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Abstract 

Compassion satisfaction has an inverse relationship to compassion fatigue, which includes 

burnout and secondary trauma. Higher compassion satisfaction levels are associated with 

positive patient outcomes and lower patient care costs. The purpose of this study was to improve 

the compassion satisfaction scores of team members at a primary care office in Southeast 

Virginia. Team members include providers, medical assistants, managers, administrative support, 

and lab technicians. The attempt to improve compassion satisfaction involved addressing the 

sense of community by actively recognizing and appreciating staff, fostering social 

connectedness, team membership, collegiality, and team building activities over a 12-week span. 

The Professional Quality of Life (ProQOL version 5 ©, 2009) survey evaluates compassion 

satisfaction and compassion fatigue, including burnout and secondary trauma. The team 

members completed the ProQOL survey prior to and at the completion of the study. The Paired 

T-test indicated that there was not a significant increase in compassion satisfaction scores from 

pre-intervention (M = 40.36, SD = 1.80) to the post-intervention (M = 40.29, SD = 1.80); t (13) = 

.11, p = .457, one-tailed score. However, a statistically significant difference was noted on the 

burnout category of the ProQOL survey from pre-intervention (M = 25.14, SD = 2.01) to post-

intervention (M = 23.36, SD = 1.78); t (13) = 2.08, p = .029, one-tailed. The Cohen’s d (d = .56) 

and the eta squared statistic (η2 = .25) indicate a medium to large effect size on burnout score. 

These findings suggest the need to study further and evaluate the group’s compassion fatigue and 

interventions to foster improved professional quality of life. 

Keywords: compassion satisfaction, compassion fatigue, burnout, secondary trauma, 

interventions 
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The Effect of Team Resilient Actions on Compassion Satisfaction Scores in a Primary Care 

Practice 

Healthcare is inherently stressful. The stress of providing healthcare falls under the realm 

of occupational stress. Occupational stress is defined by the American Psychological Association 

(2020) as “a physiological and psychological response to events or conditions in the workplace 

that is detrimental to health and well-being." Healthcare workers suffering from occupational 

stress can experience deterioration of their quality of life, work performance, and burnout. 

Background 

Stress is a normal body response to changes or challenges (Stress, 2021). Stress response 

includes physical and psychological reactions. The physical response affects all bodily systems. 

The body tailors the stress response to the perceived threat. Based on the threat, reactions may be 

transient or long-term. Transient reactions may include increased heart rate, feeling tense, 

sweating, or increased respiration. Response to an acute stressor will activate the sympathetic 

nervous system and the hypothalamic-pituitary-adrenal system, affecting blood flow, oxygen 

use, and metabolism throughout the body (Chu et al., 2021). The psychological reaction to low-

level stress response may be mental clarity, irritability, or worry. Long-term psychological 

reactions can result in mental health disruptions such as anxiety or depression. (Quick & 

Henderson, 2016). Ultimately, stress is required for survival, but too much stress or chronic 

stress can have detrimental results. 

Healthcare workers suffering from occupational stress can negatively impact every level 

of healthcare. Care provided by workers suffering from occupational stress is associated with 

increased medication errors, decreased patient satisfaction, increased costs of healthcare, 

increased absenteeism, increased presenteeism, increased turnover, decreased individual 
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production, increased patient safety incidents, increased malpractice, decreased communication, 

increased depression, and increased providers leaving the healthcare arena (Bodenheimer & 

Sinsky, 2014; National Academies of Sciences, Engineering, and Medicine, 2019; Tawfik et al., 

2019; Willard-Grace et al., 2019). Work completed by stressed providers carries direct and 

indirect costs to the organization. Medical errors, which can be a consequence of overly stressed 

providers, are a leading cause of death and cost approximately $20 billion per year (Rodziewicz 

et al., 2020). Another consequence of occupational stress is turnover. Provider turnover also 

carries direct and indirect costs to the health care system. The direct cost of recruiting and 

replacing a physician ranges from $500,000 to $1,000,000 (Shanafelt et al., 2017). Turnover also 

negatively impacts other care team members, thus increasing their risk of burnout. In addition to 

leaving a practice, burnout negatively impacts the provider's productivity. Shanafelt et al. (2017) 

found that the most significant financial impact results from decreased productivity of the 

stressed provider. 

The number of physicians, nurse practitioners, and physicians assistants in primary care 

in the United States is approximately 470,000 (Agency for Healthcare Research and Quality, 

2018; American Association of Nurse Practitioners, 2020; National Commission on Certification 

of Physician Assistants, 2020). The prevalence of occupation stress among primary care 

practices is 40% - 50% (Cheney, 2020). According to the Agency for Healthcare Research and 

Quality (2018), 50% of primary care physicians suffer burnout, a product of occupational stress. 

Bridgeman et al. (2018) found that 30-50% of primary care nurse practitioners and physician 

assistants felt or exhibited burnout over the previous year. Based on these statistics, 

approximately 200,000 (42.5%) primary care providers in the United States suffer occupational 
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stress annually. Additionally, each of those providers' patients and staff may suffer 

consequences. 

A model that conceptualizes occupational stress is the Professional Quality of Life 

(ProQOL) Compassion Satisfaction–Compassion Fatigue (CS-CF) model (Stamm, 2010). The 

ProQOL CS-CF model incorporates the quality of life one feels with their work as a helper. 

Professional quality of life incorporates the positive and negative aspects of being a helper. The 

positive aspect of being a helper is identified as compassion satisfaction. Compassion 

satisfaction is the pleasure derived from doing your work well; it may involve how one feels 

about the work setting, colleagues, and contribution to the work or society. The negative aspect 

of being a helper is identified as compassion fatigue. Compassion fatigue can result in burnout or 

secondary trauma. Figure 1 offers a model of the ProQOLversion 5 © (2009) concept. 
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Figure 1 

Diagram of Professional Quality of Life 

  

Note. This model depicts the positive and negative components of the professional 

quality of life. CS = Compassion satisfaction. CF = Compassion fatigue. 
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As one considers how to improve occupational stress, the ProQOL CS-CF model 

provides a template. Improving or supporting compassion satisfaction should improve the 

professional quality of life and decrease occupational stress feelings and compassion fatigue. 

Potter et al.’s (2013) study demonstrated that improved compassion satisfaction resulted in 

decreased compassion fatigue. 

To determine how to support compassion satisfaction, one must identify the sources of 

stress. Workplace stress is generated at the institution level, the individual level, and the team 

level. Institutional level generated stressors include productivity demands, administrative 

demands, use of the electronic health record, work schedules, and inadequate staffing (National 

Academies of Sciences, Engineering, and Medicine, 2019). Individual stressors include long 

work hours, dealing with different personnel, balancing home life, and the use of electronic 

health records (Watson & Westphal, 2020). Team-level stressors contributing to occupational 

stress include poor communication, resentment, and lack of support (Alexander, 2020). 

Mundt and Zakletskaia (2019) found that job satisfaction, which is correlated to 

compassion satisfaction, in primary care clinics is associated with team-level communication and 

management practices. Wei et al. (2019) investigated strategies to foster nurse resilience and 

identified seven successful strategies: facilitating social connections, promoting positivity, 

capitalizing on nurses’ strengths, nurturing nurses’ growth, encouraging self-care, fostering 

mindfulness practices, and conveying altruism. 

Considering the prevalence of job dissatisfaction and how the negative aspects of the 

ProQOL, compassion fatigue, impact healthcare systems, patients, and providers, steps must be 

taken to improve and support the primary care team members' compassion satisfaction. The 

purpose of this project is to answer the study question: In healthcare workers who work in a 
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primary care setting, what is the best evidence for team-based interventions that influence 

perceived job stress that can be evaluated in 12 weeks? 

Methods 

A systematic literature review was conducted to examine the best evidence for team-

based interventions that influence perceived job stress. Four databases were searched: Web of 

Science (WoS), PubMed, Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

and PsycInfo. The words primary care, ambulatory care, burnout, compassion satisfaction, and 

nurse practitioner were employed. Search limiters were publication date within the last five years 

(2016-present) and English language. 

A basic WoS search of the words using the limiters of publication from 2016 to present 

and English language produced: primary care (113,321), ambulatory care (6,942), burnout 

(16,218), compassion satisfaction (1,141), nurse practitioner (7,693). A search using the string 

((“primary care”) OR (“ambulatory care”)) AND ((“burnout”) OR (“compassion 

satisfaction”)) AND nurse practitioner identified 35 articles. The WoS full search strategy was: 

TOPIC: ((("primary care")  OR ("ambulatory care"))  AND (("burnout")  OR ("compassion 

satisfaction"))  AND Nurse practitioner) Refined by: LANGUAGES: ( ENGLISH ) 

AND PUBLICATION YEARS: ( 2021 OR 2018 OR 2020 OR 2017 OR 2019 OR 2016 ) 

Timespan: All years. Indexes: SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, 

BKCI-SSH, ESCI, CCR-EXPANDED, IC. 

The PubMed search of the words using the limiters of publication within the last 5 years 

and English language produced: primary care (171,726), ambulatory care (17,267), burnout 

(8,182), compassion satisfaction (1,110) and nurse practitioner (6,233). An advanced search 

using the string ((“primary care”) OR (“ambulatory care”)) AND ((“burnout”) OR 
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(“compassion satisfaction”)) AND nurse practitioner identified 28 articles. The complete search 

as the database lists it as: (("primary care"[All Fields] OR "ambulatory care"[All Fields]) AND 

("burnout"[All Fields] OR "compassion satisfaction"[All Fields]) AND ("nurse 

practitioners"[MeSH Terms] OR ("nurse"[All Fields] AND "practitioners"[All Fields]) OR 

"nurse practitioners"[All Fields] OR ("nurse"[All Fields] AND "practitioner"[All Fields]) OR 

"nurse practitioner"[All Fields])) AND ((y_5[Filter]) AND (english[Filter])) 

The CINAHL basic search of the words using the limiters of publication from January 

2016–December 2021 and English language produced:  primary care (65,739), ambulatory care 

(8,649), burnout (8,698), compassion satisfaction (579), and nurse practitioner (9,010). A search 

using the string ((“primary care”) OR (“ambulatory care”)) AND ((“burnout”) OR 

(“compassion satisfaction”)) AND nurse practitioner identified 27 articles. The expander “apply 

equivalent subjects” and search mode “find all my search terms” were used. 

The PsychInfo advanced search of the words using the limiters of publication from 

January 2016 – December 2021 and English language produced: primary care (21,900), 

ambulatory care (1,968), burnout (6,320), compassion satisfaction (996), and nurse practitioner 

(1,553). A search using the string ((“primary care”) OR (“ambulatory care”)) AND 

((“burnout”) OR (“compassion satisfaction”)) AND nurse practitioner identified 5 articles. The 

PsychInfo search used the expanders: apply related words; also search within the full text of the 

articles; apply equivalent subjects and search modes- find all my search terms. 

The search of the four databases yielded 95 articles. Removal of duplicate articles 

reduced the number to 56 articles. Title and abstract review resulted in the removal of 36 articles 

as they were not relevant to primary care or the study question. The majority of removed articles 

were due to practice locations other than primary care. The other location sites included the 
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emergency department, pediatrics, urology, mental health, and stroke unit. Several of the 

removed articles addressed nursing and medical education curricula and gaps in training. 

Another reason for removal was the subject matter involved using nurse practitioners or 

physician assistants to reduce physician workloads. Other articles were not retained as they 

addressed patient satisfaction scores, non-medical worksites, patient access, and survey 

development. Twenty articles remained for full-text review. After full-text reading, six articles 

were not research or not relevant to the study question. One article was an editorial; another 

addressed participation in a survey-based study; another offered the experiences of a team 

implementing the patient-centered medical home model in the Veterans Administration (VA) 

system; another article was an experience report on the development of a workshop program; one 

article was a review of the empirical literature regarding nurse practitioners' and physician 

assistants' feelings toward their jobs; and finally, the sixth article removed evaluated clinician’s 

feelings caring for complex patients. The number of articles retained for analysis is 14. Figure 2 

depicts the search results and process using the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) flow diagram (Moher et al., 2009). Appendix A 

provides a chart of the retained articles with pertinent information. 
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Figure 2 

Prisma flow diagram 
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Analysis and Synthesis of Evidence 

The Johns Hopkins Nursing Evidence-Based (JHNEB) (Dang & Dearholt, 2017) 

evidence rating scales were used with permission (see Appendix B) to evaluate the remaining 14 

studies (Figure 3). The highest evidence level was III, with almost 86% of the studies falling into 

this category. Two studies were level V. Bruhl et al. (2020), a level V, was retained as it offered 

an insight into characteristics of the primary care teams and their feelings of burnout. The 

Duhoux et al. (2017), an integrative review, and therefore a level V, was retained because it 

addressed primary care workers and specific interventions directly related to the study question 

of interest. The quality of the evidence was A or B for the quantitative studies and A/B for the 

qualitative studies. Aside from the Bruhl et al. (2020) and Duhoux et al. (2017) studies, the 

studies were quantitative or qualitative studies. Linzer et al. (2016) offered a mixed-method 

study. All studies attained at least a B quality rating. 

The nature of the area of interest, workers’ perceptions of work environments and 

stressors, limits the ability to conduct experimental studies and serves as a barrier to level I or II 

strength studies. The area of interest is an emerging field, and the studies provide insight into the 

current body of knowledge and support the design of future intervention studies to contribute to 

the body of knowledge. 

The strength of the evidence is limited by the descriptive level of the studies and the lack 

of specific intervention outcome studies. The Duhoux et al. (2017) and the Magallón-Botaya et 

al. (2021) studies were the only studies that measured intervention outcomes. Another limitation 

is the study populations of the Duhoux et al. (2017) and the Magallón-Botaya et al. (2021) 

studies. Douhoux et al. (2017) studied registered nurses; Magallón-Botaya et al. (2021) studied 

physicians and nurses. Of the seven studies, Duhoux et al. (2017) reviewed, only two were 
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conducted in the United States; the other studies were conducted in the United Kingdom, 

Australia, the Netherlands, and Norway. Magallón-Botaya et al. (2021) conducted their study in 

Spain. None of the studies addressed interventions with teams. 
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Figure 3 

Johns Hopkins Nursing Evidenced Based rating system 
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Upon appraisal of the evidence, the following themes emerged: (a) external contributors 

to burnout and low professional fulfillment, (b) internal contributors to burnout and low 

professional fulfillment, and (c) interventions. Burnout was a theme and measure in the 

literature. Clinician burnout is a syndrome of emotional exhaustion, depersonalization, and a 

sense of low personal efficacy (Maslach & Jackson, 1981). Applying the ProQOL CS-CF model, 

burnout is a result of compassion fatigue. A thematic analysis provided a foundation for 

answering the study question: In healthcare workers who work in a primary care setting, what is 

the best evidence for team-based interventions that influence perceived job stress that can be 

evaluated at 12 weeks? Identifying the contributors to burnout and professional fulfillment 

provides the foundation for identifying interventions to support or improve compassion 

satisfaction among primary care team members. 

External Contributors to Burnout and Low Professional Fulfillment 

External contributors are those things perceived as outside the providers' and team 

members' control. These contributors can be generated at the institutional or team level. Agarwal 

et al. (2020) categorized the external contributors as the quantity of work, the content of work, 

and responsibility-authority mismatch. Quantity of work includes such characteristics as the 

number of patients, inbasket management, unrealistic expectations, schedule control, and panel 

size (Agarwal et al., 2020; Linzer et al., 2016; Linzer et al., 2019). Content of work included 

clerical work, non-doctor work, billing, phone call management, electronic record management, 

and staff support (Agarwal et al., 2020; Anderson et al., 2020; Apaydin et al., 2020; Linzer et al., 

2019). Responsibility-authority mismatch involves relationships with specialists, leaving many 

primary care providers (PCP) feeling a lack of boundaries and that they are the default to all care, 
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including medication refills and interpretation of results ordered by specialists (Agarwal et al., 

2020; Anderson et al., 2020; Apaydin et al., 2020). 

Addressing the external contributors offers opportunities for developing interventions to 

improve compassion satisfaction. As these issues are external, they will require organizational 

change and the implementation of new policies. The organization would have to address care 

models, patient expectations, provider reimbursement, team management, electronic record and 

documentation expectations, and metrics to change the external contributors. The level of change 

demanded to address the external contributors would require extensive evaluation of options and 

financial impact evaluation; however, surveying the primary care workforce could inform such 

initiatives. 

Internal Contributors to Burnout and Low Professional Fulfillment 

Internal contributors are how providers and team members perceive their work and work 

environment. Agarwal et al. (2020) categorized the internal contributors as demoralization, 

undervaluation, and internal conflict. Demoralization involves the feeling of never feeling the 

“work” is done (Agarwal et al., 2020). Electronic health records and feelings of loss of control of 

daily workload contribute to demoralization (Agarwal et al., 2020; Apaydin et al., 2020; Linzer 

et al., 2016). Undervaluation is feeling pressured to create relative value units (RVU), being paid 

by RVUs, not feeling able to take time off, and lack of support by administration (Abraham et 

al., 2021; Agarwal et al., 2020; Apaydin et al., 2020; Edwards et al., 2018; Linzer et al., 2016; 

Linzer et al., 2019; Poghosyan et al., 2020). Internal conflict is feeling a disconnect between 

work and patient experience. Examples of this feeling of disconnect are typing in the room with 

the patient rather than giving the patient full attention, skipping lunch, not staying abreast of 

medical literature, feeling moral distress with care coordination, lack of collegiality or sense of 
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team, and lack of trust with the organization (Abraham et al., 2021; Agarwal et al., 2020; 

Anderson et al., 2020; Grumbach et al., 2019; Linzer et al., 2019). 

While the external contributors impact the internal contributors, they are feelings or 

perceptions and are modifiable by actions and interventions. The actions and interventions can be 

at the individual, team, and organizational levels. An example of individual-level intervention is 

resilience training activities. Resilience training can take many forms, including formal classes, 

mindfulness acts, and the use of apps on one’s phone. Implementation of team and organizational 

interventions to address members’ feelings and perceptions can be planned, implemented, and 

evaluated. 

Interventions 

Several studies presented suggestions to reduce resistance and the risk of burnout. The 

suggested interventions are primarily at the organizational and the individual level. Abraham et 

al. (2021) suggested supporting a healthy primary care practice environment with open 

communication, collegial relationships, visibility and professional growth opportunities, and a 

sense of community. Agarwal et al. (2020) listed “solutions to burnout (p. 399)” as: (a) help 

PCPs manage the workload, (b) care for PCPs as multidimensional human beings, (c) encourage 

off-duty PCPs to disconnect from work, (d) recalibrate expectations and reimbursement, (e) 

promote the PCPs’ voice, (f) support professionalism, (g) foster community, and (h) advocate 

reforms beyond the institution. The multifaceted solution proposed by Agarwal et al. (2020) is 

accomplished by hiring additional staff, off-loading tasks from PCPs, supporting staff, promoting 

retention, examining PCP workflows, instituting family-friendly policies, promoting workplace 

safety, providing answering services after hours, compensating for work done apart from office 

hours, revaluating targets (numbers of patients seen per day, patient panels, and RVUs), opening 
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lines of communication, aligning the medical system with professional values, eliminating or 

redesigning pay-for-performance initiatives, providing time and opportunities to get to know 

colleagues, reducing documentation requirements, and increasing reimbursement from payers. 

Offering similar suggestions, Linzer et al. (2016) recommend reduced reliance on RVU, 

accounting for indirect work, values alignment, support of part-time status, and explicitly 

supporting balance. While Agarwal et al. (2020) and Linzer et al. (2016) offered multifactorial 

and multi-level interventions to improve the primary care workplace, Bruhl et al. (2020) looked 

at one element of the environment, team composition, finding that primary care teams consisting 

of both physicians and nurse practitioners or physician assistants had lower levels of emotional 

exhaustion than those without nurse practitioners or physician assistants. Dai et al. (2020) also 

looked at team configurations and the relationship to burnout, finding a strong association 

between a multidisciplinary team’s perceived teamwork optimal efficiency and reduced burnout 

in team members. Dai et al. (2020) submit that perceived optimal teamwork efficiency is 

protective against burnout. Yuguero et al. (2017) observed a significant association between high 

empathy and low burnout, finding that depersonalization and accomplishment were two domains 

that significantly impacted burnout and empathy scores; addressing personal accomplishments 

and making the work environment personal may increase team members' empathy, lower 

burnout, and improve compassion satisfaction scores. Trust is a variable of effective teams 

(Kouzes & Posner, 2017). Linzer et al. (2019) found that trust is associated with job satisfaction 

and less stress and can be supported and gained with modifiable work conditions. The modifiable 

work conditions included values alignment, work control, emphasis on quality versus production, 

and communication. Magallón-Botaya et al. (2021) looked at a single intervention to address 

stress at work: mindfulness. Magallón-Botaya et al. (2021) observed an inverse relationship 
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between the level of practicing mindfulness exercises and the level of work-related stress. 

Edwards et al. (2018) examined primary care practice size and relation to burnout; primary care 

team members of small primary care team offices that are health system owned were found to 

have higher burnout scores than workers in solo practices and larger practices. Edwards et al. 

(2018) suggest strategies to minimize burnout risk to include “promoting agency, enhancing 

intrinsic motivation, and creating work environments that ensure team members feel valued, 

engaged, and perform personalized work (p. 2144).” Grumbach et al. (2019) found that burnout 

trends among staff moved in the opposite direction of the clinicians during practice 

transformation, and caution that practice transformation interventions must include all team 

members. 

While many authors offered suggestions for interventions, Duhoux et al. (2017) 

conducted an integrative review of interventions that improve burnout and stress. The review 

identified only seven studies that evaluated interventions and found that burnout and stress can 

be improved with multiple interventions at the individual, environment, and organization levels. 

The intervention studies Duhoux et al. (2017) reported were a 5-day course for nurses that taught 

mindfulness and other relaxation exercises, counseling sessions, and social gatherings; two 

studies were “train the trainer” models to teach professionals restorative actions at the personal 

level; two studies assessed the effects of 8-week mindfulness continuing education course for 

individual nurses; another study was an 8-hour interactive workshop for individuals to resolve 

stressors; and the last study reviewed offered interventions at multiple levels that involved 

increased funding for education, social skills training, employee benefit modifications, additional 

personnel, and safety at work initiatives. Duhoux et al. (2017) reported that all seven studies 

positively impacted some outcomes; the authors cautioned as they found the studies had 
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moderate–weak methodological quality. Despite the support of interventions to improve mental 

health, Duhoux et al. (2017) found no randomized control trials. 

A gray literature search was conducted to assess for potential publication bias. The same 

search terms of the systematic review were utilized for the gray literature search: primary care, 

ambulatory care, compassion satisfaction, burnout, and nurse practitioner; the exact string: 

((“ambulatory care”) OR (“primary care”)) AND ((“burnout”) OR (“compassion 

satisfaction”)) AND nurse practitioner was used. The search included non-governmental and 

governmental agencies, clinical trials.gov, and the dissertations and theses database from the 

University of Virginia Claude Moore Health Sciences Library. The gray literature search was 

consistent with the findings of the systematic review. The gray literature search uncovered 

studies by several of the retained studies' authors; these studies were iterations of the retained 

studies. Ultimately, the gray literature search did not show evidence of publication bias and was 

consistent with the systematic review literature search. 

The purpose of this review was to answer the question: In healthcare workers who work 

in a primary care setting, what is the best evidence for team-based interventions that influence 

perceived job stress? While this review does not offer a straightforward answer, it does provide a 

foundation to design a project that could contribute to the growing body of knowledge. The 

evidence reveals a focus for intervention: a sense of community. The sense of community 

includes feeling a sense of team, trust, feeling valued, and feeling one’s goals and 

accomplishments are valuable. As the sense of community is modifiable, an evidence-based 

practice change could address components of the sense of community and may improve and 

support primary care team members’ compassion satisfaction. 

Intervention 
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The evidence supports that improving the ‘sense of community’ can improve team 

members’ feelings of compassion satisfaction. The ‘sense of community’ is a broad concept 

based on feelings of team membership, trust, feeling recognized and appreciated, and social 

connectedness. Addressing the building blocks of the ‘sense of community serves as an evidence-

based project to improve team members' compassion satisfaction. It must be acknowledged that 

organizational-level actions contribute to members' ‘sense of community’; for example, the 

organization pays the employees and provides the staffing and resources. The workplace 

provides occasions throughout the day to address components of the ‘sense of community.'  

The Model for Evidence-Based Practice Change (Rosswurm & Larrabee, 1999) provides 

a framework for identifying, studying, designing, implementing, and integrating a practice 

change, such as addressing ‘sense of community’ to improve team members’ compassion 

satisfaction. The proposed evidence-based practice change addresses the foundations of the 

‘sense of community’, specifically appreciation, recognition, and social connectedness. The goal 

of the practice change is to increase the compassion satisfaction scores of the team members of a 

family practice office that can be evaluated after 12 weeks. The Model for Evidence-Based 

Practice Change (Rosswurm & Larrabee, 1999) was chosen as it provides a straightforward 

framework for the process of evidence-based practice change. The six-step model (see Appendix 

C) guides the process from assessing the need for a change to integrating evidence-based 

protocol (Rosswurm & Larrabee, 1999). The model has been revised to incorporate principles of 

QI, teamwork tools, and evidence-based translation strategies to promote new practice (Melnyk 

& Fineout-Overholt, 2019). Rosswurm & Larrabee (1999) stated that the model could be used 

across all patient arenas, from acute inpatient units to primary care settings. As the proposed 

project will be in primary care and the intervention to address the sense of community is a new 
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practice and involves an entire team, the Model for Evidence-Based Practice Change provides 

an architecture and the best fit framework for the project. Progression through the steps does not 

have to be linear. Based on the results of steps or evidence, one can revisit a previous step and 

refine or redesign the project.  

Implementation and Evaluation Plan 

Step 1: Assess the Need for Change in Practice 

 The practice site was a hospital-owned family practice office in Southeast Virginia. The 

office team members include two physicians, two family nurse practitioners, two physician 

assistants, medical assistants, an office manager, and administrative support staff. At the start of 

the project, a fully staffed office would comprise 31 employees; there were 24 employees. The 

office practices as teams. Each team is comprised of a primary care provider, an administrative 

support member, and a medical assistant. The office is divided into four pods. Pods are made up 

of one to two teams. The teams share clerical and lab staff. A problem with job satisfaction, 

burnout, and compassion satisfaction was identified as several employees resigned or transferred. 

Additionally, team members voiced displeasure with their jobs/positions and expressed feelings 

of being undervalued. Over the past 12 months, 12 (39%) team members left the practice; 2 

members retired, one moved out of the area, and the other 9 (29%) transferred within the 

institution. The institution's turnover goal for 2021 (April 2020 – April 2021) was 12.7%. When 

a team member transfers within the organization, it does not count toward institutional turnover. 

Therefore on paper, the practice group’s turnover rate is 0%, despite 29% of the staff transferring 

out of the office over the last 12 months. During a provider meeting, it was noted that the staff 

seemed divided into ‘us’ or ‘them’ mentality between the pods and that the office practice had 

lost a sense of overall ‘team’ and ‘teamwork.' The question of how to improve members’ 
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feelings about their work and work environment was raised. The question was refined to what is 

the best evidence for team-based interventions that influence perceived job stress? The identified 

issue has been discussed with the office manager, division director, and Vice-President of the 

Ambulatory Services Division; each member was supportive of a project to address the question. 

Step 2: Locate the Best Evidence 

 A systematic electronic review of the literature was conducted to answer the question: 

What is the best evidence for team-based interventions that influence perceived job stress? Four 

bibliographic databases, WoS, CINAHL, PubMed, and PsychINFO, were queried. Fourteen 

articles were found to answer the question (see Appendix A).  

Step 3: Critically Analyze the Evidence 

 The 14 retained studies were critically appraised using the JHNEBP Evidence Rating 

Scales. The evidence supports that addressing team members' sense of community will improve 

their perception of job stress. Sense of community is a concept that incorporates feeling valued, 

feeling appreciated and recognized, trust, team membership, and social connectedness. The 

evidence findings were shared with the stakeholders (office manager, division director). 

Step 4: Design Practice Change 

The project aimed to conduct activities to address the social connectedness and feelings 

of being valued, appreciated, recognized, trusted, and a member of the team (membership). Prior 

to implementing the project, review and academical documented approval was required and 

received from the academic institution. Review and documented approval were also required and 

obtained from the institution’s Ambulatory Services Division’s Nursing Research Forum and 

IRB affiliate (see Appendix D). The project activities stemmed from interventions suggested in 

the literature review, the work of Watson & Westphal (2020), and the research of Kouzes & 
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Posner (2017). However, the impact of COVID-19 restrictions prevented or restricted some 

proposed activities. The four areas of focus and their associated activities were:  

• Addressing recognition, feeling appreciated, and valued 

o Maintained a posterboard of accomplishment and appreciation 

▪ recognition cards from patients and other staff were posted on the 

board, 

▪ team members’ accomplishments were posted on the board, 

▪ team members' announcements (engagements, graduations, births) 

were posted on the board. 

o Maintained a "goody" box- staff members chose a “goody” when they 

have been observed doing good deeds, going "above and beyond," or 

complimented by other staff or patients. 

▪ 129 Appreciation “goodies’ were awarded. 

• Social Connectedness and Team membership 

o Three monthly community drives were done 

▪ School supplies for local title 1 elementary school, 

▪ Help and Emergency Response, Inc (H.E.R. Shelter), 

▪ Toys for Tots. 

• Connectedness and collegiality 

o Four team parties and theme parties were held 

▪ Ice-Cream Social, 

▪ Subs for Lunch, 

▪ Halloween Celebration, 
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▪ Pizza Party. 

• Build teamwork 

o Three team-building games were done at the monthly staff meeting 

▪ Magic Pole 

▪ Blind Drawing 

▪ Connected Story, 

o encouraged sharing team members’ accomplishments at the staff meeting, 

o encouraged narrative appreciation practice. 

The evaluation of the project was team members' compassion satisfaction scores using 

the ProQOL Compassion Satisfaction and Compassion Fatigue tool, used with permission (see 

Appendix E). An explanation of the tool, its elements, and scoring was provided to the team 

members during an all-staff meeting. Members were provided a copy of the ProQOL instrument. 

Each team member was requested to complete the ProQOL instrument, using a random 

identifier, prior to the project (pretest) and at the conclusion of the project (post-test). 

Completion of the instrument inferred consent. The instrument was in paper form. In addition, 

each staff member was asked to complete a demographic sheet and place it in a sealed envelope. 

Applying unique identifiers aided in protecting anonymity. The demographic information was 

only used in aggregate form, maintained in a locked drawer in a locked office, and will be 

destroyed (shredded) after the data has been compiled for an aggregate profile of the practice. A 

study file will be maintained and uploaded into the secure server and maintained for five years in 

compliance with the university’s research data security policy. The project’s proposed data 

methodology was validated with an academical statistician prior to data collection. 
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Resources required to accomplish this project were a recognition board, cards to write 

recognitions, and goodies for the reward box. Personnel resources were office management and 

community drive directors. 

Step 5: Implement and Evaluate Change in Practice 

 The project implementation began following academic approval and institutional review 

in September 2021 and continued through mid-December 2021. The team members introduced 

the project during a monthly office meeting in September 2021. Implementation required weekly 

updating of the posterboard of accomplishment and appreciation. The goody box distribution 

required daily attention. Social celebrations and theme parties occurred monthly. The team-

building activities were conducted during the monthly office meetings. The community drives 

were introduced at the monthly office meetings. 

The instrument was administered before the launch of the activities and at the project's 

end date. ProQOL Compassion Satisfaction and Compassion Fatigue instrument was utilized to 

measure team members’ feelings (see Appendix E). The ProQOL survey asks 30 questions about 

one's positive and negative experiences as a helper. Each question can be answered on a scale of 

1 to 5. This numerical information can be used as a Likert scale that aids data analysis. The 

Compassion Satisfaction Score is obtained using questions 3, 6, 12, 16, 18, 20, 22, 24, 27, and 

30. The Compassion Satisfaction Scale is an aggregate score of those elements. Studies done by 

Geoffrion et al. (2019) and Heritage et al. (2018) demonstrate the validity and reliability of the 

ProQOL survey for Compassion Satisfaction and determined the Cronbach’s α to be 0.89 – 0.92. 

The ProQOL survey also provides scores of burnout and secondary trauma. 

 Once the data was captured, data analysis was conducted using IBM SPSS, version 26, 

and validated by academic statistical support at the university. G* Power software was used to 
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determine the Power for the paired samples t-test. IBM SPSS was used to analyze the data using 

Paired-T-test for Compassion Satisfaction and other scores provided by the ProQOL survey. 

Step 6: Integrate and Maintain 

The results were shared internally with staff, office manager, division director, and Vice 

President of Ambulatory Services at an all-member staff meeting as part of the dissemination 

plan. The information will also be shared with the institution’s Patient Experience Team. If the 

Vice President, Division Director, or Patient Experience Team determines the project is 

beneficial, it will be shared at other office staff meetings or monthly division meetings. A 

manuscript will also be submitted for publication to the Journal of Nursing Management (Impact 

Factor 3.325). A copy of the DNP project will be submitted to the University’s academic 

repository, LIBRA. 

Maintaining the project could be done by an internal team of champions. A team 

approach is suggested to support connectedness and ownership of the program. Additionally, a 

team could develop more ideas and keep the program fresh. The idea of keeping the program 

fresh leads the project back to step 1, assessing the need for change. 

Strengths and Limitations 

 The evidence-based design was a strength of the project. Additional strengths of the 

project were the support of the office and upper management, the low cost ($500), and the 

positive nature of the project. Ultimately, the success of continuing the project could result in 

decreased staff turnover, increased team trust, improved collegiality, improved patient care, and 

improved patient experience.  

Limitations of the study included the time intensity of the project. The daily demands of a 

busy family practice in conjunction with COVID-19 surges were barriers to the project. The 
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COVID-19 pandemic restricted team luncheons and parties and was an unprecedented stressor to 

the healthcare system and individuals. Lastly, another barrier to the project was staff turnover, 

which included two manager turnovers. 

Data Analysis 

 Ultimately, the sample size was 14 administrative and clinical staff. IBM SPSS version 

26 was used to analyze the data. Analysis was performed on the three components of the 

ProQOL tool: compassion satisfaction, burnout, and secondary traumatic stress. Additionally, 

each element of the three components was analyzed (see Appendices F, G, & H). Both the 

Shapiro-Wilk and Kolmogorov-Smirnov tests of normality supported that the variable 

(compassion satisfaction) was normally distributed. As the variable was normally distributed, the 

data were analyzed using Paired T-test. The Paired T-test indicates that there was not a 

significant increase in compassion satisfaction scores from pre-intervention (M = 40.36, SD = 

1.80) to the post-intervention (M = 40.29, SD = 1.80); t (13) = .11, p = .457, one-tailed. The 

Cohen’s d (d = .029) and eta squared statistic (η2 = .0009) indicate a nil to minimum effect size. 

The G-Power software calculated the Power (1 – β probability error) equal to 0.5507. The post-

hoc achieved Power is below the minimum threshold value of 0.80; thus, the achieved Power for 

this particular statistical test with the parameters of 1-tailed, mid-effect size, alpha = 0.05, sample 

size of 14 is not sufficient. The statistical test findings identify threats to the study's internal 

validity, specifically the sample size and lack of normal distribution of the variable 

measurements. Another limitation of the project was the lack of random sampling.  

 One consideration of why the intervention failed to improve the compassion satisfaction 

score of the sample is that the sample started with a high moderate compassion satisfaction score 

(M = 40.36); the ProQOL scale for compassion satisfaction is 0-22 low, 23-41 moderate, and 42 
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or more high. While the project failed to improve compassion satisfaction scores with statistical 

significance, analysis of the individual elements of the compassion satisfaction score reveals that 

mean values increased slightly for several areas. The means increased for (a) my work makes me 

feel satisfied, (b) I have happy thoughts and feelings about those I [help] and how I could help 

them, (c) I believe that I can make a difference through my work, (d) I am proud of what I can do 

to [help], (e) I have thoughts that I am a “success” as a [helper], and (f) I am happy that I chose 

to do this work. While no elements demonstrated statistically significant changes, a positive 

trend in how the staff feels about their roles as helpers developed. 

 In addition to compassion satisfaction, the ProQOL tool evaluates burnout and secondary 

trauma. The statistical analysis of burnout and secondary trauma offers insight into the 

interventions’ effect on the staff.  

 Statistical analysis of the burnout scores found that Shapiro-Wilk and Kolmogorov-

Smirnov tests of normality supported normally distributed variable (burnout). The Paired-T test 

indicated that there was a statistically significant decrease in burnout from the pre-intervention 

(M = 25.14, SD = 2.01) to the post-intervention (M = 23.36, SD = 1.78); t (13) = 2.08, p = .029, 

one-tailed. The Cohen’s d (d = .56) and the eta squared statistic (η2 = .25) indicate a medium to 

large effect size. Analysis of the individual elements of burnout showed improvement in the 

means of the following: (a) I feel connected to others, (b) I am not as productive at work because 

I am losing sleep over traumatic experiences of a person I [help], (c) I feel worn out because of 

my work as a [helper], and (d) I feel overwhelmed because my case [work] load seems endless. 

 Statistical analysis of the secondary trauma scores found that the Shapiro-Wilk test of 

normality did not support that the variable (secondary trauma) was normally distributed. The 

non-parametric statistical test Wilcoxon Signed Ranked test did not reveal a statistically 
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significant reduction in secondary trauma scores following the intervention, z = -1.447, p = .07. 

with a medium effect size (r = .27). While the intervention did not show a statistically significant 

change in secondary trauma scores, the mean scores were reduced by 2, indicating trending 

improvement. Evaluation of the individual elements of secondary trauma found improvement in 

the means of the following: (a) I jump or am startled by unexpected sounds, (b) I think that I 

might have been affected by the traumatic stress of those I [help], (c) Because of my [helping], I 

have felt “on edge” about various things, (d) I avoid certain activities or situations because they 

remind me of frightening experiences of people I [help], and (e) As a result of my [helping], I 

have intrusive, frightening thoughts.  

Implications for Practice 

Implementing compassion satisfaction team-based interventions and evaluating 

compassion satisfaction scores in a practice setting has both short-term and long-term 

implications. In the short term, raising compassion satisfaction scores can improve the 

individual's professional quality of practice experience and improve the teams' sense of 

engagement and communication, hopefully breaking the competitive nature between practice 

pods ('us' and 'them'). Over time, and beyond the scope of the immediate project, long-term 

effects of improving compassion satisfaction scores can reduce internal office turnover, increase 

patient satisfaction with the delivery of care, improve patient experience scores, reduce errors, 

and decrease both direct and indirect costs of the office practice. 

While this project failed to impact compassion satisfaction scores, it did reveal that this 

primary care team has a high moderate compassion satisfaction score and a moderate burnout 

score. Utilizing the Model for Evidence-Based Practice Change suggests redesigning the project 

to address the identified moderate burnout score experienced by the team. Rather than search for 
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evidence to improve the compassion satisfaction score arm of the ProQOL tool, one should 

locate the best evidence to improve the compassion fatigue arm of the ProQOL tool and its 

elements of burnout and secondary trauma. Once the best evidence is located and analyzed, one 

could redesign the project to effect compassion fatigue. Ultimately, the goal is to improve the 

Professional Quality of Life. If the Professional Quality of Life (ProQOL) can improve by 

improving compassion satisfaction or decreasing compassion fatigue and its associated 

components of burnout and secondary trauma, the result should be a decrease in perceived 

occupational stress. Improvements in occupational stress should decrease medication errors, 

increase patient satisfaction, decrease health care costs, decrease absenteeism, decrease staff 

turnover, increase individual production, decrease patient safety incidents, decrease malpractice, 

increase communication, decrease staff depression, and decrease providers leaving the office or 

healthcare arena. 

Conclusion 

This scholarly project employed interventions to improve the sense of community to 

improve compassion satisfaction scores using the ProQOL tool. While this project failed to 

improve the compassion satisfaction scores, it did illuminate that the team members had 

moderately high compassion satisfaction and burnout scores. Incidentally, the project showed 

trending improvement in burnout scores. The project's foundation was to improve primary care 

team members’ feelings of occupational stress. Showing trending improvements in burnout 

scores, improving trends in secondary trauma scores, and maintaining high moderate compassion 

satisfaction scores support that interventions to improve the sense of community will improve 

members’ feelings of occupational stress. Reduced occupational stress will improve healthcare at 

all levels, from the individual, to the team and within the institution. 
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Appendix A 

Retained Articles for Analysis 

 

Reference Design and Sample Main findings Level and Quality of 

the Evidence 

Themes: 

Identified External 

Contributors 

(External) 

Identified Internal 

Contributors 

(Internal) 

Interventions 

(Interventions) 

Abraham et al., 

2021 

Secondary analysis 

of cross-sectional 

survey data 

n = 396 

Nurse practitioner burnout decreases 

when practice environment has 

strong collaboration, 

communication, resources, and 

administrative support 

III, B Internal 

Interventions 

 

Agarwal et al., 2020 Qualitative study of 

focus group 

discussions 

n = 26 

Identified and categorized 

contributors to feelings of burnout 

and low professional fulfillment as 

external or internal.  

External contributors are quantity of 

work, content of work, and 

responsibility-authority mismatch.  

Internal contributors are 

demoralizations, undervaluation, and 

internal conflicts 

III, A/B External 

Internal 

Interventions 

 

Anderson et al., 

2020 

Qualitative 

survey analysis 

n = 1865 

Primary care providers in integrated 

health system voice the same 

concerns as other practice 

environments: prohibitive 

administration burden, “dumping” 

by specialists, moral distress related 

III, A/B External 

Internal 
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Reference Design and Sample Main findings Level and Quality of 

the Evidence 

Themes: 

Identified External 

Contributors 

(External) 

Identified Internal 

Contributors 

(Internal) 

Interventions 

(Interventions) 

to concern for patients, excessive 

workload, heavy clerical burdens, 

and lack of collaborative working 

relationships 

Apaydin et al., 2020 Quantitative  

survey analysis 

n = 103 

Components of the PCMH that 

increased the odds of suffering 

emotional exhaustion are: managing 

patients, lack of support from 

specialists, EHR alerts, answering 

electronic messages 

III, B External 

Internal 

Bruhl et al., 2020 Retrospective survey 

analysis 

n = 217 

Study did not find an independent 

association of emotional exhaustion 

with time spent in clinic, panel size, 

or type of clinician  

V, B Interventions 

 

Dai et al., 2020 Quantitative survey 

analysis 

n = 2575 

Study showed an inverse 

relationship between perceived 

teamwork efficiency and physician 

burnout. 

III, B Interventions 

 

Duhoux et al., 2017 Integrative review; 

Reviewed 7 studies 

Studies suggest that an improved 

environment leads to improved 

mental health (thus less burnout) 

V, A Interventions 

Edwards et al., 

2018 

Survey analysis 

n = 1380 

Creating a work environment that 

supports autonomy, relatedness, and 

competence could improve 

III, B Internal  

Interventions 
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Reference Design and Sample Main findings Level and Quality of 

the Evidence 

Themes: 

Identified External 

Contributors 

(External) 

Identified Internal 

Contributors 

(Internal) 

Interventions 

(Interventions) 

compassion satisfaction/job 

satisfaction and reduce burnout 

Grumbach et al., 

2019 

Descriptive 

longitudinal study 

n = 464 

Individuals with a strong sense of 

team culture and working in tighter 

teams had lower emotional 

exhaustion, but it did not extend to 

other staff. Interventions to promote 

joy in practice must consider the 

well-being of all team members. 

III, B Internal 

Interventions 

Linzer, Poplau, 

Babbott et al., 2016 

Survey analysis, 

mixed-method 

convergent 

n = 579 

Multiple stressors emerged as 

contributors to burnout and 

occupational stress, including 

workload, workday structure, staff 

support, EHRstress/documentation 

burden, leadership, and work-home 

balance. Provided suggestions to 

improve the work environment at the 

institution level, practice level, and 

individual level. 

III, A/B External 

Internal 

Interventions 

 

Linzer, Paplau, 

Prasad, et al., 2019. 

Quantitative, 

Prospective Cohort 

Study 

N = 165 

Job satisfaction is higher in 

clinicians with higher levels of trust 

in organizations. 

III, B External 

Internal 

Interventions 

 



TEAM RESILIENT ACTIONS TO INCREASE COMPASSION SATISFACTION 

 

45 

Reference Design and Sample Main findings Level and Quality of 

the Evidence 

Themes: 

Identified External 

Contributors 

(External) 

Identified Internal 

Contributors 

(Internal) 

Interventions 

(Interventions) 

Magallón-Botaya et 

al., 2021 

Cross-sectional 

study; survey 

analysis 

N = 475 

Providers practicing mindfulness 

reported lower levels of work stress. 

III, B Interventions 

Poghosyan et al., 

2020 

Cross-sectional 

survey 

N = 398 

Nurse practitioners practicing in 

sites with high levels of 

organizational support are more 

likely to report higher job 

satisfaction and less intent to leave 

their job. 

III, A Internal 

 

Yuguero et al., 

2017 

Cross-sectional 

descriptive study; 

survey analysis 

N = 267 

Study observed a significant 

association between high empathy 

and low burnout. 

III, B Interventions 
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Appendix B 

Permission to use Johns Hopkins Nursing Evidence Based Tools 

JHNEBP MODEL AND TOOLS- PERMISSION 

 

Thank you for your submission. We are happy to give you permission to use the JHNEBP 

model and tools in adherence of our legal terms noted below: 

 

• You may not modify the model or the tools without written approval from Johns 

Hopkins.  

• All reference to source forms should include “©The Johns Hopkins Hospital/The 

Johns Hopkins University.” 

• The tools may not be used for commercial purposes without special permission.   

If interested in commercial use or discussing changes to the tool, please 

email ijhn@jhmi.edu. 

  

mailto:ijhn@jhmi.edu
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Appendix C 

 

Summary of the Model for Evidence-Based Practice Change 

 

Step 1: Assess the Need for Change in Practice 

Assessing the need for change in practice, identifies a problem, measures the extent of the 

problem, involves those to assist with the project, develops ideas for interventions, and identifies 

desired outcomes. Once an opportunity or problem is recognized, the process of collecting 

information and including stakeholders begins. Collecting data about the issue includes 

measuring against benchmarks, expectations, or metrics to determine the extent of the problem 

and define desired outcomes. Involving stakeholders garners support for the project and provides 

avenues for suggestions to develop interventions. The components of step 1 lead to the 

development of the study question, which drives the process to step 2. 

Step 2: Locate the Best Evidence 

Locating the best evidence involves planning and searching for the best evidence. The 

process can include a review of practice guidelines, systematic reviews, and expert or committee 

recommendations. Once the fundamental concepts of the project are identified, the keywords to 

conduct a systematic search for evidence are determined. Then, using the keywords, a systematic 

search for evidence is conducted. Sources of evidence include electronic bibliographic databases, 

websites, and government databases. Obtaining the evidence allows one to progress to step 3 or 

return to step 1. 

Step 3: Critically Analyze the Evidence 

Critically analyzing the evidence involves appraising the strength of the evidence. 

Critical appraisal of the information obtained must be completed to ensure the quality of the 

information obtained. Evaluation of articles can be done with tools such as the JHNEBP 
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evidence rating scale. Evaluation of website information can be accomplished by viewing the 

site’s The Health on the Net Foundation Code of Conduct (HONcode) review. Once the most 

robust evidence is identified, the evidence must be synthesized. Synthesizing the evidence allows 

one to judge whether the body of evidence is strong enough to support a practice change. The 

last phase of step 3 is to assess the new suggested practice's feasibility, benefits, and risks. If the 

evidence does not seem sufficient, one can return to step 2 and re-conduct an evidence search. A 

revisit to step 1 can occur if the evidence does not support the question developed earlier in the 

process, allowing for revision of the problem or opportunity. If step 3 completion supports an 

intervention, one proceeds to step 4. 

Step 4: Design Practice Change   

Design practice change involves defining the proposed change, identifying resources 

needed to conduct and evaluate the intervention, and developing an implementation plan. 

Defining the proposed change requires a statement of what the intervention is and how it will be 

accomplished. The statement may be in the form of a protocol, guideline, or sequence map. The 

steps of the intervention are derived from the evidence obtained and analyzed in the previous 

steps. The design plan will identify needed resources. Resources may be in the form of 

personnel, materials, and forms required to conduct the project. The model suggests gathering 

input from stakeholders to increase support for the project. Approval from hospital or practice 

administration will need to be obtained. Once the project design is complete and resources are 

obtained, one is ready to advance to step 5. 

Step 5: Implement and Evaluate Change in Practice  

Implementing and evaluating change in practice involves conducting the project and 

measuring the results. Based on the type of project, data collection may occur multiple times 
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during the pilot project and before the implementation (baseline data) and completion (outcome 

data). Depending upon the size of the project, it may require several team members to conduct 

and implement the project and data collection. As the project is being conducted, feedback 

should be garnered to allow for improvement of the project for future designs and 

implementations. Upon completion of the project, data is collected, evaluated, and compared to 

baseline data. The data analysis will develop conclusions and provide recommendations to allow 

for adaption, adoption, or rejection of the new practice. The conclusions and recommendations 

are then shared. If the implementation is not progressing or needs to be redesigned, the model 

allows a return to step 4 to redesign the project. 

Step 6: Integrate and Maintain Change in Practice 

Integrating and maintaining change in practice is the next step of the model. The step 

involves sharing the findings, conclusions, and recommendations with the stakeholders. 

Incorporating the change, monitoring the process, and measuring the outcomes must be 

explained. Celebrating and disseminating the project results should be done to improve practice 

and highlight and support the process of evidence-based practice change. Maintaining the change 

can be challenging. The model suggests appealing to stakeholders to support maintaining the 

change through each step. Appealing to the administrators and the team members encourages all 

to participate and support the practice change. Plans for ongoing monitoring of the practice and 

outcome indicators reinforce the change. Dissemination of findings can and should be done at 

several levels to include the unit, the administration, like practices, and outside the organization. 

While it is the last phase of the model, the sixth step is not the last; the model directs the project 

to return to step 1. The model links the steps and provides an iterative process to improve each 

practice, problem, and opportunity, supporting cycles of continuous improvement. 
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Appendix D 

Institution and Academic Approvals 
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Appendix E 

Permission to use ProQOL Tools/ Professional Quality of Life Scale 
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Appendix F 

Statistical Analysis of Compassion Satisfaction and Individual Elements 

 

 

Table F1 
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Table F2
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Table F3 
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Table F4 

 
η2 = .0009 
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Table F5 
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Table F6 
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Table F7 
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Table F8 

 

r = .189  
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Table F9 
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Table F10 
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Table F11 
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Table F12 

 
η2 = .000 

 

  



TEAM RESILIENT ACTIONS TO INCREASE COMPASSION SATISFACTION 

 

73 

Table F13 
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Table F14 
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Table F15 
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Table F16 

 
r = .09 
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Table F17 
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Table F18 
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Table F19 
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Table F20 

 
 

r = .11  
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Table F21 
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Table F22 
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Table F23 

 
  



TEAM RESILIENT ACTIONS TO INCREASE COMPASSION SATISFACTION 

 

84 

Table F24 

 
r = .06 
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Table F25 

 
  



TEAM RESILIENT ACTIONS TO INCREASE COMPASSION SATISFACTION 

 

86 

Table F26 
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Table F27 
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Table F28 

 
r = .07 
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Table F29 
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Table F30 
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Table F31 
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Table F32 

 
r = .07 
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Table F33 
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Table F34 
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Table F35 
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Table F36 

. 

r = .08 
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Table F37 
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Table F38 
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Table F39 
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Table F40 

 
r = .07 
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Table F41 
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Table F42 
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Table F43 

 
  



TEAM RESILIENT ACTIONS TO INCREASE COMPASSION SATISFACTION 

 

104 

Table F44 

 
r = .08 
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Appendix G 

Statistical Analysis of Burnout and Individual Elements 

Table G1 
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Table G2 
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Table G3 
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Table G4 

 
η2= .25 
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Table G5 
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Table G6 
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Table G7 
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Table G8 

 
r = .08 
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Table G9 
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Table G10 
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Table G11 
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Table G12 

 

r = .24  
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Table G13 
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Table G14 
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Table G15 
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Table G16 

 
r = .022 
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Table G17 
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Table G18 
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Table G19 

 
  



TEAM RESILIENT ACTIONS TO INCREASE COMPASSION SATISFACTION 

 

124 

Table G20 

 
r = .105 
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Table G21 
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Table G22 
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Table G23 
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Table G24 

 
r = .42 
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