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Aim: Nurses play a major role in critical care units (CCUs), providing care to critically ill patients while also facing numerous health 
challenges that impair their quality of life. This was especially evident during the COVID-19 pandemic. The aim of this study was to 
assess the professional quality of life (ProQOL) and establish the prevalence of compassion satisfaction and compassion fatigue among 
CCU nurses in Saudi Arabia.
Methods: A cross-sectional survey of CCU nurses was conducted using the ProQOL Scale, consisting of three subscales: 1) 
compassion satisfaction and compassion fatigue, 2) burnout, and 3) secondary traumatic stress. The data were analyzed to obtain 
descriptive and inferential statistics.
Results: A total of 238 ICU nurses, who were predominantly female (83%) and had a bachelor’s degree (80%), participated in this 
study. The ProQOL subscales exhibited varied mean scores across demographic variables. Statistically significant differences were 
observed in the compassion satisfaction (p=0.014) of CCU nurses working in public hospitals, and in the secondary traumatic stress 
(p=0.006) among nurses working in night shifts. The percentage distribution of CCU nurses’ individual levels for all the ProQOL 
subscales were within the average to high levels.
Conclusion: The ProQOL was significantly affected by the COVID-19 pandemic. Furthermore, varied ProQOL mean scores across 
demographic characteristics suggest that interpersonal differences should be considered when developing improvement initiatives.
Keywords: professional quality of life, nursing practice, critical care, critical care unit nurses

Introduction
Nurses play a major role in critical care units (CCUs), where they provide healthcare in a complex and challenging work 
environment1 and are frequently subjected to fulfilling high demands.2 Working in a CCU involves complex multitasking, 
high workloads, and providing specialized care to critically ill and reliant patients, all of which can be overwhelming for 
nurses,3 especially during emergencies such as the coronavirus (COVID-19) pandemic. The COVID-19 pandemic has 
evidently been the most disruptive force to the CCU work environment, since CCU staff worldwide were overwhelmed 
with surges in critically ill patients being admitted for treatment.4 The quality of life of CCU staff has been at risk since they are 
particularly exposed to the COVID-19 epidemic on the front lines. Studies indicated several factors that could be detrimental 
to the health of CCU staff, including the lack of access to adequate protective equipment,5 exhaustion brought on by wearing 
personal protective equipment all day long,6 long working hours and unexpected changes in the type of work,7 worry about 
trapping or infecting their family members,8 and abandoning their homes to avoid infecting their family members. The risk of 
developing various psychological symptoms and mental health disorders is evident, given that CCU staff are under 
tremendous psychological pressure.8 Therefore, it is unsurprising that the COVID-19 epidemic has decreased professional 
quality of life (ProQOL) and aggravated pre-existing issues like burnout.9

Caring is an essential value in nurses’ personal and professional lives10 and is a complex element of professional nursing 
practice. The quality of patient care and outcomes depends mainly on a caregiver’s ProQOL. ProQOL is defined as the quality 
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of a person’s life perceived in relation to his/her work, which comprises compassion satisfaction (CS) and compassion fatigue 
(CF). CS encompasses the positive elements of caring for others, while CF encompasses its negatives.11–13 The former refers 
to a person’s satisfaction with their ability to do their job well12 while the latter refers to a state of exhaustion that limits one’s 
ability to engage in caring relationships and has been recognized as a critical component affecting professional nursing 
performance.14 CF is composed of burnout and secondary traumatic stress. While burnout refers to exhaustion caused by 
emotionally demanding situations, resulting in poor attitudes and detachment,13,15 secondary traumatic stress was described 
by Charles Figley as an event occurring to one person but affecting many.16 CCU nurses are subjected to secondary traumatic 
stress through indirect exposure, resulting in fear and helplessness.13,17 All of these elements collectively constitute ProQOL, 
which is affected by work environment.11,18 Unhealthy work environments have been reported to result in increased turnover 
rates, lower productivity, physical exhaustion, and CF.11,19

CS is positively related to the ability to communicate (effective interactions among nurses, colleagues, or patients), 
collaborate (contributing to making the work environment more positive to establish a stable connection among team 
members), and lead, wherein high CS among nurses is supported by welfare, appreciation, achievement, joy, gratitude, 
and hope.20,21 CCU nurses attain satisfaction by providing compassionate care to patients and their families. However, 
they are susceptible to CF as a result of repeated exposure to traumatic events. CCU nurses are responsible for treating 
patients who are sick, injured, traumatized, or vulnerable, which routinely exposes them to pain, trauma, and suffering.22 

Although the signs and symptoms of CF may not be easily recognized by nurses or co-workers,23 it is recognized as a 
problem in which CCU nurses are more susceptible to experiencing CF compared to non-CCU nurses.22

In light of the definition of ProQOL, the circumstances created by the COVID-19 epidemic have put CCU staff’s mental 
health at risk and may have contributed to their levels of CF and CS. The CCU nurses’ ProQOL are of special concern because 
providing care to patients who are at high risk of actual or potential life-threatening health problems requires intensive and 
vigilant care.24 The impact of the ProQOL of nurses is an important field of nursing research, especially because it is related to 
a healthy work environment, patient safety, and quality of care.25 Nursing research has progressively demonstrated the impact 
of nurses’ QOL on the quality of their work experiences and patient outcomes in CCUs.1,2,12,14 However, research on the 
assessment of the ProQOL of CCU nurses in the aftermath of the COVID-19 pandemic is still scarce, especially in Saudi 
Arabia. Therefore, the aim of this study was to assess the ProQOL of CCU nurses in Saudi Arabia.

Methods
Population and Study Area
This cross-sectional study was conducted between January 2021 and June 2022 at public and private hospitals affiliated 
with the Southern Region Health Administration in Saudi Arabia. Data were collected using a self-administered and 
structured questionnaire. The survey population comprised full-time CCU nurses. Sample size was estimated using a 
priori power analysis with the G*Power (version 3.1.9) software to determine the minimum sample size required.26 

Results indicated the required sample size to achieve 80% power for detecting a medium effect, at a significance criterion 
of α = 0.05, was N = 130 for the Independent Sample t-test. Due to the lack of accessibility to the contact information of 
all CCU nurses and the difficulty of finding data on population size, nursing supervisors in the hospitals were contacted 
and asked to distribute the survey among CCU nurses in their hospitals. Nurse supervisors sent 326 invitations to the 
CCU nurses via email. A reminder email was sent two weeks after the initial invitation. Multiple responses were avoided 
by sending the survey by email, which creates a unique, one-time use link for each participant. A sample of 238 CCU 
nurses was collected for this study, which is considered adequate to avoid potential sources of bias.

The questionnaire was distributed online, for the purposes of cost, time, and geographical coverage,27 using Qualtrics 
Research Core (Qualtrics, Provo, USA). The survey’s cover page included an introductory information sheet that 
contained the study’s objective, duration, and the option to withdraw at any time, besides privacy and confidentiality 
statements. Additionally, the first page included a consent form, where participants had to indicate their approval for 
participation in order to access the survey. Before data collection began, this study acquired the approval of the ethical 
committee at Jazan University. Furthermore, participant confidentiality was protected by de-identifying all responses.
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Survey
The demographic data collected from the participants included age, sex, education level, years of experience, time of 
shift, and type of hospital. ProQOL version 5 was used in the study, with permission from the instrument’s author.12 The 
ProQOL survey consisted of 3 subscales: 1) CS and CF, 2) burnout, and 3) secondary traumatic stress. Each subscale was 
unique, and the results of the scales could not be combined to provide a single, meaningful score. The instrument 
included 30 items, 10 for each scale, which were rated numerically on a 5-point Likert scale, ranging from 0 (never) to 5 
(very often).

A pilot study was conducted to test the feasibility and applicability of the questionnaire. Twenty participants were 
surveyed and took 10–15 min to complete the questionnaire, their responses were excluded from analysis of the main 
data. Amendments in the questionnaire were not warranted. The reliability statistical parameter was calculated using 
Cronbach’s alpha for each subscale. The internal consistency reliability values for each of the ProQOL subscales are 
presented in Table 1. Cronbach’s alpha was 0.92, 0.76, and 0.89 for CS, burnout, and secondary traumatic stress, 
respectively. Previous testing conducted by the author of the ProQOL instrument indicated acceptable levels of 
Cronbach’s alpha for each of the ProQOL subscales.12 The coefficients obtained in this study were appropriate and 
could therefore be used in this study.

Statistical Analyses
The Statistical Package for Social Sciences (SPSS) (Version 27, IBM Corp., Armonk, N.Y., USA) was employed to 
conduct the statistical analyses in this study. Descriptive statistics were calculated for the continuous (mean, standard 
deviation [SD]) and categorical variables (n, %). The internal consistency reliability of the ProQOL scale was examined 
using Cronbach’s alpha. The raw data of the subscales were converted to t scores, as indicated in the ProQOL manual.12 

The use of t scores produced a standardization of each subscale in which the scale means equaled 50, with an SD of 10. 
The standardized t scores were classified as low (≤ 43), average (43–56), or high (≥ 57). Next, the percentage distribution 
of the CCU nurses at each scoring threshold for the ProQOL sub-scales was obtained. The normality of distribution of 
the quantitative variables was evaluated using the Kolmogorov–Smirnov test. In addition, Mann–Whitney U and 
Kruskal–Wallis tests were conducted to compare the demographic variables with the ProQOL subscales, wherein 
significance was set at p < 0.05.

Results
Demographic Characteristics
A total of 238 CCU nurses participated in this study, with a response rate of about 73%. As depicted in Table 2, the 
demographic data indicated that 83% of the respondents were female, 50% were in the age group of 22–30 years, and 
most had a bachelor’s degree (80%). Moreover, 45% of the respondents had 6–10 years of work experience, 65% worked 
alternate shifts, and 55% were employed in private hospitals.

ProQOL and Demographic Characteristics
As shown in Table 3, the ProQOL subscales—CS, burnout and secondary traumatic stress—were compared across 
demographic variables. When the groups in each demographic category were compared, variations in the mean scores of 

Table 1 Cronbach’s Alpha (α): Comparison with Cronbach’s Alpha Coefficients 
Reported by Stamm

ProQOL Subscale α in This Study α Reported by Stamm (2010)12

Compassion satisfaction 0.92 0.88

Burnout 0.76 0.75

Secondary traumatic 
stress

0.89 0.81
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their ProQOL subscales were observed. The CS was higher for male nurses, nurses aged ≥41 years, those with 
postgraduate education, with work experience of >10 years, working alternate shifts, and those in private hospitals. 
The burnout was higher for female nurses, nurses aged 22–30 years, those with a bachelor’s degree, with work 
experience of 0–5 years, working night shifts, and in public hospitals. The secondary traumatic stress was higher for 
male nurses, nurses aged 31–40 years, those with a bachelor’s degree, with work experience of 6–10 years, working night 
shifts, and in private hospitals. CCU nurses working in public hospitals experienced significantly higher CS (p=0.014), 
while those working night shifts reported significantly greater secondary traumatic stress (p=0.006).

ProQOL and Individual Levels of Compassion Satisfaction and Compassion Fatigue
Figure 1 depicts the percentage distribution of CCU nurses at each scoring threshold for the ProQOL subscales. The CS 
levels were high for 24% (n=56), average for 59% (n=141), and low for 17% (n=41) of the CCU nurses. The burnout 
levels were high for 34% (n=81), average for 42% (n=101), and low for 24% (n=56) of the CCU nurses. Again, the 
secondary traumatic stress levels were high for 26% (n=62), average for 52% (n=124), and low for 22% (n=52) of the 
CCU nurses. Overall, all the subscales were within the average to high levels.

Discussion
CCU nurses are frequently exposed to factors that can affect their mental health because they deal with physical and 
emotional pain in serious and complex situations and are often faced with tense situations at work. Thus, nurses are 
susceptible to CS, burnout, and secondary traumatic stress, which influence their health and can negatively affect the care 
they perform. Studies indicated that the circumstances created by the COVID-19 epidemic have put CCU staff’s mental 
health at risk and may have contributed to their levels of CF and CS.9,28–33 In this study, the CCU nurses reported 
encountering all elements of the ProQOL scale at an average level, leaning toward the higher level. This finding is 

Table 2 Summary of Demographic Characteristics

Item N (%)

Gender Female 198 (83)

Male 40 (17)

Age 22–30 118 (50)

31–40 104 (44)

≥41 16 (6.7)

Qualification Diploma 42 (18)

Bachelor 190 (80)

Postgraduate 6 (2.5)

Years of experience 0–5 years 83 (35)

6–10 years 107 (45)

>10 years 48 (20)

Typical work shift Days 50 (21)

Nights 34 (14)

Alternate 154 (65)

Type of hospital Public hospital 106 (45)

Private hospital 132 (55)
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consistent with that of a previous study.11 Other studies have found that nurses in CCUs are at risk of feeling higher CF 
than CS.22,34 Compared with before and after the COVID-19 pandemic, studies suggest that healthcare professionals had 
high scores for compassion fatigue,28–33 while other studies reported the levels of CS were within average or high and 
similar to those from before the COVID-19 pandemic.9

ProQOL and Demographic Characteristics
ProQOL may be impacted by demographic characteristics, suggesting that nurses coping with stressful environments 
may be affected by intrinsic qualities. When the groups in each demographic category were compared, the mean scores of 
their ProQOL subscales were observed to be varied. These findings may indicate an opportunity for developing 
improvement plans that take interpersonal differences into consideration.

In this study, CS was observed to be higher for older and more experienced CCU nurses, who also exhibited lower 
scales of burnout and secondary traumatic stress compared to their younger counterparts, which is consistent with a 
previous study by Sacco et al.11 The fact that older nurses have more professional and life experience may have prepared 
them to better cope with the challenges of CCU nursing. Another study found a significant difference in the burnout and 
secondary traumatic stress scales in terms of age and years of CCU experience, justifying that older and more 
experienced CCU nurses possess more knowledge and skills, which, in turn, lowers their risk of experiencing CF.35,36 

However, several studies reached conclusions that were contrary to the current study,35–38 indicating that further studies 
are warranted to fully examine this relationship.

In this study, male CCU nurses reported higher scores for the CS and secondary traumatic stress scales and lower 
burnout scores compared to their female counterparts. Several previous studies have indicated differences in terms of 

Table 3 Mean Standardized t Scores for Compassion Satisfaction, Burnout, and Secondary Traumatic Stress Among CCU Nurses

Item Compassion 
Satisfaction t 

Score, Mean (SD)

p Burnout t 
Score, 

Mean (SD)

p Secondary 
Traumatic Stress t 
Score, Mean (SD)

p

Gendera Male 52.1 (10.75) 0.113 46.1 (10.21) 0.067 47.3 (10.97) 0.248

Female 49.6 (9.85) 50.8 (9.83) 50.5 (9.77)

Ageb 22–30 48.1 (11.34) 0.103 50.7 (9.55) 0.262 48.3 (9.9) 0.172

31–40 51.6 (8.05) 50 (10.38) 51.8 (9.92)

≥41 54 (8.77) 44.5 (10.35) 50.9 (10.35)

Qualificationb Diploma 49.5 (8.72) 0.634 47.8 (8.11) 0.143 47.7 (9.03) 0.203

Bachelor 50 (10.34) 50.8 (10.09) 50.7 (10.14)

Postgraduate 53.2 (10) 40.8 (15.64) 43.3 (10.46)

Years of 
experienceb

0–5 years 48.5 (10.74) 0.263 51.9 (10.91) 0.137 49.9 (11.03) 0.975

6–10 years 50.3 (9.81) 50 (8.65) 50.1 (9.09)

>10 years 52 (9.04) 46.7 (10.74) 49.9 (10.49)

Typical work 
shiftb

Days 48.9 (11.07) 0.207 48.1 (11.53) 0.068 45.9 (10.92) 0.006

Nights 48.2 (8.96) 54.7 (7.9) 55.5 (10.46)

Alternate 50.8 (9.9) 49.6 (9.69) 50.1 (9.09)

Type of 
hospitala

Public hospital 46.7 (11.95) 0.103 52.5 (9.71) 0.014 49.6 (9.53) 0.69

Private hospital 52.7 (7.05) 48 (9.86) 50.3 (10.43)

Notes: aMann–Whitney U-test. bKruskal–Wallis test. Numbers in bold font indicates significance (p < 0.05).
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gender in the ProQOL subscales.11,22 This may be attributable to the “status shield”, a term coined by Hochschild39 to 
describe the management of emotional labor in the workplace.

Furthermore, the ProQOL scores indicated some differences based on educational level. In this study, CCU nurses with 
postgraduate education had higher CS and lower burnout and secondary traumatic stress scales compared to their counter-
parts. Notably, higher education levels have previously been associated with higher levels of CS and lower levels of CF.40 

Education levels may influence healthcare professionals’ perceptions of responsibility and duty toward patients.41 

However, a previous study found that CCU nurses with a bachelor’s degree had lower CS scores than those with diploma 
or postgraduate qualifications,11,21 while another study found that educational level had no effect on CS and CF.42

Regarding hospital sitting and work shifts, this study found that CCU nurses in public hospitals and those working 
night shifts reported lower scores on CS and higher scores on CF compared to those working in private hospitals. This 
result warrants work environment interventions. A healthy work environment and ProQOL are interrelated and can 
substantially affect the level of CS and CF experienced by CCU nurses.1,34

Limitations and Scope for Future Research
The strengths of this study lie in its usage of a reliable and valid assessment tool—the ProQOL scale—to support 
continuous improvement through regular assessments and benchmarking. In addition, the use of such an assessment tool 
allows for performing a meta-analysis, which contributes to the evidence-based literature on nursing ProQOL. However, 
some limitations of this study must be acknowledged. The cross-sectional design used in this study indicates that the data 
could only be representative of the specific study period. Therefore, a longitudinal design study is recommended to properly 
evaluate and reflect on the ProQOL. Future studies using longitudinal data are required to confirm the causal relationships 
suggested by our findings. Moreover, the study’s sample methodology may restrict the study’s generalizability.

Conclusion
The ProQOL assessment scores can be used to measure the effectiveness of work environment interventions. The 
ProQOL was significantly affected by the COVID-19 pandemic, indicating average to high levels for ProQOL subscales. 
Moreover, the ProQOL subscale scores were observed to vary across demographic characteristics, suggesting that 
interpersonal differences should be considered when developing improvement initiatives. Interventions could contribute 
to better work environments, ProQOL, and healthcare services. Regular periodic assessments should be conducted, and 
their results used as benchmarks for future comparisons to monitor the implemented improvement initiatives and identify 
shortfalls.

Figure 1 Individual levels of compassion satisfaction and compassion fatigue: low (≤ 43), average (43–56), or high (≥ 57).
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