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Abstract
Introduction: A better understanding of the predictors of compassion satisfaction 
and compassion fatigue in health care workers in rural and remote communities is 
needed to inform preventative interventions for this sector of the health workforce.
Objective: To identify predictors of compassion satisfaction and compassion fa-
tigue in health care workers providing health and rehabilitation services in rural 
and remote locations.
Design: A scoping review informed by Arksey and O'Malley's five-stage frame-
work and the scoping review protocol of the PRISMA-ScR statement.
Findings: The search yielded 946 articles, and 34 full texts were screened for 
eligibility, leaving 12 studies meeting the inclusion criteria. No studies on work-
ers providing rehabilitation services were identified. Three studies assessed pos-
sible predictors of compassion satisfaction and compassion fatigue in health care 
workers, and all studies evaluated burnout. The most studied predictor variables 
were age, gender, profession and workload.
Discussion: This study identified potential risk and protective factors for health 
care workers that are likely relevant to those providing rehabilitation services in 
rural locations. Little is known about possible predictors of compassion satisfaction 
and compassion fatigue in professionals working in rural and remote areas outside 
of medicine and nursing or health care workers in rural community-based settings.
Conclusion: Research examining predictors of compassion satisfaction and 
compassion fatigue in rehabilitation health care workers working in rural and 
remote locations is scant. Research that identifies risk and protective factors in 
this rapidly growing sector of the health care workforce is needed to inform the 
development of interventions that promote professional quality of life.

K E Y W O R D S

burnout, ProQOL, rehabilitation, rurality, secondary traumatic stress

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any 
medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2022 The Authors. Australian Journal of Rural Health published by John Wiley & Sons Australia, Ltd on behalf of National Rural Health Alliance Ltd.

mailto:﻿￼
https://orcid.org/0000-0002-8208-808X
https://orcid.org/0000-0002-9929-9086
https://orcid.org/0000-0003-2089-0752
mailto:kelly.mcgrath@sydney.edu.au
http://creativecommons.org/licenses/by-nc-nd/4.0/


      |  265MCGRATH et al.

1   |   INTRODUCTION

In the past decade, there has been an increasing need for 
rehabilitation health care services across Australia, mainly 
due to a rise in workers' compensation claims, employer 
early intervention programs, life insurance schemes 
and, more recently, the implementation of the National 
Disability Insurance Scheme (NDIS). The NDIS is an ini-
tiative implemented by the Australian Government to as-
sist with providing disability services to individuals with 
a disability and their families, including those residing in 
rural and remote Australian locations.1

Rehabilitation health care services primarily con-
centrate on injury/illness and disability management 
and are provided by health and allied health providers.2 
Rehabilitation health care extends beyond preventative 
and curative health care. It assists individuals impacted 
by disability, illness, injury or ageing, to optimise their 
functioning and reduce negative impacts of their con-
dition ensuring they can remain independent and en-
gaged in work, education and avocational activities.3 
Rehabilitation health care workers are often exposed to 
patients with complex trauma histories, life-threatening 
conditions and chronic illness. The nature of rehabilita-
tion health care requires providers to be empathetically 
available to the impacted individual and their caregivers.4 
Health care workers are expected to be compassionate; 
however, those with a high proportion of traumatic cases 
or are overly responsive with compassion reactions are at 
risk of developing compassion fatigue.5 Health care work-
ers are often impacted by compassion fatigue,6,7 but little 
appears in the literature about rehabilitation health care 
workers' experiences with compassion fatigue. As with all 
health care workers, health workers providing rehabilita-
tion services must be adequately supported to minimise 
the risk of compassion fatigue.

Stamm's professional quality-of-life model provides a 
conceptual basis for examining compassion satisfaction 
and compassion fatigue.7,8 The model proposes that com-
passion satisfaction results from pleasure from undertak-
ing a health care role. In contrast, compassion fatigue is 
the negative result of health care provisioning to those 
who have experienced traumatic events and suffering, 
with compassion fatigue comprising burnout and second-
ary traumatic stress.9 The measure developed from the 
professional quality-of-life (ProQOL) model is the most 
commonly used measure of negative and positive effects 
experienced by health care workers in roles that exposed 
them to suffering and trauma.9 Symptoms from these 
conditions are likely to result in increased time off work 
(medical absenteeism), high staff attrition rates, increased 
likelihood of psychological injury workers' compensation 

claims, suboptimal patient care and increased errors by 
health care workers.7,10 Although compassion fatigue, 
burnout and secondary traumatic stress are important is-
sues for all health care workers, they may be especially so 
for health care workers in rural and remote areas where 
services are not resourced to the extent of those in metro-
politan areas.11

Based on the Australian Bureau of Statistics (ABS) 
geographical classification system, almost one-third of 
Australians live in rural and remote locations.12 Health 
care workers in rural and remote locations face stress 
not experienced by their urban colleagues. These stress 
include excessive travel, poor clinical support services, 
lack of accessibility to locally based health care workers 
(eg diagnostic and therapeutic services), and a dispropor-
tionate number of older residents and residents in receipt 
of social welfare facing psychosocial issues.8,13 The lack 
of client referral services results in a barrier to treatment 
planning and recovery, which is a significant stress.14

What is already known on this subject:
•	 Health care workers are often impacted by com-

passion fatigue resulting from emotional ex-
haustion and exposure to high rates of trauma 
cases

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

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

What this study adds:
•	 There is little research on compassion satisfac-

tion and compassion fatigue experienced by the 
rehabilitation sector of the rural and remote 
health workforce

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

•	 Findings organised using the professional 
quality-of-life model provide a visual represen-
tation of potential predictor variables to inform 
future research
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Although there have been developments in the linkage 
of metropolitan services to rurally based health services in 
the delivery of telehealth and e-consultations, these ser-
vices are not accessible to all and do not provide physical 
services. Poor Internet and phone coverage, lack of spe-
cialists providing e-consultations, and lack of services to 
assist with treatment and diagnostics all impact the ability 
of health care workers to undertake their duties. Further, 
rural and remote health care workers are generally re-
quired to undertake a broader scope of responsibilities 
than their urban counterparts, including administrative 
and management tasks and additional patient services. 
They do not have the organisational resources or referral 
services urbanised locations have available.8,15 Several psy-
chosocial factors, such as living conditions and personal 
supports, may increase workplace stress and influence re-
habilitation health care workers' decision to remain in or 
relocate to rural or remote locations.16 Arguably, the most 
significant work stress faced by rural health care workers 
includes lack of organisational support, inadequate remu-
neration, critical decision-making without the support of 
onsite colleagues, and dealing with crises outside their 
scope of ability.17

The existing literature on compassion satisfaction and 
compassion fatigue provides some insight into the expe-
riences of health care workers from various professional 
and occupational groups and a variety of work settings.18 
However, most studies focus on the experiences of nurses 
and physicians working in acute care hospitals, clinics 
and outpatient treatment settings, not on health care in re-
habilitation settings.18 Further, few reviews have focused 
solely on health care workers in rural and remote loca-
tions, and many studies do not identify rurality in their 
findings.19

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

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

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

2   |   METHODS

This scoping review was informed by the five-stage 
framework developed by Arksey and O'Malley20 and fol-
lowed the protocol in the scoping review extension of 
the Preferred Reporting Items for Systematic Reviews 
and Meta-analyses (PRISMA-ScR) statement.21 The re-
view was not registered. The following research question 
guided the review: What are the predictors of compassion 
satisfaction and compassion fatigue in health care work-
ers providing health and rehabilitation services in rural 
and remote locations?

2.1  |  Search strategy

We used a search strategy with a broad reach across pub-
lished literature on health to increase our ability to iden-
tify articles reporting on all forms of health care provided 
by various health professions in rural and remote settings. 
Studies were identified using a systematic search of da-
tabases covering different research areas, including oc-
cupational health, medicine, allied health, psychology, 
rehabilitation and social sciences: MEDLINE (OVID), 
PsycINFO (OVID), PILOTS, AMED and Embase. Stamm's 
professional quality-of-life model informed the search 
terms for this review's concepts of interest. The model 
comprises compassion satisfaction and compassion fa-
tigue and identifies burnout and secondary traumatic 
stress (also known as vicarious trauma) as components of 
compassion fatigue.22 The electronic search strategy for 
MEDLINE was as follows: “([compassion satisfaction OR 
compassion fatigue OR burnout OR secondary traumatic 
stress OR vicarious trauma] AND health AND [rural OR 
remote]).af.” The search was limited to English language 
sources. A manual search of Google Scholar was under-
taken using the search criteria to ensure that no relevant 
material was missed. We examined reference lists of meta-
analyses and reviews identified by the search to ensure 
we included all individual studies that met the inclusion 
criteria.

2.2  |  Inclusion and exclusion criteria

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

2.3  |  Data extraction and synthesis

The extraction of data from eligible articles was under-
taken by two researchers using a form (based on Table 1) 
that was piloted on several articles to make sure it secured 
all relevant data. The data from this form would populate 
the evidence table. Data extracted were author, country, 
sample, design, measures used to document outcome vari-
ables, and statistical analysis used to identify significant 
predictors of the outcome variables. Where articles re-
ported significant results of tests of relationships between 
potential predictor variables and any of the outcome 
variables, they were included in the evidence table. Once 
protective and risk factors from all articles were identi-
fied, they were discussed and organised into meaningful 
elements. The extracted findings were then visually or-
ganised against the ProQOL model9 to illustrate the iden-
tification of possible predictor variables for compassion 
satisfaction and compassion fatigue.

3   |   RESULTS

The literature search identified 946 articles from which 
34 full texts were screened for eligibility and 12 were in-
cluded in the review (see Figure 1). Of these studies, four 
were conducted in the USA,11,15,23,24 two in Canada,25,26 
two in Australia,12,27 two in Spain28,29 and one each in 
Switzerland30 and Germany.31 Studies spanned 18  years 
with seven (58%) conducted in the past 5 years and four 
(33%) published since 2017. The literature identified three 
studies each that assessed possible predictors of compas-
sion satisfaction11,12,25 and compassion fatigue,11,24,25 with 
burnout evaluated by all 12 studies. Secondary traumatic 

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

All studies included health care workers employed in 
rural and remote locations, and eight of the studies spe-
cifically assessed rurality as a potential predictor vari-
able. Only one study distinguished between workers 
from rural or remote areas, but these groups were not 
analysed separately.12 As none of the other studies dis-
tinguished ‘rural’ from ‘remote,’ the terms ‘rural’ and 
‘rurality’ may refer to both rural and remote settings. 
Study cohorts were recruited from clinical, hospital and 
community settings. The studies had a combined sam-
ple size of 5073 (range  =  1686; 69–1755). Participants 
comprised physicians (45.28%), nurses (14.96%), general 
mental health professionals (social workers, counsellors, 
child welfare workers and marriage and family therapists; 
8.43%), outpatient mental health workers (medical and 
non-medical—unspecified; 4.42%), physician assistants 
(advanced practice providers; 3.25%), child welfare work-
ers (profession unspecified; 2.84%), school-based mental 
health professionals (profession unspecified; 2.61%), psy-
chiatrists (2.07%), psychologists (2.03%), emergency ser-
vices providers (1.12%), inpatient mental health workers 
(medical and non-medical—unspecified; 0.47%), unspec-
ified health care workers (0.1%) and physical therapists 
(0.02%).

Studies that reported gender or sex proportions in-
cluded a total of 2321 (46%) men and 2178 (43%) women. 
Two studies, accounting for 480 (9%) participants, did not 
summarise participants' biological or identified sex.15,27 
Four studies had a reporting deficit, with gender or sex 
proportions not aligned with reported participant num-
bers (2%).11,24–26 The participant age range was 21–95 
[sic] years with a mean age of 45.4  years. Seven studies 
provided the mean age,11,12,23–26,31 one study provided the 
median age,29 three studies did not provide age ranges or 
the mean age of participants,15,27,29 and one study pro-
vided age range, but not mean age.30 All studies weighted 
equally in the review. The most frequently used measures 
were the Maslach Burnout Inventory (MBI; n = 7) and the 
ProQOL (n = 4).

3.1  |  Predictors of compassion 
satisfaction and compassion fatigue

All studies included in this review used a cross-sectional 
design so it was not possible to determine whether re-
ported predictors were causal. As revealed by the sta-
tistical analyses, the approach of all was to look for 
correlational associations between measures taken at 
a point in time, with no analyses attempting to model 
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potential causal paths or statistically assess the effects 
of controlled interventions. Therefore, in this review, 
variables that were tested for an association with the 
outcome variables were identified as possible predictor 
variables. These variables were organised into two main 
groups: personal factors, such as age, gender and pro-
fession; and work-related factors, including job-related 
factors and stress. Findings are reported below for each 
outcome variable included in studies: compassion satis-
faction, compassion fatigue and burnout.

3.1.1  |  Personal factors

Personal factors were recognised in 11 of the 12 studies 
as likely risk and protective factors in compassion fatigue, 
compassion satisfaction and burnout.11,12,23–31 These vari-
ables were organised into sociodemographics and profes-
sion factors.

3.1.2  |  Sociodemographics

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

burnout.25,28,29,31 Two studies from Australia and the USA 
also reported no significant relationships between age and 
burnout,12,23 but other studies from the same countries, 
and one from Switzerland, reported younger age as posi-
tively related to burnout.11,24,27,30

For compassion satisfaction and fatigue, two American 
studies reported younger age as being significantly asso-
ciated with compassion fatigue.11,24 Another American 
study reported older age as being associated with com-
passion satisfaction.11 One Australian study found no 
significant association between age and compassion 
satisfaction.12

Ten studies included gender as a potential predictor of 
the outcome variables of which six, conducted in Australia, 
Canada, the USA, Spain and Germany, identified no rela-
tionship.12,23,25,28,29,31 As with age, findings varied in stud-
ies reporting a significant association with the outcome 
variables. Studies from Australia, Switzerland and the 
USA reported that being male was significantly associated 
with having burnout,24,27,30 while another study from the 
USA identified that being female was significantly asso-
ciated with developing burnout, compassion satisfaction 
and compassion fatigue.11

Other sociodemographics identified were income, 
marital status, mental health, empathy, mindfulness and 
religious activity. Income was analysed in one Australian 
study, with income satisfaction significantly positively 
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correlated with compassion satisfaction and negatively 
with burnout.12 Marital status25 and religious activity24 
were assessed in studies from Canada and the USA, re-
spectively, with being married reported as significantly 
decreasing the risk of burnout and active religious prac-
tice significantly correlated with a lower risk of burnout. 
Mental health (depression) was analysed in studies from 
Australia and Canada, with depression significantly pos-
itively correlated with burnout in both studies12,26 and 
negatively associated with compassion satisfaction in the 
Australian study.12 Empathy had a significant relationship 
with burnout in Spanish physicians and nurses28,29 and 
Australian health care workers practising self-care in the 
form of mindfulness-reported higher scores on compas-
sion satisfaction, with mindfulness acting as a potential 
protective factor against burnout.12

3.1.3  |  Profession

Five studies included profession in analyses to identify as-
sociations with outcome variables.11,23,24,29,30 Of these, two 
reported no significant associations with any outcome 
variable.23,29 Swiss general practitioners reported higher 
levels of burnout than other physician specialisations.30 
For compassion fatigue, American physicians (including 
psychiatrists)11 and child welfare workers24 had signifi-
cantly higher compassion fatigue scores than social work-
ers and psychologists and other behavioural health care 
workers.

Other profession-related variables included professional 
qualifications and work experience. In one American 
study, medical doctors (MDs) reported significantly higher 
likelihood of developing compassion fatigue than health 
professionals with other qualifications such as master's de-
gree or Doctor of Philosophy.11 Years of work experience 
in German general practitioners were not significantly 
associated with developing burnout,31 and no significant 
difference between years of work experience and levels of 
burnout was reported by a range of American health care 
workers.23 In one Australian study, the number and level 
of qualifications in mental health nurses were positively 
associated with burnout.27 In the same study, those who 
reported doubting their professional role abilities were also 
reported as having an increased risk of burnout.27

3.1.4  |  Work-related factors

Work-related factors were noted in 11 of the 12 studies as 
likely factors in the development of burnout or compas-
sion fatigue.11,12,15,23–25,27–31 Variables were grouped into 
two factors: job-related factors and work stress.

3.1.5  |  Job-related factors

Work hours were reported in five studies15,23,25,30,31 and 
were significantly related to outcome variables in three 
studies.15,23,30 In one study from the USA,15 workers re-
ported working more than 40 h per week, plus on-call 
duties and extra administrative tasks, and this load was 
positively correlated with burnout. Conversely, in the 
German study,31 total working hours per week held 
no significant relationship with risk of burnout, but it 
was unclear whether the physicians in this study were 
required to undertake ‘on-call’ work. Canadian nurses 
who only worked day shifts reported significantly 
higher levels of compassion satisfaction and decreased 
levels of compassion fatigue than those who worked 
mixed shifts.25

Elements of the work environment and setting were 
identified in some studies. The nature of patient care and 
professional relationships were identified as potential pre-
dictors for depersonalisation, lack of empathy and burn-
out in German health care workers.31 Health care workers 
employed within an American inpatient facility reported 
higher levels of burnout than those employed in private 
practice.11 Spanish physicians with a high percentage of 
patients on long-term sick leave reported high levels of 
burnout,28 and Swiss physicians doing insurance work 
and experiencing economic constraints in their practice 
were significantly more likely to report burnout.30 In rela-
tion to compassion fatigue, American health care workers 
with a high percentage of clients with PTSD were signifi-
cantly more likely to report compassion fatigue.24

Level of remuneration was reported in an Australian 
study as having a negative relationship with burnout in 
rural workers and a positive relationship with compassion 
satisfaction; this may be attributed to work being more tol-
erable if remuneration is perceived as adequate, mitigat-
ing financial stress and enabling avocational activities.12 
Lower income was a potential predictor of Canadian 
nurses leaving the profession, with inadequate remuner-
ation inversely related to their reported compassion satis-
faction levels.25

Rurality as a specific variable was reported as having 
significant associations with the outcome variables in 
three studies. American health care workers servicing 
rural and remote locations reported significantly higher 
burnout scores11 and were significantly more likely to 
report compassion fatigue24 than their urban colleagues. 
Similarly, working in a rural location was identified as a 
potential risk factor for the development of burnout in 
Swiss physicians.30 Rurality was not a potential predic-
tor for burnout in the Spanish studies.28,29 One American 
study reported rurally practising health care workers 
did not require high levels of complex cases to develop 
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burnout; they reported that the general stress and burdens 
of rural practice led to the development of burnout, but 
not compassion fatigue.11

Work stress
Several work stress was identified in studies from the 
USA, Switzerland, Canada and Australia. They comprised 
stress related to workload, inadequate staffing, and issues 
with work–life balance,15,23,25,30 job dissatisfaction26 and 
professional isolation.11

All four studies examining workload-related issues 
found significant relationships with burnout.15,23,25,30 
Lack of control over global workload factors including the 
adequacy of administration support, management acces-
sibility, consultation over role design, control over patient 
allocation and adequate time for reporting significantly 
increased the risk of burnout in American and Swiss 
health care workers.15,23,30 Levels of staffing and resources 
were reported in one Canadian study as having significant 
associations with compassion fatigue and compassion 
satisfaction.25 Failure to maintain a healthy work–life bal-
ance placed American and Swiss health care workers at 
significantly higher risk of developing burnout than those 
who had good work–life balance.23,30

Canadian physicians experiencing job dissatisfaction26 
were more likely to experience burnout, as were American 
health care workers who had poor value alignment with 
their organisation and management group.23 American 
health care workers who reported feelings of professional 
and personal isolation were also more likely to experience 
burnout.15 Conversely, American health care workers 
who received specialised trauma training that developed 
and enhanced their coping skills reported less burn-
out and compassion fatigue, and increased compassion 
satisfaction.11

3.2  |  Visual organisation of potential 
predictor variables

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

4   |   DISCUSSION

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

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

All studies provided potential predictors of burnout 
in rural health care workers. However, fewer data were 
available identifying potential predictors of compassion 
satisfaction and fatigue for workers in rural settings, pos-
sibly because they are more recent concepts in the liter-
ature than burnout, which has been researched for over 
40  years.32 Some sociodemographic and work-related 
variables were commonly tested; others less so, often only 
in one study. Together, they provide a broad view of the 
potential predictors of compassion satisfaction and com-
passion fatigue in health care workers in rural and re-
mote locations and offer a basis for future research (see 
Figure 2).

The most studied potential predictors in this review 
were age, gender, work hours, and workload. Except for 
workload, which was consistently positively associated 
with burnout (see also the Aronsson et al. review33), 
the results were mixed in their implications for socio-
demographic and work-related variables as predictors. 
Associations for age with burnout were either not signif-
icant or identified younger age as a potential predictor. 
Associations for gender were mixed. Most samples com-
prised unequal proportions of men and women, which 
may explain the mixed findings. However, our findings 
are consistent with existing meta-analyses that have also 
reported inconsistencies in results relating to relationships 
between sociodemographic and work-related relation-
ships and compassion satisfaction, compassion fatigue 
and burnout in health care workers.18,34

Findings of lack of consistency in relationships of po-
tential predictor variables with outcome variables across 
studies and between studies conducted in the same 
countries suggest there may be other factors mediating 
the impact of these potential predictors. The relation-
ship between age and burnout, for example, is reported 
as being moderated by gender, marital status and vari-
ability in work experience.35 The relationship between 
workload and burnout is moderated by workplace com-
mitment, working team quality and recognition from su-
pervisors.36 Other geographical, methodological or health 
care system-related variables may have significantly in-
fluenced relationships with compassion satisfaction and 
compassion fatigue, but these factors were not examined 
in this review's studies.

Findings from this review identified very little is 
known about possible predictors of compassion satis-
faction and fatigue for health care workers in rural and 
remote settings outside the occupations of medicine 
and nursing. A large proportion of the total sample 
from studies in this review were nurses and physicians 
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(see also the Cavanagh et al review),18 which may re-
flect the dominance of these professions in health care 
in Western nations, particularly as front-line workers.37 
It may also be that the recruitment of clinically based 
front-line health care workers in research occurs be-
cause of their organisations' engagement in academic 
research programs and partnerships such as Clinical 
Data Research Networks, which operate in predomi-
nantly clinical settings.38

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

practitioners with burnout as having a significant and neg-
ative impact on rural health practitioners' mental health, 
longevity in their role and quality-of-service provision for 
clients. They are therefore of interest as possible predic-
tors of compassion fatigue.39

By not limiting the search strategy to any type of health 
care profession, care provision or system, we anticipated 
the findings would capture the impact of providing reha-
bilitation health care in schemes such as disability man-
agement (including the NDIS), workers' compensation 
and life insurance case management.40 However, none of 
the studies included in this review provided information 
about health care professionals working in rehabilitation 
settings in rural and remote locations. It may be that the 
professional isolation and lack of access to professional 
development and organisational support faced by this 

F I G U R E  2   Visual representation of potential predictor variables for compassion satisfaction and compassion fatigue using the ProQOL 
model
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section of the health care workforce have contributed to 
a culture of ambivalence towards research.41 Regardless, 
this finding suggests a significant gap in a rapidly growing 
sector of the health care workforce, especially given the 
rise in rehabilitation health care in Australia and other 
Western nations, including the USA.42

In urban areas, rehabilitation health care workers re-
ported a moderate risk of burnout, an extremely high risk 
of developing compassion fatigue and an extremely high 
potential for developing and maintaining compassion sat-
isfaction.43 Without studies from rural contexts, it is un-
clear whether the risks for these conditions are the same 
for rural and remotely practising rehabilitation health 
care workers. Further, none of the studies reported on the 
nature of work undertaken in rehabilitation settings by 
rehabilitation health care workers for people with disabil-
ities or occupational injuries. This finding was unexpected 
considering the size of this health care workforce and the 
rapidly growing nature of rehabilitation health care in 
other Western nations.44

It could be argued that what is known about risk and 
predictive factors for compassion satisfaction and com-
passion fatigue that arise from existing models of care, 
primarily from urban settings, could be applied to rural 
settings. However, in instances where urbanised health 
care models have been engaged in rural locations, they 
tend not to be fit for purpose due to the geographical, 
cultural and socio-economic barriers unique to rural 
health care.45,46 For example, in their assessment of 
health care provisioning in rural and urban locations, 
Weinhold and Gurtner47 advised that attributes of pro-
viding health care differed markedly between the two 
settings. This difference is mainly related to the need 
for rural health care workers to manage the barriers 
patients face with accessibility, affordability and diffi-
culty obtaining holistic health care. Indeed, health care 
workers who have worked under urbanised models of 
care and then practise in rural and remote locations are 
often unprepared to manage these barriers and others 
unique to rural and remote health care. Their inability 
to provide effective health care results in distress, frus-
tration and feelings of being unsupported.48 Identifying 
predictors for compassion satisfaction and compassion 
fatigue therefore appears to be best done in the context 
of the location of health care delivery and informed by 
the workers who are engaged in delivering services to 
overcome challenges of accessibility, opportunity and 
retention.41

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

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

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

5   |   CONCLUSION

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