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Objectives: The study aimed to assess the prevalence and potential factors 
associated with compassion fatigue and compassion satisfaction among nurses/
midwives who support parents with pregnancy loss or infertility.
Methods: A total of 370 nurses and midwives were recruited from 43 hospitals 
and clinics in the Chugoku-Shikoku region of Japan. We collected data using a 
demographic survey, the Professional Quality of Life Scale, and the Adolescent 
Resilience Scale. Descriptive statistics, t-tests, one-way ANOVA, Pearson 
correlation analyses, and multiple linear regression were conducted for data 
analysis.
Results: The participants reported moderate level for compassion satisfaction 
(83.8%) and burnout (77.3%), and a low level for secondary traumatic stress 
(51.4%). The predictors explained 42.9% predicted 42.9, 49.1, and 16.9% of the 
variance in the model of compassion satisfaction, burnout, and secondary 
traumatic stress, respectively.
Conclusion: Nurses/midwives demonstrated moderate levels of burnout and 
low levels of secondary traumatic stress. Resilience, marital status, education 
background, working characteristics, organizational support, knowledge 
sufficiency, and the practice of grief care were identified as factors associated 
with compassion fatigue and compassion satisfaction among nurses/midwives.
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Introduction

Compassion fatigue (CF), which encompasses burnout (BO) and secondary traumatic 
stress (STS), refers to emotional, physical, and psychological exhaustion caused by prolonged 
and intense work-related stress exposure of healthcare providers (1). In contrast, compassion 
satisfaction (CS) reflects the positive fulfillment derived from helping others (1). Together, CF 
and CS constitute the two dimensions of professional quality of life (ProQoL) (1).

Pregnancy loss—including miscarriage (loss before viability, occurring in 15.3% of 
pregnancies) and stillbirth (fetal loss after 22 weeks)—affects millions of families globally (2). 
In Japan, stillbirth is defined as the end of pregnancy after 22 weeks of gestation, with a 
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reported rate of 2.7 per 1,000 births and the miscarriage rate before 
22 weeks of pregnancy reached 8–15% in 2022 (3). Infertility is 
characterized by the inability to conceive after 12 months of regular 
unprotected intercourse and affects around one in seven couples (4). 
In Japan, approximately 18.2% of couples, or 1 in 5.5, have undergone 
or are currently undergoing infertility treatment or testing (5). Both 
conditions are associated with significant psychological distress, 
including depression, anxiety, and social stigma (6, 7).

Nurses providing care in these contexts are routinely exposed to 
profound grief and emotional distress (8, 9). Grief care (GC) aims to 
support parents who have experienced pregnancy loss by focusing on 
respectful and supportive measures, such as shared decision-making, 
effective communication, and acknowledgment of their parental role 
(8, 9). In the context of infertility, patient-centered care is highly 
valued and encompasses a comprehensive range of services. This 
approach involves addressing common inquiries, providing support 
during distressing events such as cycle disruptions and negative 
pregnancy tests, offering resources on stress management, delivering 
cost-effective treatments, and facilitating opportunities for 
engagement with support groups (10).

Although CF and CS have been extensively studied in high-stress 
specialties like ICU (11), emergency (12), oncology (13), and 
pediatrics (14), little attention has been given to nurses caring for 
pregnancy loss and infertility populations. Studies in gynecology and 
obstetrics (OB/GYN) clinics/hospitals indicate CF prevalence rates as 
high as 75.9%, influenced by factors including emotional labor, lack 
of professional efficacy, and organizational culture (15). Protective 
factors such as resilience, clinical supervision, and compassionate 
workplace support have been identified, with meta-analytic evidence 
confirming a significant negative correlation between resilience and 
burnout-related symptoms (16, 17).

Given the significant emotional burden associated with supporting 
individuals through pregnancy loss and infertility, along with the lack 
of targeted research in this nursing population, there is a critical need 
to investigate the prevalence, predictors, and outcomes of CF and CS 
in this context.

Aims

The objective of this study was to examine the prevalence and 
potential factors associated with compassion fatigue and compassion 
satisfaction among nurses/midwives supporting parents with 
pregnancy loss or infertility.

Design and participants

A cross-sectional study was conducted using a convenience 
sampling method. Nurses and midwives were recruited from 43 
hospitals and clinics in the Chugoku-Shikoku region (including 
Tottori, Shimane, Okayama, Hiroshima, Yamaguchi, Tokushima, 
Kagawa, Ehime, and Kochi prefectures) of Japan between January and 
April 2022.

Inclusion criteria were: (1) being a registered nurse or midwife; 
(2) having at least 1 year of clinical experience; and (3) providing 
care to patients experiencing pregnancy loss (miscarriage or 
stillbirth) or infertility at the time of the study. There were no 

exclusion criteria based on age, gender, or specific workplace 
setting, as we  aimed to capture a broad perspective of the 
target population.

Sampling and data collection

All hospitals and clinics in the Chugoku-Shikoku region that 
admitted women who had experienced pregnancy loss or infertility 
were identified via their official websites. Settings include Assisted 
reproductive technology (ART) clinics provide infertility services and 
treatments such as in vitro fertilization (IVF). OB/GYN hospitals/
clinics refer to medical facilities that specialize in providing healthcare 
services related to women’s reproductive health. General hospitals are 
medical facilities that provide a wide range of healthcare services 
(referred to herein as university-affiliated hospitals or 
general hospitals).

The heads of nursing departments or chief midwives at 202 
institutions were initially contacted by mail to explain the study 
purpose and request participation. Forty-three institutions agreed 
to cooperate and distributed the survey to their nursing staff. A 
total of 503 survey packets were distributed. Prospective 
participants received the questionnaire package, which included a 
cover letter explaining the study’s purpose, a statement ensuring 
anonymity and voluntary participation, the survey forms, and a 
return envelope.

The cover letter served as the informed consent document. 
Participants were informed that returning the completed questionnaire 
implied their consent to participate. Data were anonymized to ensure 
confidentiality, and participants were assured that their responses 
would be used solely for research purposes.

A total of 388 questionnaires were returned (response rate: 
77.1%). After excluding 18 questionnaires with more than 50% of 
items missing, 370 valid responses were included in the final analysis 
(valid response rate: 95.4% of returned surveys).

Ethical considerations

The study was conducted in accordance with the Declaration of 
Helsinki and received ethical approval from the Medicine Ethics 
Committee of Okayama University Hospital (Approval No. 2201-292).

Measures

Demographic characteristics

The survey questions encompassed the respondent’s demographic 
characteristics (age, gender, marital status, and educational 
background), gestational history, average working hours per week in 
the past year, and number of patients with miscarriage and stillbirth 
in the past year with close and open-ended questions. Supporting 
from organizations was included. Participants were also asked to 
report whether they had experienced the following events: childbirth, 
miscarriage, stillbirth, death of children and other close persons and 
infertility treatment. The knowledge and learning experience of GC 
and practice of GC were also included.
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The ProQoL

The Professional Quality of Life Scale (ProQoL) consists of three 
subscales: CS, BO and STS (1). The instrument is a 30-item self-
report instrument that uses a 5-point Likert scale (1 = Never, 
5 = Very often) (1). Items 1, 4, 15, 17 and 29 were reverse scored. 
Each subscale score ranges from 0 to 50. Higher scores for each 
sub-scale indicate higher levels of CS, BO and STS. According to (1), 
cutoff rates are low = 22 or lower, average = 23–41 and high = 42 or 
higher. The ProQoL’s Cronbach’s α values of 0.87, 0.72 and 0.80 for 
CS, BO and STS, respectively. The Japanese version of the ProQoL 
scale was used in this study (18). This version is similar to the 
English version in terms of the item subscales and scoring method. 
In this study, the Cronbach’s alpha of the ProQoL scale was 0.66, 0.92 
for the CS subscale, 0.68 for the BO subscale, and 0.81 for the 
STS subscales.

Adolescent resilience scale

The Adolescent Resilience Scale (ARS) consists of 21 items and 
three factors: Novelty Seeking, Emotional Regulation, and Positive 
Future Orientation, using a 5-point Likert scale (5 = Definitely yes, 
1 = Definitely no). The Cronbach’s alpha for the total score was 0.85, 
Novelty Seeking 0.79, Emotional Regulation 0.77, and Positive 
Future Orientation 0.81 (19). Although initially developed for 
adolescents, the core constructs of resilience measured by the ARS 
(Novelty Seeking, Emotional Regulation, Positive Future 
Orientation) are considered stable personality traits applicable 
across the lifespan and relevant to adaptive functioning in high-
stress professions like nursing. The scale’s use has been successfully 
deployed in nursing populations, with established studies 
confirming its good validity and reliability for this demographic (20, 
21). In this study, the Cronbach’s alpha for the total score was 0.91, 
Novelty Seeking 0.84, Emotional Regulation 0.81, and Positive 
Future Orientation 0.83.

Data analysis

The study results were analyzed using SPSS (Statistical Package for 
Social Sciences) Statistics 27.0. Variables with more than 20% missing 
data were excluded from the analysis to prevent potential bias in the 
results. For variables with less than 20% missing data, we applied 
multiple imputation methods to handle the missing values, thereby 
ensuring data integrity and reliability. Descriptive statistics were used 
to describe the basic characteristics of participants and the prevalence 
of CS, BO, and STS. A cut-off score of knowledge, working years, 
working hours/week, number of childbirth, support from the 
organization were determined based on a median split of the sample. 
The distribution of the data was tested first by using descriptive 
analyses. Then, univariate analysis and Pearson’s correlations were 
conducted to examine the differences between the dependent and 
independent variables. For data with a normal distribution (BO), 
independent t-tests and one-way ANOVA were used. For data with a 
non-normal distribution (CS and STS), the Mann–Whitney U test and 
Kruskal–Wallis H test were employed. Significant variables (p < 0.05) 
identified in the univariate analysis and in Pearson’s correlations were 

then entered into the multiple linear regression to examine the unique 
contribution of each potential independent variable to the dependent 
variables (CS, BO, STS).

Results

Demographics of participants

The final analytical sample consisted of 370 valid surveys. These 
were derived from an initial pool of 388 returned surveys (from 503 
distributed, a 77.1% return rate), after the exclusion of 18 surveys with 
more than 50% of items missing. This resulted in a valid response rate 
of 95.4% from the returned surveys. The majority of the participants 
were females (99.7%). The respondents’ median [range] age was 42 
[23–65] years; 67.3% were married, 65.4% had graduated from 
nursing school, and 71.9% had a midwifery license (see Table 1).

ProQol and resilience

The CS and BO average score of the survey was moderate, and 
STS was low (see Table 2). Most of the participants indicated moderate 
level for CS (83.8%) and BO (77.3%) and low level for STS (51.4%). 
There were no high-level of STS in this study. The resilience scores 
ranged from 38 to 104 with a mean score of 70.2 (Table 2).

Correlations between ProQol and 
resilience

A higher resilience level was correlated with higher CS scores 
(r = 0.564, p < 0.001) but with lower BO scores (r = −0.615, p < 0.001) 
and STS (r = −0.375, p < 0.001). (Table 3)

Univariate analysis results

The following groups of respondents demonstrated significantly 
higher levels of CS (Table 4): those who were married (p ≤ 0.001), 
worked in OB/GYN hospitals/clinics (p ≤ 0.001), had ≥20 years of 
care provision experience (p = 0.008), had childbirth experience 
(p ≤ 0.001), had given birth ≥3 times (p = 0.006), had experienced 
miscarriage (p = 0.026), reported no traumatic experiences 
(p = 0.001), had undergone infertility treatment (p = 0.019), received 
≥2 types of organizational support (p ≤ 0.001), had a perinatal loss 
knowledge score ≥5 (p = 0.019), had a GC knowledge score ≥9 
(p = 0.001) and had workplace learning experience (p = 0.028). 
Additionally, higher CS was significantly associated with practices 
such as “providing opportunities to create memories with the baby” 
(p = 0.001), “being aware of physical and emotional exhaustion” 
(p = 0.044), “showing consideration for physical pain and empathy for 
sadness and grief ” (p = 0.004), and “providing follow-up care after 
hospital discharge” (p = 0.007) (Table 4).

Higher levels of BO were significantly associated with the 
following factors: being single (p  ≤ 0.001) working in a general 
hospital (p ≤ 0.001), having no childbirth experience (p ≤ 0.001), 
having fewer than three childbirths (p = 0.013), no history of 
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TABLE 1  Characteristics of study population.

Characteristics Category Total 
(n = 370)

ART 
clinics 

(n = 57)a

OB/GYN 
hospitals/

clinics (n = 118)
b

General 
hospitals 
(n = 195)c

p-value Multiple 
comparisons

Age 42 [23–65] 40.5 [26–65] 46 [27–65] 39 [23–65] 0.000† b vs. c <0.001§

Gender Woman 369 (99.7%) 56 (98.2%) 118 (100%) 195 (100%)

Marital status Single 92 (24.9%) 14 (24.6%) 12 (10.2%) 66 (33.8%) 0.000‡ a vs. b <0.05, b vs. c 

<0.001§

Married 249 (67.3%) 36 (63.2%) 94 (79.7%) 119 (61%)

Divorced or 

widowed

29 (7.8%) 7 (12.3%) 12 (10.2%) 10 (5.1%)

Fertility-related 

experience

Childbirth 239 (64.6%) 34 (59.6%) 92 (78.0%) 113 (57.9%) 0.001‡ a vs. b <0.05, b vs. c 

<0.001§

Miscarriage 85 (23.0%) 6 (10.5%) 38 (32.2%) 41 (21.0%) 0.004‡ a vs. b <0.005, b vs. c 

<0.05§

Stillbirth 6 (1.6%) 0 (0%) 4 (3.4%) 2 (1%) 0.165‡

Infertility 59 (15.9%) 9 (15.8%) 24 (20.3%) 26 (13.3%) 0.260‡

Recurrent 

pregnancy loss

26 (7%) 6 (10.5%) 11 (9.3%) 9 (4.6%) 0.153‡

Death experience Death of own 

child

2 (0.5%) 0 (0%) 1 (0.8%) 1 (0.5%) 0.691‡

Death of 

familiar person

88 (23.8%) 16 (28.1%) 28 (23.7%) 44 (22.6%) 0.716‡

Education background Nursing school 242 (65.4%) 47 (82.5%) 79 (66.9%) 116 (59.5%) 0.005‡ a vs. b <0.05, a vs. c 

<0.001§

University and 

above

128 (34.6%) 10 (17.5%) 39 (33.5%) 79 (40.5%) a vs. c <0.01§

Qualifications Nurse 104 (28.1%) 44 (77.2%) 36 (30.5%) 24 (12.3%) 0.000‡ a vs. b, a vs. c, b vs. c 

<0.001§

Midwife 266 (71.9%) 13 (22.8%) 82 (69.5%) 171 (87.7%)

Work setting Outpatient 69 (18.6%) 42 (73.7%) 17 (14.4%) 10 (5.1%) 0.000‡ a vs. b, a vs. c, b vs. c 

<0.001§

Inpatient 119 (32.2%) 0 (0%) 19 (16.1%) 100 (51.3%) a vs. b, a vs. c, b vs. c 

<0.01§

Both 182 (49.2%) 15 (26.3%) 82 (69.5%) 85 (43.6%) a vs. b, a vs. c, b vs. c 

<0.01§

Work years 7.9 [0.1–35] 4.5 [0.5–28.3] 7.5 [0.1–35.0] 9 [0.5–34.9] 0.011† a vs. b <0.01, a vs. c 

<0.005§

Work hours/week 40 [10.0–61.5] 40 [16–53.9] 40 [12–56] 40 [24–61.5] 0.007† a vs. c <0.01, b vs. c 

<0.05§

Teamwork Have 219 (59.2%) 16 (28.1%) 65 (55.1%) 138 (70.8%) 0.000‡ a vs. b, a vs. c <0.001, 

b vs. c <0.005§

Not have 151 (40.8%) 41 (70.9%) 53 (44.9%) 57 (29.2%)

Support from 

organization

1 [0–3] 7 (12.3%) 12 (10.2%) 10 (5.1%) 0.120‡

Knowledge of perinatal 

loss

5 [0–6] 0.001‡ a vs. c, b vs. c <0.01§

(Continued)
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miscarriage (p = 0.048), absence of traumatic experiences (p = 0.004), 
receiving less than two types of organizational support (p = 0.004), a 
perinatal loss knowledge score below 5 (p = 0.005), lack of 
opportunities to create memories with the baby (p = 0.006), and not 
being referred to peer support groups (p = 0.022).

Higher STS scores were significantly associated with the 
following factors: being single (p = 0.021), having children 
(p = 0.023), working in general hospitals (p = 0.002), having no 
childbirth experience (p = 0.023), and not being referred to peer 
support groups (p = 0.035).

Multiple linear stepwise regression

Several significant predictors of CS scores were identified, 
including possessing knowledge of GC for ≥5, working in OB/GYN, 
receiving support from the organization >2, and exhibiting higher 
resilience scores. These predictors accounted for 42.9% of the variance 
in CS scores (adjusted R2 = 0.429, F = 15.610, p < 0.001), with 
resilience being the strongest predictor (p < 0.001, β = 0.498) (Table 5).

For BO, significant predictors included working in OB/GYN 
hospitals/clinics, resilience scores, and being single. These predictors 

TABLE 1  (Continued)

Characteristics Category Total 
(n = 370)

ART 
clinics 

(n = 57)a

OB/GYN 
hospitals/

clinics (n = 118)
b

General 
hospitals 
(n = 195)c

p-value Multiple 
comparisons

Knowledge of grief care 9 [0–11] 0 (0%) 4 (3.4%) 2 (1%) 0.385‡

Learning experience 

(school)

Yes 158 (42.7%) 42 (73.7%) 47 (39.8%) 96 (49.2%) 0.007‡ a vs. c <0.01§

No 212 (57.3%) 15 (26.3%) 71 (60.2%) 99 (50.8%)

Learning experience 

(work)

Yes 243 (65.7%) 28 (49.1%) 76 (64.4%) 139 (71.3%) 0.005‡ a vs. b <0.001, a vs. c 

<0.005§

No 127 (34.3%) 29 (50.9%) 42 (35.6%) 56 (28.7%)

median [range], N (%), †: Kruskal–Wallis test, ‡: χ2-test/Fisher’s exact test, §: post-hoc test by Bonferroni; aART clinics; bGynecology and obstetrics clinics/hospitals; cGeneral hospitals.

TABLE 2  Degree of quality of life (ProQol) scores and frequencies and resilience scores (n = 370).

Variables Score category N % Total score

Compassion satisfaction

High (≥42) 35 9.5 32.8 ± 6.9

Moderate (23–41) 310 83.8 33 [10–50]

Low (<23) 25 6.8

Burnout

High (≥42) 3 0.8 27.2 ± 5.7

Moderate (23–41) 286 77.3 27 [12–45]

Low (<23) 81 21.9

Secondary traumatic stress

High (≥42) 0 0 22.4 ± 5.5

Moderate (23–41) 180 48.6 22 [10–41]

Low (<23) 190 51.4

Resilience
– – – 70.2 ± 11.7

70 [38–104]

mean ± S.D.
median [range].

TABLE 3  Correlation among compassion satisfaction, burnout, secondary traumatic stress, and resilience (n = 370).

Compassion 
satisfaction

Burnout Secondary traumatic 
stress

Resilience

Compassion satisfaction 1

Burnout −0.700* 1

Secondary traumatic stress −0.217* 0.558* 1

Resilience 0.564* −0.615* −0.375* 1

*p < 0.05.
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TABLE 4  Univariate analyses of the sociodemographic factors associated with compassion satisfaction, burnout, and secondary traumatic stress (N = 370).

Characteristics Category Compassion satisfaction Burnout Secondary traumatic stress

M (P25, P75) Z/F P-Value Mean (SD) t/F P-Value M (P25, P75) Z/F P-Value

Marital status Single 26.00, 35.00 16.243 0.000 29.70 ± 5.274 12.968 0.000 19.25, 28.00 7.710 0.021

Married 29.00, 39.00 26.37 ± 5.695 18.00, 25.00

Divorced or widowed 30.00, 37.50 25.83 ± 5.015 18.00, 25.00

Educational 

background

Below university 29.00, 38.00 −1.193 0.233 27.16 ± 5.708 0.169 0.984 19.00, 26.00 −1.549 0.121

University and above 27.00, 37.75 27.14 ± 5.766 18.00, 25.00

Qualification Midwives 29.00, 38.00 −0.358 0.720 27.23 ± 5.560 2.228 0.697 19.00, 26.00 −0.468 0.640

Nurses 28.25, 38.00 26.97 ± 6.137 19.00, 25.00

Facilities ART clinic 26.00, 38.00 37.343 0.000 27.46 ± 6.217 31.715 0.000 18.50, 25.00 12.521 0.002

OB/GYN hospitals/

clinics

31.75, 40.00 24.04 ± 4.896 17.00, 25.00

General hospital 27.00, 36.00 29.04 ± 0.368 19.00, 27.00

Work forms Outpatient 27.00, 36.50 3.315 0.191 27.17 ± 6.331 1.390 0.138 19.00, 25.00 2.997 0.224

Inpatient 28.00, 37.00 27.83 ± 5.043 19.00, 27.00

Both 30.00, 39.00 26.71 ± 5.880 18.00, 25.00

Years as care provider ≤10 28.00, 37.00 9.552 0.008 27.35 ± 5.704 1.218 0.297 18.00, 26.00 0.410 0.815

10–20 28.00, 38.00 27.38 ± 6.239 19.00, 25.00

>20 30.00, 39.50 26.07 ± 4.855 19.00, 27.50

Work hours/week ≤40 29.00, 38.00 −0.195 0.846 27.03 ± 5.649 0.131 0.292 19.00, 26.00 −1.224 0.221

>40 29.00, 37.50 27.92 ± 6.130 19.00, 24.00

Personal experience

  Childbirth Have 30.00, 39.00 −4.022 0.000 26.29 ± 5.776 1.511 0.000 18.00, 25.00 −2.279 0.023

Not have 27.00, 35.00 28.73 ± 5.285 19.00, 27.00

 � Number of 

childbirths

<3 28.00, 38.00 −2.742 0.006 27.60 ± 5.687 0.084 0.013 19.00, 26.00 −1.493 0.135

≥3 30.00, 39.25 25.93 ± 5.663 18.75, 25.00

  Miscarriage Have 30.00, 39.00 −2.228 0.026 26.08 ± 5.797 0.252 0.048 18.00, 26.00 −0.281 0.779

Not have 28.00, 37.00 27.48 ± 5.668 19.00, 26.00

Recurrent pregnancy 

loss

Have 29.00, 33.50 −1.748 0.080 27.35 ± 4.516 2.567 0.861 19.00, 26.00 −0.198 0.843

Not have 29.00, 38.00 27.14 ± 5.806 19.00, 26.00

(Continued)
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TABLE 4  (Continued)

Characteristics Category Compassion satisfaction Burnout Secondary traumatic stress

M (P25, P75) Z/F P-Value Mean (SD) t/F P-Value M (P25, P75) Z/F P-Value

Death of child Have 31.00 −0.322 0.747 27.00 ± 0.000 3.570 0.969 19.00 - −0.060 0.952

Not have 29.00, 38.00 27.16 ± 5.736 19.00, 26.00

Death of close persons Have 28.00, 39.75 −0.133 0.894 27.04 ± 5.510 2.464 0.479 19.00, 26.00 −0.182 0.856

Not have 29.00, 38.00 27.53 ± 6.368 19.00, 26.00

None of them Yes 29.00, 39.00 −3.194 0.001 28.56 ± 4.815 5.513 0.004 18.00, 26.00 −1.335 0.182

No 27.00, 35.00 26.65 ± 5.944 19.00, 26.00

Infertility treatment Have 30.00, 39.00 −2.351 0.019 26.17 ± 5.902 0.292 0.148 18.00, 25.00 −1.250 0.211

Not have 28.00, 37.00 27.34 ± 5.676 19.00, 26.00

Teamwork Have 28.00, 37.00 −0.246 0.806 27.14 ± 5.899 0.484 0.936 18.00, 25.00 −1.315 0.189

Not have 29.00, 38.00 27.19 ± 5.470 19.00, 26.00

Support from 

organization

<2 28.00, 37.00 −4.120 0.000 27.45 ± 5.807 5.226 0.004 18.00, 26.00 −0.648 0.517

≥2 34.25, 40.00 24.73 ± 4.285 19.00, 24.00

Knowledge of perinatal 

loss

<5 28.00, 37.00 −2.341 0.019 28.30 ± 6.104 1.534 0.005 20.00, 28.00 −1.061 0.289

≥5 29.00, 39.00 26.56 ± 5.427 19.00, 26.00

Knowledge of grief care <9 28.00, 36.00 −3.402 0.001 27.66 ± 5.816 0.105 0.146 18.00, 26.00 −0.019 0.985

≥9 30.00, 39.00 26.78 ± 5.633 19.00, 26.00

Learning experience 

(school)

Yes 28.50, 38.00 −1.402 0.161 27.70 ± 5.534 0.682 0.113 19.00, 26.00 −1.334 0.182

No 29.00, 39.00 26.75 ± 5.834 18.00, 25.00

Learning experience 

(work)

Yes 29.00, 39.00 −2.198 0.028 26.74 ± 5.632 0.314 0.055 19.00, 26.00 −0.376 0.707

No 27.00, 37.00 27.94 ± 5.827 19.00, 25.00

Provide opportunities 

to make memories with 

the baby

Yes 29.00, 39.00 −3.246 0.001 26.91 ± 5.730 0.036 0.006 18.25, 25.00 −0.340 0.734

No 26.00, 34.75 28.45 ± 5.540 19.00, 26.00

Be aware of physical 

and emotional 

exhaustion

Yes 29.00, 38.00 −2.011 0.044 27.14 ± 5.625 0.386 0.719 19.00, 26.00 −1.387 0.166

No 25.00, 35.00 27.39 ± 6.781 18.00, 24.00

Be considerate of 

physical pain and 

sympathetic to sadness 

and grieving

Yes 29.00, 33.00 −2.907 0.004 27.09 ± 5.682 0.151 0.488 19.00, 22.00 −1.388 0.165

No 25.00, 35.00 27.83 ± 6.119 18.00, 24.00

(Continued)
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explained 49.1% of the variance in BO (adjusted R2 = 0.491, 
F = 21.910, p < 0.001), with resilience being the strongest predictor 
(p < 0.001, β = −0.560).

Regarding STS, working in OB/GYN hospitals/clinics, resilience 
scores, introduce to peer support group and graduated from 
university and above accounted for 16.9% of the variance in STS 
(adjusted R2 = 0.169, F = 5.674, p < 0.001). Notably, resilience 
emerged as the strongest predictor across all three subscales 
(p < 0.001, β = −0.369).

Discussion

Our survey obtained useful baseline data about the CF and CS of 
nursing staff caring for couples with pregnancy loss/infertility 
experiences, revealing unique risk and protective factors specific to 
this population.

Our study findings align with previous research, indicating 
moderate levels of compassion satisfaction (CS), burnout (BO), and 
low levels of secondary traumatic stress (STS) among nursing 
professionals (22, 23). In comparison to nurses working in ICU, 
oncology, emergency, and geriatrics departments, our participants 
exhibited lower CS and higher CF (24–26). This difference may 
be attributed to the impact of the Covid-19 pandemic, as some nurses 
and midwives were deployed to the front line, while the remaining 
nursing staff faced unprecedented pressure, potentially affecting their 
CF (22). Excessive patient load, staffing shortages, and a lack of 
training leading to low confidence were also identified as factors 
contributing to higher levels of CF in obstetric care (27). Furthermore, 
the unique context of maternity care—typically characterized by the 
joy of welcoming new life—creates a stark emotional contrast when 
managing pregnancy loss, potentially intensifying the sense of tragedy 
and emotional burden (27). This chronic exposure to trauma, shared 
by nurses in other high-mortality units, represents a significant 
challenge to professional well-being. However, compared to the 
termination of pregnancy providers working in South  Africa and 
midwives working in rural districts of Uganda, our results showed 
higher CS and lower CF (8, 28). The possible reason is the background 
differences in economic, cultural, or staff team composition between 
different countries.

This study confirmed a negative relationship between CS and both 
BO and STS, consistent with previous research (22, 29). Our findings 
suggest that strategies aimed at enhancing CS may be associated with 
lower levels of CF. Additionally, resilience, another important 
construct in this study, exhibited a significant negative correlation 
with STS and BO, while a significant positive correlation was observed 
between CS and resilience, aligning with previous studies (30).

Consistent with some previous studies, this research showed that 
resilience exhibited the strongest negative correlation with CS and CF, 
and nurses with higher levels of resilience were less likely to experience 
CF (31). Resilience refers to the positive adaptation process under 
adversity, stressors, and traumatic events (32). Higher levels of 
resilience are associated with a more positive psychological state, 
indicating greater confidence in problem-solving and enhanced 
coping abilities to effectively manage and recover from work-related 
trauma, thereby dealing with CF more effectively and flexibly (31).

The sufficiency of GC knowledge positively associated with CS, 
consistent with the previous study (33). Nurses with sufficient GC T
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knowledge provide confident and efficient care, leading to greater 
satisfaction (33).

The study found a negative association between working in a 
general hospital and CF, similar to a study in Japan where larger 
hospitals had higher BO and STS (34). Possible reasons: (1) Referral 
systems send complex cases to general hospitals, exposing nurses to 
pregnancy loss. Our research showed higher GC implementation rates 
in general hospitals (23.6% vs. 16.9 and 1.0%). Traumatic births bring 
emotional distress to nurses. (2) General hospitals lack teamwork, 
with only 30.2% having GC cooperation teams, the lowest among the 
three facilities. Cohesive teamwork improves care and may enhance 
CS (35). (3) High workload and nurse–patient ratio in general hospital 
led to BO and STS. Therefore, nurses working in general hospitals 
usually with a higher nurse–patient ratio, appear to experience higher 
levels of CF.

Organizational support was found to be  strongly inversely 
associated with CF, consistent with prior studies (36). Support from 
organizations promotes midwives’ engagement in their work, thereby 
facilitating CS development.

Our study also found that single women were more susceptible to 
BO compared to their married counterparts, a result consistent with 
previous research. This association may be attributed to the relatively 
limited partner support available to single women (37, 38). 

Furthermore, higher educational levels were associated with lower 
levels of STS, which aligns with existing literature (39). One plausible 
explanation is that greater academic attainment is correlated with 
enhanced care-related knowledge and skills, thereby enabling more 
effective provision of assistance and potentially reducing emotional  
exhaustion.

The practice of GC is positively related to CF and negatively 
associated with STS. Although no existing study directly addresses this 
aspect, a similar investigation on pediatric palliative care has 
consistently reported comparable findings (40). Our study found that 
expressing compassion for patients’ physical and psychological 
suffering can enhance CS, consist to the result of a previous study (23). 
This may be attributed to the inherent rewards of the nursing role: by 
fulfilling their core responsibility of providing help and care, and 
witnessing patients receive comfort, nurses often develop a profound 
sense of professional efficacy and accomplishment, thereby 
strengthening the positive psychological rewards derived from 
caregiving. The altruistic nature of nursing in Japan is reflected in the 
willingness of nurses (66.9%) to provide GC to help others (41). The 
pleasure derived from helping others, reflected in higher levels of 
CS. Thus, the meaningful and worthwhile nature of GC, related to 
nursing culture, helps prevent exhaustion among healthcare  
professionals.

TABLE 5  Multiple linear regression for ProQol.

Variables Compassion satisfaction

B Std. Error β t p

(Constant) 4.065 2.406 1.689 0.092

Support from organization > 2 2.105 0.908 0.095 2.318 0.021

Knowledge of grief care > 5 2.096 0.952 0.131 2.202 0.029

OB/GYN hospitals/clinics 3.451 0.651 0.234 5.301 0.000

Resilience 0.294 0.025 0.498 11.883 0.000

Be considerate of physical pain and sympathetic to 

sadness and grieving
2.963 1.326 0.126 2.234 0.026

Adjusted R2 = 0.429, F = 15.610, p < 0.001

Variables
Burnout

B Std. Error β t p

(Constant) 50.067 1.785 28.045 0.000

OB/GYN hospitals/clinics −3.683 0.513 −0.300 −7.184 0.000

Resilience −0.275 0.019 −0.560 −14.407 0.000

Single 1.614 0.811 0.122 1.989 0.048

Adjusted R2 = 0.491, F = 21.910, p < 0.001

Variables
Secondary traumatic stress

B Std. Error β t p

(Constant) 35.453 2.213 16.018 0.000

OB/GYN hospitals/clinics −1.393 0.617 −0.119 −2.258 0.025

Resilience −0.173 0.023 −0.369 −7.443 0.000

Introduce to peer support group 1.472 0.722 0.107 2.039 0.042

University and above (Educational background) −1.202 0.598 −0.105 −2.011 0.045

Adjusted R2 = 0. 169, F = 5.674, p < 0.001
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Our research revealed that nurses might experience STS when 
introducing patients to peer support organizations. This could 
be attributed to nurses’ limited information and knowledge in this 
area. Survey results indicated that only 57.6% of nurses and midwives 
were aware of organizations offering peer support, which was the 
lowest among the assessed items (42).

In order to reduce burnout and improve the quality of care for 
pregnancy loss/infertility, clinical care managers should consider the 
following aspects. Firstly, prioritizing organizational support and 
implementing well-designed working schedules is essential. Secondly, 
it is crucial to pay attention to the resilience of nurses from general 
hospitals and provide relevant support. Thirdly, establishing 
standardized protocols for emotional care related to pregnancy loss/
infertility is significant. Lastly, hospitals and educational institutions 
should collaborate to strengthen training programs for nursing 
students, emphasizing the development of emotional care skills in this 
specific area. These measures will contribute to reducing CF and 
improving the overall quality of care for patients experiencing 
pregnancy loss/infertility.

Strengths and limitations

Our study has several limitations. The convenience sampling 
approach might have led to potentially biased estimates. The use 
of only quantitative data means that causal relationships cannot 
be inferred. Lastly, some measures tended to be subjective as the 
surveys were self-completed. Future research should test these 
findings on a large scale across multiple centers. Qualitative 
studies are also desirable, to broaden our understanding 
of bereavement care and design possible interventions. 
Identifying the prevalence and possible predictors of CF and CS 
among nurses/midwives in other parts of the world would 
be significant.

Conclusion

This study identified key factors influencing CF and CS among 
nurses caring for patients with pregnancy loss and infertility. Findings 
indicate that psychological resilience, knowledge and organizational 
support are central modifiable elements. We  recommend that 
healthcare institutions implement targeted resilience training 
programs, establish structured peer-support systems, and integrate 
compassion practice training into continuing education. Nursing 
managers should acknowledge the distinctive emotional demands of 
this specialty and foster supportive workplace environments to 
enhance professional quality of life. Future research should focus on 
developing and evaluating tailored interventions for this vulnerable 
nursing population.

Data availability statement

The raw data supporting the conclusions of this article will 
be made available by the authors, without undue reservation.

Ethics statement

The studies involving humans were approved by the Medicine 
Ethics Committee of Okayama University Hospital (Approval No. 
2201-292). The studies were conducted in accordance with the local 
legislation and institutional requirements. The participants provided 
their written informed consent to participate in this study.

Author contributions

SL: Formal analysis, Writing  – original draft, Data curation, 
Methodology, Conceptualization. HH: Methodology, Writing – review 
& editing, Conceptualization, Formal analysis. RA: Project 
administration, Writing – review & editing. TY: Writing – review & 
editing. MN: Resources, Methodology, Conceptualization, 
Supervision, Writing – review & editing.

Funding

The author(s) declare that no financial support was received for 
the research and/or publication of this article.

Acknowledgments

The authors are grateful to all the participants for their time 
and effort.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Generative AI statement

The authors declare that no Gen AI was used in the creation of 
this manuscript.

Any alternative text (alt text) provided alongside figures in this 
article has been generated by Frontiers with the support of artificial 
intelligence and reasonable efforts have been made to ensure accuracy, 
including review by the authors wherever possible. If you identify any 
issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

https://doi.org/10.3389/fpubh.2025.1668647
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Liu et al.� 10.3389/fpubh.2025.1668647

Frontiers in Public Health 11 frontiersin.org

References
	1.	Stamm B. The concise manual for the professional quality of life scale. Princeton: 

Citeseer (2010).

	2.	Quenby S, Gallos ID, Dhillon-Smith RK, Podesek M, Stephenson MD, Fisher J, et al. 
Miscarriage matters: the epidemiological, physical, psychological, and economic costs 
of early pregnancy loss. Lancet. (2021) 397:1658–67. doi: 10.1016/S0140-6736(21)00682-6

	3.	Ministry of Health LaW. Overview of the monthly report of population dynamic 
statistics in Reiwa 4 years. (2023). Available online at: https://www.mhlw.go.jp/toukei/
saikin/hw/jinkou/kakutei22/dl/03_h1.pdf (Accessed September 18, 2025).

	4.	Organisation WH. Infertility: world health organisation. (2020). Available online 
at: https://www.who.int/news-room/fact-sheets/detail/infertility (Accessed September 
18, 2025).

	5.	Research NIoPaSS. Basic survey on social security and population problems 2015 
marriage and childbirth in Japan today: the fifteenth Japanese National Fertility Survey, 
2015 (results of singles and married couples survey). (2017). Available online at: http://
www.ipss.go.jp/ps-doukou/j/doukou15/NFS15_reportALL.pdf (Accessed September 
18, 2025).

	6.	Abiola L, Legendre G, Spiers A, Parot-Schinkel E, Hamel JF, Duverger P, et al. Late 
fetal demise, a risk factor for post-traumatic stress disorder. Sci Rep. (2022) 12:12364. 
doi: 10.1038/s41598-022-16683-5

	7.	Turesheva A, Aimagambetova G, Ukybassova T, Marat A, Kanabekova P, 
Kaldygulova L, et al. Recurrent pregnancy loss etiology, risk factors, diagnosis, and 
management. Fresh look into a full box. J Clin Med. (2023) 12:4074. doi: 
10.3390/jcm12124074

	8.	Teffo ME, Levin J, Rispel LC. Compassion satisfaction, burnout and secondary 
traumatic stress among termination of pregnancy providers in two South  African 
provinces. J Obstet Gynaecol Res. (2018) 44:1202–10. doi: 10.1111/jog.13665

	9.	Zaręba K, Banasiewicz J, Rozenek H, Ciebiera M, Jakiel G. Emotional complications 
in midwives participating in pregnancy termination procedures-polish experience. Int 
J Environ Res Public Health. (2020) 17:2776. doi: 10.3390/ijerph17082776

	10.	Sharma A, Shrivastava D. Psychological problems related to infertility. Cureus. 
(2022) 14:e30320. doi: 10.7759/cureus.30320

	11.	Woo T, Ho R, Tang A, Tam W. Global prevalence of burnout symptoms among 
nurses: a systematic review and meta-analysis. J Psychiatr Res. (2020) 123:9–20. doi: 
10.1016/j.jpsychires.2019.12.015

	12.	Alanazy ARM, Alruwaili A. The global prevalence and associated factors of burnout 
among emergency department healthcare workers and the impact of the COVID-19 
pandemic: a systematic review and meta-analysis. Healthcare (Basel). (2023) 11:2220. doi: 
10.3390/healthcare11152220

	13.	Ma Y, Xie T, Zhang J, Yang H. The prevalence, related factors and interventions of 
oncology nurses' burnout in different continents: a systematic review and meta-analysis. 
J Clin Nurs. (2023) 32:7050–61. doi: 10.1111/jocn.16838

	14.	Buckley L, Berta W, Cleverley K, Medeiros C, Widger K. What is known about 
paediatric nurse burnout: a scoping review. Hum Resour Health. (2020) 18:9. doi: 
10.1186/s12960-020-0451-8

	15.	Wang J, Su M, Chang W, Hu Y, Ma Y, Tang P, et al. Factors associated with 
compassion fatigue and compassion satisfaction in obstetrics and gynaecology nurses: 
a cross-sectional study. Nurs Open. (2023) 10:5509–20. doi: 10.1002/nop2.1790

	16.	Chen X, Zhang Y, Zheng R, Hong W, Zhang J. Latent profiles of nurses' 
moral resilience and compassion fatigue. Nurs Ethics. (2024) 31:635–51. doi: 
10.1177/09697330231222594

	17.	Castillo-González A, Velando-Soriano A, De La Fuente-Solana EI, Martos-Cabrera 
BM, Membrive-Jiménez MJ, Lucía RB, et al. Relation and effect of resilience on burnout 
in nurses: a literature review and meta-analysis. Int Nurs Rev. (2024) 71:160–7. doi: 
10.1111/inr.12838

	18.	Fukumori T, Goto T, Sato H, Sakamoto H eds. Development, reliability, and 
validation of a Japanese nurse version of the professional quality of life scale (ProQOL-JN) 
In: Poster presented at the 31st international congress of psychology, Yokohama,  
Japan (2016)

	19.	Oshio A, Kaneko H, Nagamine S, Nakaya M. Construct validity of the adolescent 
resilience scale. Psychol Rep. (2003) 93:1217–22. doi: 10.2466/pr0.2003.93.3f.1217

	20.	Yamaguchi S, Ogata Y, Sasaki M, Fujiyoshi-Ito A, Yonekura Y. The impact of 
resilience and leader-member exchange on actual turnover: a prospective study of nurses 
in acute hospitals. Healthcare (Basel). (2025) 13:111. doi: 10.3390/healthcare13020111

	21.	Ozawa R, Sugaya T, Mori C. Factors affecting work engagement in staff nurses. J 
Jpn Acad Nurs Admin Policies. (2022) 26:55–63. doi: 10.1177/09697330241257570

	22.	Qu L, Gao J, Liu L, Lun B, Chen D. Compassion fatigue and compassion 
satisfaction among Chinese midwives working in the delivery room: a cross-sectional 
survey. Midwifery. (2022) 113:103427. doi: 10.1016/j.midw.2022.103427

	23.	Mizuno M, Kinefuchi E, Kimura R, Tsuda A. Professional quality of life of Japanese 
nurses/midwives providing abortion/childbirth care. Nurs Ethics. (2013) 20:539–50. doi: 
10.1177/0969733012463723

	24.	Mooney C, Fetter K, Gross BW, Rinehart C, Lynch C, Rogers FB. A preliminary 
analysis of compassion satisfaction and compassion fatigue with considerations for 
nursing unit specialization and demographic factors. J Trauma Nurs. (2017) 24:158–63. 
doi: 10.1097/JTN.0000000000000284

	25.	Kolthoff KL, Hickman SE. Compassion fatigue among nurses working with older 
adults. Geriatr Nurs. (2017) 38:106–9. doi: 10.1016/j.gerinurse.2016.08.003

	26.	Wells-English D, Giese J, Price J. Compassion fatigue and satisfaction: influence 
on turnover among oncology nurses at an urban cancer center. Clin J Oncol Nurs. (2019) 
23:487–93. doi: 10.1188/19.CJON.487-493

	27.	Sharma B, Kulshreshtha S, Aggarwal N, Suri V, Nehra R. Bereavement care 
practices following stillbirths: health-care provider's perspective. Indian J Community 
Med. (2022) 47:30–3. doi: 10.4103/ijcm.ijcm_676_21

	28.	Muliira RS, Ssendikadiwa VB. Professional quality of life and associated factors 
among Ugandan midwives working in Mubende and Mityana rural districts. Matern 
Child Health J. (2016) 20:567–76. doi: 10.1007/s10995-015-1855-2

	29.	Katsantoni K, Zartaloudi A, Papageorgiou D, Drakopoulou M, Misouridou E. 
Prevalence of compassion fatigue, burn-out and compassion satisfaction among 
maternity and gynecology care providers in Greece. Mater Sociomed. (2019) 31:172–6. 
doi: 10.5455/msm.2019.31.172-176

	30.	Burnett HJ Jr, Wahl K. The compassion fatigue and resilience connection: a survey 
of resilience, compassion fatigue, burnout, and compassion satisfaction among trauma 
responders. Int J Emerg Mental Health Hum Resilience. (2015) 17:318–26. doi: 
10.4172/1522-4821.1000165

	31.	Alharbi J, Jackson D, Usher K. Personal characteristics, coping strategies, and 
resilience impact on compassion fatigue in critical care nurses: a cross-sectional study. 
Nurs Health Sci. (2020) 22:20–7. doi: 10.1111/nhs.12650

	32.	Campbell-Sills L, Stein MB. Psychometric analysis and refinement of the Connor–
Davidson resilience scale (CD-RISC): validation of a 10-item measure of resilience. J 
Trauma Stress. (2007) 20:1019–28. doi: 10.1002/jts.20271

	33.	Doherty J, Coughlan B, Casey B, Lloyd B, Sheehy L, Brosnan M, et al. Student 
midwives' education needs and their experience of attending a bereavement education 
workshop. Br J Midwifery. (2018) 26:523–31. doi: 10.12968/bjom.2018.26.8.523

	34.	Inaoka F, Higuchi Y. Nurses’burnout rate and the HOSPITAL size and location. 
Bull Jpn Red Cross College Nurs. (1992) 6:1–9.

	35.	Grauerholz KR, Fredenburg M, Jones PT, Jenkins KN. Fostering vicarious 
resilience for perinatal palliative care professionals. Front Pediatr. (2020) 8:631. doi: 
10.3389/fped.2020.572933

	36.	Ruiz-Fernández MD, Ramos-Pichardo JD, Ibañez-Masero O, Sánchez-Ruiz MJ, 
Fernández-Leyva A, Ortega-Galán ÁM. Perceived health, perceived social support and 
professional quality of life in hospital emergency nurses. Int Emerg Nurs. (2021) 
59:101079. doi: 10.1016/j.ienj.2021.101079

	37.	Noor AM, Suryana D, Kamarudin EME, Naidu NBM, Kamsani SR, Govindasamy 
P. Compassion fatigue in helping professions: a scoping literature review. BMC Psychol. 
(2025) 13:349. doi: 10.1186/s40359-024-01869-5

	38.	Oktay D, Ozturk C. Compassion fatigue in nurses and influencing factors. Perspect 
Psychiatr Care. (2022) 58:1691–700. doi: 10.1111/ppc.12977

	39.	Ye Q, Zhong X, Zhou Q, Liu H, Li G. Empathy fatigue among physicians and its 
influencing factors: a cross-sectional survey from Southwest China. BMC Psychiatry. 
(2024) 24:780. doi: 10.1186/s12888-024-06217-w

	40.	Kase SM, Waldman ED, Weintraub AS. A cross-sectional pilot study of compassion 
fatigue, burnout, and compassion satisfaction in pediatric palliative care providers in the 
United States. Palliat Support Care. (2019) 17:269–75. doi: 10.1017/S1478951517001237

	41.	Yoshigai M, Musumari PM, Hudson J, Kihara MO, Kihara M. Factors promoting 
and inhibiting exercise for older women in Kyoto, Japan. Health Promot Int. (2022) 
38:daac045. doi: 10.1093/heapro/daac045

	42.	Liu S, Rukmali A, Han H, Yang T, Nakatsuka M. Japanese nursing staff 's 
knowledge and attitude toward bereavement care for couples with miscarriage/
stillbirth and its associated factors. Acta Med Okayama. (2023) 77:577–87. doi: 
10.18926/AMO/66149

https://doi.org/10.3389/fpubh.2025.1668647
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1016/S0140-6736(21)00682-6
https://www.mhlw.go.jp/toukei/saikin/hw/jinkou/kakutei22/dl/03_h1.pdf
https://www.mhlw.go.jp/toukei/saikin/hw/jinkou/kakutei22/dl/03_h1.pdf
https://www.who.int/news-room/fact-sheets/detail/infertility
http://www.ipss.go.jp/ps-doukou/j/doukou15/NFS15_reportALL.pdf
http://www.ipss.go.jp/ps-doukou/j/doukou15/NFS15_reportALL.pdf
https://doi.org/10.1038/s41598-022-16683-5
https://doi.org/10.3390/jcm12124074
https://doi.org/10.1111/jog.13665
https://doi.org/10.3390/ijerph17082776
https://doi.org/10.7759/cureus.30320
https://doi.org/10.1016/j.jpsychires.2019.12.015
https://doi.org/10.3390/healthcare11152220
https://doi.org/10.1111/jocn.16838
https://doi.org/10.1186/s12960-020-0451-8
https://doi.org/10.1002/nop2.1790
https://doi.org/10.1177/09697330231222594
https://doi.org/10.1111/inr.12838
https://doi.org/10.2466/pr0.2003.93.3f.1217
https://doi.org/10.3390/healthcare13020111
https://doi.org/10.1177/09697330241257570
https://doi.org/10.1016/j.midw.2022.103427
https://doi.org/10.1177/0969733012463723
https://doi.org/10.1097/JTN.0000000000000284
https://doi.org/10.1016/j.gerinurse.2016.08.003
https://doi.org/10.1188/19.CJON.487-493
https://doi.org/10.4103/ijcm.ijcm_676_21
https://doi.org/10.1007/s10995-015-1855-2
https://doi.org/10.5455/msm.2019.31.172-176
https://doi.org/10.4172/1522-4821.1000165
https://doi.org/10.1111/nhs.12650
https://doi.org/10.1002/jts.20271
https://doi.org/10.12968/bjom.2018.26.8.523
https://doi.org/10.3389/fped.2020.572933
https://doi.org/10.1016/j.ienj.2021.101079
https://doi.org/10.1186/s40359-024-01869-5
https://doi.org/10.1111/ppc.12977
https://doi.org/10.1186/s12888-024-06217-w
https://doi.org/10.1017/S1478951517001237
https://doi.org/10.1093/heapro/daac045
https://doi.org/10.18926/AMO/66149

	Compassion fatigue and compassion satisfaction among nurses/midwives caring parents with pregnancy loss or infertility: a cross-sectional study
	Introduction
	Aims
	Design and participants
	Sampling and data collection
	Ethical considerations

	Measures
	Demographic characteristics
	The ProQoL
	Adolescent resilience scale

	Data analysis
	Results
	Demographics of participants
	ProQol and resilience
	Correlations between ProQol and resilience
	Univariate analysis results
	Multiple linear stepwise regression

	Discussion
	Strengths and limitations

	Conclusion

	References

