID-19 pandemic. One hundred and fifty-four 

nurses participated in the study. Of these nurses, 59.1 % (n=91) were registered nurses with the 

additional qualification of critical care, 27.9% (n=43) were registered nurses with ICU experience, and 

13% (n=20) were enrolled nurses with ICU experience.  

 

Table 5.1 Participants in the Study 

Participants in the study - 154 

Criteria Percentage  N=Value  

Registered Nurses + additional critical care qualification  59.10% 91 

RegisteredNurses + ICU Experience  28% 43 

Enrolled Nurses with ICU Experience  13% 20 

 

The respondents had a mean (standard deviation) age of 44.7 (9.59) years with a mean of 12.56 

(7.75) years of experience in the ICU. The majority of nurses (n=128) cared for more than one patient 

per shift. The degree to which respondents experienced secondary traumatic stress was statistically 

significant across the highest qualification (p-value=0,004). The respondents with a master’s degree 

scored a median of t = 55.59, the respondents with a bachelor’s degree scored a median of t = 53.89, 

and the respondents with a diploma scored a median of t = 47.10. Dunn’s Post Hoc multiple 

comparisons indicated a significant difference in the secondary traumatic stress sub-scale. Dunn’s 

Post Hoc revealed multiple comparisons between diploma and bachelor’s degree at p = .006.  
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Table 5.2 CS Sub-scale – Years’ Experience 

Compassion Satisfaction Sub-Scale (years’ experience)  

Working years’ experience  t-Score 

1-5 years  51.75 

6-15 years  49.16 

16-24 years  53.04 

25-35 years  58.2 

 
Table 5.3 Professional Quality of Life Sub-Scale – Patients Cared for Daily 

Professional Quality of Life Sub-Scale (patients cared for daily)  

One Patient/per day  t-Score  

CS  56.27 

Burnout  42.93 

STS 42 

More than one Patient/per day  t-Score  

CS  50.46 

Burnout  48.8 

STS 53.04 

 
The objectives of the study was to determine the following:  

 Compassion satisfaction among nurses working in ICUs 

 Burnout among nurses working in the ICUs 

 Secondary traumatic stress of nurses working in the ICUs  

 professional quality of life among nurses working in the ICUs.  

The study was done in eight ICUs of the three selected public hospitals which have different 

categories of nurses with different ages and years of experience. According to the findings of the 

study, nurses that have more years of working experience showed to have higher compassion 

satisfaction than the nurses with fewer years of experience, which may be due to the fact that they 

had a better understanding of the work, and they are able to make independent decisions.  

However, according to the findings of the study nurses that have bachelor’s degrees reported having 

lower levels of compassion satisfaction. The findings of the study also showed that there was a 
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shortage of staff in the ICUs as the nurses were always nursing more than one patient per day, which 

consequently caused the ICU nurses of the selected public hospital to have a poor professional 

quality of life. 

5.3. INTERPRETATIONS AND IMPLICATIONS 

 
In this study respondents which had an additional qualification in ICU and the ICU nurses who have 

between twenty-five and thirty-five years of working experience in ICU presented with moderate to a 

high level of compassion satisfaction and the ICU and are looking after more than one patient per day 

presented moderate level of burnout as well as the moderate and high level of burnout and also 

presented with the highest level of secondary traumatic stress. The number of patients the 

respondents’ care for per day and the years of working experience had a significant influence on all 

three sub-scales of the professional quality of life 

 

Nurses working in ICU are stressed, overburdened, and needto provide care to very ill patients. 

Shortage of staff, training of nurses for the speciality of critical care should be addressed on the 

national level to ensure that the nursing workforce remains strong and healthy. Healthcare 

organisations should investigate alternative shifts, support expectations as well some debriefing 

sessions whereby nurses will be allowed to voice out their frustrations that they experience at the 

workplace.  

 

5.4. LIMITATIONS 

 
Several limitations of this study are discussed. As the study was conducted during the first wave of 

the COVID-19 pandemic and the accompanied stressors like staff shortage, uncertainty and 

increased workload may have limited the participation of the ICU nurse in the study. And again this 

study focused on ICU nurses in three selected public hospitals, and the results may not be applicable 

to other specialities. The other limitation was the use of questionnaires as an instrument because the 

reliability of collected data can be affected by the respondents’ interests and attitudes. And another 

limitation may be that the research was conducted in tertiary hospitals which caters for critically ill 

patients, therefore some ICU nurses may not have gotten a chance to participate due to being busy 

with patients and maybe those nurses may have compassion satisfaction or burnout and secondary 

traumatic stress. Lastly, the other limitation might be that some nurses answered the questionnaires 

without a clear understanding of the questions. 
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5.5. RECOMMENDATIONS FOR FURTHER RESEARCH 

 
Recommendations for further research based on the findings are focused on strategies to improve 

compassion satisfaction, reduce burnout and secondary traumatic stress: 

 

 Causes of staff turnover should be investigated as well as strategies to retain staff in ICU.  

 Respondents in this sample also indicated that newly qualified ICU nurses are presented with 

a low level of compassion satisfaction therefore further research onstrategies to improve 

compassion satisfaction of newly qualified nurses is needed. 

 Strategies to empower young nurses to able to face the challenges they encounter in the 

clinical area maybe be needed because if young nurses are having burnouts, there may be 

increased litigations that may increase costs on the institution.  

 Debriefing for the young nurses may also be recommended. ICU nurses who are still new in 

the profession should be mentored and given continuous in-service training on the skills 

needed in their work on a daily basis. 

 

5.6. CONCLUSIONS 

 
During the first wave of the COVID-19 pandemic, when the study was conducted, the health care 

system, especially the ICUs encountered a lot of pressure due to the high influx of critically ill patients, 

which brought about an increased workload on the ICU nurses, and it had an impact on the ICU 

nurses’ professional quality of life. The findings of the study indicated that due to the pressure of 

nursing the critically ill patients, nurses had burnout and therefore the organisation had to find ways to 

give support to those ICU nurses in order to retain them. Age and years of experience affected the 

professional nurses therefore younger nurses need to be mentored and be supported for them to 

develop the necessary skills required to work independently in ICU. The other issue was due to the 

high influx of critically ill patients in ICU, nurses had to look after more than one patient which also 

caused poor professional quality of life, therefore the institution had to find ways to recruit the 

workforce in order to promote the ICU nurses well-being and to improve the professional quality of 

life.  
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ANNEXURE C2INFORMED CONSENT & QUESTIONNAIRE 
 

PATIENT / PARTICIPANT’S INFORMATION LEAFLET & INFORMED 

CONSENT FOR ANONYMOUS QUESTIONNAIRES 

 
 

Researcher names: Eunice Ndlovu 

Student Numbers: 28511442 

 

Title: THE PROFESSIONAL QUALITY OF LIFE OF INTENSIVE CARE NURSES IN SELECTED 

PUBLIC HOSPITALS 

 

I am a postgraduate student in the field of Nursing in the Department of Nursing Science, University 

of Pretoria. You are invited to volunteer to participate in my research project on determining the 

professional quality of life of intensive care nurses in selected public hospitals. 

 

This letter gives information to help you to decide if you want to take part in this study. Before you 

agree you should fully understand what is involved. If you do not understand the information or have 

any other questions, do not hesitate to ask us. You should not agree to take part unless you are 

completely happy about what we expect of you. 

 

The purpose of the study is determine your quality of professional life as an intensive care nurse. I 

would like you to complete a survey. This may take about 10 minutes. I will collect the surveys in 

two weeks’ time after completion please put the survey in the container provided in the Unit 

Manager’s office. It will be kept in a safe place to ensure confidentiality. Please do not write your 

name on the questionnaire. 

 

I will not be available to help you with the questionnaire or to fill it in on your behalf. 

 

The Faculty of Health Sciences Research Ethics Committee of the University of Pretoria has 

granted written approval for this study. 

 

Your participation in this study is voluntary. You can decline to participate or stop at any time 

without giving any reason. As you do not write your name on the questionnaire, you give us the 

information anonymously. Once you have given the questionnaire back to us, you cannot recall your 
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consent as we will not be able to trace your specific questionnaire. Therefore, you will also not be 

identified as a participant in any publication that comes from this study. 

 

 

Note: The implication of submitting the questionnaire is that informed consent has been given by 

you. Thus any information derived from your form (which will be totally anonymous) may be used for 

e.g. publication, by the researchers. 

 

I sincerely appreciate your help. 

 

Yours truly, 

Eunice Ndlovu 

 

Questionnaire  

You will have to fill the following survey if you decide to join the study. Please do not complete the 

section if you are unsure of the required information. 

 

Essential information (required)  

Answering the questions is completely voluntary and participants may leave out any questions that 

make them feel uncomfortable. This data will be used anonymously in our network and your privacy 

will be protected to the best of our ability.  

 
 
Section A: Demographic data 
 
 

Please complete the following information 

A1) Nursing Qualification (Please circle) 1) RN with post basic qualification in 
ICU 

2) RN with ICU experience 
3) EN with ICU experience 

A2) Age in years  

A3) Years of ICU experience  

A4) Number of ICU patients you care for on a 
daily basis 

 

A5) Highest academic qualification (Please 
circle) 

 

1) Master’s degree 
2) Bachelor’s degree 
3) Diploma 
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Section B: Compassion satisfaction and compassion fatigue survey 
 
When you [help] people you have direct contact with their lives. As you may have found, your 

compassion for those you [help] can affect you in positive and negative ways. Below are some 

questions about your experiences, both positive and negative, as a [helper]. Consider each of the 

following questions about you and your current work situation. Select the number that honestly 

reflects how frequently you experienced these things in the last 30 days. 

1 = Never 2 = Sometimes 3 = Often 4 = Very often 

 

Questions Number 

1. I am happy 
 

2. I am preoccupied with more than one person I [help] 
 

3. I get satisfaction from being able to [help] people 
 

4. I feel connected to others 
 

5. I jump or am startled by unexpected sounds 
 

6. I feel invigorated after working with those I [help] 
 

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

8. I am not as productive at work because I am losing sleep over traumatic 

experiences of a person I [help] 

 

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

10. I feel trapped by my job as a [helper] 
 

11. Because of my [helping], I have felt ‘on edge’ about various things 
 

12. I like my work as a [helper] 
 

13. I feel depressed because of the traumatic experiences of people I [help] 
 

 

 

 

 

 

 

 

 



 

61 | P a g e  

 

1 = Never 2 = Sometimes 3 = Often 4 = Very often 

 

Questions Number 

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

15. I have beliefs that sustain me 
 

16. I am pleased with how I am able to keep up with [helping] techniques and 

protocols 

 

17. I am the person I always wanted to be 
 

18. My work makes me feel satisfied 
 

19. I feel worn out because of my work as a [helper] 
 

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

them 

 

21. I feel overwhelmed because my [case] workload seems endless 
 

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

23. I avoid certain activities or situations because they remind me of frightening 

experiences of people I [help] 

 

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

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

26. I feel ‘bogged down’ by the system 
 

27. I have thoughts that I am a ‘success’ as a [helper] 
 

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

29. I am a very strong person 
 

30. I am happy that I chose to do this work 
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ANNEXURE D – STATISTICAL SUPPORT LETTER 
 

 
 

  
 

DEPARTMENT OF STATISTICS 
 

LETTER OF STATISTICAL SUPPORT 

 
 
Date: 20 March 2019 
 
This letter is to confirm that Ms. ET Ndlovu, studying at the University of Pretoria, discussed the 

project with the title ‘Comparison of the level of compassion satisfaction and compassion 

fatigue amongst intensive care nurses working in selected public hospitals in Tshwane 

district, Gauteng province’with me. 

 

I hereby confirm that I am aware of the project and undertake to assist with the statistical analysis of 

the data generated from the project. 

 

The data will be collected by means of a convenience sample from nurses who are working in the 

Intensive Care Units of public hospitals in Tshwane district, Gauteng and who meet the inclusion 

criteria.  

 

The data analysis will consist of frequencies and descriptive statistics such as means and standard 

deviations. Composite scores will be calculated for each one of the sub-scales. Cronbach alphas 

will be computed to assess the internal reliability of the sub-scales. If the data come from a normal 

distribution, ANOVAs will be performed to compare the mean scores for compassion satisfaction 

and fatigue across demographic variables. If the data is not normally distributed, the mean scores 

for the sub-scales will be compared across the demographic variables by performing non-

parametric Kruskal-Wallis tests. 

 

Ms JC Jordaan 

Research Consultant 

Internal Statistical Consultation Service  

Department of Statistics 

E-mail address: joyce.jordaan@up.ac. 

 

mailto:joyce.jordaan@up.ac
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ANNEXURE E – EDITOR LETTER 
 

 


