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Abstracts 

Critical Review of the Literature: Do Compassion-Based Interventions (CBIs) 

for Healthcare Professionals Cultivate Compassion?: A Systematic Review 

Purpose: To investigate if Compassion-based Interventions (CBIs) actually cultivate 

compassion with working healthcare professionals (HCPs), and if these effects are 

sustained.  

Method: Databases (MEDLINE, APA PsycINFO, Embase, and CENTRAL) and 

grey literature were searched. Additional articles were identified through contacting 

experts and hand-searching reference lists. Articles were eligible if one of the 

primary objectives of the intervention was to increase compassion or self-

compassion in working HCPs (in patient-facing roles) and if a measure of 

compassion or self-compassion was included. Quality assessment was conducted 

using the Mixed Methods Appraisal Tool. A narrative synthesis was conducted.  

Results: Out of 10,092 retrieved studies, 84 full texts were assessed which yielded 

nine articles (reporting on ten studies) that met inclusion criteria. There was 

significant variation in the type, format, content, duration, and dosage of the 

interventions, with only one tested in a randomised controlled trial. Significant 

enhancements in self-rated self-compassion were reported with medium to large 

effect sizes but there was only limited support for the cultivation of compassion for 

others. 

Conclusion: Given the considerable intervention heterogeneity, limited availability 

of controlled or randomised trials, lack of follow-up measures, and numerous quality 

issues it is not possible to make any conclusions about the effect of CBIs on 

cultivating compassion or self-compassion with HCPs. Further research using more 

rigorous trial designs is required that also incorporates more consistent measurement 

of key compassion constructs.   

 

Service Improvement Project: Patient Experiences of the Implementation of an 

Enhanced Cognitive Behavioural Therapy (CBT-E) Treatment Model in an 

Adult Inpatient Eating Disorders Unit 

Objective: An NHS tertiary adult eating disorder service wanted to understand the 

patient experience and understanding of the implementation of Enhanced Cognitive 

Behavioural Therapy (CBT-E) as a service-wide treatment model, with a view to 

informing its ongoing service developments.  
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Methods: Semi-structured interviews with six current inpatients (of which one was 

recently stepped down to community care) were analysed using the qualitative 

content analysis method. 

Results:  Five categories were identified: awareness of service changes, experiences 

of key processes in the inpatient pathway, awareness and understanding of the CBT-

E model, hopes and experiences of individual CBT-E, and other patient feedback. 

Conclusions: The clinical implications of these results are discussed with 

recommendations offered to the service. 

 

Main Research Project: Measuring What Matters: Developing a Patient 

Reported Experience Measure of Compassionate Care  

Background: Compassionate care is viewed as a fundamental component of 

healthcare today, and yet many published studies in this expanding field lack 

sufficient patient involvement and focus on subjective experience rather than 

practical examples of compassionate care. This project aimed to develop a new 

patient reported experience measure (PREM) that captures the observable behaviours 

of compassionate care delivery by a healthcare professional working in any care 

setting. It aimed to involve people with lived experience of healthcare delivery, both 

patients and staff, at all stages of the project. 

Methods: Items were derived inductively from thematic analysis of patient and 

clinician interviews about what compassionate care meant to them (n=8), with 

additional items derived deductively from a literature review of existing measures. A 

panel of patient, clinician, and researcher experts in compassionate care were 

recruited (round one n=33, round two n=29) who refined these items in a two-round 

modified online Delphi process.  

Results: The item generation process produced an initial conceptual model of 

compassionate care comprising of seven domains and a list of 51 candidate items. 

After two rounds of ratings by experts, consensus was reached on 21 items in six 

domains: understanding, communication, attention, action, emotional sensitivity, and 

connection.  

Conclusions: The Compassionate Care Measure is a new tool designed to 

systematically measure what compassionate care actually looks like to patients. It 

has a broad range of practical applications. Further research is planned to establish 

the psychometric properties of the new measure. 
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Background  

The construct of compassion is defined as “the sensitivity to suffering in self 

and others with a commitment to try to alleviate and prevent it” (Gilbert, 2014, p. 

19). The combination of these affective and motivational components differentiates 

compassion from the related constructs of empathy, sympathy, and kindness (Strauss 

et al., 2016). It has been argued that compassion may have conferred evolutionary 

advantages to early humans through the development of pro-social capacities to: a) 

provide care for others, b) to seek out and respond to care from others, and c) 

provide care for ourselves (i.e. self-compassion) (Gilbert, 2009, 2010, 2014). 

Scientific interest in cultivating these three “flows” of compassion (Gilbert, 2010) 

has increased exponentially in the last two decades, leading to the creation of at least 

six evidence-based types of compassion-based interventions (CBIs) (Kirby et al., 

2017) as well as emerging variants. Although these approaches share some common 

ground with existing Eastern contemplative traditions, they differ in their 

conceptualisations, theoretical bases, and intervention targets including whether they 

focus broadly on compassion or more specifically on self-compassion (Kirby, 2017).  

Benefits of Compassion 

There is growing empirical support for the benefits of compassion in both 

clinical and non-clinical populations. Empirical evidence suggests that compassion 

may be a transdiagnostic process that supports both the reduction of mental health 

symptoms and the promotion of psychological wellbeing (Kirby, 2017). Robust 

evidence supports the link between compassion and multiple dimensions of 

wellbeing. Self-compassion is positively associated with adaptive psychological 

functioning such as optimism, positive affect, and wisdom (Neff et al., 2007) as well 

as improved social communication (Yarnell & Neff, 2013). It is also inversely 

associated with negative affect (Neff et al., 2007) and common mental health 

symptoms including anxiety, depression, and stress (Kelly et al., 2008; MacBeth & 

Gumley, 2012; Pauley & McPherson, 2010). Compassion cultivation is associated 

with improvements in personal wellbeing, cognitive flexibility, psychosocial 

functioning (Jazaieri et al., 2014). Experimental studies have also reported 

associations of compassion with improved immune responses, reductions in 

subjective distress to stressors (Pace et al., 2009) and increased heart rate variability 

through activation of the parasympathetic nervous system (Krygier et al., 2013; 
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Rockliff et al., 2008). This lends support for theories regarding the protective 

function of compassion for self and others against stressors (Gilbert, 2010).  

Compassion and Healthcare Professionals  

One professional group in particular need of support to mitigate against 

systemic stressors is healthcare professionals (HCPs). Entrenched issues including 

resource shortages, recruitment issues, growing demand, and problematic leadership 

(Francis, 2013; Neff et al., 2020; Powell, 2016) have placed HCPs at considerable 

risk of work-related stress, burnout, and poor physical and psychological wellbeing 

(National Academy of Medicine, 2019; Shanafelt et al., 2012). Most recently, these 

factors have been exacerbated by the unique pressures placed on HCPs by the 

COVID-19 pandemic (Giusti et al., 2020; Martínez-López et al., 2020).  

HCPs have to contend with the emotional burden of providing care to 

individuals in pain and distress1. Neuroscientific evidence suggests that people can 

be trained to develop a stance of “being compassionately aware of another’s pain 

without becoming lost in it” (Neff et al., 2020, p. 1). Evidence on whether empathy 

is associated with negative effects such as compassion fatigue is mixed (Turgoose & 

Maddox, 2017), however, one influential study showed compassion training can 

protect against potential negative consequences of overly empathising with the 

suffering of others (such as increased negative affect and affection of regions of the 

brain associated with pain) (Klimecki et al., 2014). Compassion training was 

associated with activation in areas of brain linked with social affiliation and reward 

(Klimecki et al., 2014), and thus it seems to promote feelings of care and connection 

(Goetz et al., 2010), which could be hypothesised to lead to more compassionate care 

provision (Klimecki & Singer, 2012). 

As a result, there has been widespread interest in the potential of 

interventions designed to cultivate compassion for promoting positive wellbeing in 

HCPs and protecting them against work-related stressors and burnout (Hofmann et 

al., 2011; Neff et al., 2020; Raab et al., 2015; Trzeciak et al., 2017). There is 

conflicting evidence, though, on whether compassion for others is correlated with 

 

 

1 This phenomenon was originally termed “compassion fatigue” (Figley, 2002) but others 

have presented evidence that compassion training can actually reverse this emotional 

exhaustion and that the term “empathic distress fatigue” may be more appropriate (Klimecki 

& Singer, 2012).  
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self-compassion (Breines & Chen, 2013; Lopez et al., 2018; Neff & Pommier, 2013) 

and the nature of this association in HCPs is unclear. Likewise, whilst there are many 

hypothesized wider benefits of having a more compassionate HCP workforce, 

potential associations between HCP compassion and actual care provision (including 

clinical outcomes, care quality, and patient experience) have yet to be properly 

explored (Maddox, 2013; Trzeciak et al., 2017). 

Existing Reviews 

Evidence for the effectiveness of CBIs is growing rapidly with clinical and 

non-clinical populations but it is unclear if this extends to specific professional 

groups. A meta-analysis of 21 RCTs of CBIs reported significant pre-post 

intervention increases compassion and self-compassion with moderate effect sizes 

(Kirby et al., 2017). Similar effects have been reported in systematic reviews of 

specific intervention approaches such as Compassion Focussed Therapy (CFT) 

(Craig et al., 2020; Leaviss & Uttley, 2015). However, as Kirby and colleagues’ 

meta-analysis did not identify any RCTs which included an HCP population, no 

conclusions have yet been reached about the benefits of extending CBIs to this 

specific population. The advancement of the evidence base on compassion in 

healthcare has been limited by considerable conceptual and measurement issues, 

such as the availability of compassion self-report measures (Strauss et al., 2016). As 

a result, some CBIs targeted at HCPs have measured changes in mindfulness but not 

in compassion (e.g. Orellana-Rios et al., 2017). There is now a growing focus on 

improving compassion intervention models (Kirby, 2017; Kirby et al., 2017; Sinclair 

et al., 2016; Strauss et al., 2016) combined with greater interest in testing or adapting 

CBIs for the specific needs of HCPs (Neff et al., 2020). This is a good time2 to 

review the available evidence to establish if interventions to cultivate compassion are 

effective for this population.  

 

 

2 During the preparation of this article, a similar systematic review was published which 

sought to evaluate the effects of CBIs and MBIs on a broad range of outcomes in HCPs 

(Conversano et al., 2020). However, the researchers used narrow keywords for the 

intervention and target population (“Health Personnel,” “Mindfulness,” “Self-Compassion,” 

“MBSR,”) which resulted in only 603 articles for screening and likely resulted in the 

omission of relevant studies. There is a clear need for an up-to-date review using more 

comprehensive search terms and a more focussed approach on the core outcomes of interest. 
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Aims 

This systematic review aimed to explore if compassion-based interventions 

cultivate compassion for frontline HCPs, and if any reported changes are sustained 

post-intervention. A secondary aim was to explore the impact of CBIs for HCPs on 

compassion-related outcomes (e.g. compassion satisfaction, fear of compassion, or 

compassionate care). 

Method  

The protocol for the present review was registered on Prospero. PRISMA 

guidelines (Moher et al., 2009) were followed regarding the conduct and reporting of 

the review. 

Search Strategy 

Four electronic databases were searched: PubMed (including MEDLINE), 

APA PsycINFO, Embase (Embase and Embase Classic), and The Cochrane Central 

Register of Controlled Trials (CENTRAL). As we did not anticipate many 

randomised controlled trials in this area, all types of study were included: RCTs, 

non-randomised trials, observational studies, non-comparative studies reports, trials 

(completed and unpublished), and conference proceeding abstracts (reporting on 

completed empirical studies). OSF preprints were searched to identify unpublished 

completed studies. Grey literature was searched through Web of Science (Core 

Collection), Grey Literature Report, OpenGrey.eu, and Google Scholar. Theses were 

searched for in Networked Digital Library of Theses and Dissertations (NDLTD). 

Study protocols, qualitative studies, editorials, chapters, meta-analyses, and reviews 

were excluded.  

The first comprehensive search occurred on 1 August 2020, with weekly 

updates of newly published studies, of which the last update was 5 December 2020. 

All searches were in the title/abstract and no date or language restrictions were used. 

The following search terms were used: (compassion*) and (program* or therap* or 

treatment* or intervention* or training* or workshop*). Due to the heterogeneity of 

terms used for healthcare professionals across physical and mental healthcare, no 

search terms or MeSH terms were used for the population at initial search stage. As 

initial search scoping identified a large number of irrelevant results from palliative 

care drug studies, the following terms were excluded: “compassionate use program*" 

or "compassionate use basis". See Appendix for full search string for each database. 
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Two authors were contacted about potentially relevant trials, of which one 

responded.  

Study Selection 

All identified studies were imported into Covidence software for de-

duplication and the titles and abstracts were assessed for eligibility. A second 

reviewer screened 10% (n=1092) of all titles and abstracts with 98% agreement 

(k=0.65), and any disagreements were resolved jointly. Full texts were then retrieved 

and screened by one author (EC). In addition, review papers and bibliographies of 

full text screened studies were hand-searched to identify any further relevant studies, 

and experts were contacted to request any unpublished studies. 

The PICO study inclusion and exclusion criteria used to establish study 

eligibility are show in Table 1.  

In total, seven authors were contacted to request full-texts or additional data 

(all for conference abstracts), none of which responded.   
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Table 1 

Study Inclusion and Exclusion Criteria 

 Inclusion Exclusion 

Population All types of healthcare professionals 

(including doctors, dentists, pharmacists, 

nurses, midwives, allied health 

professionals, paramedics, 

administrative staff, etc) whose role 

involves direct patient contact, including 

trainees and students.  

Professionals may work in any 

healthcare setting, including hospitals 

and community settings and in physical 

health or mental health care. 

Working population only. 

Pre-clinical students or any 

healthcare professional whose 

role does not include direct 

patient contact. 

Non-professionals such as 

family caregivers or 

volunteers. 

Non-healthcare emergency 

service personnel (e.g. fire, 

police). 

Intervention Studies where one of the explicit main 

objectives of the intervention was to 

purposively increase compassion or self-

compassion in healthcare professionals 

and where the compassion intervention 

is a core component of the overall 

intervention. 

Psychologically focussed interventions.  

Studies of single-session or multi-

session interventions. 

Studies of individual level, team or 

group level, or organisation level 

interventions. 

Studies where the intervention 

is not described. 

Comparator Any or no comparators. None. 

Outcome Studies must report on pre- and post-

outcome data that includes at least one 

(self-report or observer) measure of 

compassion in healthcare professionals, 

which may include a measure of:  

• self-compassion,  

• compassion for others,  

• compassion from others.  

Studies using either validated or non-

validated compassion measures will be 

included. 

None. 

 

Data Extraction 

A data extraction table was developed and piloted with two studies, with 

minor modifications made. One author completed the full data extraction unblinded.  

The following data were extracted: authors, date, study location, study design, use of 

control group, duration of follow up, number of participants (intervention and 

control), participant characteristics (age, gender, ethnicity), single or multi-site study, 

type of HCPs (profession, duration of clinical experience), prior experience of 
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compassion, method of recruitment; intervention characteristics including type of 

intervention, number and duration of sessions, use of homework, adaptations for 

HCP population, format, mode of delivery (including digital), facilitator training, 

and outcome measures for compassion, self-compassion, plus compassion-related 

outcomes.  

Quality Assessment 

The Mixed Methods Appraisal Tool (MMAT) (Hong et al., 2018) was used 

to assess the quality and risk of bias of the studies. It was chosen due to its suitability 

for use with multiple research designs (RCTs, non-randomised studies, and 

quantitative descriptive studies). The MMAT can be used to generate a total score, 

where 1 equates to 20% of MMAT quality criteria met and 5 equates to 100% of 

quality criteria met. There are no single cut-off values to indicate ‘low, medium, or 

high quality’ studies. Instead, the authors of the tool advise that scores are presented 

in context with an explanation of the specific problematic areas of the study (Hong & 

Pluye, 2020). The quality assessment was conducted by the main author. Where 

studies reported on both quantitative and qualitative data, only the quantitative 

component was evaluated.  

Data Synthesis 

Narrative synthesis was used to synthesise the results. Due to the sparsity of 

RCTs and variety of study designs, meta-analysis was not possible. 

 

Results 

Study Selection 

The search process identified 10,092 articles, of which 84 full texts were 

screened for eligibility, yielding a total of 9 articles (reporting on 10 studies) which 

met all the inclusion criteria (see Figure 1). 

All studies were published in the last five years and conducted in Western 

developed countries: four studies were conducted in the USA, two in the UK, and 

one each in Ireland, Spain, Sweden, and Australia. There was one RCT (Eriksson et 

al., 2018) and nine observational studies, of which three studies reported on both 

quantitative and qualitative data (not analysed in the present review). Study 

characteristics are reported in Table 2. 
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Figure 1 
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Table 2  

Characteristics of Included Studies 

First 

author, 

date, 

location 

N 

(Treatment

, Control) 

HCP 

population 

Intervention Duration 

and dose 

Format Facilitator Control 

group 

Outcome 

measures* 

Measurement

s 

Eriksson 

et al., 

2018, 

Sweden 

81  

(40 T, 41C) 

Practicing 

psychologists 

from multiple 

sites: 36.5%  

psychiatry, 

15.8% primary 

health care, 14% 

organizations, 

13% schools, 

3% maternity, 

18% other 

Mindfulness and 

Compassion 

with Self and 

Others training 

(MSCO)  

6 weeks, 

15-minute 

exercises 

for 6/7 

days. 

Total 10 

hours + 

H/P 

Individua

l  

Online 

Self-guided Waitlist SCS-LV (SC 

+ SCJ) 

Pre, post,  

no FU 

Beaumon

t et al., 

2016, UK 

28 HCPs working at 

one university: 

11 

nurses/midwives

, 10 

psychotherapists

, 7 other 

Compassion 

Focused 

Therapy 

introduction 

(CFT) 

3 1-day 

workshop

s [Total 

18 hours] 

Group 

Face to 

face 

1 CFT 

trainer/practition

er 

None SCS-LV (SC 

+ SCJ) 

Pre, post,  

no FU 

Beaumon

t et al., 

2017, UK 

21  

(21 T, 3C) 

Trainee 

cognitive 

behavioural 

psychotherapists 

at one university 

Compassionate 

Mind Training 

(CMT) 

6 

workshop

s [Total 

unclear] 

Group 

Face to 

face 

HCPs who 

completed an 

Intro to CFT 

workshop. 

Waitlist 

control 

not 

reported 

SCS-LV; 

CFOS 

Pre, post,  

no FU 
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First 

author, 

date, 

location 

N 

(Treatment

, Control) 

HCP 

population 

Intervention Duration 

and dose 

Format Facilitator Control 

group 

Outcome 

measures* 

Measurement

s 

Delaney, 

2018, 

Ireland 

13 Nurses working 

at one hospital 

(Cancer Care, 

Cardiology, 

Maternity, 

Midwifery, 

Intensive Care, 

and Urology) 

Mindful Self-

Compassion 

training (MSC)  

8 weeks, 

2.5-hour 

weekly 

sessions + 

half day 

retreat 

[Total 24 

hours] 

Group 

Face to 

face 

1 MSC teacher 

and 1 

psychotherapist. 

None SCS-LV; 

ProQOL(CS 

CF) 

Pre, post,  

no FU 

Finlay-

Jones et 

al., 2017, 

Australia 

37 Trainee 

counselling (8) 

or clinical 

psychologists 

(29) from 

multiple 

universities 

Self-Compassion 

Online 

programme 

(SCO) 

6 weeks. 

Total 6 

hours. 

Individua

l 

Online 

Self-guided None SCS-LV Pre, post 

3-month FU 

Neff et 

al., 2020 

study 1, 

USA 

58  

(25 T, 33 C) 

HCPs at one 

children's 

hospital: 40% 

nurses, 21% 

physicians, 7% 

social workers, 

14% ancillary 

services, 10% 

therapeutic 

Self‐Compassion 

for Healthcare 

Communities 

programme  

(SCHC)  

6 weeks, 

1-hour 

weekly 

sessions 

[Total 6 

hours + 

H/P] 

Group 

Face to 

face 

2 MSC teachers. Waitlist SCS-LV; 

SCBCS; 

ProQOL(CS

) 

Pre, post,  

3-month FU 
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First 

author, 

date, 

location 

N 

(Treatment

, Control) 

HCP 

population 

Intervention Duration 

and dose 

Format Facilitator Control 

group 

Outcome 

measures* 

Measurement

s 

services, 9% 

other 

Neff et 

al., 2020, 

study 2, 

USA 

23 HCPs at one 

children's 

hospital: 35% 

ancillary 

services, 22% 

physicians, 17% 

social workers, 

13% therapeutic 

services, 9% 

nurses, 4% other 

SCHC  6 weeks, 

1-hour 

weekly 

sessions 

[Total 6 

hours + 

H/P] 

Group 

Face to 

face 

Two MSC 

teachers 

None SCS-LV; 

CS; ProQOL 

Pre, post   

no FU 

Scarlet et 

al., 2017, 

USA 

62 HCPs at 

different 

hospitals across 

an urban area: 

36% nurses, 

13%  mental 

health workers, 

3% physicians, 

5% physical 

therapists, rest 

other 

Compassion 

Cultivation 

Training (CCT) 

8 weeks, 

2-hour 

weekly 

sessions 

[Total 16 

hours] 

Group 

Face to 

face 

n.s. None SCS-SF; 

FOCS 

Pre, post,  

1-month FU 
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First 

author, 

date, 

location 

N 

(Treatment

, Control) 

HCP 

population 

Intervention Duration 

and dose 

Format Facilitator Control 

group 

Outcome 

measures* 

Measurement

s 

Yela et 

al., 2019, 

Spain 

61 Trainee clinical 

or health 

psychologists at 

one university 

Mindful Self-

Compassion 

training (MSC) 

8 weeks, 

2.5-hour 

weekly 

sessions 

[Total 16 

hours] 

Group 

Face to 

face 

1 MSc teacher 

and 1 therapist 

assistant. 

None SCS-

LV(Spanish) 

Pre, post 

no FU 

Zelikma

n, 2015, 

USA 

16 Trainee 

counsellors or 

marriage and 

family therapists 

at one university 

The Self-

Compassion 

Initiative (SCI) 

8 weeks, 

1.5-hour 

weekly 

sessions 

[Total 12 

hours] 

Group 

Face to 

face or 

online 

1 licensed 

psychologist 

instructor 

None SCS-SF Pre, post,  

1-week, 1-

month FU 

Note. HCP, healthcare professional; H/P, home practice; FU, follow up; n.s., not stated; SCS-LV, Self-Compassion Scale-Long Version; SCS-

SF, Self-Compassion Scale-Short Form; SCS (SC + SCJ), SCS subscales Self-Compassion and Self-Critical Judgement; CFOS, Compassion for 

Others Scale; ProQOL (CS + CF), Professional Quality of Life Scale (Compassion Satisfaction and Comp Fatigue Version); SCBCS, Santa 

Clara Brief Compassion scale; CS Compassion Scale; FOCS, Fears of Compassion Scale. *Only measures related to compassion or self-

compassion are reported. 
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Characteristics of the HCP Populations 

The total population of the included studies comprised 400 participants, of 

which 359 participated in an intervention group and 41 in a control group. The 

population was predominantly female (ranging from 81-100%). Ethnicity, only 

reported in four studies, was primarily White. Mean age ranged from 25 years (a 

study of HCP trainees) to 43 years. Sample sizes ranged from 13 to 62 for pilot 

studies, and the final sample for the RCT was 81.  

Six studies were conducted in a fully trained, working HCP sample, of which 

four recruited from single-site large acute hospitals and two across multiple sites 

including physical and mental health services. Of these six studies, one recruited 

exclusively nurses (Delaney, 2018), one recruited practitioner psychologists 

(Eriksson et al., 2018), and the remainder a mix of professional groups. Four studies 

recruited trainee HCPs, of which all were trainee psychotherapists enrolled on 

professionally accredited postgraduate programmes and who worked clinically 

across a variety of healthcare settings.3 

In total, the highest represented HCP group by total population size was 

psychologists, psychotherapists and other mental health professionals (234, of which 

99 practitioner, 135 trainees), followed by nurses/midwives (71), physicians (29), 

ancillary services (e.g. pharmacy, radiography) (16), other (15), therapeutic services 

(including physical therapy) (13), and social workers (8).  

Only three studies reported on the number of years of HCP clinical 

experience and this ranged considerably for the two practitioner samples from 70% 

of the sample between 21-40 years’ experience (an all-nurse sample) to 50% greater 

than 5 years’ experience (psychologist sample) down to less than 1 year for a trainee 

sample.  

All studies used minimal participant eligibility criteria, primarily requiring 

HCP status and interest in taking part in the intervention. Only two studies reported 

on prior participant experience of contemplative practices (mindfulness or 

compassion). In one study no prior contemplative experience was a specific 

 

 

3 It is worth noting that a number of studies of medical and nursing trainees were identified 

in the search  process, however many of these included a student population with no direct 

clinical contact and were thus excluded (with the remaining studies excluded for other 

reasons). 
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inclusion criterion (Yela et al., 2020), but for all remaining studies existing 

compassionate practice was not assessed. Whilst several studies measured changes in 

self-reported stress-related outcomes (e.g. Maslach Burnout Inventory or Perceived 

Stress Scale), no studies reported the use of pre-test measures to screen for existing 

mental health problems in the HCP professionals. It is therefore not possible to 

conclude what the mental health status was of the CBI participants or how this varied 

within and across samples.  

Intervention Characteristics 

All studies examined the effects of a compassion-based psychological 

intervention where one of the stated primary objectives was to cultivate compassion 

in HCPs. Additional intervention aims included: promoting burnout resilience, 

reducing psychological stress, reducing compassion fatigue, and fostering 

mindfulness.  

Six types of CBIs were represented (see Table 3) and across these 

interventions there was considerable variation.  Interventions were described as 

“training”, “programmes”, or “workshops”. In total, there were six self-focussed 

compassion programmes and four broader self-and-other compassion programmes. 

Two studies (Eriksson et al., 2018; Finlay-Jones et al., 2017) reported on self-guided 

individual interventions; both used an online web-based format with no facilitator 

input. The remaining eight studies all utilised a face-to-face group format with 

trained facilitators. There were no digital components to these group interventions, 

except for one study (Zelikman, 2015) that required non-attenders to watch recorded 

session recordings, which reduced attrition.  
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Table 3 

CBI Intervention Categories and Types  

Protocol Origin Included 

studies 

Definition of 

compassion 

Aims Practices Contents 

Self-Focussed Compassion Programmes 

Mindful Self-

Compassion 

(MSC) 

A "resource-building 

course not a group 

therapy" (Germer & Neff, 

2013, p. 31) - suitable for 

both non-clinical and 

some clinical groups. 

Combines ideas from 

Buddhist traditions, 

mindfulness approaches, 

and CFT. 

Delaney 

2018; Yela 

et al., 2019; 

Zelikman 

2015 (with 

minor 

adaptations) 

"Self-compassion 

involves being 

touched by and 

open to one’s 

own suffering, 

not avoiding or 

disconnecting 

from it, 

generating the 

desire to alleviate 

one’s suffering 

and to heal 

oneself with 

kindness." (Neff, 

2003, p. 87)  

Developing 

self-

compassion 

(primary aim), 

developing 

mindfulness 

(secondary 

aim) 

Formal practices: 

mindfulness, 

Loving 

Kindness, and 

compassion 

meditations. 

Informal 

practices: inc. 

placing one's 

hand on heart in 

times of stress, 

self-statements, 

letter writing. 

8-part structure: 1) 

Introduction to self-

compassion, 2) 

practising 

mindfulness, 3) 

practising meditation, 

4) practising 

compassion, 5) 

clarifying personal 

values, 6) managing 

difficult emotions, 7) 

transforming 

interpersonal 

relationships, 8) 

coping with life issues. 

Usually includes a 

half-day silent retreat. 

Self‐

Compassion 

for Healthcare 

Communities 

(SCHC)  

Adapted from MSC 

specifically for HCP 

populations.  

Neff et al., 

2020a; Neff 

et al., 2020b 

As above. Enhancing 

wellbeing and 

reducing 

burnout among 

HCPs. 

Informal 

practices: "using 

supportive touch 

or self‐talk to 

evoke the three 

components of 

self‐compassion 

6-part structure: 1) 

Concept of self‐

compassion and 

dispelling common 

misgivings, 2) self‐

compassion practices 

to evoke the three 
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in moments of 

difficulty and 

mindfulness 

practices to 

ground oneself 

when distressed" 

(Neff et al., 

2020, p. 8). Also 

novel 

“Compassion 

with 

Equanimity” 

practice.  

components of self‐

compassion in 

moments of difficulty 

and mindfulness 

practices to ground 

oneself when 

distressed, 3) 

motivating oneself 

with compassion 

rather than self‐

criticism, 4) strategies 

for dealing with 

difficult emotions, 5) 

caregiving fatigue and 

Compassion with 

Equanimity, 6) core 

values as caregivers 

and information on the 

continued practice. No 

retreat. 

Self-

Compassion 

Online 

Program 

Developed to meet 

specific needs of trainee 

psychologists. Influenced 

by MSC. 

Finlay-Jones 

et al., 2017.  

As above. Reducing 

psychological 

distress and 

increasing self-

compassion 

and happiness. 

Formal practices: 

basic 

mindfulness, 

self-compassion, 

and loving-

kindness 

practices.  

Informal 

practices: 

6-part structure: 1) 

self-compassion, 2) 

mindfulness, 3) self-

kindness, 4) 

interconnectedness, 5) 

dealing with difficult 

emotions, 6) 

integrating compassion 

into clinical training.  
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compassionate 

letter writing, 

reflection, and 

timetabling self-

care activities. 

Self-and-Other Compassion Programmes 

Mindfulness 

and 

Compassion 

with Self and 

Others. 

Influenced by MSC, 

developed for Swedish 

context. 

Eriksson et 

al., 2018. 

(Eriksson et 

al., 2018) 

As above. Building 

burnout 

resilience by 

increasing 

mindfulness 

and self-

compassion, 

and increasing 

capacity for 

providing 

compassion for 

oneself or 

others. 

Formal practices: 

mindfulness 

exercises 

(breathing anchor 

and body scan) 

Informal 

practices: loving-

kindness, and 

compassion with 

self and others 

exercises. 

6-part structure: 1) 

Kind attention, 2) kind 

awareness, 3) loving 

kindness with oneself 

and others, 4) self-

compassion, 5) self-

compassion, 6) 

compassion with 

others and quiet 

practice.  

Compassion 

Focused 

Therapy 

(CFT) or 

Compassionate 

Mind Training 

(CMT) 

CFT is a 

psychotherapeutic 

approach developed for 

use with clinical 

populations (Gilbert, 

2010). CMT is the group 

training version and has 

been trialled in non-

Beaumont et 

al., 2016; 

Beaumont et 

al., 2017 

Compassion is “a 

basic kindness, 

with a deep 

awareness of the 

suffering of 

oneself and of 

living things, 

coupled with a 

wish and effort 

Cultivate 

different 

aspects of 

compassion in 

particular 

increasing self-

compassion 

and reducing 

self-criticism. 

Experiential 

exercises: 

compassionate 

meditation, 

soothing rhythm 

breathing, 

compassionate 

imagery, 

compassionate 

Core theoretical 

elements incl.: 

evolutionary model, 

development of the 

self, emotion 

regulation systems 

(threat, drive and 

soothing), the nature 

of shame, self-
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clinical groups (Gilbert & 

Irons, 2005).  

to relieve it” 

(Gilbert, 2009)  

letter writing, 

self-compassion 

diary. 

criticism and 

compassion. Qualities 

of compassion and 

experiential exercises 

designed to cultivate 

different aspects of 

compassion. 

Compassion 

Cultivation 

Training 

(CCT) 

A group compassion 

meditation programme 

which combines 

secularised Buddhist 

concepts and practices 

with some Western 

psychological theory 

(Jazaieri et al., 2014).   

Scarlet, 

2017 

4-components of 

compassion: 1) 

"an awareness of 

suffering, 2) 

sympathetic 

concern related 

to being 

emotionally 

moved by 

suffering, 3) a 

wish to see the 

relief of that 

suffering, 4) a 

responsiveness or 

readiness to help 

relieve that 

suffering" (Jinpa, 

2010). 

Cultivating 

mindfulness, 

affect, and 

emotion 

regulation  

Formal practice: 

guided and 

sitting 

compassion 

meditations 

including tong-

len and loving-

kindness 

practices. 

6-part structure: 1) 

mindfulness, 2) loving 

kindness and 

compassion for a loved 

one, 3) loving 

kindness and 

compassion for the 

self, 4) compassion 

toward others through 

embracing common 

humanity, 5) 

compassion toward all 

beings, 6) active 

compassion practice 

(tong-len).  

Note. The distinction between the two types of CBI (Self-Focussed Compassion and Self-and-Other-Compassion Programmes) follows Kirby, 

2017.  
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The duration of interventions ranged widely from 3 days up to 8 weeks. The 

mean treatment dose, as calculated by total amount of hours in the intervention 

(where specified), was 12.6 hours. The face-to-face group training programmes had 

the highest intensity, with sessions ranging from 1.5-2.5-hour weekly sessions.  

Nine studies reported that the intervention included a home practice element. 

Formal practices included sitting compassion, mindfulness, and loving kindness 

meditations. Informal practices or experiential exercises included repeating 

compassionate self-statements and placing a hand on one’s heart during times of 

difficulty. The online CBIs used more structured formats including daily suggested 

compassion exercises and an online reflective diary (Eriksson et al., 2018). Very few 

papers, however, reported the recommended time spent doing the compassion 

practices at home or in the workplace.  

Significant omissions included treatment adherence (e.g. participant 

attendance rates) which was reported in only two studies (Eriksson et al., 2018; Yela 

et al., 2020) and home practice adherence which was not recorded in any studies. In 

addition, no fidelity measures were reported in any studies, so it is not possible to 

assess whether the facilitated interventions adhered to the intervention protocols.  

Overall, there was considerable variation in the type, format, duration, 

theoretical underpinning, and dose of the interventions, with limited reporting of 

adherence. This heterogeneity poses considerable challenges for comparing the 

effectiveness of CBIs for HCPs. 

HCP Adaptations 

Four interventions used manualised interventions without any adaptations for 

delivery in a healthcare context or to an HCP population (Delaney, 2018; Eriksson et 

al., 2018; Scarlet et al., 2017; Yela et al., 2020). Five studies adapted existing 

protocols, of which three studies adapted Mindful Self-Compassion (MSC) and two 

adapted Compassion Focussed Therapy (CFT) or its related form Compassionate 

Mind Training (CMT). Only one study designed a novel programme, an online self-

guided intervention, specifically to meet the needs of a HCP population (Finlay-

Jones et al., 2017).  

Four of these adapted studies reduced the duration and number of sessions 

with the stated aim of reducing the burden on busy HCPs and increasing retention. In 

the absence of any studies directly comparing their full length and shortened 
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protocols though, it is not possible to conclude whether this decreased dosage 

impacted the effectiveness of these interventions.   

Fewer studies adapted the content to tailor the compassion exercises and 

practices to the specific needs of HCPs. One study (Beaumont et al., 2017) adapted 

compassionate letter writing (a common experiential exercise in both CFT/CMT and 

MSC) by encouraging the group of trainee psychotherapists to focus their self-

compassionate letters on their psychotherapy practice. The same study also included 

clinical examples illustrate content on barriers to compassion, for example having 

the negative thought, “I’m not good enough to do psychotherapy” (Beaumont et al., 

2017). 

In the two SCHC studies, content changes to the original MSC protocol 

including adding a novel “Compassion with Equanimity” informal practice designed 

for use during a clinical shift. A significant change was the removal of formal 

meditation practices, which was justified as follows: “some HCPs might be resistant 

to meditation not only due to time constraints but also for religious and cultural 

reasons” (Neff et al., 2020, p.4). The researchers cited a think piece (Schmidt, 2016) 

in support of this statement, but no formal peer-reviewed studies, so it is unclear if 

any evidence supports these hypotheses regarding potential barriers to formal 

contemplative practices with the diverse HCP workforce.  

It is notable that the CBIs aimed at trainee HCPs included elements of self-

care that were not specified in other interventions for fully qualified HCPs. A CMT 

workshop incorporated psychoeducation about the link between poor self-care and 

therapist burnout and compassion fatigue (Beaumont et al., 2017). A self-guided 

online programme incorporated self-care activity scheduling exercises (Finlay-Jones 

et al., 2017). Another study (Zelikman, 2015) primarily focussed on meeting the 

needs of HCP trainees as postgraduates, for example addressing generic financial 

and academic stressors.  

Overall, few studies documented a specific focus on helping HCPs with 

clinically related stressors, although this could be due to poor intervention 

description.  

Quality Assessment Results 

MMAT quality assessment scores ranged from 40-80% and the mode score 

was 40% (see Table 4). There was only one randomised controlled trial (Eriksson et 

al., 2018) which met 60% of MMAT quality criteria. Its study quality was limited by 
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use of a waitlist, non-active control group, non-blinding of participants and outcome 

assessors, and no description of the randomisation process. There was one non-

randomised controlled study (Neff et al., 2020a); a second study intended to use a 

control group but numbers were too low to be reported (Beaumont et al., 2017).  

The remaining seven studies all used an observational design. Three studies 

were described as pilot or pilot evaluation studies, one study used an adapted case 

series design (Zelikman, 2015), and two studies used a quasi-experimental design. 

Three other pre-post studies (not described by their authors as pilot trials) all had 

smaller sample sizes than the pilot studies.  

The majority of studies were limited by lack of control groups (with zero 

active control groups), limited recording of adherence, no reporting of intervention 

fidelity, insufficient attention to possible confounds (e.g., other co-occurring 

workplace wellbeing initiatives). In addition, widespread use of convenience 

samples opens up the possibility of participant self-selection bias. 

Outcome Measures 

All studies used self-report measures. No studies evaluated changes in 

compassion or self-compassion using observer reports (such as patient or third-party 

evaluations).  
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Table 4 

Quality Assessment of Included Studies 

  MMAT methodological quality 

criteria 

Beaum

ont 

2016 

Beaum

ont 

2017 

Delane

y 2018 

Erikss

on 

2018 

Finlay-

Jones 

2017 

Neff 

2020a 

Neff 

2020b 

Scarlet 

2017 

Yela 

2019 

Zelikm

an 

2015 

M
M

A
T

 C
a
te

g
o
ry

 o
f 

st
u

d
y
 d

es
ig

n
 

Q
u

a
n

ti
ta

ti
v
e 

ra
n

d
o
m

iz
ed

 

co
n

tr
o
ll

ed
 t

ri
a
ls

 

2.1. Is randomization 

appropriately performed? 

     0        

2.2. Are the groups 

comparable at baseline? 

     1        

2.3. Are there complete 

outcome data? 

     1        

2.4. Are outcome assessors 

blinded to the intervention 

provided? 

     0        

2.5 Did the participants 

adhere to the assigned 

intervention? 

     1        

Q
u

a
n

ti
ta

ti
v
e 

n
o
n

-

ra
n

d
o
m

iz
ed

 

3.1. Are the participants 

representative of the target 

population? 

1 1 1  1 1 1 1 1  

3.2. Are measurements 

appropriate regarding both the 

outcome and intervention? 

1 1 1  1 1 1 1 1  

3.3. Are there complete 

outcome data? 

0 0 0  0 1 1 0 0  
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  MMAT methodological quality 

criteria 

Beaum

ont 

2016 

Beaum

ont 

2017 

Delane

y 2018 

Erikss

on 

2018 

Finlay-

Jones 

2017 

Neff 

2020a 

Neff 

2020b 

Scarlet 

2017 

Yela 

2019 

Zelikm

an 

2015 

3.4. Are the confounders 

accounted for in the design 

and analysis? 

0 0 0  0 1 0 0 0  

3.5. During the study period, 

is the intervention 

administered as intended? 

2 2 2  2 0 2 2 2  

Q
u

a
n

ti
ta

ti
v
e 

d
es

cr
ip

ti
v
e 

4.1. Is the sampling strategy 

relevant to address the 

research question? 

                  1 

4.2. Is the sample 

representative of the target 

population? 

                  2 

4.3. Are the measurements 

appropriate? 

                  1 

4.4. Is the risk of nonresponse 

bias low? 

                  1 

4.5. Is the statistical analysis 

appropriate to answer the 

research question? 

                  2 

  

% of quality criteria met 40% 40% 40% 40% 60% 40% 80% 40% 40% 40% 

Note. 0=No, 1=Yes, 3=Cannot tell. Table format adapted from Hong et al., (2018). 
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Table 5  

Self-Compassion and Compassion Outcome Data of Included Studies 

Study and 

intervention 

Self-compassion (SC) pre-post including total 

score, SC subscale and Self-Critical judgement 

(SCJ) subscales, and FU 

Compassion for Others 

(CFO) pre-post and FU 

Compassion-related measures pre-post and 

FU 

Eriksson et al., 

2018 

 

MCSO training 

vs waitlist 

control 

There were significant differences in SC in the 

intervention compared to the control group: SCS 

(total) (F=30.79, p <.001), SCS(SC) (F=26.84,  p 

<.001) and SCS(SCJ) (22.90, p <.001).  

Significant increase in SC(total) (pre M=2.99, post 

M=3.51) with large effect size (d=0.86) and 

SCS(SC) (pre M = 3.25, post M =3.75) with large 

effect size (d=0.94). 

Significant decrease in SCS(SCJ) (pre M =3.26, post 

M =2.69) with medium effect size (d=0.73). 

No FU. 

Not measured Not measured 

Beaumont et 

al., 2016 

 

Intro CFT 

workshops 

SCS(SC) significantly enhanced from pre 

(M=18.36) to post (M=20.75) F(1, 25) = 15.76, p = 

.001, Ƞp2 = .39. No main effect for occupation. 

SCS(SCJ) significantly lower from pre (M=18.11) to 

post (M=15.61) F(1, 25) = 19.48, p < .001, Ƞp2 = 

.44. Nonsignificant reduction in SCJ for therapists 

and other HCPs occupation.  

No FU.  

Not measured Not measured 

Beaumont et 

al., 2017 

 

CMT 

workshops 

Significant increase in SCS(SC) from pre (M=3.26) 

to post (M=3.61)  (t(20) = -2.473, p =0.022). 

Significant reduction in SCS (SCJ) from pre 

(M=3.34) to post (M=2.96) (t(20) = -2.782, p 

=0.012). 

Slight nonsignificant 

improvement in CFO (t(17) = -

1.559, p =0.139). 

No FU. 

Not measured 
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Study and 

intervention 

Self-compassion (SC) pre-post including total 

score, SC subscale and Self-Critical judgement 

(SCJ) subscales, and FU 

Compassion for Others 

(CFO) pre-post and FU 

Compassion-related measures pre-post and 

FU 

No FU. 

Delaney, 2018 

 

MSC training 

There was an increase in SC from pre (M=2.87) to 

post (M=3.57) with a large effect size d=1.28. 

No FU. 

Not measured Compassion satisfaction (CompSat): 

Increased from pre (37.92) to post (41.00) with 

large effect size d=0.83. No significant 

association with SC (r=-0.19, p=0.52) and 

enhanced SC did not predict CompSat 

(r2=0.04, p=0.37). 

 

Compassion fatigue: 

Burnout decreased pre (M=29.07) to post 

(M=23.07) with a large effect size d=1.55. 

Secondary traumatic stress decreased pre 

(M=27.23) to post (M=23.83) large effect size 

d=0.82. 

Strong negative association between SC and 

burnout (r=0.55, p=0.05) and SC and STS 

(r=0.62, p=0.02) 

Finlay-Jones et 

al., 2017 

 

SCO 

programme 

There was a main effect of time on SC (F(2,65) = 

28.51, p < .001), with a significant increase in SC 

(pre M=2.76, post M= 3.43) with a large effect size 

(d = .86). 

Follow up: Enhanced SC was maintained at 3-month 

follow-up (M=3.49) (d = 1.15). 

Not measured Not measured 
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Study and 

intervention 

Self-compassion (SC) pre-post including total 

score, SC subscale and Self-Critical judgement 

(SCJ) subscales, and FU 

Compassion for Others 

(CFO) pre-post and FU 

Compassion-related measures pre-post and 

FU 

Neff et al., 

2020 study a 

 

SCHC 

programme vs 

waitlist control 

Significant increase in SC in intervention group (pre 

M =3.01 , post M = 3.48) t=4.44, p ≤ .05 compared 

to the control group (F=9.26, p=.004) with a 

medium effect size (d=0.61). 

Moderation analysis: Intervention participants with 

low pre-test levels of SC showed significantly larger 

increases in SC compared to those with high pre-test 

SC (β = −1.01, t(2,53) = −3.78, p < .05). 

Follow up: No significant differences between post-

test and FU: SC (M = 3.62) t=1.57 

Non-significant marginal 

increase in CFO in intervention 

group (pre M = 5.12 , post M = 

5.37, t=1.86, p = .068) with no 

difference from control group 

(F=1.40, p=.241). 

Increase in SC did not predict 

increase in CFO. 

Follow up: No significant 

differences in CFO between 

post-test and FU (M = 5.43), 

t=0.41 

  

Compassion satisfaction: 

Significantly increased in intervention group 

(pre M =4.08, post M = 4.36) t=3.64, p ≤ .001) 

compared to control (F=5.89, p=.018) with a 

small effect size (d=0.45). 

Increase in SC did not predict increase in 

CompSat.  

Follow up: 

No significant differences between post-test 

and FU (M=4.15, t=1.87. 

Compassion fatigue: Not measured.  

Neff et al., 

2020, study b 

 

SCHC 

programme 

Significant increase in SC (pre M = 3.08 , post M = 

3.70, t=4.50, p < .001 with a large effect size 

(d=0.94). 

Moderational analysis: Intervention participants 

with low pre-test levels of SC showed significantly 

greater gains in SC compared to those with high pre-

test SC (β = −.91, t(1,21) = −2.46, p < .05). 

Significant increase in CFO 

(pre M = 4.03, post M = 4.42, 

t=5.71, p < .001) with large 

effect size (d=1.19). 

Increases in SC predicted 

increase in CFO (β=0.55,p ≤ 

.01). 

No FU. 

Compassion satisfaction: Significantly 

increased (pre M = 4.08 , post M = 4.33 , 

t=2.83, p < .01) with medium effect size 

(d=0.59). 

Increases in SC predicted increase in CompSat 

( β=0.77,p ≤ .05),  

Compassion fatigue: 

Burnout significantly reduced (pre M = 2.48 , 

post M = 2.17, t= -3.11, p < .01) with medium 

effect size (d=0.66). 

Significant reduction in STS (pre M = 2.30, 

post M = 2.07 , t=-3.23 ,p < .01.) with medium 

effect size (d=0.67). 
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Study and 

intervention 

Self-compassion (SC) pre-post including total 

score, SC subscale and Self-Critical judgement 

(SCJ) subscales, and FU 

Compassion for Others 

(CFO) pre-post and FU 

Compassion-related measures pre-post and 

FU 

Increases in SC predicted decrease in burnout  

β=-0.63,p ≤ .01) and STS (β=0.49 ,p ≤ .001). 

Scarlet et al., 

2017 

 

CCT 

Significant increase in SC from pre (M=3.14) to post 

(M=3.63) (F(3, 57) = 14.44, p < .01).  

Follow up:  

There was a significant linear trend for SC at 1-

month FU (M=3.70) (F(1, 19) = 26.77, p < .01), 

suggesting that SC continued to improve over time.  

Not measured Fear of compassion: 

A strong inverse correlation was found 

between SC and fear of compassion (r = −0.56, 

p < .01). 

Significant decrease in fear of SC  (F(3, 54) = 

5.44, p < .01), fear of giving compassion to 

others (F(3, 57) = 5.48, p < .01) with a non-

significant decrease in fear of receiving 

compassion from others (F(3, 57) = 2.37, p = 

.08). 

Follow up: There was a significant linear trend 

for fear of SC (F(1, 18) = 9.86, p < .01) and 

fear of giving compassion to others (F(1, 19) = 

8.34, p < .01) and non-significant trend for fear 

of receiving compassion from others F(1, 19) = 

4.00, p = .06), suggesting that these continued 

to reduce over time. 

Yela et al., 

2019 

 

MSC training 

Significant difference in SC change scores between 

high-adherence group (M = 71.83% training 

completed) compared to the low-adherence group  

(M = 19.67% of training completed) (t=-2.69, p < 

.01) with a medium effect size (d=0.69). High 

adherence was significantly associated with greater 

Not measured Not measured 
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Study and 

intervention 

Self-compassion (SC) pre-post including total 

score, SC subscale and Self-Critical judgement 

(SCJ) subscales, and FU 

Compassion for Others 

(CFO) pre-post and FU 

Compassion-related measures pre-post and 

FU 

magnitude of change in SC (r=0.46, p < .01). 

Significant increase in SC for the high-adherence 

group from pre (M=3.11) to post (M=3.43) (F1,59 = 

22.53; p < .001; η2 = .276). 

Follow up: No change in SC for the low-adherence 

group over time (F1,59 = 0.80; p > .05; η2 = .013). 

Zelikman, 2015 

 

SCI training 

There was an increase in SC for the first four 

sessions (M = 39, SD = 4.4, Cohen d = 0.356) and 

the second four sessions with a large effect size (M 

= 42, SD = 5.6, Cohen d = 0.817) among 

participants compared to baseline (M = 37, SD = 

6.6).  

Follow up: Elevated SC remained above baseline 

through FU measures (M = 42, SD = 5, Cohen d = 

0.854) at 1-week and 1- month. 

Not measured Not measured 

Note. FU, follow up; SC, self-compassion; SCJ, self-critical judgement; CFO, compassion for others; CompSat, compassion satisfaction. 



Outcome Data 

Cultivation of Self-Compassion  

All 10 studies assessed pre-post intervention changes in self-compassion (see 

Table 5). Studies used similar measures of self-compassion, opting for either the Neff 

Self-Compassion Scale (SCS) 26-item Long Version (n=8) or 12-item Short Form (n=2) 

(see table in Appendix A4). Although there was consensus in the definition of self-

compassion, studies differed in how they reported the SCS, with some reporting SCS 

total score only, SCS subscale scores only (Self-Compassion and Self-Critical 

Judgement), or both.  

The RCT (Eriksson et al., 2018) showed a statistically significant increase in 

self-compassion (F=30.79, p <.001) in an online self-guided programme that 

incorporated self-and-other compassion compared to waitlist control, with a large effect 

size (d=0.94). Significant reductions in the self-critical judgement were also reported in 

the intervention group, with a medium effect size (d=0.73) however, the quality of this 

study was limited by the use of a non-active control group and insufficient blinding 

processes.  

The non-RCT of Self‐Compassion for Healthcare Communities (Neff et al., 

2020a) reported significant increases in self-compassion post-intervention compared to 

waitlist controls with a medium effect size (d=0.61). The second SCHC study (reported 

in the same article) (Neff et al., 2020b) reported a larger effect size (d=0.94) for the 

increase in HCP self-compassion than the first study, however this could be attributable 

to the smaller sample size. In the controlled SCHC trial, a moderation analysis identified 

that of the mixed group of HCPs, those with low baseline self-compassion showed 

significantly larger increases in self-compassion compared to those with high baseline 

self-compassion. This finding was replicated by (Neff et al., 2020a). These findings hint 

at a possible ceiling effect of a self-compassion intervention related to existing levels of 

self-compassion. However, other possible factors such as participant motivation cannot 

be ruled out as the studies were uncontrolled and did not report intervention adherence.  

Overall, of the uncontrolled CBI studies, statistically significant improvements 

in self-compassion were found in six studies, with moderate to large effect sizes 

reported. A statistically significant enhancement in post-test self-compassion was 
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reported in an online self-compassion programme with a large effect size (d=0.86) 

(Finlay-Jones et al., 2017). A pilot trial of CCT (Scarlet et al., 2017) also reported a 

statistically significant elevation in post-intervention self-compassion, although no 

effect size was calculated. A manualised MSC group intervention reported a large effect 

size (d=1.26) for the increase in self-compassion, but statistical significance could not 

be measured due to the pilot evaluation design (Delaney, 2018).  

A study of another manualised MSC group (Yela et al., 2020) did not report an 

overall group effect as the researchers split the analysis into high-adherence and low-

adherence groups. Magnitude of self-compassion change was associated with greater 

adherence and statistically significant increases in self-compassion were seen in the 

high-adherence group only. Whilst this was the only study to explore crucial differences 

in adherence in the sample, the lack of a priori specification of subgroup analysis is a 

limitation. Reasons for the differences in adherence were also not explored. Taken 

together with the findings from the second SCHC study (Neff et al., 2020), one possible 

explanation is that adherence factors were related to differences in baseline levels of 

self-compassion in the sample. For example, conceivably the low baseline self-

compassion group may have been more motivated and adherent to practice than HCPs 

who started the intervention with higher levels of self-compassion. These potential 

treatment moderators cannot be assessed from current study designs.   

Both CFT/CMT studies (Beaumont et al., 2016, 2017) reported statistically 

significant enhancements in self-compassion. However, the lack of any reported effect 

sizes limits comparability with the other types of CBI. Significant reductions in self-

critical judgement were reported by both studies, although this effect lost significance in 

some of the occupational subgroups including therapists in the CFT study. The small 

sample sizes (n<30) make interpretation of the overall group effect sizes difficult due to 

differences in baseline scores by professional type (therapists had higher baseline self-

compassion compared to the nurses or other HCPs).  

One case series (Zelikman, 2015) indicated that self-compassion increased in 

HCPs who completed a self-compassion training programme, although limitations with 

study design mean that the potential impact of confounds such as intervention mode (in 

person vs online completers) could not be assessed.  
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Follow up. Examination of the sustainability of the intervention effects on HCP 

self-compassion was poor. The RCT (Eriksson et al., 2018) did not conduct any follow 

up measures so it is impossible to know if the significant pre-post enhancement reported 

in self-compassion was maintained over time.  

Only four observational studies measured short-term follow up (>3 months), and 

three reported that post-intervention gains in self-compassion were sustained. 

Additionally, one CCT group study (Scarlet et al., 2017) reported that gains continued to 

increase for up to 1-month post-intervention. Reasons for this isolated result are unclear. 

A tentative hypothesis could be that CCT’s dual focus on cultivating both self-

compassion and compassion for others encouraged greater adherence to practice, but 

nothing can be concluded since neither home practice duration nor adherence was not 

reported.  

The longer-term sustainability of reported effects is unknown as no follow up 

was conducted over a period greater than three months.  

Cultivation of HCP Compassion for Others  

Very little evidence is available to show if CBIs have an effect on cultivating 

compassion for others in HCPs. Only three observational studies measured this 

construct, probably because most of the included studies were self-focussed compassion 

interventions. Furthermore, there was less consistent measurement of compassion for 

others than self-compassion, and all studies used a different measure of it (see table in 

Appendix A4). Whereas one tool (SCBCS) measures compassion for strangers, two 

tools (TCS and CFOS) measure compassion for common humanity and these are 

arguably distinct aspects of the compassion construct (Neff et al., 2020).  

Findings from the three studies were inconsistent. A CMT workshop 

intervention yielded a non-significant increase in compassion for others (common 

humanity) in HCPs but this study was underpowered (Beaumont et al., 2017). Two 

linked studies of the SCHC intervention produced differing results. Whereas the 

controlled SCHC study found a slight non-significant increase in compassion for others 

(strangers) with no difference from the control group (Neff et al., 2020a), the 

uncontrolled study reported a statistically significant increase in compassion for others 

(common humanity) with a large effect size (Neff et al., 2020b). Although the second 
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study found that improved self-compassion predicted enhanced CFO, this effect was not 

replicated in the controlled study. The inconsistent results, different measures, design 

limitations, and small sample sizes of all these studies prevent any firm conclusions 

about the ability of CBIs to actually cultivate compassion for others in HCPs.  

Follow up. Only one study measured whether CFO was sustained after the 

intervention (Neff et al., 2020a). It reported no significant differences between post-test 

and 3-month follow up. The authors suggested this finding showed that “compassion 

skills were not lost over time” (Neff et al., 2020, p.9), but this conclusion seems hard to 

reach given the non-significant pre-post change in compassion for others. 

Cultivation of Receiving Compassion From Others  

The third flow of compassion, receiving compassion from others was not 

reported in any study, although two studies measured fear of receiving compassion from 

others (see below).  

Compassion-Related Outcomes 

Four observational studies reported other outcomes related to compassion 

including fear of compassion, compassion satisfaction, and compassion fatigue. Minimal 

data are reported regarding the associations between these outcomes and changes in self-

compassion, with no data for associations with compassion for others. No studies 

reported whether the CBI were associated in changes in compassionate care provision 

by HCPs. 

Fears of Compassion 

One study (Scarlet et al., 2017) reported that higher levels of self-compassion 

were associated with lower fear of compassion. The CCT intervention as found to 

significantly reduce two dimensions of this construct: fear of self-compassion and fear 

of giving compassion to others, with a non-significant reduction in fear of receiving 

compassion from others. After one month follow-up, fear of self-compassion continued 

to reduce. The consistency of this finding with the continued decrease in post-

intervention self-compassion (see above) is a strength of this study and warrants further 

investigation over a longer follow up period. 
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Compassion Satisfaction 

Compassion satisfaction, as measured by one ProQOL subscale, was reported in 

three studies. A small pilot study of MSC with HCPs reported a significant increase in 

compassion satisfaction with a large effect size (d=0.83). Two SCHC studies also 

reported significant improvements in compassion satisfaction with small to medium 

effect sizes (range d=0.45-0.59). Inconsistent findings were reported regarding the 

association between this outcome and self-compassion, with only one uncontrolled 

SCHC study reporting that enhanced self-compassion predicted an increase in 

compassion satisfaction.  

Compassion Fatigue 

Two pilot studies reported compassion fatigue as an outcome, as measured by 

two ProQOL subscales: burnout and secondary traumatic stress. Both studies (Delaney, 

2018; Neff et al., 2020 b) reported significant pre-post reductions in HCP burnout with 

medium to large effect sizes (range d=0.06-1.55) and found that increases in self-

compassion predicted decreases in burnout. A similar pattern was reported with 

secondary traumatic stress which reduced significantly with medium to large effect sizes 

(0.67-0.82) and was also negatively associated with self-compassion. However, the 

measurement of compassion fatigue was problematic as the ProQOL does not calculate 

an overall score for compassion fatigue (Stamm, 2010) and equates compassion fatigue 

with burnout and secondary traumatic stress, which are arguably different constructs.  

Discussion  

This systematic review has explored whether compassion-based interventions 

(CBIs) cultivate compassion in healthcare professionals (HCPs), and if changes are 

sustained over time. The comprehensive review process identified ten CBIs studies that 

were designed to cultivate compassion, that included a measure of compassion for self 

or others, and that recruited a working HCP population. Considerable variation was 

identified in the type, format, duration, theoretical underpinning, and dose of CBIs 

targeted at HCPs. Almost all the CBIs reported significant enhancements in self-rated 

HCP self-compassion with medium to large effect sizes. In contrast, there was only 

limited support for the effect of CBIs in cultivating compassion for others due to poor 

measurement and inconsistent results. Few studies allowed for exploration of follow-up 
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effects, although limited evidence suggests that increased self-compassion may be 

sustained over the short term. The impact of CBIs on compassion-related outcomes such 

as fears of compassion and compassion satisfaction was difficult to explore due to 

minimal measurement of these constructs. A notable gap was the absence of measures to 

show whether or not the CBIs actually improved the provision or patient experience of 

compassionate care. 

Overall, the quality of the studies was poor, with small sample sizes and 

uncontrolled pilot or quasi-experimental designs. Only one randomised controlled trial 

was identified which, as it did not use an active control group, could not control for 

expectancy effects (Eriksson et al., 2018). The sparsity of controlled studies means that 

no conclusions can be drawn about what aspects of the CBIs might relate to compassion 

outcomes and whether outcomes differ significantly from control in improving self-

reported self-compassion or compassion for others.  

The wide range of healthcare profession types represented in the current review 

suggests that these findings, albeit limited, may have broad potential applicability across 

the population of working HCPs. Gender bias was of some concern, with samples of 

included studies ranging from 80-100% female, although it is important to bear in mind 

that, according to the WHO, women do represent 70% of the workforce in health and 

social care globally (Boniol et al., 2019). These samples are also consistent with meta-

analyses which have shown that on average more than 75% of mindfulness or self-

compassion participants identify as female (Ferrari et al., 2019; Khoury, Sharma, Rush, 

& Fournier, 2015, cited in Neff 2020). Participant ethnicity was reported in only four 

studies (all USA) with samples ranging from 64-82% White. Whilst Whites overall 

make up 64.4% and 79.2% of the health care workforce in the USA and the UK 

respectively (NHS Digital, 2020; U.S. Department of Health and Human Services, 

2017), these proportions vary considerably between professional groups. For example, 

US psychologists are 82% White compared to personal care aids who are 48.7% White 

(U.S. Department of Health and Human Services, 2017). Research with diverse, 

representative samples (as appropriate for the target HCP professional group/s) plus 

accurate ethnicity reporting is clearly required. It is also important to note there were 

variations in baseline self-compassion among different HCP groups in the samples e.g. 
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psychotherapists compared to nurses (Beaumont et al., 2016). Tentative evidence from 

one study indicated there may be a ceiling effect of self-compassion interventions for 

HCPs who have higher baseline levels of self-compassion (Neff et al., 2020b). It is still 

not possible therefore to conclude which HCPs (e.g., stratified by profession type, nature 

of healthcare setting, years of experience etc) benefit the most from CBIs.  

Considerable heterogeneity regarding the intervention type, format, content, 

duration, theoretical underpinning, and dose rendered comparisons between the included 

CBIs very difficult. For example, due to the number of different variables, it was not 

possible to state whether combined self-and-other-compassion focussed interventions 

(e.g., CCT) conferred more benefits compared to primarily self-focussed compassion 

interventions (e.g., MSC). The lack of clarity regarding the active ingredients of CBIs 

has already been identified as an area of concern (Kirby et al., 2017). Given the current 

move towards adapting CBIs for the HCP workforce (e.g., the removal of formal 

meditation practices from the original MSC programme in the SCHC study), the need 

for dismantling studies to identify the effectiveness of CBI treatment components (Kirby 

et al., 2017) is even clearer.  

Whilst there is a growing body of evidence that compassion is a capacity that can 

be nurtured through formal training programmes and interventions (Jazaieri et al., 2014; 

Patel et al., 2019; Sinclair et al., 2016), one comprehensive empirical review of the 

literature concluded that compassion may best be conceptualised “as both a state and a 

trait-like tendency” (Goetz et al., 2010, p. 19). When interviewed, HCPs themselves 

describe compassion as an innate quality but they also see it as a trait that is ameliorable 

in professionals through training (Sinclair et al., 2020). If compassion is a more 

enduring personal trait in HCPs, this conceptualisation might explain this review’s 

findings of a lack of evidence for CBIs enhancing compassion for others in HCPs and 

the possible ceiling effect in the training of HCP self-compassion (as discussed above). 

This mixed picture makes it clear that further research is required to explore to what 

degree compassion is a manipulable capacity, who is most likely to benefit from a CBI, 

and whether, in fact, interventions should be offered to specific HCP sub-populations 

rather than on a universal basis, as is currently the case in the field.  
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The poor reporting of treatment adherence with the CBIs identified in this study 

is another area of concern for compassion research. In mindfulness-based interventions 

(MBIs) regular home meditation practice is thought to be essential to developing and 

maintaining mindfulness skills over time. Amount of practice predicts treatment 

outcomes more than intervention duration (Carmody & Baer, 2008). The actual duration 

of home practice (20-minutes versus 10-minutes) may lead to differential effects in self-

compassion too (Berghoff et al., 2017) as the effects of compassion meditation practice 

are thought to be dose-dependent (Pace et al., 2009). Adherence monitoring in CBIs for 

professional populations is essential if researchers are to be confident that participants 

are receiving all the intended treatment components in sufficient dose (Spijkerman et al., 

2016), 

The narrow focus on outcome measurement was a notable finding of the current 

review. Of Gilbert’s three “flows” of compassion, self-compassion was measured fairly 

consistently across the included studies, but giving compassion to others was not, which 

is perhaps surprising in the context of the target population. Receiving compassion from 

others was barely mentioned. However, this disparity could be explained by differences 

in the theoretical underpinnings of the interventions, as there are other approaches to 

Gilbert’s framework (Kirby, 2017). Studies also did not attempt to explore whether 

cultivating HCP self-compassion or compassion was associated with an improvement in 

the quality of the care the HCPs provided or indeed how compassionate that care was. 

There is a clear need for trials to examine effects of cultivating staff compassion and 

self-compassion on clinical outcomes, on HCP self-rated compassion competencies, and 

patient reported experiences of compassionate care.  

Overall, the sparsity of RCTs or sufficiently powered controlled studies indicates 

that research regarding the benefits of compassion-based interventions for health care 

professionals is still in its infancy. This is consistent with the fact that the included 

studies were all published in the last five years. Given the limited study designs and 

numerous quality issues, it is not possible yet to form any conclusions about this 

evidence. However, with a number of RCTs of CBIs for HCPs in the pipeline including 

trials with active control groups (e.g., Pérula-de Torres et al., 2019), higher quality 

evidence may be expected in future. Future research should take into account findings 
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from this review regarding study design, recruitment, and outcome measurement. It is 

recommended that this systematic review is repeated in another five years.  

Strengths and Limitations  

A strength of this review was the comprehensive search process which also 

included searching the grey literature due to developing nature of this research area. 

Eligibility criteria for study type were not restricted to RCTs in order to include a range 

of levels of evidence. Unlike a recently published related systematic review 

(Conversano et al., 2020) (which also excluded grey literature), specific population 

search terms for HCPs were not used due to the heterogeneity of key terms used. The 

present review was limited though by difficulties reaching the authors of several 

conference abstracts as unpublished findings can be helpful in addressing potential 

publication bias (Higgins et al., 2019). Due to substantial variation in study designs, 

intervention types, and measures used, a meta-analysis was not possible.   

The focus on the potential benefits of CBIs with frontline HCPs was both a 

strength and limitation. Increasing access to psychological interventions for working 

HCPs has been identified as a top research priority and yet the field of CBIs and MBIs 

often consists of student populations (Eriksson et al., 2018; Shapiro et al., 2005; Sinclair 

et al., 2016) e.g., studies of educational compassion-based interventions with student 

nurses or doctors (e.g. Deloney & Graham, 2003; Shih et al., 2013; Wasson et al., 2020). 

Whilst it might have been useful to compare such educational studies against more 

active CBIs, it was decided in the present review to focus only on frontline HCPs given 

that pre-clinical students lack current experience of the interpersonal aspects of 

caregiving.  

The review process could have been strengthened further by use of a second 

independent screener as well as data extraction checks (Higgins et al., 2019). 

Furthermore, the MMAT quality assessment tool (Hong et al., 2018; Hong & Pluye, 

2020), which was chosen for its suitability for both controlled and uncontrolled studies, 

has limited reporting options. The use of a second independent rater, as recommended 

with the MMAT, was not possible due to resource limitations, so the possibility of rater 

bias in the quality assessment results must be taken into consideration. Finally, the 

exclusion of papers published in languages other than English limited the 
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generalisability of these findings but was necessary based on the resources available to 

the authors at the time of the review.  

Conclusion 

This systematic review highlights that Compassion-based Interventions (CBIs) 

are being made available to healthcare professionals that use different formats, dosages, 

theoretical underpinnings, and content. Given this considerable variation and the limited 

availability of randomised or sufficiently powered controlled trials, it is not possible to 

make any conclusions currently about the impact of CBIs on cultivating compassion or 

self-compassion with HCPs. Further research using more rigorous trial designs, active 

control groups, reporting of home practice adherence, and longer follow-up periods is 

required that also incorporates more consistent measurement of key compassion 

constructs. It also remains unclear which HCPs are most likely to benefit from a CBI, 

and thus more attention is needed the relative costs and benefits of using a more targeted 

approach as compared to universal intervention programmes.  
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Background 

Eating Disorders Inpatient Services 

There is a pressing need to improve the quality of inpatient eating disorder (ED) 

services in the UK. Up to 2% of women will develop Anorexia Nervosa (AN) in their 

lifetime and up to 4.6% will develop Bulimia Nervosa (BN), with prevalence rates of 

0.3% and 0.5% respectively for men (Stice & Bohon, 2012). AN in particular has the 

highest mortality rates of any psychiatric disorder (Beat, 2015). In the UK, recent data 

indicates a 37% increase in inpatient admissions for eating disorders from 2016-2017 to 

2018-2019 placing increasing pressure on inpatient services (‘Eating Disorder Hospital 

Admissions Rise Sharply’, 2020; NHS Digital, 2019).  

Gaps in ED service delivery are contributing to serious issues including: long 

waiting lists, out of area and unplanned emergency admissions, delayed discharge, and 

lack of provision of inpatient psychological treatment, which cause real distress for 

service users, families, and staff (Beat, 2015; Royal College of Psychiatrists, 2012). 

There is a considerable variety in ED service provision across the UK. The current 

approach in most units has been called “eclectic” and criticised for using no 

underpinning evidence-based theory (Dalle Grave, 2011). There is some encouraging 

evidence about the effectiveness of intensive inpatient ED treatments, although 

remission rates still remain high (Grave et al., 2020). Inpatient admissions can be very 

resource-intensive so it is important to ensure that treatments are effective and time-

limited; this may also reduce the disruption to the personal lives of patients experiencing 

prolonged or repeated inpatient stays (Royal College of Psychiatrists, 2012). Given the 

current issues with ED treatment and service provision, there seems to be a clear case 

for improving the current care models currently used in inpatient ED services. 

Inpatient CBT-E 

Extended cognitive behavioural therapy (CBT-E) is a NICE recommended 

treatment for eating disorders including AN (National Institute for Health and Care 

Excellence., 2017). It is a transdiagnostic psychological treatment that targets the 

maintaining mechanisms of ED psychopathology in three phases: increasing motivation 

to change, addressing excessive concerns about shape and weight, and developing 

individualised relapse prevention strategies (Fairburn et al., 2013; Fairburn, Cooper, & 
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Shafran, 2003). The origins of this model in outpatient care (Fairburn, 2008; Fairburn et 

al., 2003) has necessitated adaptation for inpatient populations where high rates of 

relapse and re-hospitalisation are particular concerns (Dalle Grave et al. 2013). The first 

research for the effectiveness of this approach came from a private Italian ED clinic, 

Villa Garda, where they reported findings including high treatment completion rates, 

improved weight gain, and reduction in symptomatology, although findings on relapse 

are mixed (Dalle Grave et al., 2013). 

CBT-E can be provided as an individual psychological treatment but in inpatient 

settings it is recommended for use as a service-wide model where all elements of the 

multi-disciplinary team (MDT) treatment programme align to the model (Dalle Grave, 

2011; Fairburn, 2008). The intensive CBT-E model therefore combines individual CBT 

sessions with procedures including weight monitoring, assisted eating, group treatment, 

exercise sessions, and family sessions (Dalle Grave, 2011). CBT-E also emphasises the 

importance of patient autonomy, collaboration, preparation for treatment, and the use of 

defined goals. This underpinning philosophy differentiates it from other first-line NICE 

recommended ED treatments such as Maudsley Anorexia Nervosa Treatment for Adults 

(MANTRA) (Schmidt et al., 2015) and is an important aspect of the inpatient service 

model. For example, it informs elements of the CBT-E model including increasing 

opportunities for patients to exercise choices (e.g. in dining room), and supporting 

patients to set their own goals and interpret their weight charts. Above all, the aim of 

inpatient CBT-E is to prepare the patient for continuing their care in the community, 

therefore the treatment is intended to be a) planned and b) time-limited (Dalle Grave, 

2011; Fairburn, 2008). Pre-admission planning meetings and opportunities to discuss 

treatment choices are important elements of the model.  

Service Context  

An NHS specialist adult ED unit (hereafter referred to as “Unit X”) with 14 

inpatient and 6 day places had partially implemented a new CBT-E-based service-wide 

stepped care model. The overall aim of the project was to fundamentally change the 

current service model in Unit X and also to inspire changes across other tertiary ED 

services. Recently, Unit X was nominated as a pilot site for leading an NHS New Care 

Model (NCM) for tertiary eating disorders services across a whole region of the UK. 
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This award was based upon their positive initial outcome data which included reduced 

average length of stay, increased average body mass index (BMI) on discharge, and 

reduced use of restraint. However, the service did not have any formal means of 

capturing patient experience of these changes, which led to the initiation of a 

consultation process (see below) for the current project.  

Fairburn’s transdiagnostic model of eating disorders and associated CBT-E 

manual (Fairburn, 2008; Fairburn et al., 2003) heavily informed the improvements to 

Unit X’s inpatient pathway. Notable service changes included the introduction of a new 

pre-admission planning meeting to plan an individualised, time-limited recovery-

focussed treatment programme in line with CBT-E principles, which is typically 13 

weeks of inpatient care followed by 7 weeks as a day patient, then transition to ongoing 

community care. Further services changes are outlined in Table 1.  

As an NHS service, Unit X recognised that some of its patients would need to be 

admitted on an emergency basis (unlike in the CBT-E trials at Villa Garda which could 

select its patients). Therefore, Unit X also created a new 6-8 week “crisis management” 

pathway focussed on physical stabilisation. These patients were not offered individual 

CBT-E therapy, but the service hypothesized that they might benefit from broader 

elements of the service model. The majority of patients admitted under this pathway 

were individuals who needed to be detained under the Mental Health Act for their own 

safety.  
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Table 1 

Timeline of Service Changes on Unit X Linked to CBT-E Model 

Date Service improvement introduced at Unit X 

Sept 2013 Publication of original inpatient CBT-E RCT paper. 

Early 2014 Unit X has a new lead psychiatrist and modern matron in post. 

During 2014 Unit X starts to collect baseline data.  

From early 

2015-end 2016 

Patient participation work started e.g. producing staff training video for the 

dining room, patient information leaflets. 

Mid 2015 Changed format from old weekly ward round which excluded patients to 

new inclusive weekly Care Treatment Meeting. 

July 2016 A small team from Unit X visit Villa Garda to learn about their approach. 

From this date onwards, the senior clinicians started promoting CBT-E 

within Unit X. 

Summer 2016 Visit from leading CBT-E researcher to talk to Unit X staff team and 

patients about results of CBT-E trials. 

Summer 2016 CBT-E two-day staff training sessions started. 

Early 2017 Online CBT-E training course made available to all MDT staff. 

Early 2017 Start of provision of specialist CBT-E supervision for their X therapy team. 

July 2017 Introduction of new weight restoration charts with patients encouraged to 

interpret the trend (following CBT-E format). 

Summer 2017 Service starts to aim for therapist consistency for patients across the 

pathway. Inpatients assigned own therapist on admission (but resourcing 

issues lead to waiting lists). 

Autumn 2017 Introduction of new admission planning meetings and time-limited 

admissions  

August 2017  

 

Introduction of use of CBT-E formulation model with patients and MDT 

e.g. in weekly CTM.   

Autumn 2017 New weekly ED evidence-base journal club started for all inpatients. 

Spring 2018 Unit X wins an NHS New Care Model (NCM) for tertiary Eating Disorders 

across their region. 

July-Aug 2018 Patient interviews conducted for the current project. 

Note. Dates are approximate. Data sources for this table were informal conversations 

with service managers and a review of service documentation.  

 



61 

 

Improvement Challenges 

The Unit X senior managers explained that the service changes were introduced 

in a piecemeal, gradual fashion over a period of several years, thus making it difficult to 

identify what “the intervention” was exactly. Also, it is not possible to clearly attribute 

all changes to the CBT-E model as service changes also emerged in response to other 

factors e.g. external quality inspections.  

It is also important to note that Unit X was only part-way through its planned 

programme of service changes at the time of data collection (summer 2018). The unit 

had been affected by considerable staffing issues at both management level and in the 

therapy team, which had resulted in a long waiting list to start CBT-E therapy and a 

pause in the planned programme of improvements. Some changes were not yet fully 

embedded, and other planned changes were delayed (see Table 2). 

 

Table 2 

Issues Implementing Planned Service Changes on Unit X 

Planned change Status of change at time of data 

collection 

Collection of patient outcome data 

including psychological measures 

Inconsistent data collection with one year 

of data missing. 

Inpatients to be offered individual CBT-E  Inconsistent with waiting times for some 

inpatients of many weeks, delayed by 

staffing shortages. 

Inpatient group programme to be aligned 

to CBT-E model 

Still following old eclectic model with 

limited clinical psychology input on the 

inpatient unit. 

Three-way handover meetings to ensure 

treatment continuity when a patient has to 

change therapist (e.g. if they are stepped 

down)  

Not offered due to staff shortages. 

 

Consultancy Process 

The project aims and design were developed by the trainee clinical psychologist 

(EC) in face-to-face consultation meetings with the external project supervisor and two 

senior managers (consultant psychiatrist and modern matron) from the service. Recent 

documentation about the service changes and initial quantitative data from the first part 
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of the project implementation were also reviewed to understand the broader context of 

the project.  

To facilitate understanding of the service context, the project lead (EC) spent 

several days on the unit, observing key meetings and processes, and getting to know 

some of the staff and patients.  

The service wanted to prioritise capturing some of the patient experiences of 

their current care model (see Aims). An initial plan to also analyse patterns in Unit X’s 

patient outcome data had to be abandoned when the project lead identified that there was 

significant missing data. Additional interviews were also conducted to capture the 

experiences of multidisciplinary staff members on the unit. This staff data is not 

reported in this article, which is focussed only on the patient experience, but it is 

summarised in the report (see below).  

A report with the findings of this project was presented to the service with 

recommendations (see Appendix B5). One of the senior clinicians responded in writing 

with their thoughts on the results and ways that they were taking forward some of the 

recommendations (see Appendix B6).  

Project Aims 

The agreed primary aim for the service improvement project was therefore to 

understand the patient experience and understanding of the current CBT-E-informed 

inpatient service model, with a view to informing ongoing improvements to the service. 

 

Methods 

Ethics 

Ethical approval was granted by the University of Bath Research Ethics 

Committee (see Appendix B2). NHS ethical approval was not sought as the study 

protocol was screened by the clinical governance team at the hosting NHS Trust and 

judged to constitute a service development project (see Appendix B3).  

Participants 

Five current inpatients and one recently stepped-down patient (who remained 

under the care of Unit X’s community therapy team) took part in the project. They were 

recruited in response to being provided with information about the project by the project 
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lead (EC) or Unit X staff. None of these patients were detailed under the Mental Health 

Act. All participants had received a diagnosis of Anorexia Nervosa and were female. 

Basic demographic information is shown in Table 3.  

 

Table 3 

Participant Demographics 

Participant 

number 

Admission status Previous 

admission to 

this unit? 

Previous 

admission to 

other ED units? 

Offered individual 

CBT-E whilst on 

unit? 

1 Inpatient (informal) No  No Yes – CBT-E in 

progress   

2 Inpatient (informal) No Yes No, on waiting list 

for CBT-E 

3 Inpatient (informal) No Yes No, on waiting list 

for CBT-E 

4 Inpatient (informal) Yes Yes No, currently 

engaging in an 

alternative 

psychotherapy 

5 Inpatient (informal) No  Yes No, but has 

therapist assigned 

and about to start  

6 Recently discharged 

inpatient (informal) 

No  No Yes - started in 

community and 

continued 

throughout 

admission 

 

Design and Procedure 

A semi-structured interview method (Knox & Burkard, 2009) was chosen to 

understand the experiences and opinions of the participants. An interview schedule was 

developed in conjunction with the service managers which included prompts to guide 

the discussion (see Appendix B4).  

The project lead conducted all the interviews face to face at the unit. All 

interviews were scheduled with consideration of the patients’ highly structured daily 

schedule of meals and therapeutic activities. Due to patient confidentiality and the 

service improvement nature of the project, only essential demographic information was 

captured from the participants.  
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Interviews were audio-recorded, and a full verbatim anonymous transcript was 

produced. Reflexivity was supported by field notes made during and after each 

interview.  

Sampling in quality improvement terms means keeping open to the population in 

the service and listening to as many views as possible within a given period of time. The 

project lead intended to sample over a data collection period of six weeks until data 

saturation was reached. The maximum sample was limited, though, by the total number 

of inpatients within the service and by those who were willing to consent to participate 

in the interview. 

Inclusion criteria were intentionally open and included both resident and day 

service users and former inpatients who remained under the care of the community team 

who were: a) assessed by the consultant psychiatrist as able to give informed consent 

and b) willing to participate.  

Qualitative Analysis 

The duration of the interviews ranged from 21 to 49 minutes which generated 

transcripts of a total of over 23,000 words. 

The data were analysed using the qualitative content analysis method (Downe‐

Wamboldt, 1992) within a broadly essentialist framework. Content analysis was chosen 

as it enables descriptive analysis of qualitative data combined with quantitative coding 

to capture a range and diversity of opinions (Morgan, 1993; Smith, 2015). Its focus on 

reporting of common issues within the data (Vaismoradi et al., 2013) arguably makes it 

well-suited to service improvement projects where clear answers are needed to 

clinically-focussed questions.  

The analysis was inductive as the aim was not to test any pre-existing theoretical 

model or hypotheses (Smith, 2015). However, given that the project lead was already 

familiar with the cognitive behavioural model of eating disorders, this may have 

influenced the analysis. The preparation stage of the inductive content analysis consisted 

of immersion in the data and getting a sense of the dataset as a whole (Elo & Kyngäs, 

2008). In the organising stage, open codes were created using MS Word to capture all 

aspects of the manifest content (i.e., what the participants said) that related to the two 

project questions. These initial codes were then grouped into sub-categories and a 
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process of abstraction led to the generation of higher-order descriptive categories. 

Finally, in the reporting stage, each category was described with illustrative quotations 

(Smith, 2015). The analysis process was non-linear and categories were repeatedly 

reviewed and compared against the whole data set to ensure that the categories covered 

the data (Vaismoradi et al., 2013).  

Results 

The following five categories were identified with regards to the patient 

experience and understanding of the CBT-E informed inpatient service model: 

1. Awareness of service changes, 

2. Experiences of key processes in the inpatient pathway, 

3. Awareness and understanding of the CBT-E model, 

4. Hopes and experiences of individual CBT-E therapy, 

5. Other specific patient feedback. 

Awareness of Service Changes 

The majority of patients were unable to comment on their awareness of recent service 

changes as this was their first admission to Unit X. However, Patient 4 had experienced 

an admission 18 months earlier and said she had noticed a number of significant service 

changes between these two admissions: 

• The offer of a pre-admission meeting, 

• New weekly CTM meeting where patients are invited to take part and staff ask 

patients to comment on their weight chart, 

• Greater choice of food items in the dining room, 

• Option to do MANTRA therapy as alternative to individual CBT-E therapy, 

• New patient journal club to engage with “academic side” of ED. 

This patient did not make a connection between the service changes she has 

observed and CBT-E (also see category “Awareness and understanding of the CBT-E 

model”).  
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Experiences of Key Processes in the Inpatient Pathway 

Admission Planning Process 

All six patients described the time immediately preceding their inpatient 

admission as distressing and confusing due to the severity of their eating disorder and 

uncertainties regarding their care. All the patients reported that they were offered a pre-

admission planning meeting and unit tour, although in the case of one emergency 

admission the meeting did not take place. Five patients said they found this meeting 

helpful to some degree. Common reasons given included: opportunities to ask questions, 

opportunities to involve their relatives, and knowing what to expect, which made them 

feel less anxious. Notably, all the patients said they appreciated being given an 

indication of how many weeks each stage of treatment might take and that they did not 

want prolonged admissions:  

They told me what to expect and what was going to happen throughout 

my admission, how long I would be here for, and I really appreciated 

how they talked me through it all. (Patient 2) 

With inpatient treatment it is probably best for the admission not to take 

too long... I think it is a good thing that they are working on doing things 

more quickly. (Patient 3) 

Several patients agreed that they found it therapeutic to be given options for their 

treatment during the pre-admission meeting: 

It was good because we discussed the different approaches, the crisis 

management approach and also the weight restoration and recovery 

approach. I think because this is my first admission with this, but I 

wanted to be the first and the last, I don't want it to be just a crisis thing 

[…] So, we decided how long it would take me to restore my weight. 

(Patient 1) 

Negative experiences of the pre-admission meeting included finding it 

“cognitively taxing” (Patient 5) and “terrifying and really exposing” (Patient 6). Two 

patients reported being very unwell and “not cognitively strong enough” (Patient 3) to 

make decisions about their own care in their pre-admission meeting. They both said felt 
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overwhelmed by the choices and instead trusted the clinicians to make the best decisions 

for them.  

One patient who was admitted on an emergency basis without a pre-admission 

meeting said that she would have preferred a more planned admission and an 

opportunity to meet with the dietician first as she was anxious about the meal plans.   

Care Treatment Meeting (CTM) 

Most patients reported some benefits of participating in the weekly individual 

MDT reviews of their care. One patient, when informed about the recent change to CTM 

format to include patients, replied: “I definitely think that's a good thing about the CTM 

because I think if people are making decisions without telling me then I would really 

hate that, so personally I definitely prefer to be involved” (Patient 3). 

However, nearly all the patients described the CTM as “stressful” and 

“intimidating” due to the large number of staff members present, which they said can 

make it very difficult for them to contribute. One patient described “absolutely hating” 

having to comment on her weight chart in front of so many people. All patients 

described the meetings as “rushed” and often “running late” which made them feel 

anxious beforehand. As one patient said: “When you're in there you feel like you don't 

really have enough time, so I often don't say things I want to talk about because I feel 

like they need to rush” (Patient 4). 

Preparation for Step-Down 

All patients were aware of the planned next stage of their treatment (either step-

down to day patient or community care). Most patients were apprehensive about the 

prospect of leaving the unit in the future and were worried about managing “when left to 

my own devices” (Patient 2). Patients did, however, report that plans for step-down were 

reviewed frequently by the MDT and indicated that they found it helpful to know what 

to expect and to be able to make preparations early.  

Awareness and Understanding of the CBT-E Model 

Overall, only two out of the six patients seemed to be aware of any aspects of the 

broader CBT-E inpatient service model. One patient made a connection between what 

she was learning in her individual CBT-E and the CBT-E principles she had noticed 

staff using during mealtimes: 
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It’s about looking at the mental side of how you perceive yourself and 

what you perceive as healthy weight, to train your brain as it's 

malnourished and look at the way you think, but I think with the actual 

eating process that a lot of that is actually done in the dining room before 

you start the actual therapy. (Patient 1) 

The second patient described how she felt that engaging in individual CBT-E 

complemented the group treatment programme on the unit and indicated that many 

patients did not seem to be aware of this: “I think also obviously the therapeutic groups 

are supposed to address a lot of those things for people who are not already having their 

own one to one therapy” (Patient 6). The other four patients talked only about individual 

CBT-E (see below).  

Understanding of Individual CBT-E  

Two patients who were currently receiving individual CBT-E and a third patient 

who had previously received CBT-E were all able to describe the treatment model 

clearly:  

We talk about how I'm feeling, the underlying causes, and also changing 

my beliefs…  what my brain function is like when I'm malnourished and 

convincing me that maybe I'm not thinking at my best and that is why I'm 

thinking in certain ways. (Patient 1) 

The other three patients, who were on the waiting list for CBT-E, said they did 

not know anything about the treatment yet but were keen to learn more.  

Benefits of Individual CBT-E for Inpatients 

Two patients talked with enthusiasm about their experience of engaging in 

individual CBT-E as an inpatient. The first patient, who was in the earlier stages of 

CBT-E treatment, compared her initial inpatient experience when she was not 

participating in individual therapy with her current experience: 

… It is more personalized, and you can talk face-to-face with your 

therapist, I think that works a lot better and you can challenge things and 

they can say, ‘why are you thinking that way?’, and suggest other ways 

that you might think. (Patient 1) 
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The second patient, who was able to start CBT-E from the beginning of her 

admission, shared positive feedback about the benefits of engaging simultaneously in 

both weight restoration and individual therapy from an early stage:   

Being able to see my therapist and work through things on an intellectual 

level on a weekly basis whilst weight restoring was really helpful… just 

it meant that everything got focused on at the same time, not just the 

eating but all of the mental stuff that went behind it. (Patient 6) 

Both patients agreed that every inpatient should be offered the opportunity to see 

their own therapist early in their admission. 

Individual CBT-E: Hopes and Delays 

Four of the six patients had not yet started individual CBT-E at time of 

interview. They all shared high hopes and expectations for being able to see their own 

therapist, for example: 

The Matron put me down for psychological therapies… just amazing, I 

did not expect that at all... I mean I knew I needed it, but I didn't expect 

it… It’s going to be 40 sessions of CBT-E… I'm really looking forward 

to starting that. (Patient 5)  

Two patients described having to wait a considerable number of weeks into their 

admission before they could start individual CBT-E therapy. They described the 

negative effects of this delay included feelings of uncertainty and frustration, and 

indicated that they were concerned their recovery was being held up, for example:  

I'm on a waiting list at the moment for CBT-E… I think there is just 

some general confusion about what's going on… It is kind of irritating 

because I do want to try therapy… I want to change… so fingers crossed 

I can start soon. (Patient 3) 

The unequal access to an individual therapist appeared to be a source of some 

resentment among patients on the unit. One patient described tensions among other 

patients on the unit when she was able to start CBT-E very early into her admission: 

I feel for the patients who weren't able to see a clinical psychologist each 

week…  I certainly received a bit of frustration from the other inpatients 
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who wanted therapy and who had been told they were on waiting list for 

CBT-E. (Patient 6)   

Legacy of Delays in the Community 

For some patients, delays in starting individual therapy as an inpatient were 

compounded by earlier delays they had experienced waiting for therapy in the 

community, for example:  

As someone who wanted help, that was really distressing for me to have 

to sit there and wait seven months for outpatient therapy, and by then 

things had really gone downhill and bad things had happened and I was 

really struggling. (Patient 2)  

Several patients described being surprised and grateful that they were admitted 

to Unit X so quickly but reported renewed disappointment when they learned that there 

was another waiting list to start CBT-E as an inpatient. One patient also talked about 

how “past experiences of waiting” for CBT-E in the community fed her underlying 

belief that she was not “ill enough or worthy enough” (Patient 3) for help, which led to 

subsequent difficulties accepting the offer of CBT-E therapy when she became an 

inpatient. 

Other Specific Patient Recommendations 

Patients shared valuable additional feedback on specific elements of the care 

programme on Unit X, for example arrangements in the dining room, keyworker 

support, and communication with relatives. This feedback is too extensive to consolidate 

for this article, but it was included in the report sent to the service (see Appendix B5).  

Discussion and Implications for the Service 

This service improvement project has explored eating disorder inpatients’ 

experience and understanding of a new CBT-E based care model at a specialist ED unit. 

Key findings were divided into five categories including a number of subcategories (see 

Results). Overall, it was clear that inpatients had limited awareness or understanding of:  

1) The service’s plans for improvements including the rationale and research 

supporting this, the changes already implemented, and future planned changes, 

2) How CBT-E works on an individual level (excepting those patients who had 

started to engage in individual CBT-E), 
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3) How the CBT-E model informs the MDT treatment that all inpatients receive 

including assisted eating in the dining room, group therapeutic programme, and 

other elements of the care pathway, as well as how the ethos of the CBT-E 

model (focus on patient choice, collaboration, goal setting, etc.) informs the 

approach taken more widely.  

The biggest issue from the patient perspective was the waiting list to start 

individual CBT-E during their inpatient admission. This was compounded by some 

patients experiencing frustrating long waits for therapy in the community. A common 

misconception among the patients was that CBT-E is something a patient only receives 

if they are seeing a therapist for individual work. There was some suggestion that this 

perception had exacerbated the feeling of “missing out” among the inpatients who had 

not yet been assigned their own therapist. Also, there was an indication that 

inconsistencies in who was offered CBT-E (with some patients waiting longer than 

others) were leading to frustrations and resentments within the inpatient group. This 

finding is consistent with the widely recognised issue regarding access to ED treatments 

in community settings (Royal College of Psychiatrists, 2012). However, less attention 

appears to have been paid in the literature to delays in accessing individual 

psychotherapy for ED inpatients, a matter that appears to require more systematic 

investigation.  

On balance patients talked positively about the pre-admission process, indicating 

that the recent improvements at Unit X to shift towards more planned, time-limited 

admissions had helped patients to feel less anxious and to know what to expect from 

their admission. This finding is consistent with the wider literature which supports the 

need for time-limited inpatients admissions (Beat, 2015; Royal College of Psychiatrists, 

2012). The patients also demonstrated good awareness of plans for their ongoing care 

and step-down, although feedback on the weekly patient inclusive Care Treatment 

Meeting was very mixed.  

Feedback from two inpatients suggested that individual CBT-E was well 

received by patients. Both patients reported that the individual psychotherapy 

complemented the wider CBT-informed MDT programme and indicated that this 

facilitated their progress towards recovery. Whilst this was a very small sample size, the 
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findings echo those of larger inpatient trials of CBT-E (Dalle Grave, 2011; Dalle Grave 

et al., 2013) which reported high treatment completion rates and good clinical outcomes. 

However, as noted above, there was considerable variability in the timing of when 

inpatients at Unit X started individual CBT-E. More evidence is needed to understand 

what the implications are of starting individual CBT-E at various time points throughout 

a period of inpatient admission (e.g. at start of weight restoration or later in this 

process), and if there is any association with clinical outcomes. 

Overall, it was clear that this evaluation was conducted during a period of 

considerable uncertainty for the team at Unit X due to staffing shortages, a temporary 

lack of any clinical psychological leadership, disruption to clinical supervision, and an 

extensive outpatient waiting list. It is well established in the implementation science 

literature that contextual challenges such as these can inhibit the necessary adaptions to 

existing structures, ways of thinking, and ways of working as required in an ambitious 

service development project such as this (May et al., 2016). Service transformation is 

gradual and can take years to embed, with the majority of organisational change projects 

not sustained (Beer & Nohria, 2000). Reportedly, in the six months following the data 

collection for this project, the Unit was able to address its therapy team staffing 

shortages and reduce the inpatient CBT-E waiting list, but other aspects of the planned 

programme of service changes were still not fully implemented.  

Recommendations  

It is recommended that the following actions are considered: 

• Improved communication with inpatients about the CBT-E informed service 

model and how this maps onto the many elements of the inpatient care 

programme. This could take the format of an event for inpatients or accessible 

information leaflets to add to the inpatient admission pack. 

• Prioritisation of inpatients for individual therapy. If any inpatient does have to 

wait before they are able to see a CBT-E therapist, consider offering them 

preparatory work, with psychoeducational materials about CBT-E.  

• Endeavouring to always offer a pre-admission meeting for all patients including 

those who need to be admitted on an emergency basis. This understandably may 

have some practical challenges, but patients say it is important for reducing their 
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anxiety that they know what to expect from their care on the Unit. One 

suggestion is that this meeting could be run remotely in order for the patient, 

their family, and key members of the Unit X team to attend. Greater involvement 

of MDT staff may also be beneficial including a clinical psychologist and 

dietician. 

• A review of the format of the Care Treatment Meeting. One suggestion is that a 

mini project could be run collaboratively with patients to find ways to make this 

meeting less intimating for patients due to high number of professionals present, 

as well as ensuring that the meetings run to time to reduce patient anxiety. 

• Greater and more consistent visibility of clinical psychology on the inpatient 

ward including at CTMs, pre-admission meetings, etc, in order to help share 

knowledge about the psychological aspects of ED treatment and the CBT-E 

principles.  

• Consistent collection of patient outcome data to facilitate thorough quantitative 

analysis and to inform future evaluations of the next stages of the service 

changes. 

Project Strengths and Limitations 

The recruitment approach resulted in excellent engagement of all the informally 

admitted patients on the Unit at the time of data collection, so saturation was reached 

with this section of the target inpatient population. Also, the sample comprised a good 

balance of people with experience of multiple admissions to ED units and those 

experiencing their first admission.  The project lead was also able to spend over 10 days 

on the unit doing observations and interviewing patients and staff, which helped to 

develop a good understanding of the unique context of this specialist service.  

A key limitation of this service improvement project related to the composition 

of the patient sample. Due to service constraints, only two of the patients had direct 

experience of participating in individual CBT-E therapy and only one patient had 

experienced in earlier admission to Unit X. The lack of patients with the ability to report 

on their experience of individual therapy means that little can be concluded at this stage 

about the inpatient experience of CBT-E. As noted above, this evaluation needs to be 

repeated once the service has progressed further with its programme of improvements. 
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This issue reflects the reality of conducting a service improvement project whilst a 

programme of planned changes is still in progress, but this limitation can arguably be 

balanced against the value of feeding back learning and recommendations that can 

inform the next stage of the programme. The lack of patients with the ability to report on 

their experiences of the differences receiving care under the new care model was also an 

issue for the ability of this project to report in detail about the nature of the patient 

experience, an issue that was heightened further by the lack of awareness about the 

CBT-E informed pathway as reported in the findings. The methodology of this project 

could therefore have been improved by sampling over a longer period of time and using 

purposive sampling methods to ensure an equal balance of patients both with and 

without a previous history of admission to Unit X. This alternative sampling method 

may have yielded a wider range of inpatient experiences of the new care model and 

therefore produced richer, more informative data. 

A further limitation of this project was that none of the inpatients who were 

detailed under the Mental Health Act opted to take part in the project. At the time of 

data collection, Unit X was experiencing their highest ever number of MHA admissions 

(n=7), so this represented a significant percentage of the inpatient population whose 

experiences were not captured for this project. The project lead experienced 

considerable difficulty building engagement with the detained patients given their 

external researcher status and the relatively brief window of time spent on the unit. 

Engagement is a challenge of any embedded researcher doing service improvement 

work and some patient groups may take particular time to build sufficient trust before 

they will consider consenting to participate in a project of this nature (Vindrola-Padros 

et al., 2017). It is clear that future service evaluation and research projects in inpatient 

ED services need to prioritise engaging detained patients so that their experiences and 

views are not overlooked. 
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Background 

Compassion in Healthcare 

The provision of compassionate care is a top priority across global healthcare 

systems (Gu et al., 2017; Shea & Lionis, 2017; Trzeciak et al., 2017). Compassion is 

named as a core value in healthcare charters (e.g. Charter for Compassion, 2010; 

Department of Health and Social Care., 2015), in medical codes of ethics (American 

Medical Association, 2001), and as a key element of patient-centred care (Health 

Foundation, 2016; Institute of Medicine, 2001). However, whilst modern healthcare is 

becoming increasingly sophisticated, it can still fail at this most basic level (The NHS 

Confederation., 2008). One survey reported that nearly half of 800 recently hospitalised 

patients in the USA said the current system was lacking in compassionate care (Lown et 

al., 2011). The consequences of systemic gaps in the humanity of care can be 

devastating, as documented by the Francis Inquiry into the unnecessary deaths of 

hundreds of vulnerable patients over a four-year period at one UK hospital (Francis, 

2013). A Swedish study identified that when healthcare professionals are not 

compassionate, it can cause significant patient distress for up to five years after a 

healthcare crisis (Doohan & Saveman, 2015). Investigations have identified that 

disparities between the promise of compassion and the reality of healthcare provision 

can be due to resource shortages, high patient through-put, training issues, poor 

organisational culture, low staff morale, and inadequate leadership (Francis, 2013; 

Haslam, 2015; Keogh, 2013; Parliamentary and Health Service Ombudsman, 2011; 

Powell, 2016). It seems that a transactional model may best explain the complex 

interplay between the various environmental, clinical, patient, and personal factors that 

may affect an individual healthcare professional’s ability to provide compassionate care 

(Fernando & Consedine, 2014).   

Researchers have called for a more evidence-based approach to remedy this 

“compassion crisis”, including a greater understanding of the effects of compassionate 

care for patients, staff, and healthcare systems (Trzeciak et al., 2017). Initial evidence 

suggests that compassionate care is associated with improved patient outcomes, such as 

quicker recovery from illness and reduced anxiety (Fogarty et al., 1999), reduced rates 

of hospital readmission (Redelmeier et al., 1995), lower rates of post-discharge PTSD 



80 

 

following emergency department admission (Moss et al., 2019), and improved patient 

satisfaction (Redelmeier et al., 1995). Compassion is also central to how patients 

experience the care they receive (NHS England., 2013). In one large US survey, for 

example, four-fifths of patients said they believed that compassionate care can even 

make the difference between living and dying (Lown et al., 2011).  

Cultivating compassion within healthcare staff is also hypothesized to be 

beneficial for staff wellbeing by improving resilience and reducing burnout (Trzeciak et 

al., 2017). Training in compassion (e.g. the contemplative practice of extending feelings 

of care and benevolence to others) increases positive affect (Klimecki et al., 2014), 

personal wellbeing, cognitive flexibility, and psychosocial functioning (Jazaieri et al., 

2014). What remains unclear is whether the cultivation of compassion in healthcare 

professionals leads to a meaningful, observable effect in how staff provide care and how 

patients experience this care (Maddox, 2013). 

In order to further our understanding of how compassion can be developed in 

healthcare professionals and how compassionate care affects patient experience and 

outcomes, we first need a reliable way to define and measure what compassionate care 

actually looks like to patients.  

Defining Compassion 

A multiplicity of definitions of compassion, combined with interchangeable use 

of related terms such as empathy, sympathy, and kindness, have led to conceptual 

confusion that has arguably held up progress in compassionate care research (Trzeciak 

et al., 2017; Wilkinson et al., 2017). According to a widely used dictionary definition, 

compassion consists of two components: “the feeling or emotion when a person is 

moved by the suffering or distress of another, and the desire to relieve it (‘Compassion’, 

n.d.). The provision of compassionate care therefore requires competencies of 

compassionate engagement (ability to notice suffering in others) and compassionate 

action (intention to help) (Gilbert et al., 2017). It is this motivational aspect that 

differentiates compassion from the more passive construct of empathy, which can be 

defined as “the mirroring or understanding of another's response” (Keltner & Goetz, 

2007, p. 159). Thus, whilst empathy is a feeling with the other; compassion is a feeling 

for the other (Singer & Klimecki, 2014) crucially including a desire to help.  
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Professional caregivers may communicate their compassion for others in subtle 

ways. Nonverbal expressions of compassion include facial expression, posture, tone of 

voice, and use of touch, which are all platforms for communicating one’s “commitment 

and cooperation” (Goetz et al., 2010). Perry describes how nurses convey compassion 

practically through attending to what she terms the “essential ordinary”: little things that 

make a big difference to patients (Perry, 2009). Yet little research has explored how  

patients perceive such observable behaviours in healthcare professionals, with more 

emphasis on how an interaction made someone subjectively feel, rather than the tangible 

aspects what the interaction actually entailed (Sinclair et al., 2016).  

Measuring Patient Experience of Compassionate Care  

Whilst theorists have struggled to agree on definitions (Sinclair et al., 2016), it is 

clear that “patients or relatives know when care is being delivered with compassion and 

when it is not” (Haslam, 2015, p. 2). Patients are in a unique position to report on what 

compassionate care looks like. It is surprising, then, that a recent scoping review found 

that compassionate care studies “failed to adequately incorporate the understanding and 

experiences of patients” (Sinclair et al., 2016, p. 14). Only two out of the identified 15 

studies exploring perspectives on the nature of compassion included a patient sample 

(Bramley & Matiti, 2014; van der Cingel, 2011). Given that much of this literature rests 

either upon existing theoretical models or the perceptions of healthcare professionals 

(Sinclair et al., 2016), it is possible then that aspects of compassionate care that matter 

most to patients have been overlooked.    

Measuring patient experience to improve the quality of care has become a 

priority for both physical (Goodrich & Cornwell, 2008) and mental healthcare (Carey, 

2016). Patient reported tools include Patient Reported Outcome Measures (PROMs) –  

which capture perceptions of the impact of illness or treatments –  and Patient Reported 

Experience Measures (PREMs) – which collect feedback on the process of care (e.g. 

communication, providing information, emotional care) (Coulter, 2017). Guidelines 

state that development of a patient-reported tool must include active involvement of 

patients in all stages of development from item generation to item refinement to validity 

testing (Barr & Elwyn, 2016; de Silva, 2013; DeWalt et al., 2007; Wiering et al., 2017). 

However, a study that examined 189 PROMs found that only 6.7% of studies included 
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patients in every stage of the development process and 25.9% of studies included no 

patient involvement at all (Wiering et al., 2017). The lack of patient involvement in 

compassionate care research, and in the development of patient reported measures more 

generally, calls into question the “specificity, clinical applicability, and conceptual 

validity” of these studies (Sinclair et al., 2016, p. 14).  

Existing Measures  

For a compassionate care measure to be useful, it arguably must capture the 

specific, observable behaviours of professionals when they deliver care with 

compassion. Inspection of the five existing measures of compassionate care (see Table 

1) reveals that such concrete behavioural descriptors are inconsistent or completely 

lacking. The 5-Item Compassion Measure (Roberts et al., 2019) asks patients to rate 

their feelings about the care, as opposed to rating what they actually observed (e.g. “how 

often do you feel your provider is considerate of your personal needs”) (emphasis 

added). Two measures do contain some specific healthcare worker actions e.g. “making 

a plan of action with you” in the CARE Measure (Mercer et al., 2004)), but others 

include vaguely worded items (e.g. “excusing shortcomings” in Compassionate Care 

Assessment Tool (CCAT) (Burnell & Agan, 2013)).  

An additional issue is that these existing measures are limited to care provision 

by doctors or nurses in physical health settings, meaning that they may omit other 

essential components of the patient experience. Many patients will encounter a wide 

variety of clinical and non-clinical healthcare staff, who are all capable of providing 

aspects of compassionate care. Furthermore, none of these existing measures were 

developed or validated in mental healthcare settings. 

The usability of these measures is restricted by a number of conceptual and 

methodological issues. Two measures are based on conceptual definitions that 

incorporate multiple theoretical constructs (e.g. empathy and compassion in CARE 

Measure; compassion and spiritual needs in CCAT). Another measure neglects all the 

action-orientated aspects of compassion care (5-item Compassion Measure). There are 

also a large number of circular items (e.g. “showing care and compassion” in the CARE 

Measure).  
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It has been argued that psychological scientists cannot have confidence in the 

ability of a measure “to actually measure the purported constructs” without transparent 

reporting of a systematic measurement development process (Flake & Fried, 2019, p. 4). 

Unfortunately, the quality of reporting of the qualitative components of the development 

process in the five existing measures was poor (see Table 1) with  two studies not 

reporting the collection of any qualitative information. 

Importantly, the quality of patient involvement in the development of these 

existing measures was also variable (see Table 1). Only two measures included patients 

in both the item generation and item refinement stages. One measure did not report any 

patient involvement at all, and no measure reported the use of formal group consensus 

methods involving patients with lived experience.  

In summary, existing measures are limited by their narrow clinical applicability, 

conceptual issues, variable focus on the behavioural expressions of compassionate care, 

inconsistent reporting, and lack of patient involvement; this suggests the need for a new 

measure of compassionate care.  

Aims 

1. To develop a new patient-reported experience measure (PREM) with broad 

clinical applicability to capture the observable behaviours of compassionate 

care delivery by a healthcare professional working in any care setting.  

2. To ensure the development of a robust tool by using clear conceptual 

definitions of compassionate care, a clearly reported systematic measure 

development process, and involvement of people with lived experience of 

healthcare delivery (patients and staff) at all stages of the project.  



Table 1 

Existing Patient-Reported Measures of Compassionate Care Identified Through Literature Review 

Author, 

year 

Name of 

measure 

Country Definition of compassion 

used 

No. of 

items 

(subscales) 

Healthcare 

context 

Scaling Patient involvement in 

measure development? 

Burnell 

& 

Agan, 

2013 

Compassionate 

Care 

Assessment 

Tool (CCAT) 

USA “A sympathetic 

consciousness of others’ 

distress with a desire to 

alleviate it” (Merriam-

Webster, 2010). 

Consideration of 

"compassion in the spiritual 

context". 

28(4) Acute hospitals. 

Measure refers 

to "the nurse". 

4-point 

Likert scale 

from 1 (not 

important) to 

4 (very 

important) 

Item generation: existing 

measures. 

Item refinement: pilot 

study of 110 patients in 

one acute faith-based 

hospital: asked to rate 

items on importance of 

each item to 

compassionate Care. 

Selected top 28 rated 

items.  

Fogarty 

et al., 

1999 

[Unnamed 

physician 

compassion 

scale] 

USA  “A sympathetic concern for 

the suffering of another, 

together with the inclination 

to give aid or support or to 

show mercy.'" (Webster 

dictionary) 

5(0)  Female breast 

cancer patients. 

Measure refers 

to "the 

physician". 

Five pairs of 

words rated 

on scale 

from 0-100.  

Item 

generation/refinement: 

supported by previous 

qualitative research (no 

details given). 

Lown 

et al., 

2015 

Schwartz 

Center 

Compassionate 

Care Scale 

(SCCCS) 

USA "Compassionate care is 

when physicians, nurses, and 

other caregivers recognize 

and validate the concerns, 

pain, distress or suffering of 

patients and their families 

and take action to address 

them." 

12(0) Acute hospitals. 

Measure refers 

to "the doctor". 

10-point 

Likert scale 

from 1 (not 

at all 

successful) 

to 10 (very 

successful) 

Item generation: 

committee of 20 patients 

and carers developed 

initial criteria. 

Items refinement: five 

focus groups with: 

patients, nurses, 

physicians. 
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Mercer 

et al., 

2004 

Consultation 

And Relational 

Empathy 

(CARE) 

UK Relational empathy is: the 

"ability to (i) understand the 

patient’s situation, 

perspective and feelings 

(and their attached 

meanings); (ii) to 

communicate that 

understanding and check its 

accuracy; and (iii) to act on 

that understanding with the 

patient in a helpful 

(therapeutic) way." 

10(0) General 

medicine or 

primary care. 

Measure refers 

to "the doctor" 

and "the 

consultation". 

5-point 

Likert scale, 

from "poor" 

to 

"excellent" 

Item generation: 

"supported by our 

previous in-depth 

qualitative work on 

patient’s views on 

holistic care", but no 

specific information 

given. 

Items refinement: 3 pilot 

studies with patients 

from GP practices. Also 

piloted with 20 

clinicians and 20 

research experts. 

Roberts 

et al., 

2019 

5-Item 

Compassion 

Measure 

USA "An emotional response to 

another’s pain and suffering 

involving an authentic desire 

to help." 

5(0) Hospital 

outpatient 

setting. Measure 

refers to "your 

provider" 

(“physicians, 

advanced nurse 

practitioners, 

physician 

assistants”). 

4-point 

Likert scale 

from 1 never 

to 4, always 

Item generation: based 

on a literature review, 

then candidate items 

rated by 4 professional 

experts.  

Items refinement: pilot 

testing with 3325 

patients from outpatient 

clinic. 

Note. “Patient involvement” denotes the use of patients/ service users/ people with lived experience of compassionate care in the 

initial stages of the measure development process for each measure.  

 



Methods 

A multi-stage scale development process was followed using established 

guidelines (DeVellis, 2017): 1) defining the construct of interest, 2a) item generation 

using qualitative interviews and 2b) literature review of existing measures, 3) 

determining measure format, and 4) item refinement using a modified online Delphi 

process.  

Defining the Construct of Interest 

The above cited definition of compassion framed the initial construct of 

compassionate care and guided the qualitative interview schedule and literature search 

terms. The initial project conceptualisation and design was informed by feedback from 

two clinician/researchers and one patient representative. 

Item Generation: Key Informant Interviews 

Participants. 

Eight people recruited via professional contacts and a university committee of 

People with Lived Experience (PLE) of physical and mental health care were 

interviewed. Inclusion criteria were intentionally broad: (1) personal expertise in 

compassionate care; (2) over 18 years of age; (3) proficient spoken English. Purposive 

sampling ensured equal representation from clinicians, lay people, physical and mental 

healthcare. The sample was diverse in gender, age and healthcare area, although most 

were white European and from the Southern England (see Table 2). With no 

recommended sample size for key informant interviews in scale development (Streiner 

et al., 2015), Braun and Clark’s (2013) recommendations for sample size in thematic 

analysis were followed.  



Table 2 

Demographics of Participants in Key Informant Interviews (n=8). 

 

  

Age 

(years) 

Gen

der 

Ethnicity Location Role Area of 

health 

expertise 

Specific areas 

of 

professional/liv

ed experience  

43 F White 

British 

UK: 

South 

east 

General 

practitioner 

Physical 

health 

General 

practice; 

Emergency 

medicine 

49 M Indian  UK: 

South 

east 

Medical 

consultant 

Physical 

health 

Audio-

vestibular 

medicine 

39 F White 

British 

UK: 

South 

west 

Clinical 

psychologist 

Mental 

health 

Older adult 

mental health; 

geriatrics 

60 M White 

British 

UK: 

South 

west 

Patient/servi

ce user 

Mental 

health 

A&E; 

Psychiatric 

liaison services 

29 F White 

British 

UK: 

Midland

s 

Patient/servi

ce user 

Physical 

health 

Obstetrics and 

maternity 

46 F White 

British 

UK: 

South 

west 

Patient/servi

ce user 

Mental 

health 

Inpatient 

mental 

healthcare   

56 F White 

British 

UK: 

South 

east 

Nurse 

manager 

Mental 

health 

Inpatient 

mental 

healthcare   

44 M White 

Europea

n 

UK: 

North 

east 

Patient/servi

ce user 

Physical 

health 

Neurodegenera

tive medicine 



Procedure 

The design and reporting of this qualitative component was informed by the 

consolidated criteria for reporting qualitative research (COREQ) (Tong et al., 2007) (see 

Appendix C4 for completed checklist). The aim was to understand different people’s 

lived experiences of what compassionate care delivery looks like, to enable the creation 

of  initial items and domains of the Compassionate Care Measure (CCM).  Operating 

from the view that everyone will have been a user of the healthcare system at some point 

(as patient or relative), all participants were asked about personal experiences of 

receiving compassionate care with additional questions for clinicians on providing 

compassionate care. A semi-structured interview schedule (Knox & Burkard, 2009) was 

developed by all three researchers through roundtable discussion (see Table 3). 

Demographics were collected. Interviews 25 minutes in duration on average. They were 

audio-recorded and transcribed verbatim by the main researcher.  

Data Analysis  

Analysis of interview transcripts utilised inductive thematic analysis (Braun & 

Clarke, 2006, 2013) from the standpoint of a broadly critical-realist orientation. The 

main researcher manually highlighted recurring key words and concepts within each 

case and these were grouped into initial semantic codes. Data analysis was conducted 

iteratively, and codes revisited as more interviews were conducted. Initial codes were 

then grouped into wider themes, which were supported by illustrative quotations. The 

entire data set and initial themes were reviewed by a second member of the research 

team to ensure thematic coherence. All three researchers then manually mapped out a 

final list of generated themes (corresponding to candidate domains of the new measure) 

and sub-themes (corresponding to candidate items for the new measure). Researcher 

reflexivity was maintained throughout data collection and analysis through ongoing 

team discussions about their personal and research experiences of compassionate care 

and related presuppositions. 
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Table 3 

Interview Schedule for Key Informant Interviews 

Questions asked of all interviewees 

(clinicians and patients) 

Additional questions asked of clinicians 

Q1 Could you describe in your own 

words what “compassionate care” means 

to you? 

Example prompts:  

When I say the word “compassion”, what 

comes to mind? 

 

Q2 Could you describe a specific time 

when you experienced compassionate 

care from a healthcare professional, team, 

or service? 

Example prompts:  

If I were a fly on the wall in that room, 

what would I have seen the staff member 

doing or not doing? 

How did that make you/your family feel? 

 

Q3 Could you describe a specific time 

when you did not experience 

compassionate care from a healthcare 

professional, team, or service? 

Example prompts: 

If I were a fly on the wall in that room, 

what would I have seen the staff member 

doing or not doing? 

 

Q4 Based on your knowledge and 

expertise, what else is important for us to 

consider when defining compassionate 

care? 

Example prompts: 

Is there anything I have not asked you 

that you think is important for me to 

know? 

Q5 Could you describe a specific time 

when you feel that you successfully 

delivered compassionate care? 

Example prompts: 

What would I have seen you doing or not 

doing in the room? 

What do you think enabled you to do 

that? 

How did it make you feel? 

How do you think it made your 

patient/their family feel? 

 

Q6 Could you describe a specific time 

when you felt that you were less 

successful in delivering compassionate 

care? 

Example prompts:  

What would I have seen you doing or not 

doing in the room? 

 

What do you think got in the way of you 

delivering compassionate care in that 

moment? 

How did it make you feel? 

How do you think it made your 

patient/their family feel? 
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Item Generation: Literature Review 

Procedure. 

The main researcher searched PubMed database using the following search 

terms: “compassion”, “measure”, “questionnaire”, “scale”, etc. Inclusion criteria 

included: measures where patients rate their perception of the provision of compassion 

by any healthcare professional, validated or unvalidated measures, any publication date. 

Exclusion criteria included: clinician-rated or observer measures, measures not related 

to provision of compassion in a health or social care context, and papers not published in 

English.4 Existing reviews of compassion measures (Strauss et al., 2016) and 

compassion interventions in healthcare (Sinclair et al., 2016) were hand-searched for 

references. Experts in compassion research were approached and asked for 

recommendations of other measures.  

This process identified five5 existing patient-reported measures of compassionate 

care (see Table 1).  

Data Analysis. 

The resulting items were analysed and mapped against the domains and items 

proposed from the thematic analysis. Areas of discrepancy were highlighted, and 

discussion in the research team led to the addition of new items which were added to the 

table to produce an enhanced list of items (see Results). 

Determining Format of Measure 

Following a review of the format of existing measures, a Likert scale format was 

adopted, where respondents would be asked to rate the degree to which each declarative 

statement (candidate item) fitted with their experience of receiving care from an 

identified member of staff during a recent healthcare encounter, on a scale from 1 (not at 

all) to 7 (completely) (DeVellis, 2017). 

 

 

4 Scales which measured the provision of emotional care (Murrells et al., 2013), the quality of 

patient-staff interactions (Bridges et al., 2018), and relational aspects of compassion (Gilbert et 

al., 2017; Hacker, 2008) were reviewed but did not meet all the inclusion criteria. 
5 The CARE Measure was included as the authors’ conceptual definition of “relational empathy” 

incorporated both of Gilbert’s sensitivity and action-orientated components of compassion, and 

it has been used as a measure of patient perceived compassion in healthcare settings (see for 

example Moss et al., 2019). 
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Item Refinement: Modified Online Delphi Process 

Participants. 

Participants recruited for a Delphi process constitute “a panel of informed 

individuals” (McKenna, 1994, p. 1221). In this study, expertise (and eligibility to 

participate) was defined as: either significant research interest in compassion or in 

delivering compassionate care, or significant clinical practice in the field of compassion 

or delivering compassionate care, or significant personal interest in and experience of 

receiving compassionate care. With three overlapping sub-groups (researchers, 

clinicians and lived experience) rather than one heterogenous group, a larger sample size 

was recruited (Hsu 2007). Delphi participants were recruited using purposive sampling 

(Hasson et al., 2000) via professional contacts, a PLE committee, and social media.  

Most participants (see Table 4) self-identified with more than one sub-group 

(e.g. as a researcher and a PLE). There was an equal distribution between patients and 

clinicians, but a smaller proportion of researchers. Good representation was achieved 

from across the different domains of healthcare, although mental healthcare was 

strongly favoured. The sample was primarily White British, and two-thirds identified as 

female. The sample was fairly balanced in terms of age although there were no 

participants under 25 years of age. Nearly all participants were UK residents and the 

majority lived in the south-east or south-west. Clinical professions represented included 

psychiatry, nursing, clinical psychology, physiotherapy, and psychotherapy.  
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Table 4 

Demographics of Participants in the Modified Online Delphi Process 

 Round 1 

n (%) 

Round 2 

n (%) 

All participants 32 29 

Gender (self-identified) 

Female  22 (66%) 19 (65%) 

Male 11 (33%) 10 (35%) 

Ethnicity (self-identified)  

White British 27 (84%) 24 (83%) 

All other types 5 (17%) 5 (17%) 

Age (years)  

25-34 5 (15%) 5 (17%) 

35-44 12 (37%) 10 (34%) 

45-54 6 (19%) 5 (17%) 

55-64 7 (21%) 7 (24%) 

65+ 3 (10%) 3 (10%) 

Location   

South East 6 (19%) 6 (21%) 

South West 9 (28%)   7 (24%)   

London 3 (10%) 3 (10%) 

East 2 (6%) 2 (7%) 

Midlands 4 (13%) 4 (14%) 

North East 2 (6%) 1 (3%) 

Scotland 2 (6%) 2 (7%) 

UK - not specified 3 (10%) 3 (10%) 

International 2 (6%) 2 (6%) 

Expert type and recruitment channel*  

Lived experience (total), of which: 

PLE committee or personal contact 

Twitter 

13 (41%) 

7  

6 

12 (41%) 

7 

5 

Researchers – personal contacts/internet 

research 

5 (16%) 5 (17%) 

Clinicians* – personal contacts/internet 

research 

14 (43%) 12 (41%) 

Self-reported nature of expertise (NB option to select more than 

one) 

 

Significant personal experience in and 

experience of receiving compassionate care 

19 (59%) 18 (62%) 

Significant research interest in compassion 

or in delivering compassionate care 

21 (65%) 20 (69%) 

Significant clinical practice in field of 

compassion or delivering compassionate 

care 

15 (47%) 14 (48%) 
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Area of healthcare expertise (NB option to select more than 

one) 

 

Mental health 29 (90%) 26 (90%) 

Physical health 19 (60%) 19 (66%) 

Social care 7 (22%) 6 (21%) 

All aspects of healthcare 7 (22%) 6 (21%) 

Other – inc educational settings, substance 

use 

4 (13%) 3 (10%) 

Note:  The ‘clinician’ category includes anyone who has professional training in 

delivering healthcare; some of these participants also had significant research expertise 

in compassionate care but they are not counted twice. Any low frequency group 

characteristics have been obscured. 

 

Procedure. 

A modified online Delphi method with compassionate care experts was used to 

refine the list of candidate items and to establish initial construct validity (DeVellis, 

2017). The Delphi technique is widely used in health services research and enables the 

views of a range of stakeholders to be combined into a final group consensus (Jones & 

Hunter, 1995). Using close-ended questionnaires which can be combined with space for 

participants to provide qualitative feedback on their ratings, a Delphi survey proceeds 

over multiple rounds until consensus is reached (Hasson et al., 2000). No guidelines are 

established for the design, format, or number of rounds of the Delphi process 

(Boulkedid et al., 2011; Keeney et al., 2006). A traditional Delphi method starts with a 

qualitative first round, but this can be modified if the round one items are derived from a 

previous qualitative study or literature review (Hasson et al., 2000), as was the case in 

the current study. This design has been used with other patient experience measures (for 

example Oikonomou et al., 2019). 

Participants were emailed a link to an online survey (Qualtrics), where they 

accessed the participant information sheet and consent form and provided informed 

consent (see Appendix 5). Candidate items were presented, ordered by domain, and 

participants rated each item (51 items in round one, 44 in round two) on a 9-point Likert 

scale from 1-3 (“item is not important to defining compassionate care”), 4-6 (“item is 

important but not critical”), 7-9 (“item is critically important”). This scoring system was 
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adapted from the GRADE guidelines (Guyatt et al., 2011) and has been used in a 

number of Delphi studies (Fackrell et al., 2017; Kearney et al., 2017; Williams et al., 

2018).  

Participants could also provide qualitative feedback regarding the wording of the 

questionnaire name and introduction, individual item wording and theme classification 

(Hasson et al., 2000). In round one they could suggest additional items; an accepted 

modification to the Delphi technique (Keeney et al., 2006). 

To mitigate attrition and retain a response rate above the recommended 

minimum of 70% (Sumsion, 2016), each round was open for eight weeks, and non-

respondents or partial completers were sent up to four email reminders, including an 

option to leave the study. The survey was piloted twice, with minor layout changes as a 

result. The average completion time for all participants for was 25 minutes for round 

one and 11 minutes for round two.  

Participants received feedback between rounds, including descriptive statistics, a 

summary of the qualitative feedback, and an explanation of subsequent changes to the 

measure (Boulkedid et al., 2011) (see Appendices A6 and A8). Completers of round one 

were emailed a link to the second round of the survey. The items and domains were 

organised in the same order as the previous round (see Appendix A7).  

Data analysis.  

Descriptive statistics were examined for demographics and response rates 

calculated per round. In line with Delphi methodology (Diamond et al., 2014), 

consensus was defined a priori as the proportion of ratings within a pre-determined 

range at the ≥75% agreement threshold. Following establishing scoring methods 

(Fackrell et al., 2017; Kearney et al., 2017), it was specified that for round 1 if ≥75% of 

experts rated an item as “important but not critical” or “critically important” (scores 1-3 

or 4-6), the item was retained for the next round. Items were removed if ≥15% of 

participants scored the item as “not important” (scores 1–3).   

For round two items were retained if ≥75% of experts rated an item as “critically 

important” (scores 7-9) and if ≤15% of participants scored the item as “not important” 

(scores 1–3). Items were removed if ≤75% of experts rated the item anything other than 
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“critically important” (scores 1-6), and if ≥15% of participants scored the item as “not 

important” (scores 1–3).  

In round one, any “could not rate” answers were excluded from the analysis 

(Vogel et al., 2019); in round two, this option was not provided to ensure the final 

consensus ratings reflected the views of all experts.  

In round one only, qualitative feedback was content analysed for important 

themes regarding phrasing, classification, duplication, and suggestions for new items. 

Readability statistics were also collected in Microsoft Word for the list of items. 

Ethics 

Ethical approval for this study was granted by the University of Bath Department 

of Psychology Research Ethics Committee (see Appendix C2).  

 

Results 

Item Generation 

Key informant interviews. 

Thematic analysis of the interview transcripts identified nine themes that 

describe the patient experience of compassionate care: Understanding, Listening and 

Communication, Taking Action, Practical Things, Empathy, Relationship, Staff Self-

compassion, Continuity of Care, and Quality of Care. Sub-themes within each of these 

themes were used to form the wording of potential items, incorporating participants’ 

quotations wherever possible.  

This process generated a list of 48 candidate items. Participants talked both 

about what compassionate care is and what it is not, resulting in both positively and 

negatively phrased items. For a full overview of the outcome of the thematic analysis, 

see Table 5. 



Table 5 

Themes and Items Generated from Key Informant Interviews  

Theme (number 

of items) 

Candidate items including quotes Interviewee 

identifier 

Understanding 

(5) 

 

Staff show they understand the context and impact of the problem from your perspective (they 

have an “holistic understanding”). 

1,2,3,4 

Feeling that staff understand “what matters most” to you (i.e. values) 2,4,7 

(N) Feeling like you are “not listened to” and your problems are “not acknowledged”. 2,5 

Having your problems and distress “taken seriously” (and not ignored or dismissed). 2,3,4 

Feeling that someone makes time for you, understands you, “genuinely cares”, and wants to 

help you. 

3,4,5,6 

Listening & 

communication 

(12) 

  

Staff “listen actively” and then check their understanding with you 1,2,3,5 

Staff validate your experience/distress. 1,3 

Staff help to externalise the problem (e.g. “that isn’t you, that’s not right”). 4 

(N) Staff do not impose their own agenda and “do not judge” you. 1,2,3,5 

Staff “personalise” their communication style to suit you. 4,8 

Staff take time to explain in plain language what is happening to you and what they are going 

to do. 

2,3,4,5 

Staff give you a “straight answer” to your questions. 4,8 

(N) Staff do not give you the opportunity to ask questions leaving you feeling uncertain or 

confused. 

1,4,5 

The clinician says hello and introduces themselves. 1,3,8 

The clinician uses “gentle”, “non-threatening” tone of voice and an open body posture. 3,5,7,8 

(N) Staff did not raise their voice or shout at you. 5,7,8 

Staff are polite and “respectful” at all times (e.g. even if tired, busy). 5,8 

Taking action 

(7) 

 

 

Feeling that someone “genuinely cares” about you and wants to help. 3,4,5,6 

Feeling that staff/services are doing everything possible to help you. 2,3,5,8 

Feeling that staff/services “want the best” for you (acting in best interests/ advocating for you. 4,6 

“Knowing that services can provide you with a safe and secure place” (where you will get 

help). 

3,4,6,7 

Staff help you to “make a plan”. 1,5,8 

Staff help you so that you can do things for yourself. 1,5,8 
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Sensing that staff “see a way through the problem” (i.e. they know how to help you). 1,4,6 

Practical things 

(8) 

 

 

Staff “chat” with you and help you to feel at ease. 3,5,6,7 

Staff “go the extra mile” to make you feel comfortable. 3,5,6,7 

Staff make appropriate use of touch so that you feel there is a human “connection”. 4,5,7 

When talking to you, the clinician faced you, made eye contact, and  gave you their “full 

attention”. 

3,5 

(N) Staff not appearing rushed, distracted, and that they do not have time for you. 5 

(N) Staff ignored, dismissed, or delayed responding to your requests for help. 2,4 

(N) Staff appeared “cold, rude, distant”, dismissive, or uninterested towards you or your 

family. 

1,3,4,5,6,7 

Staff follow through on their promises (i.e. do what they say they will do). 1,6,7,8 

Empathy (3) 

 

 

Staff show they are able to see things from your perspective. 7,8 

Staff empathise with you and your experience or problem. 1,2,3,5,6 

Sensing that you and the staff have a shared “emotional connection” . 5,6,7 

Relationship (5) 

 

 

Feeling you are “able to trust” staff with your care. 1,6,7,8 

Feeling that you have formed a good connection with staff (“we just clicked”). 1,3,4,6,7 

Feeling like you and staff are “all on the same team”. 6 

Feeling that you are treated as a human being (and not as an object, number, or diagnosis). 1,3,4,6,7 

Having a sense of a “shared humanity”. 6,7 

Staff Self-

compassion (3) 

The staff member “knows how to be compassionate to themself” (self-compassion). 3,4 

You sense that staff have “emotional maturity” and self-awareness. 4,7 

You sense that staff look after their own self-care. 3,4 

Continuity of 

Care (4) 

Services/staff understand the patient’s own journey through the healthcare system. 2,5 

Services/staff think about the whole patient experience (from referral to discharge). 1,2,5 

Staff show they “know what the patient knows”. 1,3,4,5 

There is no communication breakdown between staff members/teams/services. 1,3,5 

Care Quality (1) Sensing that staff “would treat their own loved ones this way”. 6 

Note. Includes illustrative quotes and interviewee identifier (interviewees numbered 1-8). (N) = negatively phrased items.   



Literature review. 

Results from the literature review of existing measures were integrated with the 

initial list of items and themes. This mapping exercise added nine items to the existing 

themes of Understanding, Listening and Communication, Taking Action, Practical 

Things, and Empathy. Table 6 shows the relative contribution of the key informant 

interview data compared to the literature review data in the generation of this amended 

list of 57 items.  

Revisions.  

There were two rounds of item revisions (see Figure 1) including removal of 

duplicates and compound items and restructuring themes. Item wording was amended to 

clarify focus on observable aspects of care. For example, “Feeling that staff understood 

what mattered most to me” became “The things that mattered most to me were 

understood”. All items were reviewed for readability using the Flesch scales (Flesch, 

1948) (see Appendix C9) and rephrased into plain English with a first-person, past tense 

voice (see Appendix C10 for full process).  

A final list of 51 candidate items were organised within seven themes or 

conceptual domains of compassionate care: Understanding, Communication, Attention, 

Action, Emotional Sensitivity, Connection, and Staff Self-Compassion.  

Item Refinement Using Modified Delphi Method 

Of the 42 individuals invited to the online Delphi survey, 36 confirmed and 

received the survey link for round one (Figure 2) and 33 completed (a round one 

response rate of 92%). Three surveys were incomplete and were excluded from analysis. 

For round two, 33 people were invited and 29 completed the full survey (a round two 

response rate of 88%).   
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Table 6  

Themes and Items Generated from Qualitative Interview Data and Literature Review 

(LR) (Before Process of Initial Item Refinement)  

Theme  Total 

items 

Items 

from 

interviews 

Additional 

items 

from LR  

Source/s and original item 

wording 

Understanding 7 5 2 “Staff are interested in you as a 

whole person” (CARE). 

“Staff strive to understand your 

emotional needs” (SCCCS).  

Taking Action. 8 7 1 “Always involve you in 

decisions about your 

treatment?” (SCCCS).  

Practical 

Things 

10 8 2 “Did staff spend enough time 

with you?” (SCCCS). 

“Staff are positive” (CARE). 

Listening & 

Communication  

 

15 12 3 “Staff let you tell your story” 

(CARE) 

“Communicate information in a 

timely and sensitive manner?” 

(SCCCS). 

“Giving timely treatments” 

(CCAT). 

Empathy 

 

4 3 1 “Comfortably discuss sensitive, 

emotional or psychological 

issues?” (SCCCS).  

Relationship.  

 

5 5 0 n/a 

Staff Self-

compassion. 

3 3 0 n/a 

Continuity of 

Care 

4 4 0 n/a 

Quality of Care 1 1 0 n/a 

TOTALS 58 48 9  

Note. Abbreviations used in table: CCAT (Burnell & Agan, 2013), CARE (Mercer et al., 

2004), SCCCS (Lown et al., 2015).  
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Figure 1 

Flowchart of Stages of Measure Development With Structural Changes 
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Figure 2  

Flowchart of Stages of Measure Development with Number of Responses 
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Round One. 

Following round one, consensus was reached on retaining all 51 items (100%) 

for the next round at the predetermined level of either “important but not critical” (4-6) 

or “critically important” (7-9). No consensus was reached on any items rated as “not 

important” (1-3), therefore no items were removed on the basis of these ratings.  

However, analysis of the qualitative feedback strongly indicated removal and 

amendment of a number of items. This included removing the six negatively phrased 

items (e.g. “My problems were not acknowledged”) and one item that overlapped with 

the NHS Friends and Family Test (NHS England., 2019). In addition, one new item was 

proposed and included (“The staff member checked that I had understood what they 

said”), five duplicates were identified and merged into three items; one composite item 

was split into two, and three items were reclassified under another domain. Twenty-one 

items were slightly rephrased to improve clarity. The domain, “Emotional Capacity” 

was renamed “Emotional Sensitivity”. This resulted in a final list of 44 items for the 

second round. 

Round Two. 

Round two led to consensus on 21 items (48%) rated as “critically important” (7-

9). Consensus was not reached on the remaining 23 items, so these were removed (see 

Table 7). Neither item in the “staff self-compassion” domain reached consensus and 

qualitative feedback indicated patients would struggle to rate this item, so the domain 

was excluded (see Table 8). Analysis of the qualitative feedback indicated that no 

additional classification or phrasing changes were required.  

 

  



103 

 

Table 7 

Results of Delphi Round Two Survey (Showing Which Items Reached Consensus and 

Which Items Were Excluded from the Revised Measure). 

    Round two 

result 

Domain Item % 

1-3 

% 

7-9 

Con

sens

us? 

Theme 1: 

Understand

ing 

1)The staff member took time to understand all of 

my concerns. 

3.4 72.4  

2) The things that matter most to me were 

understood. 

3.4 82.7 ✓ 

3) I was taken seriously. 3.4 75.8 ✓ 

4) I was asked about how I felt. 3.4 68.9  

Theme 2: 

Attention  

1) I had the staff member’s full attention. 0.0 62.0  

2) The staff member showed me they had listened 

to me (e.g. by what they said or what they did). 

3.4 93.1 ✓ 

3) The staff member’s body language (e.g. facial 

expression, eye contact) showed me they were 

listening. 

3.4 72.4  

4) The staff member made time for me. 3.4 79.3 ✓ 

5) Even if the staff member was busy, they did not 

appear rushed or distracted. 

3.4 51.7  

Theme 3: 

Communic

ation 

1) The staff member explained clearly what was 

happening to me and what would happen next. 

3.4 79.3 ✓ 

2) I was given clear answers to my questions. 3.4 86.2 ✓ 

3) The staff member explained things to me in a 

way that I understood. 

3.4 82.7 ✓ 

4) The staff member checked that I had understood 

what they said. 

3.4 72.4  

5) The staff member said hello and introduced 

themselves. 

3.4 72.4  

6) Information was shared in a sensitive way (e.g. 

test results, treatment plans). 

3.4 86.2 ✓ 

7) Information was shared in a timely way (e.g. test 

results, treatment plans). 

3.4 68.9  

Theme 4: 

Action 

1) The staff member helped me. 3.4 62.0  

2) The staff member acted in my best interests. 3.4 79.3 ✓ 

3) The staff member made me feel safe. 3.4 82.7 ✓ 

4) The staff member made a plan of action with me. 3.4 68.9  

5) The staff member helped me to help myself. 3.4 55.1  

6) I was involved as far as possible in all decisions 

about my care. 

3.4 93.1 ✓ 
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7) The staff member helped me feel at ease (e.g. by 

chatting with me). 

3.4 62.0  

8) The staff member went the extra mile to do 

things that helped me to feel better. 

3.4 51.7  

9) The staff member had a positive approach. 3.4 65.5  

10) The staff member made use of touch 

appropriately (e.g. putting their hand on my arm 

when I was upset). 

10.3 34.4  

11) The staff member did what they said they 

would do. 

3.4 79.3 ✓ 

12) The staff member stayed with me when I was 

upset. 

3.4 65.5  

Theme 5: 

Emotional 

sensitivity 

1) The staff member showed that they genuinely 

cared. 

3.4 86.2 ✓ 

2) The staff member showed that they wanted to 

help me. 

3.4 79.3 ✓ 

3) The staff member showed that they could see 

things from my perspective. 

3.4 82.7 ✓ 

4) The staff member seemed emotionally moved by 

my feelings and experiences without them being 

overwhelmed. 

3.4 48.2  

5) The staff member was comfortable with my pain 

or distress. 

6.9 51.7  

6) The staff member was comfortable discussing 

sensitive issues with me. 

3.4 79.3 ✓ 

7) The staff member allowed me to be honest about 

my feelings. 

3.4 86.2 ✓ 

Theme 6: 

Connection 

1) I trusted the staff member. 3.4 86.2 ✓ 

2) I had a good connection with the staff member. 3.4 65.5  

3) The staff member treated me with respect. 3.4 89.6 ✓ 

4) I was treated as a fellow human being. 3.4 93.1 ✓ 

5) The staff member made me feel more cared 

about because they shared something about 

themselves. 

17.2 24.1  

6) The staff member made me feel that anyone else 

in my position would feel the same way. 

6.9 44.8  

7) The staff member treated me with kindness. 3.4 93.1 ✓ 

Theme 7: 

Staff self-

compassion 

1) I felt that the staff member was kind to 

themselves. 

13.7 31.0  

2) I felt that the staff member took care of 

themselves. 

10.3 58.6  

 Total items included 
  

21 

 Total items excluded 
  

23 
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Note. Information on abbreviated column headers as follows: “% 0-3” indicates the 

percentage of panellists who rated each item in the 0-3 range; “% 7-9” indicates the 

percentage of panellists who rated the item in the 7-9 range; “Consensus?” column: ticks 

or crosses indicate whether consensus was reached on that item according to 

predetermined levels.  

 

Table 8 

Changes in Number of Items and Domains Before and During the Delphi Process 

Domains Number of items in each domain  

Pre-Delphi  Post-round 1 

Delphi  

Post-round 2 

Delphi  

Understanding 6 4 2 

Attention 6 5 2 

Communication 8 7 4 

Action 16 12 4 

Emotional sensitivity 6 7 5 

Connection 7 7 4 

Staff self-compassion 2 2 0 

Totals 51 44 21 

 

 

Refined measure. 

Consensus was reached on 21 items organised in six domains: Understanding, 

Communication, Attention, Action, Emotional Sensitivity, and Connection (see Table 9 

and Appendix C11).  
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Table 9  

Final 21 Items from Delphi Process that Met Consensus from the Whole Panel. For a 

visual representation of the questionnaire wording and scale point anchors to be used in 

the next stage of measure development, see Appendix C11.  

Domain Item 

Understanding  The things that matter most to me were understood. 

I was taken seriously. 

Attention  The staff member showed me they had listened to me (e.g. by what 

they said or what they did). 

The staff member made time for me. 

Communicatio

n  

The staff member explained clearly what was happening to me and 

what would happen next. 

I was given clear answers to my questions. 

The staff member explained things to me in a way that I understood. 

Information was shared in a sensitive way (e.g. test results, treatment 

plans). 

Action  The staff member acted in my best interests. 

The staff member made me feel safe. 

I was involved as far as possible in all decisions about my care. 

The staff member did what they said they would do. 

Emotional 

sensitivity  

The staff member showed that they genuinely cared. 

The staff member showed that they wanted to help me. 

The staff member showed that they could see things from my 

perspective. 

The staff member was comfortable discussing sensitive issues with 

me. 

The staff member allowed me to be honest about my feelings. 

Connection  I trusted the staff member. 

The staff member treated me with respect. 

I was treated as a fellow human being. 

The staff member treated me with kindness. 
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Discussion 

This paper describes the systematic development of the Compassionate Care 

Measure (CCM). This new patient-reported experience measure of compassionate care 

sought to focus on the observable behaviours of compassionate care provided by a 

healthcare professional working in any clinical settings. It also sought to be conceptually 

coherent, to follow a rigorous development process (Flake & Fried, 2019), and to 

include the people with lived experience at all stages of the project.  

Development of the CMM combined an inductive approach, which generated 

novel questionnaire items from semi-structured interviews with both patients and 

clinicians, with a deductive approach, which gathered additional items from a literature 

review of existing measures. The measure development process gave prominence to 

what matters most to people with lived experience (PLE) of healthcare delivery at every 

stage of the development process. Items and domains were then refined through a two-

round modified online Delphi process with patient, clinician, and research experts in 

compassionate care. Consensus was reached on a 21-item measure including 6-domains: 

understanding, communication, attention, action, emotional sensitivity, and connection. 

These items map onto both the affective and motivational components of compassion 

(‘Compassion’, n.d.), giving the measure a conceptual coherence (Sinclair et al., 2017). 

The CCM is now ready for testing with a large community sample to establish 

its factorial structure using exploratory and confirmatory factor analysis, and to assess 

its reliability and validity.  

Study strengths 

The CCM is innovative in its explicit focus on the patient experience of the 

observable aspects of compassionate care delivery and its PLE involvement strategy 

throughout the measure development process. Unlike other measures that use subjective 

“I feel” statements (e.g. Roberts et al., 2019), the CCM captures specific behavioural 

components of the “essential ordinary” that constitute a compassionate healthcare 

encounter (Perry, 2009). It is important to note that the CCM development process did 

not seek to exclude all descriptions of compassion that related more to felt states than 

observable behaviours; indeed, two of the final 21 items referred to internal states (“I 

trusted the staff member” and “The staff member made me feel safe”). These items 
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seem to reflect an important inter-relationship between the experiences of 

compassionate care, trust, and safety that was clearly important to the interviewed 

participants and which reflects the inclusive measure development approach used in this 

project (whereby all suggested items were put forward for review by the Delphi panel).  

It remains to be seen if these “internal state” items will be retained following the testing 

of the measure, but either way the research team opted to add an overarching question6 

to the CCM to ensure that the person’s total felt experience of compassion was captured.  

To our knowledge, this measure is the first compassionate care PREM to include 

patient and clinician perspectives from a broad range of different healthcare contexts in 

the item generation and item refinement stages. Since acute care and general practice 

settings are overly represented in the development process of existing measures (see 

Table 1), it is probable they omit important aspects of care valued by patients in other 

care settings. A further novel feature of the CCM is its intention to capture patient and 

staff experiences of compassion in mental health and social care as well as physical 

health care. This broader clinical applicability may explain why some of the CCM 

Action domain items are not represented in any existing measures (for example the item 

relating to the staff member “keeping their promises”). It is possible that this more 

inclusive approach, coupled with greater PLE involvement and the use of formal 

consensus methods, has led to stronger concept validity, specificity, and practical 

applicability in a new measure of compassionate care, although this needs to be tested 

systematically in the next stage of measure development.   

Clinical Applications 

The CCM has many potential clinical and research applications. It could offer 

healthcare services a new way of monitoring their provision of compassionate care, 

serve as a feedback tool for clinicians, open up possibilities for research that compares 

change across measures of patient outcomes and staff wellbeing, and inform the 

 

 

6 The question wording, as also show in Appendix C11, is: “Overall, how compassionate would 

you rate the care that you received on this occasion?”, with answers rated on a scale from 0 “not 

at all compassionate” to 7 “completely compassionate”.  
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development of staff training to focus explicitly on delivering the aspects of care that 

matter most to patients.  

Its focus on the patient experience and on process rather than outcome (Mercer 

et al., 2004) reduces the risk that measuring compassionate care becomes simply another 

health service performance metric (Leadership in Compassionate Care Programme 

Team, 2012). It would be important to frame the use of the CCM in services carefully, 

as interpretation of results from individual clinicians or services must be regarded within 

the broader context of complex environmental and systemic factors that are known to 

influence the capacity of staff to provide compassionate care (Francis, 2013). Future use 

of this measure must also take into account the need for sensitivity when asking about 

experiences of compassion with people for whom compassion may elicit avoidance or 

even a fearful response (Gilbert et al., 2011). Gilbert’s work on the concept of fear of 

compassion highlights that individuals with high levels of self-criticism and shame can 

react very differently to experiences of compassion from others or themselves, and that 

these traits tend to be linked with poorer mental health outcomes (Gilbert et al., 2011). 

When the final version of the CCM is published, it will come with guidance on 

appropriate use of the measure and the importance of securing the patient or service 

user’s permission prior to asking about their compassionate care experiences.   

Overall, it is hoped that the CMM will provide transparent, constructive 

feedback that will inform the design of staff training and service developments to 

promote the provision of more compassionate care.  

Limitations 

Despite the research team’s efforts to recruit a sample of patients and clinicians 

with diverse range of healthcare experiences, the key informant and Delphi study 

samples were both largely homogenous samples. There was limited ethnic diversity, and 

although other protected characteristics such as disability, sexuality, and neurodiversity 

were not measured, it is likely that the sample lacked diversity across a range of 

domains. It is possible that a larger, more diverse sample would have generated a 

different conceptualisation of observable compassionate care behaviours. For example, 

it is conceivable that an encounter with a health care professional is experienced very 

differently by patients who live in socio-economically deprived areas with unequal 
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access to health services compared to those who live in more affluent areas. The nature 

of the relationship between compassionate care provision and systemic issues of 

poverty, inequality, and racism is not clear, and remains a largely overlooked question in 

the field of compassion research to date. It is clearer from cross-cultural research that 

compassion seems to be a universal tendency, however a recent review identified a 

range of cultural variations both in people’s preferences for how they wish others to 

respond to their distress and how people express compassion for others (Koopmann-

Holm & Tsai, 2017). Little research has investigated the specific cross-cultural 

behavioural expressions of compassionate healthcare. In the present Delphi study two 

candidate items relating to compassionate use of eye contact and physical touch were 

removed after round one as the experts thought they were too culturally specific. Further 

research into the validity of the CCM must include diverse samples, including ethnically 

and culturally representative samples, if these assumptions are to be tested.  

Three limitations relate to the Delphi process. First, the duration of the study was 

pre-determined as two rounds. However, given the extensive changes to the structure 

and content of the measure between rounds one and two, a third round may have 

confirmed consensus and improved concurrent validity (Hasson et al., 2000), although 

this may have then increased participant attrition. Second, Delphi participants did not 

receive an individualised report tracking their responses between rounds and in 

comparison with the group results (Diamond et al., 2014). This was due to survey 

software limitations and the challenges of tracking changes to items following extensive 

restructuring and addition of new items. Researchers would benefit from the 

development of commonly agreed standards for the reporting of Delphi studies, 

particularly regarding item alterations between rounds.   

Finally, during the Delphi process, six negatively phrased items generated from 

the qualitative data about healthcare encounters that were not compassionate (for 

example “staff ignored or dismissed my requests for help”) were removed. This decision 

followed strong qualitative feedback that these items were confusing and hard to rate. It 

is also consistent with psychometricians’ recommendations to avoid reverse-scored 

items as they can generate problematic responses in questionnaires (Weijters et al., 

2013). However, the experts’ feedback raises an important question: does a negatively 
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phrased compassionate care item reflect a lack of compassion or something else? Given 

that existing compassionate care measures all adopt the same approach of using 

positively scored items, it may be that something essential to the experience of 

compassion has been lost in the measure development process. This issue appears to 

merit further investigation. 

Conclusion 

This paper presents the first tool to systematically measure the patient experience 

of the observable behaviours of compassionate care delivery by a healthcare 

professional working in any care setting. The Compassionate Care Measure is both 

experientially and theoretically based, and people with lived experience of healthcare 

delivery (patients and staff) were involved at all stages of its development. It combined 

inductive and deductive approaches and the use of a formal consensus method (modified 

online Delphi process) to produce a 21-item, 6-domain measure. The CCM opens up 

possibilities for diverse clinical and research applications into improving the provision 

of compassionate care. Further research is necessary to explore the reliability and 

validity of the new measure. 
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Executive Summary 

Critical Review of Literature 

Healthcare professionals are exposed to many stressors in their working life and 

are at risk of stress, burnout, and poor wellbeing. There is growing evidence that 

compassion, which means the sensitivity to suffering in self and others combined with a 

commitment to try to alleviate and prevent it, may be particularly beneficial for 

protecting against stress. Compassion-based interventions (CBIs) are programmes that 

are designed to cultivate compassion for self or others, but it is not currently know how 

effective CBIs are for the frontline healthcare professionals.   

Systematic review methods were followed to address the question of whether 

Compassion-based Interventions (CBIs) do actually cultivate compassion with working 

healthcare professionals (HCPs), and if these effects are sustained. 

The review process identified a total of nine relevant articles out of 10,092 

retrieved studies. Significant enhancements in self-compassion were reported but there 

was only limited support for the cultivation of compassion for others. There was, 

however, significant variation in the type, format, content, duration, theoretical 

underpinning, and dosage of the interventions which, combined with poor study quality, 

means no conclusions can be drawn with respect to the review question. 

Recommendations for improving CBI research with this population are offered. 

Service Improvement Project 

Some patients with an eating disorder (ED) such as Anorexia Nervosa or 

Bulimia Nervosa become so unwell that they require an admission to a specialist eating 

disorder treatment unit. One ED inpatient unit (called Unit X to protect its anonymity) 

commissioned a trainee clinical psychologist to conduct a service improvement project 

into the changes they have implemented across their inpatient care programme. In 

particular, they wanted to understand the patient experience and understanding of a 

particular model of ED treatment called Enhanced Cognitive Behavioural Therapy 

(CBT-E).  

A total of six inpatients were interviewed about their experiences and the 

transcripts were analysed using a method called qualitative content analysis. Findings 

are presented in five categories with illustrative patients quotations: awareness of 
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service changes, experiences of key processes in the inpatient pathway, awareness and 

understanding of the CBT-E model, hopes and experiences of individual CBT-E, and 

other specific patient feedback. The clinical implications of the findings are discussed, 

and a number of recommendations are offered to the service. 

Main Research Paper  

Patients tell us that when they go into hospital or have a healthcare appointment 

one of the things that matters most is that the care they receive is compassionate. 

However, there are times when the basic humanity of care fails, which can lead to 

distress for the patients, poor outcomes, and can even lead to patients dying 

unnecessarily. For many healthcare providers across the world, compassionate care is 

now a top priority. Research has rapidly expanded in this field, but the literature suffers 

from a lack of understanding of what compassionate care means to patients and also 

what this actually looks like in practice.  

This project therefore aimed to develop a new measure or questionnaire to 

capture the patient experience of the observable behaviours of compassionate care 

provision. It aimed to be suitable for reference to care delivered by a healthcare 

professional working in any care setting. It also aimed to involve people with lived 

experience of healthcare delivery, both patients and staff, at all stages of the project. 

This new measure was developed using a rigorous, multi-stage process. First, 

items were developed from the “top-down” by speaking to eight patients and clinicians 

about what compassionate care means to them, and then analysing their answers. 

Second, the literature was searched for similar existing measures to identify any 

additional suitable items (a “bottom-up” process). Third, a panel of over 30 patient, 

clinician, and researcher experts in compassionate care were recruited to take part in a 

type of consensus study called a Delphi process. This took place online over two rounds 

using a survey format where people were presented with sample items for the measure 

and asked to rate how important these were to define compassionate care.  

In the end, this process generated a new measure consisting of 21 items organized n six 

themes: understanding, communication, attention, action, emotional sensitivity, and 

connection.  
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It is hoped that this new Compassionate Care Measure will broad range of practical 

applications such as providing constructive feedback to clinicians in training or helping 

researchers to explore links between more compassionate care and better patient 

outcomes. The project team will be conducting further research to test this measure to 

check that it is reliable and valid before it can be recommended for widespread use.  
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original high quality empirical research and rigorous theoretical papers of any 

theoretical provenance provided they have a bearing upon vulnerability to, adjustment 

to, assessment of, and recovery (assisted or otherwise) from psychological disorders. 

Submission of systematic reviews and other research reports which support evidence-
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manuscript. Please see the Project CRediT website for a list of roles. 
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Please provide an abstract of up to 250 words. Articles containing original 
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Main Text File 
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• The journal uses British/US spelling; however, authors may submit using either 

option, as spelling of accepted papers is converted during the production process. 
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References in published papers are formatted according to the Publication 

Manual of the American Psychological Association (6th edition). However, references 

may be submitted in any style or format, as long as it is consistent throughout the 

manuscript.  

Tables 

Tables should be self-contained and complement, not duplicate, information 

contained in the text. They should be supplied as editable files, not pasted as images. 

Legends should be concise but comprehensive – the table, legend, and footnotes must be 

understandable without reference to the text. All abbreviations must be defined in 

footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** 

should be reserved for P-values. Statistical measures such as SD or SEM should be 

identified in the headings. 
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Although authors are encouraged to send the highest-quality figures possible, for 

peer-review purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Click here for the basic figure requirements for figures submitted with 

manuscripts for initial peer review, as well as the more detailed post-acceptance figure 

requirements. 

Legends should be concise but comprehensive – the figure and its legend must 

be understandable without reference to the text. Include definitions of any symbols used 

and define/explain all abbreviations and units of measurement. 
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free of charge. Please note, however, that it is preferable that line figures (e.g. graphs 
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in black and white. If an author would prefer to have figures printed in colour in hard 

copies of the journal, a fee will be charged by the Publisher. 
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provides greater depth and background. It is hosted online and appears without editing 

or typesetting. It may include tables, figures, videos, datasets, etc. 

Click here for Wiley’s FAQs on supporting information. 

Note: if data, scripts, or other artefacts used to generate the analyses presented in 

the paper are available via a publicly available data repository, authors should include a 

reference to the location of the material within their paper. 
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For guidelines on editorial style, please consult the APA Publication 

Manual published by the American Psychological Association[…].  
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A2 Search Terms 

 

ELECTRONIC DATABASES 

 

PubMed search terms and results (searched 24.07.20) 

1. compassion*[Title/Abstract] 10,327  

2. program*[Title/Abstract]  886,276 

3. therap*[Title/Abstract]  2,934,928  

4. intervention*[Title/Abstract]  998,993  

5. training*[Title/Abstract]  411,544  

6. workshop*[Title/Abstract]  39,120 

7. 2 OR 3 OR 4 OR 5 OR 6  ((((program*[Title/Abstract]) OR 

(therap*[Title/Abstract])) OR (intervention*[Title/Abstract])) OR 

(training*[Title/Abstract])) OR (workshop*[Title/Abstract]) 4,639,085 

8. 1 AND 7  (compassion*[Title/Abstract]) AND (((((program*[Title/Abstract]) 

OR (therap*[Title/Abstract])) OR (intervention*[Title/Abstract])) OR 

(training*[Title/Abstract])) OR (workshop*[Title/Abstract]))  4,367 

9. "systematic review"[Title]  124,147 

10. “critical review”[Title]  9,060  

11. “literature review”[Title]  38,139  

12. “systematic literature review”[Title]  3,725 

13. “protocol*”[Title]  61,021 

14. “meta analy*”[Title]  111,953 

15. “scoping review”[Title]  4,833  

16. “meta synthesis”[Title]  595 

17. “integrative review”[Title]  2,235  

18. 9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15 OR 16 OR 17   

((((((("systematic review"[Title]) OR ("critical review"[Title])) OR 

("literature review"[Title])) OR ("systematic literature review"[Title])) OR 

("protocol*"[Title])) OR ("scoping review"[Title])) OR ("meta 

synthesis"[Title])) OR ("integrative review"[Title])  235,226   

19. "review"[Publication Type]  2,676,871 

20. "systematic review"[Publication Type]  131,690 

21. "meta-analysis"[Publication Type] 117,577  

22. 19 OR 20 OR 21  (("review"[Publication Type]) OR ("systematic 

review"[Publication Type])) OR ("meta-analysis"[Publication Type])  

2,756,064 

23. 18 AND 22 (((((((("systematic review"[Title]) OR ("critical review"[Title])) 

OR ("literature review"[Title])) OR ("systematic literature review"[Title])) 

OR ("protocol*"[Title])) OR ("scoping review"[Title])) OR ("meta 

synthesis"[Title])) OR ("integrative review"[Title])) OR 

((("review"[Publication Type]) OR ("systematic review"[Publication Type])) 

OR ("meta-analysis"[Publication Type]))  2,848,856   

24. 8 NOT 23  ((compassion*[Title/Abstract]) AND 

(((((program*[Title/Abstract]) OR (therap*[Title/Abstract])) OR 

(intervention*[Title/Abstract])) OR (training*[Title/Abstract])) OR 

https://pubmed-ncbi-nlm-nih-gov.ezproxy1.bath.ac.uk/?term=workshop%2A%5BTitle%2FAbstract%5D&sort=relevance&size=200
https://pubmed-ncbi-nlm-nih-gov.ezproxy1.bath.ac.uk/?term=%28%28%28%28program%2A%5BTitle%2FAbstract%5D%29+OR+%28therap%2A%5BTitle%2FAbstract%5D%29%29+OR+%28intervention%2A%5BTitle%2FAbstract%5D%29%29+OR+%28training%2A%5BTitle%2FAbstract%5D%29%29+OR+%28workshop%2A%5BTitle%2FAbstract%5D%29&sort=relevance&size=200
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(workshop*[Title/Abstract]))) NOT ((((((((("systematic review"[Title]) OR 

("critical review"[Title])) OR ("literature review"[Title])) OR ("systematic 

literature review"[Title])) OR ("protocol*"[Title])) OR ("scoping 

review"[Title])) OR ("meta synthesis"[Title])) OR ("integrative 

review"[Title])) OR ((("review"[Publication Type]) OR ("systematic 

review"[Publication Type])) OR ("meta-analysis"[Publication Type]))) 3,611

   

25. “compassionate use program*"[Title/Abstract]  301 

26. "compassionate use basis"[Title/Abstract] 108 

27. 25 OR 26 ("compassionate use program*"[Title/Abstract]) OR 

("compassionate use basis"[Title/Abstract])  401 

28. 24 NOT 27  (((compassion*[Title/Abstract]) AND 

(((((program*[Title/Abstract]) OR (therap*[Title/Abstract])) OR 

(intervention*[Title/Abstract])) OR (training*[Title/Abstract])) OR 

(workshop*[Title/Abstract]))) NOT ((((((((("systematic review"[Title]) OR 

("critical review"[Title])) OR ("literature review"[Title])) OR ("systematic 

literature review"[Title])) OR ("protocol*"[Title])) OR ("scoping 

review"[Title])) OR ("meta synthesis"[Title])) OR ("integrative 

review"[Title])) OR ((("review"[Publication Type]) OR ("systematic 

review"[Publication Type])) OR ("meta-analysis"[Publication Type])))) NOT 

(("compassionate use program*"[Title/Abstract]) OR ("compassionate use 

basis*"[Title/Abstract]))  3304 

All results imported into Endnote and into Covidence for title/abstract screening. 

 

APA PsycNet searched on 24.07.20  

Database: PsycINFO 

1. 4,287 Results for Keywords: compassion* 

2. 10,651 Results for Abstract: compassion* 

3. #1 OR #2   11,126 Results for ((abstract: (compassion*))) OR ((Keywords: 

(compassion*))) 

4. 178,992 Results for Keywords: program* 

5. 384,026 Results for Keywords: therap* 

6. 153,977 Results for Keywords: intervention* 

7. 128,958 Results for Keywords: training* 

8. 4,503 Results for Keywords: workshop* 

9. #4 OR #5 OR #6 OR #7 OR #8   740,274 Results for ((Keywords: 

(program*))) OR ((Keywords: (therap*))) OR ((Keywords: 

(intervention*))) OR ((Keywords: (training*))) OR ((Keywords: (workshop*))) 

10. 374,431 Results for Abstract: program* 

11. 367,600 Results for Abstract: therap* 

12. 369,614 Results for Abstract: intervention* 

13. 243,817 Results for Abstract: training* 

14. 16,022 Results for Abstract: workshop* 

15. #10 OR #11 OR #12 OR #13 OR #14    1,084,892 Results for ((abstract: 

(workshop*))) OR ((abstract: (training*))) OR ((abstract: 

(intervention*))) OR ((abstract: (therap*))) OR ((abstract: (program*))) 
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16. #9 OR #15    1,293,350 Results for ((((Keywords: 

(program*)))) OR (((Keywords: (therap*)))) OR (((Keywords: 

(intervention*)))) OR (((Keywords: (training*)))) OR (((Keywords: 

(workshop*))))) OR ((((abstract: (workshop*)))) OR (((abstract: 

(training*)))) OR (((abstract: (intervention*)))) OR (((abstract: 

(therap*)))) OR (((abstract: (program*))))) 

17. #3 AND #16   5,104 Results for ((((abstract: (compassion*)))) OR (((Keywords: 

(compassion*))))) AND ((((((Keywords: (program*))))) OR ((((Keywords: 

(therap*))))) OR ((((Keywords: (intervention*))))) OR ((((Keywords: 

(training*))))) OR ((((Keywords: (workshop*)))))) OR (((((abstract: 

(workshop*))))) OR ((((abstract: (training*))))) OR ((((abstract: 

(intervention*))))) OR ((((abstract: (therap*))))) OR ((((abstract: (program*))))))) 

18. 20,325 Results for Title: "systematic review" 

19. 3,350 Results for Title: "critical review" 

20. 20,890 Results for Title: "meta analy*" 

21. 1,268 Results for Title: "scoping review*" 

22. 1,076 Results for Title: "integrative review*" 

23. 365 Results for Title: "meta synthesis" 

24. 4,786 Results for Title: "literature review" 

25. 929 Results for Title: "systematic literature review" 

26. 4,657 Results for Title: "protocol*" 

27. #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24  

49,205 Results for ((title: ('integrative review'))) OR ((title: ('scoping 

review'))) OR ((title: ('systematic literature review'))) OR ((title: ('qualitative 

review'))) OR ((title: ('meta synthesis'))) OR ((title: ('meta analy*'))) OR ((title: 

('systematic review'))) OR ((title: ('critical review'))) OR ((title: (protocol))) 

28. #17 NOT #27   4,982 Results for ((((((abstract: (compassion*))))) OR 

((((Keywords: (compassion*)))))) AND (((((((Keywords: (program*)))))) OR 

(((((Keywords: (therap*)))))) OR (((((Keywords: (intervention*)))))) OR 

(((((Keywords: (training*)))))) OR (((((Keywords: (workshop*))))))) OR 

((((((abstract: (workshop*)))))) OR (((((abstract: (training*)))))) OR (((((abstract: 

(intervention*)))))) OR (((((abstract: (therap*)))))) OR (((((abstract: 

(program*))))))))) NOT ((((title: ("protocol*")))) OR (((title: ("systematic 

literature review")))) OR (((title: ("literature review")))) OR (((title: ("meta 

synthesis")))) OR (((title: ("scoping review*")))) OR (((title: ("integrative 

review*")))) OR (((title: ("meta analy*")))) OR (((title: ("critical review")))) OR 

(((title: ("systematic review")))))  

29. Methodology IS NOT Literature Review 

30. Methodology IS NOT Systematic Review 

31. 4,969 Results for ((((((abstract: (compassion*))))) OR ((((Keywords: 

(compassion*)))))) AND (((((((Keywords: (program*)))))) OR (((((Keywords: 

(therap*)))))) OR (((((Keywords: (intervention*)))))) OR (((((Keywords: 

(training*)))))) OR (((((Keywords: (workshop*))))))) OR ((((((abstract: 

(workshop*)))))) OR (((((abstract: (training*)))))) OR (((((abstract: 

(intervention*)))))) OR (((((abstract: (therap*)))))) OR (((((abstract: 

(program*))))))))) NOT ((((title: ("protocol*")))) OR (((title: ("systematic 
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literature review")))) OR (((title: ("literature review")))) OR (((title: ("meta 

synthesis")))) OR (((title: ("scoping review*")))) OR (((title: ("integrative 

review*")))) OR (((title: ("meta analy*")))) OR (((title: ("critical review")))) OR 

(((title: ("systematic review"))))) AND NOT Methodology: Literature Review 

OR Systematic Review 

32. Document Type IS NOT Chapter 

33. 4,290 Results for ((((((abstract: (compassion*))))) OR ((((Keywords: 

(compassion*)))))) AND (((((((Keywords: (program*)))))) OR (((((Keywords: 

(therap*)))))) OR (((((Keywords: (intervention*)))))) OR (((((Keywords: 

(training*)))))) OR (((((Keywords: (workshop*))))))) OR ((((((abstract: 

(workshop*)))))) OR (((((abstract: (training*)))))) OR (((((abstract: 

(intervention*)))))) OR (((((abstract: (therap*)))))) OR (((((abstract: 

(program*))))))))) NOT ((((title: ("protocol*")))) OR (((title: ("systematic 

literature review")))) OR (((title: ("literature review")))) OR (((title: ("meta 

synthesis")))) OR (((title: ("scoping review*")))) OR (((title: ("integrative 

review*")))) OR (((title: ("meta analy*")))) OR (((title: ("critical review")))) OR 

(((title: ("systematic review"))))) AND NOT Methodology: Literature Review 

OR Systematic Review NOT Document Type: Chapter. 

All results imported into Endnote and into Covidence for title/abstract screening. 

 

Embase searched on 23.07.20 

Sources: Embase and Embase Classic 

1. compassion*:ti,ab,kw AND ([embase]/lim OR [embase classic]/lim)  9,176 

2. program*:ti,ab,kw AND ([embase]/lim OR [embase classic]/lim)  883,936 

3. therap*:ti,ab,kw AND ([embase]/lim OR [embase classic]/lim)  3,672,651  

4. intervention*:ti,ab,kw AND ([embase]/lim OR [embase classic]/lim)  1,154,732 

5. training*:ti,ab,kw AND ([embase]/lim OR [embase classic]/lim)  417,378 

6. workshop*:ti,ab,kw AND ([embase]/lim OR [embase classic]/lim)  41,157 

7. #2 OR #3 OR #4 OR #5 OR #6   5,385,284  

8. #1 AND #7  5,308 

9. protocol:ti AND ([embase]/lim OR [embase classic]/lim)  49,703 

10. 'critical review':ti AND ([embase]/lim OR [embase classic]/lim)  7,737 

11. 'systematic review':ti AND ([embase]/lim OR [embase classic]/lim) 121,452 

12. 'meta analy*':ti AND ([embase]/lim OR [embase classic]/lim) 118,247 

13. 'meta synthesis':ti AND ([embase]/lim OR [embase classic]/lim) 312 

14. 'literature review':ti AND ([embase]/lim OR [embase classic]/lim) 35,710 

15. 'systematic literature review':ti AND ([embase]/lim OR [embase classic]/lim) 

4,126 

16. 'scoping review':ti AND ([embase]/lim OR [embase classic]/lim) 3,024 

17. 'integrative review':ti AND ([embase]/lim OR [embase classic]/lim) 606 

18. #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17  

283,722  

19. #8 NOT #18  5,167 

20. 'compassionate use program*':ti, ab,kw AND ([embase]/lim OR [embase 

classic]/lim) 682 
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21. (('compassionate use' NEAR/5 drug*):ti, ab,kw) AND ([embase]/lim OR 

[embase classic]/lim) 111 

22. #20 OR #21 779 

23. #19 NOT #22  4,430  

All results imported into Endnote and into Covidence for title/abstract screening. 

Duplicates identified: 30 

 

Cochrane Central Register of Controlled Trials (CENTRAL) searched on 

24.07.20 

Filter: Trials 

1. (compassion*):ti,ab,kw  1,166  

2. (program*):ti,ab,kw 118,895 

3. (therap*):ti,ab,kw  731,760 

4. (intervention*):ti,ab,kw 385,009 

5. (training*):ti,ab,kw 85,325  

6. (workshop*):ti,ab,kw 3,948 

7. #2 OR #3 OR #4 OR #5 OR #6 1,005,435 

8. #1 AND #7 1,043 

9. (compassionate use program*):ti,ab,kw 120 

10. (compassionate use basis):ti,ab,kw 35 

11. #9 OR #10 148 

12. #8 NOT #11 899 results 

All results imported into Endnote and into Covidence for title/abstract screening. 

 

OTHER SOURCES SEARCHED 

Web of Science (Core Collection) searched on 

1. TI=compassion* OR AB=compassion* OR AK=compassion*  16,297 

2. TI=(program*OR  therap* OR  program* OR  intervention* OR  workshop* OR

  training*)  1,801,332 

3. AB=(program* OR  therap*  OR  program*  OR  intervention*  OR  workshop*  

OR  training*) 4,755,849 

4. #2 OR #3 

5. #1 AND #4 

6. TI=(compassionate use  program*  OR  compassionate  use  basis) 217  

7. AB=(compassionate use  program*  OR  compassionate  use  basis) 714 

8. TI=(compassionate   use  NEAR/5  drug*) 22  

9. AB=(compassionate   use  NEAR/5  drug*) 47 

10. #6 OR #7 OR #8 OR #9 

11. #5 NOT #10 

12. TI=("systematic review"  OR  "literature  review"  OR  "meta  analysis") 

13. #11 NOT #12 

14. Refined by: [excluding] DOCUMENT TYPES: ( REVIEW OR EDITORIAL 

MATERIAL OR BOOK REVIEW OR CORRECTION OR BIOGRAPHICAL 

ITEM OR BOOK CHAPTER ) Indexes=SCI-EXPANDED, SSCI, CPCI-S, 

CPCI-SSH, ESCI Timespan=All years 

 

http://apps.webofknowledge.com.ezproxy1.bath.ac.uk/summary.do?product=WOS&doc=1&qid=2&SID=F44EryvOokYLTguVviW&search_mode=AdvancedSearch&update_back2search_link_param=yes
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Results: 3,729 

 

OPTION 2 

Refined by: [excluding] DOCUMENT TYPES: ( REVIEW OR EDITORIAL 

MATERIAL OR BOOK REVIEW OR CORRECTION OR BIOGRAPHICAL ITEM 

OR BOOK CHAPTER ) AND [excluding] DOCUMENT TYPES: ( ARTICLE ) 

Indexes=SCI-EXPANDED, SSCI, CPCI-S, CPCI-SSH, ESCI Timespan=All years 

 

Results: 204 

 

Google Scholar searched on 

Search terms: compassion * therap* OR program* OR intervention* OR 

workshop* OR training* -"compassionate use"  

Results: 5,020 

First 10 pages screened for healthcare worker population + psychological 

intervention. 

 

References imported into Endnote and Covidence: 0 

 

OSF Preprints https://osf.io/preprints/ searched on 25.07.20 

Filter: Subject: Medicine and Health Sciences OR Social and Behavioural 

Sciences 

Search term: Title:compassion* 

Results: 32 

Search term: Compassion* 

Results: 75 

Screened for healthcare worker population + psychological intervention. 

 

References imported into Endnote and Covidence: 0 

 

Grey Literature Report searched on 23.07.20 

Search term: compassion* in Title 

No restrictions 

Results: 21 

Search term: compassion* in Full text 

No restrictions 

Results: 28 

Search term: compassionate in Title 

No restrictions 

Results: 2 

Search term: compassionate in Full text 

No restrictions 

Results: 2 

Screened for healthcare worker population + psychological intervention. 

 

References imported into Endnote and Covidence: 0 

https://osf.io/preprints/
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OpenGrey.eu searched on 23.07.20 

Search term: compassion* 

No restrictions 

Results: 151 

All titles and abstracts screened for healthcare worker population + 

psychological intervention. 

References imported into Endnote and Covidence: 1 

1. Boellinghaus. Cultivating compassion in psychological therapists : the potential 

of loving-kindness meditation 

http://www.opengrey.eu/item/display/10068/1000233  

 

Networked Digital Library of Theses and Dissertations (NDLTD) searched 

on 23.07.20 

Search term: 

Title:"compassion" OR "compassionate" OR "self-compassion" 

Filter: English 

No other restrictions 

Results: 601 

All title/descriptions screened for healthcare worker population + psychological 

intervention. 

 

References imported into Endnote and Covidence: 2 

1. Beaumont. 'Being kinder to myself' : using compassion focused therapy and 

compassionate mind training to help individuals in the helping professions 

cultivate compassion. PhD Thesis. 

2. Zelikman. Self-compassion training for graduate students in the helping 

professions. PhD Thesis. 

 

  

http://www.opengrey.eu/item/display/10068/1000233
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A3 Handsearching of reference lists from key reviews 

 

Sinclair, S., Norris, J. M., McConnell, S. J., Chochinov, H. M., Hack, T. F., 

Hagen, N. A., McClement, S., & Bouchal, S. R. (2016). Compassion: A scoping 

review of the healthcare literature. BMC Palliative Care, 15, 6. 

https://doi.org/10.1186/s12904-016-0080-0 

 

New references identified from list of included studies and imported into 

Endnote and Covidence: 

1. Fortney L, Luchterhand C, Zakletskaia L, Zgierska A, Rakel D. Abbreviated 

mindfulness intervention for job satisfaction, quality of life, and compassion in 

primary care clinicians: A pilot study. Ann Fam Med. 2013;11(5):412–20. 

doi:10.1370/afm.1511.   

2. Kalish R, Dawiskiba M, Sung YC, Blanco M. Raising medical student 

awareness of compassionate care through reflection of annotated videotapes of 

clinical encounters. Educ Health (Abingdon). 2011;24(3):490.  

 

Panting, H., & Marks, E. (n.d.). Do Compassion Focused Therapy 

interventions lead to rebalancing of the three emotion regulation systems? A 

systematic review. 

 

New references identified from list of included studies and imported into 

Endnote and Covidence: 

1. Beaumont, E., Irons, C., Rayner, G., & Dagnall, N. (2016). Does Compassion-

Focused Therapy Training for Health Care Educators and Providers Increase 

Self-Compassion and Reduce Self-Persecution and Self-Criticism? Journal of 

Continuing Education in the Health Professions, 36(1), 4-10.  

 

Wasson, R. S., Barratt, C., & O’Brien, W. H. (2020). Effects of Mindfulness-

Based Interventions on Self-compassion in Health Care Professionals: A Meta-

analysis. Mindfulness. https://doi.org/10.1007/s12671-020-01342-5 

 

New references identified from list of included studies and imported into 

Endnote and Covidence: 

1. Finlay-Jones, A., Kane, R., & Rees, C. (2017). Self-compassion online: A pilot 

study of an internet-based self-compassion cultivation program for psychology 

trainees. Journal of Clinical Psychology, 73(7), 797–816. 

2. Scarlet, J.,Altmeyer, N., Knier, S.,&Harpin, R. E. (2017). The effects of 

compassion  cultivation training (CCT) on health-care workers. Clinical 

Psychologist, 21(2), 116–124. 
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A4 Table of Self-Report Compassion Outcome Measures Used in Included Studies 

Outcome Measure Description 

Self-

Compassion  

Self-Compassion-

Scale-Long-

Version (SCS-LV) 

(Neff, 2003) 

26-item measure with six subscales: self-

kindness, self-judgement, mindfulness, 

common humanity, isolation, and over 

identification. Researchers later identified two 

separate factors to the measure: Self-Critical 

Judgement (SCS) which is negatively scored 

and Self-Compassion which is positively 

scored (López et al., 2015) 

Self-Compassion 

Scale Short-Form 

(SCS-SF) (Raes et 

al., 2011) 

12-item shortened version of original SCS 

including the same six subscales. 

Compassion 

for Others 

 

Compassion-for-

Others Scale 

(CFOS) (Pommier, 

2010)  

 

24-item measure with six subscales: kindness, 

common humanity, indifference, separation, 

mindfulness, and disengagement.  

The Compassionate 

Scale (TCS) 

(Pommier et al., 

2020) 

 

16-item measure (developed from the CFOS) 

with four subscales: kindness, common 

humanity, mindfulness, and indifference.  

Uses a similar structure to the Neff SCS.  

Santa Clara Brief 

Compassion scale 

(Hwang et al., 

2008) 

5-item measure of compassion for strangers 

Compassion 

from Others  

n/a n/a 

Other 

compassion-

related 

outcomes 

The Fears of 

Compassion Scale 

(FCOS) (Gilbert et 

al., 2011). 

38-items with three subscales: fear of self-

compassion; fear of expressing compassion for 

others; fear of receiving compassion from 

others.   

 Professional 

Quality of Life 

Scale (Stamm, 

2010) 

Consists of three scales: 

Compassion satisfaction is defined as “the 

pleasure from being able to do your job well”: 

10-item measure (positively scored). 

Compassion fatigue is composed of two 

scales: Burnout: 10-items measuring 

exhaustion, disconnectedness, and depression 

related to work (negatively scored); Secondary 

Traumatic Stress: 10-items measuring work-

related secondary trauma exposure (negatively 

scored). 
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Appendix B: Service Improvement Project Appendices  

 

B1 Submission Guidelines for Journal of Eating Disorders 

Available from: https://jeatdisord.biomedcentral.com/submission-guidelines/preparing-

your-manuscript/research-article  

Research article 

Criteria 

Journal of Eating Disorders strongly encourages that all datasets on which the 

conclusions of the paper rely should be available to readers. We encourage authors to 

ensure that their datasets are either deposited in publicly available repositories (where 

available and appropriate) or presented in the main manuscript or additional supporting 

files whenever possible. Please see Springer Nature’s information on recommended 

repositories. 

Plain English summary 

All articles in Journal of Eating Disorders require a Plain English summary of 

between 100 and 200 words, in addition to the Abstract. This should be a summary of 

the article written in language suitable for people with lived experience of illness and the 

wider public to easily understand. It should not contain technical terminology or 

complicated statistics. It should convey the key messages of your paper. 

Please include this within the main body of your manuscript file. Please do not 

include the plain English summary as part of the official scientific abstract that is 

requested separately by the journal submission system. The plain English summary 

should be inserted immediately after the official scientific abstract within the manuscript 

file under the heading "Plain English summary". 

By adding a plain English summary, we hope to broaden the reach of the article 

and bring it to the attention of a more general audience. Researchers are trained to be 

highly focused, specific, and conservative with extrapolation and speculation. These 

attributes are useful for scientific publications, but not for wider public understanding. 

Many non-scientists have difficulty understanding technical terms and jargon, and the 

public requires more context-setting by way of introduction and more help drawing a 

conclusion. The following resources provide further information: INVOLVE Plain 

English summaries resource; The Plain English Campaign guide on medical 

writing; Cochrane Library. 

Preparing your manuscript 

The information below details the section headings that you should include in 

your manuscript and what information should be within each section. Please note that 

your manuscript must include a 'Declarations' section including all of the subheadings 

(please see below for more information). 

https://jeatdisord.biomedcentral.com/submission-guidelines/preparing-your-manuscript/research-article
https://jeatdisord.biomedcentral.com/submission-guidelines/preparing-your-manuscript/research-article
http://www.springer.com/gp/springernature/group/data-policy/repositories/10102588
http://www.springer.com/gp/springernature/group/data-policy/repositories/10102588
http://www.invo.org.uk/resource-centre/plain-english-summaries/
http://www.invo.org.uk/resource-centre/plain-english-summaries/
http://www.plainenglish.co.uk/free-guides.html
http://www.plainenglish.co.uk/free-guides.html
http://www.cochrane.org/news/tags/authors/cochrane-summaries-website-wins-plain-language-award
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Title page 

The title page should: 

• present a title that includes, if appropriate, the study design e.g.: 

o "A versus B in the treatment of C: a randomized controlled trial", "X is a 

risk factor for Y: a case control study", "What is the impact of factor X 

on subject Y: A systematic review" 

o or for non-clinical or non-research studies a description of what the 

article reports 

• list the full names and institutional addresses for all authors 

o if a collaboration group should be listed as an author, please list the 

Group name as an author. If you would like the names of the individual 

members of the Group to be searchable through their individual PubMed 

records, please include this information in the “Acknowledgements” 

section in accordance with the instructions below 

• indicate the corresponding author 

Abstract 

The Abstract should not exceed 350 words. Please minimize the use of 

abbreviations and do not cite references in the abstract. Reports of randomized 

controlled trials should follow the CONSORT extension for abstracts. The abstract must 

include the following separate sections: 

• Background: the context and purpose of the study 

• Methods: how the study was performed and statistical tests used 

• Results: the main findings 

• Conclusions: brief summary and potential implications 

• Trial registration: If your article reports the results of a health care intervention 

on human participants, it must be registered in an appropriate registry and the 

registration number and date of registration should be in stated in this section. If 

it was not registered prospectively (before enrollment of the first participant), 

you should include the words 'retrospectively registered'. See our editorial 

policies for more information on trial registration 

Keywords 

Three to ten keywords representing the main content of the article. 

Background 

The Background section should explain the background to the study, its aims, a 

summary of the existing literature and why this study was necessary or its contribution 

to the field. 

http://www.consort-statement.org/
https://www.biomedcentral.com/getpublished/editorial-policies
https://www.biomedcentral.com/getpublished/editorial-policies
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Methods 

The methods section should include: 

• the aim, design and setting of the study 

• the characteristics of participants or description of materials 

• a clear description of all processes, interventions and comparisons. Generic drug 

names should generally be used. When proprietary brands are used in research, 

include the brand names in parentheses 

• the type of statistical analysis used, including a power calculation if appropriate 

Results 

This should include the findings of the study including, if appropriate, results of 

statistical analysis which must be included either in the text or as tables and figures. 

Discussion 

This section should discuss the implications of the findings in context of existing 

research and highlight limitations of the study. 

Conclusions 

This should state clearly the main conclusions and provide an explanation of the 

importance and relevance of the study reported. 

List of abbreviations 

If abbreviations are used in the text they should be defined in the text at first use, 

and a list of abbreviations should be provided. 

Declarations 

All manuscripts must contain the following sections under the heading 

'Declarations': 

• Ethics approval and consent to participate 

• Consent for publication 

• Availability of data and materials 

• Competing interests 

• Funding 

• Authors' contributions 

• Acknowledgements 

• Authors' information (optional) 



142 

 

Please see below for details on the information to be included in these sections. 

If any of the sections are not relevant to your manuscript, please include the heading and 

write 'Not applicable' for that section.  

Ethics approval and consent to participate 

Manuscripts reporting studies involving human participants, human data or 

human tissue must: 

• include a statement on ethics approval and consent (even where the need for 

approval was waived) 

• include the name of the ethics committee that approved the study and the 

committee’s reference number if appropriate 

Studies involving animals must include a statement on ethics approval and for 

experimental studies involving client-owned animals, authors must also include a 

statement on informed consent from the client or owner. See our editorial policies for 

more information. 

Consent for publication 

If your manuscript contains any individual person’s data in any form (including 

any individual details, images or videos), consent for publication must be obtained from 

that person, or in the case of children, their parent or legal guardian. All presentations of 

case reports must have consent for publication. 

You can use your institutional consent form or our consent form if you prefer. 

You should not send the form to us on submission, but we may request to see a copy at 

any stage (including after publication). 

section. 

References 

Examples of the Vancouver reference style are shown below […]  

See our editorial policies for author guidance on good citation practice.  

http://www.biomedcentral.com/submissions/editorial-policies#ethics+and+consent
https://resource-cms.springernature.com/springer-cms/rest/v1/content/6633976/data/v2
https://www.biomedcentral.com/getpublished/editorial-policies#citations
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B2 University Ethics Approval 
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B3 Clinical Governance Registration 
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B4 Outline Interview Schedule for Patients 

Introductory briefing: 

• Thank you for agreeing to participate in this interview. Let me explain what I’m 

interested in. I would like to find out what your experience is of being a patient 

here in the context of some of the recent service changes the team have been 

making over the past few years.  

• I anticipate this interview will last for about 30 minutes. I have a standard set of 

questions I am asking everyone.  

• Sometimes I may probe for a little more information; at other times I may need 

to move us onto the next question - this is to ensure that we are both focussed on 

material that is relevant to the study.  

• I will not be collecting any identifiable information about you so all data will be 

anonymous. I will make an audio recording of this session so that I can listen 

back to it and not miss anything that you say. I will also use this recording to 

produce a written transcript that will enable me to analyse this data. If you do 

mention anything in our interview that could identify you, then I will edit this 

out when I produce the transcript. Later the audio files will be destroyed.  

• If at any point, you wish to take a break or to stop completely, please do let me 

know. If you find that the interview does bring up any difficult thoughts, 

emotions or memories, then please do tell me and then we can arrange for you to 

speak to someone about this further. 

• I will now ask you to read and sign the participant consent form. Do you have 

any questions?  

Patient interview questions 

1. Could you tell me for how long have you been an inpatient at CH? Have you had 

an admission here before or to any other specialist ED units? 

2. Based on your experiences or what you have heard from others, how do you feel 

CH compares to other specialist ED units?  

• If you had an earlier admission at CH, have you noticed any changes 

with the service since your last admission? 

3. Please could you describe the type of treatment that you are receiving here? 

What your overall goals for this admission? Do you know how long this 

admission will be for? 

• Have staff talked to you about being on a ‘recovery’ approach and a 

more ‘crisis management’ approach?  

• What is your understanding of the key stages to this approach? 

4. Have you been offered CBT-E therapy (cognitive behavioural therapy-

enhanced)?  

• If yes – what do you understand it to involve? Have you had to wait to 

start seeing a CBT-E therapist? What has your experience been like of 

waiting to receive/or receiving CBT-E so far?  

• If no – have you received any other forms of therapy at CH eg family 

therapy? If not - do you feel you are receiving sufficient psychological 

support from other staff? Is CBT-E something you would consider in the 

future?  
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5. I’m interested now in your experience of preparing to be admitted to CH. How 

well do you feel CH staff prepared for this admission? How did this planning 

stage compare to any previous admissions you’ve had? 

• Were you offered a pre-admission planning meeting with staff? If so, 

what happened at that meeting?  

• How well did staff explain the approach and treatment options available 

here?  

• Did you feel you were able to contribute to the goals for your admission? 

• How did your family feel about it? Was there any difference of opinion?  

6. Now I’m interested in what’s going on for you at the moment. If you’re having a 

tough day, how do the staff help you? What is it that helps you going and keeps 

you motivated whilst you’re here?  

7. I’m interested in your thoughts about discharge. How well do you feel CH is 

helping you to prepare for leaving the ward?  

• Have staff discussed step-down options with you?  

• Are your family aware of these plans? Have they been involved in this 

process? 

• (If answered yes to Q4) Are you aware of any plans regarding ongoing 

provision of CBT-E or other therapy?  

8. Overall, what do you think CH is doing well for inpatients? 

9. Overall, what do you think that CH could be doing better for inpatients? 
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B5 Copy of Report Sent to Service 

 

Report into the qualitative evaluation of the initial implementation of CBT-

E in the inpatient service at XXX [anonymised] 

 

(INTERNAL USE ONLY, NOT FOR CIRCULATION) 

Author: Eleanor Chatburn, trainee clinical psychologist (DClinPsy student), 

University of Bath (e.chatburn@bath.ac.uk)  

OHFT supervisor: Dr Jill Bailey, Oxford Healthcare Improvement, Oxford 

Health NHS Foundation Trust. 

 

Evaluation objectives  

This project aimed to understand the patient and staff experience of the initial 

implementation of CBT-E in the inpatient service at [XXX], with a particular focus on 

understanding the nature and impact of the changes, barriers to implementation, and 

opportunities for further improvements.  

This project offers a partial account of an ongoing improvement project and the 

results are best understood in the context of the larger evaluation study. 

Evaluation methods 

Two types of data were collected:  

1. Field notes from the author’s ethnographic observations within the service in 

July 2018. Total length of observations was 22 hours, which produced field notes 

totalling 10,000 words. 

2. Qualitative interviews conducted with 6 patients (all informal admissions) and 

12 members of staff (7 individual staff interviews and 2 staff focus groups) in 

August-September 2018. Total interview length was 9 hours, which produced 

transcripts totalling 80,000 words. 

Summary of initial findings 

Patient and staff engagement with the evaluation 

The majority of staff and patients whom I approached were very responsive to 

this evaluation and willing to give up their time to talk to me about their experiences. 

The only exception was the group of patients detained under the Mental Health Act 

whom I did not manage to engage with this project, which limited the size of my patient 

sample. 

People shared balanced views of the service overall.  I noticed that staff and 

patients alike spoke about the service with warmth and were keen to share their positive 

experiences of living or working at [XXX]. Highlights from patient feedback included: 

“Overall my experience here at the unit has been absolutely superb and 

the staff have been wonderful.” 

“Staff are really supportive. When you hear staff and patients 

interacting, it’s almost like a big family.” 
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“The team are utterly fantastic, and I think the diversity of the team and 

almost without exception how tireless and infectious their energy is, it’s 

brilliant.”   

Highlights from staff feedback included: 

“The culture here is tremendously hard-working. There are a lot of people who 

are here because they really chose to work with eating disorders.” 

“I think there has been a very positive overall change within the service. 

You can give your own views and the senior staff listen, we can talk freely about 

what we think.” 

[The clinical leaders] “are great at thinking about things outside of the 

box and are really inspiring, it’s led to a real culture shift on the ward.” 

People embraced the opportunity to share their views and it was common to hear 

descriptions of the “supportive staff”, “individualised treatment”, and “caring 

atmosphere” (please see Appendix for more examples of patient feedback). Where 

interviewees shared non-positive feedback of the service, I noticed that the majority of 

people framed it as constructive criticism and wanted to help the service continue to 

improve.   

Awareness of service changes 

The majority of staff expressed some uncertainty over the planned service 

changes and in particular how they related to the New Care Models project. Staff talked 

about being “vague about the plans” and not “understanding the big picture” and said 

they would appreciate clearer communication from managers.  

Overall, nearly all staff commented positively that they had noticed a recent 

change in ethos across the inpatient service towards giving more choice to patients, 

trying to be more collaborative, aiming for “more time-limited, goal-orientated 

admissions”, and encouraging greater patient autonomy, including a strong focus on 

supporting patients to become more active in their own care. For example, one member 

of the inpatient team said: “What’s changed I think is that the patient has much more 

independence in designing their own care plan. So, we are basically all their therapists 

and we just coaching them.” These themes are all consistent with core aspects of the 

CBT-E approach. 

Staff across the MDT were also observed to use a common language when 

talking to each other and with patients. Autonomy and agency were common themes 

with this talk, particularly with senior staff. For example, staff told patients: “you need 

to play an active role in your own treatment”, or staff asked: “how can you make that 

happen?”, “how can we help you achieve this goal?” Patients also picked up on these 

expectations and told me: “they want us to be proactive” and “they ask us to set our 

own goals for the week”.  

Some staff were also observed to use specific language from the CBT-E model 

when talking to each other and to patients. For example, at the clinical team meeting 

(CTM) staff asked patients “what are the pros and cons of that choice?”, “how would 

you rate that on a scale of 1-10?”. In one case, a patient was told “this is a maintaining 

factor in your illness” although it wasn’t clear how well the patient understood this 

language. Some patients were observed to engage well in these conversations and 

appeared better prepared, but for other patients their contribution to the CTM was more 
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minima and they appeared very anxious. I also did not observe much discussion of 

individual psychological formulations at these meetings.  

When asked to describe what specific service changes they had noticed at XXX, 

staff named the following specific changes to practice:  

• Change from the old weekly ward round which excluded patients to new CTM 

that used a “patient-led” format; 

• Dietician-led review of weight chart with patient at weekly CTM; 

• Change in expectations regarding patients’ rate of weight restoration; 

• Provision of new pre-admission planning meetings with patient, family 

members, and staff plus offer of a tour of the unit; 

• Shift to more time-limited admissions and clearer pathways (crisis management 

or recovery pathway); 

• More item choice for patients within set meal plans; 

• More flexibility over leave and step-down options to help prepare for discharge. 

The majority of patients were unable to comment specifically on their awareness 

of recent service changes, but one current patient had experienced an admission to XXX 

18 months earlier and this person said they had noticed the following changes: 

• Offer of a pre-admission meeting; 

• Weekly CTM meeting where staff ask patients to comment on their weight chart; 

• Greater choice of food items in the dining room; 

• Offer of MANTRA as alternative to CBT-E; 

• New patient journal club to engage with “academic side” of ED. 

Awareness and understanding of the CBT-E model 

For the patients I interviewed who were currently receiving individual CBT-E 

therapy (n=2), they demonstrated an excellent understanding of CBT-E and described 

how they felt that engaging with CBT-E complemented the other forms of support 

provided at the unit. As one person said: 

“It’s about looking at the mental side of how you perceive yourself and 

what you perceive as healthy weight, to train your brain as it's malnourished and 

look at the way you think, but I think with the actual eating process that a lot of 

that is actually done in the dining room before you start the actual therapy”. 

Another patient who was able to start CBT-E from the beginning of their 

inpatient admission shared very positive feedback about the benefits of engaging with 

CBT-E from an early stage in the admission:   

“Being able to see my therapist and work through things on an 

intellectual level on a weekly basis was really helpful and just it meant that 

everything got focused on at the same time, not just the eating but all of the 

mental stuff that went behind it, so it meant the everything got attacked at the 

same time, so it was really, really helpful.” 
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All staff had heard about the CBT-E model, but some members of the inpatient 

team had little understanding of what the model meant. In particular, many nursing staff 

seemed to struggle to explain how CBT-E affects their practice and daily interactions 

with patients. One non-psychology staff member summarised this view well:  

“I’ve got a bit of knowledge about CBT-E but it's a disservice to CBT-E 

to trying to cobble something together… you need a really good understanding 

of it... There was great knowledge sitting within our outpatient team but not in 

the inpatient team. We need to focus on transferring and sharing that knowledge 

throughout the service.” 

Based on staff reports, the uptake of CBT-E training was highly variable with the 

lowest rate in the nursing team. Both new starters and even some long-term employees 

reported they had not completed the online CREDO training because they have not been 

given protected time within their shift to do this. Some staff said they felt they had to 

complete the training in their own time and only chose to do this because of a strong 

personal interest in the area.  

Several staff members (in both psychology and nursing teams) reported some 

ideological concerns about using the CBT-E model. Concerns included:  

• Limitations of applying manualised CBT-E in complex presentations (for 

example with trauma history or attachment issues); 

• Concerns that CBT-E assumes that all patients want “recovery”;  

• A personal preference for using a more integrative approach to psychotherapy; 

• Concerns about the limited suitability of CBT-E for patients who have already 

tried a CBT-based approach and not found it helpful; 

• However, other staff pointed out that the service was now trialling MANTRA for 

some individual patients as an alternative to CBT-E with the goal of offering 

more therapeutic choice.  

Barriers and opportunities for further implementation of CBT-E model 

1. It was clear that this evaluation was conducted during a period of considerable 

uncertainty for the community team due to staffing problems, gaps in 

psychological leadership, disruption to clinical supervision, and an extensive 

outpatient waiting list. Staff said they felt that these difficult experiences had 

affected team morale, led to a number of planned service changes “falling by the 

wayside”, and led to a delay in some inpatients being able to start individual 

CBT-E therapy. Two patients I interviewed described the effect of this delay:  

“I know I’m on the waiting list to see someone for help but I’m not 

sure… I’m guessing that is still CBT-E, I’m not entirely sure what’s happening”. 

“I'm on a waiting list at the moment for CBT-E… I think there is just 

some general confusion about what's going on… It is kind of irritating because I 

do want to try therapy… I want to change… so fingers crossed I can start soon.” 

2. Whilst all staff were very clear on each patient’s status under the Mental Health 

Act, when I asked some staff members, they were not able to tell me which 

pathway (recovery or crisis management) that some patients were on. Similarly, 
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very few of the patients I interviewed use these two terms, and instead 

distinguished between detained and informal patients.  

3. Staff described an “upstairs-downstairs divide”, “a big split” between the 

community team and the ward staff (partly due to the geography of the building) 

which they said hampers communication outside of formal MDT meetings.   

4. Some psychology staff felt that there was a disconnect between the work the 

patients did in their individual therapy sessions and the work they did back on 

the ward. Some of the psychology team admitted that they did not know much 

about the specifics of how the nursing team supported inpatients, as they were 

unable to spend time on the ward or in the dining room. Similarly, from the 

nursing perspective, there was some sense that “our work is not getting seen, our 

input isn’t considered”. 

5. Psychology staff reported an inconsistent approach in whether a patient’s 

individualised formulation as developed in therapy is shared with the whole 

MDT. Staff called for greater sharing of formulation including in meetings to 

ensure a consistent psychological approach across the MDT.  

6. Junior nursing staff did not appear to fully understand what CBT-E means or 

how the model should inform their practice on the ward, particularly in relation 

to how they support patients in the dining room and in their informal one-to-one 

support with patients.  

7. Most patients did not seem to be aware that the service is trying to use CBT-E as 

a system-level approach to inform all aspects of the treatment they received as 

inpatients, indeed most patients appeared to view CBT-E as something you only 

receive if you are seeing a therapist for individual work. There was some 

suggestion that this has exacerbated the feeling of ‘missing out’ for those 

inpatients who do not receive individual therapy.   

8. Psychology and OT staff were open about the fact that the inpatient group 

programme has not yet been comprehensively reviewed in relation to the CBT-E 

model and this represents a considerable future piece of work. The lack of 

dedicated psychology specialist input on the ward was highlighted as a limitation 

in this regard. 

Appendix: Summary of patient feedback about the service 

Patients identified the following aspects of the service that they found helpful: 

• “Overall my experience here at the unit has been absolutely superb and the staff 

have been wonderful”. 

• “Staff are really supportive. When you hear staff and patients interacting, it’s 

almost like a big family, everyone is supporting another”.  

• “When I haven't been able to believe in myself, the team have believed me, each 

and every single one of them and they picked me up when wanted to walk out”. 
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• “It has definitely been a good thing coming here, I never could have done this as 

an outpatient, and I am sure I would still be in a really awful situation if I haven't 

have come in here. Definitely they do their best and do a good job of helping 

people.” 

• “Most staff do listen and do give good advice and do understand the illness, they 

listen to advice and try and implement it as much as they can”. 

• “The program and the therapy that I have received has been 100% individual and 

person-centred for me”. 

•  “I found the [pre-admission] meeting really helpful, so you’re not just thrown 

into it, you’re told what is going to happen”. 

• “[In the pre-admission meeting] the staff answered my questions and gave me a 

tour which really help relieve some of my anxiety. My family also found it 

helpful” 

• “I really liked the admission information guide… it gave advice from previous 

patients on what to pack”. 

• “I think there is a good level of dietary support and a good balance between 

boundaries and choice.” 

• “Staff do a good job of informing you about side-effects of weight gain, so it 

helps you realise it's normal and it's not a terrible thing”. 

• “The groups give you that connection with what you might have lost… I 

particularly love the art and creative writing.” 

• Several patients mentioned they appreciated knowing what was expected of them 

in terms of expectations regarding their rate of weight restoration. 

• Several patients mentioned they appreciated knowing the estimated length of 

their admission (NB although not all patients were sure about this).  

• Several patients shared of examples of times when their personal needs and 

requests taken seriously and how staff made adjustments for them. 

Patients raised the following aspects of the service that they felt needed further 

improvement: 

Difficult dynamics between detained and voluntary patients. For the informal 

inpatients I interviewed a significant area of concern was the presence of “people who 

don’t want to be here”. Whilst the interviewees talked about these detained patients with 

compassion, they expressed frustration about the drain on nursing resources for patients 

requiring high levels of observations and the impact on the therapeutic environment of 

patients displaying unhelpful behaviours. As one patient said: “It would just be great if 

they could bring in more patients who want to be here and who want to get well, 

because I'm trying to stick to the ‘winners’, people who are signed up for recovery, but 

there aren’t many of them here.” 



153 

 

Nurse support. Patients said how much they appreciated one-to-one support 

from inpatient staff. However as one patient said, “you are meant to be proactive and 

ask for support”, yet all six patients interviewed agreed that they all really struggled to 

ask for help at times. The reasons given for this included: low self-esteem (not feeling 

deserving of help), awareness of staff workload/unavailability, and feeling too distressed 

and self-conscious to walk through a public area to knock on the office door. One 

patient asked if there could be an emergency call bell for situations when a person is in 

their room and feeling acutely distressed and said that it might prevent self-harming 

behaviour.  

Pre-admission meetings. Most of the patients I interviewed had been offered a 

pre-admission meeting and said they found it helpful for preparing them for their 

admission. However, there were times it took place and key members of staff were 

missing, such as one patient’s current therapist. Also, the feedback suggested the 

importance of using an empathic approach at this meeting, as in one case a patient 

described feeling highly distressed due to the “abrupt” use of language by a staff 

member when they were questioned about a very sensitive matter. In another case, a 

patient said their admission was very last minute and there was no time to do the pre-

admission meeting. They described feeling confused about the exact goals for their 

admission and said they felt anxious because they had not had chance to meet with the 

dietician first.  

Format of weekly CTM. Whilst most patients could see some benefit of these 

reviews, nearly all patients described it as “stressful” and “intimidating” due to the large 

number of staff members present, which they said can make it very difficult for them to 

contribute. One patient described “absolutely hating” having to comment on her weight 

chart in front of so many people. Patients also asked for the meetings to run to time 

better. Consequences of late-running CTM were described as: 1) feeling more anxious 

as they are kept waiting to be called in, 2) disruption in the dining room as some patients 

may have to enter late, and 3) the meetings feeling too “rushed”.  As one patient said: 

“When you're in there you feel like you don't really have enough time, so I often don't 

say things I want to talk about because I feel like they need to rush.” 

Decisions around leave. Some patients reported that leave decisions made at 

CTM were occasionally not recorded, so ward staff were unaware of the plans. Also a 

few patients reported feeling frustrated that decisions to give or refuse leave at the CTM 

seemed to be based “purely around weight” and did not take into account other things 

such as their psychological state and coping ability.  

Dining room. Patients had different opinions on the dining room, but one 

common theme was that they felt staff members were often inconsistent with how they 

enforced the dining room rules, such as timing and allowance of “unacceptable 

behaviours”. 
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B6 Service Feedback in Response to Report (anonymised) 

 

Re: Report on CBT-E implementation for review 

[XXXXXX] 

Fri 08/03/2019 12:21 

To: Eleanor Chatburn ec824@bath.ac.uk 

 

Dear Eleanor,  

 

Hope you are well. Thank you for sending this to me. I think its excellent and you have 

really captured the setting. the clinical team meeting on monday is interesting, since 

often it over runs and some patients get more time than the allocated 15 minutes, so 

some get less. When I read your work, I thought, I don't know how the patients are 

allocated their times, who goes first, last etc. Each week we get an email from admin 

with the schedule. I contacted [XXX], office manager to ask about this.  

 

The clinical team meeting timetable is scheduled and placed on the patient noticeboard 

on the ward each friday and the patients are given the chance to review it and to request 

another slot. They can tell the nursing staff who inform admin and they change it. Some 

patients prefer to take the same slot each week. Any patient who has a Care Programme 

Approach meeting on the wednesday of that week does not attend CTM. The CPA is 

scheduled for one hour and there are usually three between 9.30 and 12.30 on wed am. 

CPAs take place every six weeks during admission.  

 

My own observations of the CTM are that it can be delayed so much that none of the 

slots are adhered to. This is generally because the morning handover ends late so CTM 

begins late. [XXX], the pharmacist, had been using her phone to time 15 minutes. Even 

so, the alarm would ring and then the review would continue as needed. I don't know 

how the patients felt about the alarm. I do think it was markedly inequitable. If patients 

did not agree with their care plan, it led to discussions outside of the remit of the 

structured CTM and they got more time. I noticed when I arrived that the some patients 

at CTM spoke very little, some tended to avoid eye contact  and they would giggle or 

whisper, and generally regress, when among the wider team. I would observe them as 

more confident one to one. Time was usually spent trying to make them comfortable and 

we would acknowledge that there were a lot of people in the room. Other patients were 

defiant and uncooperative. But for me, coming from general adult psychiatry it was 

remarkable how little all of the patients said. It was directive and led by the questions, 

'what do you think went well' what do you want to improve, anything else and inevitably 

'what are the pros and cons' etc. common language questions. It was unusual for me that 

the review did not contain any elements of a mental state examination routinely. 

Overall, each week different AHPs can attend and sometimes dietican/pharamacist not 

there. There have been more attendances of psychologists as this evolves.   

 

About the BMI chart review at CTM. Between when I started in August and January, it 

was ad hoc and the dietician when present would show the patient their weight chart and 

if not there the nursing staff usually did. When I visited the [XXX] unit they showed the 

mailto:ec824@bath.ac.uk
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BMI chart on a projector screen throughout the CTM, that they call the round table 

meeting and referred to the weight bands and asked the patient questions about their 

interpretation of it. I thought this was a more organised approach. It was led by the staff 

grade doctor and there was no dietician input. Even the patients who don't want to 

discuss numbers seem to be ok with looking at the chart. At [XXX] unit patients bring a 

form with them, that has headings -roughly what went well, to improve and anything 

else and they fill it in in advance and then it is used as a template fro them to discuss 

and speak about. The matron writes on another page with the same headings during the 

meeting given at the end for their folder. At [XXX] the patients always bring written 

materials with them, vary from a scrap of paper to note books and files. They usually 

need prompting to read from it. Some of patients with ASD have asked staff to read for 

them. Since january at CTM the BMI charts are being shown on the screen more 

regularly.  

 

I think that there is something to say about autonomy and the way the ward is locked but 

it is not a secure unit. Having read Dalle Grave book about the setting, its very different. 

I think there are differences in the patent profiles as well, with more informal patients in 

Italy.  

 

As you know, we are working on the CBT-E folder and I'm doing improvements to the 

pre-admission assessments that involves a checklist that addresses some of the issues 

you found, like the expected weight restoration told to patients before coming in. Dr 

[XXX] aims to introduce the formulation in the pre-adm meeting in the context of 

giving the patient the CBT-E folder. Introducing concept rather than actually doing 

a formulation. The psychologists, including [XXX] are looking at inpatients to see who 

has a formulation and collating numbers for who had CBT-E versus MANTRA. It seems 

like MANTRA is not really used. The psychologists are deciding whether to use an 

'extended' cbt-e formulation, I don't really know how that differs?  

 

For me, it was really interesting when I found out from 5 patients experience of pre-adm 

meetings, they wanted more info pre -meeting, not about the ward or admission as I 

would have expected, but actually about the meeting itself, including what they were 

being asked. So I'm adding patient information about the pre-adm meeting in the invite 

email.  

 

Sorry, bit of a long email. I think the biggest 'issue' is training and staffing and there is a 

push to get all staff trained onto [the online programme] but they haven't been allocated 

working time to complete. Feel free to contact me to discuss,  hope this helps,  

 

Best wishes, 

 

[XXX] 

Psychiatrist, [Unit XXX] 
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Appendix C: Main Research Project Appendices 

 

C1 Author guidelines for target journal Health Expectations  

 

Accessed from: https://onlinelibrary-wiley-

com.ezproxy1.bath.ac.uk/page/journal/13697625/homepage/forauthors.html 

1. SUBMISSION 

Authors should kindly note that submission implies that the content has not been 

published or submitted for publication elsewhere except as a brief abstract in the 

proceedings of a scientific meeting or symposium. 

Once the submission materials have been prepared in accordance with the Author 

Guidelines, manuscripts should be submitted online 

at https://mc.manuscriptcentral.com/hex 

2. AIMS AND SCOPE 

Health Expectations promotes critical thinking and informed debate about all aspects of 

public participation in health care and health policy, including: 

• Patient-centred care and quality improvement 

• Patients' participation in treatment decisions 

• Public perceptions of health services 

• Citizen involvement health care policy making and priority-setting 

• Methods for monitoring and evaluating participation 

• Empowerment and consumerism 

• Patients' role in safety and quality 

Health Expectations is a quarterly, peer-reviewed journal publishing original research, 

review articles and critical commentaries. It includes papers which clarify concepts, 

develop theories, and critically analyse and evaluate specific policies and practices. The 

Journal provides a multi-disciplinary and international forum in which researchers from 

a variety of backgrounds can present their work to other researchers, policy makers, 

health care professionals, managers and consumer advocates. We require that authors 

include details of Patient and Public Involvement and Engagement in their research. 

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

Original Articles: original research (includes qualitative and quantitative work, primary 

studies and systematic reviews). Length should be 5,000-5,500 words. 

Review Articles: includes papers which clarify concepts or develop theories, and papers 

which critically assess developments and trends. Length should be 5,000-5,500 words. 

Viewpoint Articles: well-argued opinion pieces, and interviews with people who have 

made significant contributions to the fields of interest to the journal. These will normally 

be commissioned. Length should be 2,000-2,500 words. 

Letters to the Editor– are welcomed (1000 word limit). 

Case Reports 

The journal does not accept case reports for publication 

4. PREPARING THE SUBMISSION 

https://onlinelibrary-wiley-com.ezproxy1.bath.ac.uk/page/journal/13697625/homepage/forauthors.html
https://onlinelibrary-wiley-com.ezproxy1.bath.ac.uk/page/journal/13697625/homepage/forauthors.html
https://mc.manuscriptcentral.com/hex
https://mc.manuscriptcentral.com/hex
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Cover Letters 

Cover letters are not mandatory; however, they may be supplied at the author’s 

discretion. 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; 

figures. 

Title page 

The title page should contain: 

i. A short informative containing the major key words. The title should not 

contain abbreviations (see Wiley's best practice SEO tips); 

ii. A short running title of less than 40 characters; 

iii. The full names of the authors and email address and telephone number of 

corresponding author; 

iv. The author's institutional affiliations where the work was conducted 

v. Acknowledgments. 

vi. Conflict of Interest statement for all authors 

vii. Funding details (if any) 

The present address of any author, if different from where the work was carried 

out, should be supplied in a footnote. 

Authorship 

Please refer to the journal’s authorship policy the Editorial Policies and Ethical 

Considerations section for details on eligibility for author listing. 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should 

be listed, with permission from the contributor, in an Acknowledgments section. 

Financial and material support should also be mentioned. Thanks to anonymous 

reviewers are not appropriate. 

Conflict of Interest Statement 

Authors will be asked to provide a conflict of interest statement during the 

submission process. For details on what to include in this section, see the section 

‘Conflict of Interest’ in the Editorial Policies and Ethical Considerations section 

below. Submitting authors should ensure they liaise with all co-authors to 

confirm agreement with the final statement. 

Main Text File 

The main text file should be presented in the following order: 

i. Title, abstract and key words; 

ii. Main text; 

iii. References; 

iv. Tables (each table complete with title and footnotes); 

v. Figure legends; 

http://www.wileyauthors.com/seo
https://onlinelibrary-wiley-com.ezproxy1.bath.ac.uk/page/journal/13697625/homepage/forauthors.html#editorial
https://onlinelibrary-wiley-com.ezproxy1.bath.ac.uk/page/journal/13697625/homepage/forauthors.html#editorial
https://onlinelibrary-wiley-com.ezproxy1.bath.ac.uk/page/journal/13697625/homepage/forauthors.html#editorial
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vi. Appendices (if relevant). 

Abstract 

The abstract should be on a separate page and should not exceed 250 words. The 

abstract should be structured. Suggested headings for abstracts of primary research are: 

background or context; objective; design; setting and participants; intervention or main 

variables studied; main outcome measures; results; discussion; conclusions and patient 

or public contribution (NOTE: the latter should include details of how patients, service 

users, care-givers or members of the public were involved in your study (this may be 

design or conduct of study, analysis or interpretation of the data) or in preparation of 

your manuscript. Suggested headings for abstracts of systematic reviews are: 

background or context; objective; search strategy; inclusion criteria; data extraction and 

synthesis; main results; discussion and conclusions. 

Keywords 

Please provide up to 10 keywords. When choosing keywords, authors should consider 

how their manuscript will be discovered. Keywords should be taken from those 

recommended by the US National Library of Medicine's Medical Subject Headings 

(MeSH) browser list at www.nlm.nih.gov/mesh. 

Main Text General Style Points 

• Anonymity: papers should be double-blinded; the main text file should not 

include any information that might identify the authors. 

• The journal uses British/US spelling; however, authors may submit using either 

option, as spelling of accepted papers is converted during the production process. 

• Footnotes: should be avoided and any such material should be incorporated into 

the text as parenthetical matter. 

• Abbreviations: In general, terms should not be abbreviated unless they are used 

repeatedly and the abbreviation is helpful to the reader. Initially, use the word in 

full, followed by the abbreviation in parentheses. Thereafter use the abbreviation 

only. 

• Numbers: numbers under 10 should be spelt out, except for: measurements with 

a unit (8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 

4 gerbils). 

References 

This journal follows the AMA style. References should be numbered consecutively in 

order of appearance and should be as complete as possible. In text citations should cite 

references in consecutive order using Arabic superscript numerals. Sample references 

follow[…] 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 

Editorial Review and Acceptance 

The acceptance criteria for all papers are the quality and originality of the research and 

its significance to journal readership. Except where otherwise stated, manuscripts are 

double-blind peer reviewed. Papers will only be sent to review if the Editor-in-Chief 

https://www-nlm-nih-gov.ezproxy1.bath.ac.uk/mesh/
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determines that the paper meets the appropriate quality and relevance requirements. 

[removed] 

Human Studies and Subjects 

For manuscripts reporting medical studies that involve human participants, a statement 

identifying the ethics committee that approved the study and confirmation that the study 

conforms to recognized standards is required, for example: Declaration of Helsinki; US 

Federal Policy for the Protection of Human Subjects; or European Medicines Agency 

Guidelines for Good Clinical Practice. 

Research Reporting Guidelines 

Accurate and complete reporting enables readers to fully appraise research, replicate it, 

and use it. Authors are expected to adhere to the following research reporting standards. 

• CONSORT checklist for reports of randomised trials and cluster randomised 

trials 

• TREND checklist for non-randomised controlled trials 

• PRISMA checklist for systematic reviews and meta-analyses 

• STROBE checklist for observational research 

• COREQ checklist for qualitative studies 

• SQUIRE checklist for quality improvement 

Authorship 

The list of authors should accurately illustrate who contributed to the work and how. All 

those listed as authors should qualify for authorship according to the following criteria: 

1. Have made substantial contributions to conception and design, or acquisition of 

data, or analysis and interpretation of data; 

2. Been involved in drafting the manuscript or revising it critically for important 

intellectual content; 

3. Given final approval of the version to be published. Each author should have 

participated sufficiently in the work to take public responsibility for appropriate 

portions of the content; and 

4. Agreed to be accountable for all aspects of the work in ensuring that questions 

related to the accuracy or integrity of any part of the work are appropriately 

investigated and resolved. 

Contributions from anyone who does not meet the criteria for authorship should be 

listed, with permission from the contributor, in an Acknowledgments section (for 

example, to recognize contributions from people who provided technical help, collation 

of data, writing assistance, acquisition of funding, or a department chairperson who 

provided general support). Prior to submitting the article all authors should agree on the 

order in which their names will be listed in the manuscript. 

Additional Authorship Options. Joint first or senior authorship: In the case of joint first 

authorship, a footnote should be added to the author listing, e.g. ‘X and Y should be 

considered joint first author’ or ‘X and Y should be considered joint senior author.’ 

Publication Ethics  

https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
https://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2009/09/WC500002874.pdf
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2009/09/WC500002874.pdf
http://www.consort-statement.org/downloads
https://www.cdc.gov/trendstatement/
http://www.prisma-statement.org/
https://www.strobe-statement.org/index.php?id=strobe-home
https://academic-oup-com.ezproxy1.bath.ac.uk/intqhc/article/19/6/349/1791966/Consolidated-criteria-for-reporting-qualitative
http://www.squire-statement.org/
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C2a Ethical approval from University of Bath – original application 

 

 
C2b Ethical approval from University of Bath – amendment 
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C3 Participant information sheet for key informant interviews and Delphi study 

 

Developing a patient-reported measure of compassionate care: phase 1 

PARTICIPANT INFORMATION SHEET 

Introduction 

We would like to invite you to take part in a research study. This sheet provides some 

information to help you decide whether you would like to do so. If there is anything that 

you do not understand, or if you would like more information, please ask us.   

 

What is this research study about? 

Our aim in this study is to produce a brief questionnaire that measures the experience of 

compassionate healthcare from a patient’s perspective. To do this, we will be consulting 

with researchers, practitioners, and people with personal experience of receiving 

compassionate healthcare. This study will have three parts. First, we will consult with 

people about what compassion in healthcare means to them in order to develop the 

content of our measure. Next, we will use a survey method called a Delphi process to 

gather feedback on our draft measure. Finally, we will invite people to give feedback on 

our revised measure to check it makes sense and is easy to complete.  

Once these three stages are complete, we will then move into phase 2 of the study where 

we will test our new measure in a large online sample of patients who have recently 

accessed healthcare. 

 

Why have I been asked to take part? 

The researcher has approached you as we are looking for participants who have either: 

significant research interest in compassion or in delivering compassionate care,  

or 

significant clinical practice in the field of compassion or delivering compassionate care,  

or 

significant personal interest in and experience of receiving compassionate care. 

 

Do I have to take part? 

Taking part in this study is entirely voluntary. If you agree to take part, the researcher 

will check if you have any questions about the study and that you understand what 

participation will involve. You will then be asked to sign a consent form.  

 

Can I stop being in the study if I change my mind? 

You have the right to withdraw from this study at any point, including after you have 

participated. You may withdraw from the study up until the point when all the data 

collection is completed and anonymised. You do not need to give a reason for 

withdrawing.  

 

What will the study involve? 

There are three parts to this study and the researcher will make clear to you separately 

which part you are being invited to participate in. These parts are as follows:  

 

Initial consultation 
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In this part of the study we are interested in hearing about people’s experiences of 

compassionate healthcare. You will be invited to provide some simple demographic 

information and answer some brief questions about what compassionate care means to 

you. This conversation can take place either via telephone, email or face-to-face, 

whichever is most convenient for you. If you prefer, we are also happy to talk to you in 

a small group with other participants, or individually. We envisage that your 

involvement here should take approximately 10-20 minutes.  

 

The conversation will be audio-recorded and then anonymously transcribed. The 

researcher will initially use the interviews to identify key themes from the discussion 

which will feed into the Delphi study. The data will also be analysed in more detail to 

explore themes arising from this stage of the study. This analysis may be completed by 

the main researcher or another researcher under supervision of Dr Marks and Dr 

Maddox.  

 

Delphi study 

In the second part of this study we will use the results from part 1 to draft a new 

questionnaire to measure the patient experience of receiving compassionate care. This 

will give us a list of possible items for our new measure which we will ask people to 

help us narrow down to the most essential items. 

 

You will be emailed a link to an online survey which contains information about the 

study and a consent form. You will then be presented with a number of candidate items 

for the measure which you will be asked to rate whether they should be retained in the 

measure or excluded. You will also be invited to add your comments on these items and 

to suggest any new ones. You will also be asked to provide some simple demographic 

information. 

 

We will analyse feedback from this survey and refine the measure. We will then 

approach you again to ask if you will participate in a second and potentially third round 

of the Delphi study where the same process will be repeated. 

 

In total, we anticipate that your involvement in the Delphi process may take 

approximately 45 minutes, but this will be split over 2-3 occasions of 15 to 20 minutes 

each occasion.    

 

Consultation on revised measure 

In the third part of this study we will ask people to review our shortened measure and 

tell us if it makes sense. We will invite you to complete the measure and to “think 

aloud” whilst you do it. This basically means that we ask you to share your thoughts as 

you work your way through the questionnaire, for example whether it makes sense, is 

easy to complete, and whether it is relevant to your experience of compassionate 

healthcare.  
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As with part 1, this conversation will be audio-recorded and anonymously transcribed, 

as described above. We envisage that your involvement should take approximately 10-

20 minutes. 

 

How will taking part in this study benefit me? 

There will be no direct benefit to you if you choose to participate, however if you have 

an interest in compassionate healthcare, you may find the study informative and value 

being part of creating a measure of compassionate care.  

 

What will happen to the information I provide? 

Your involvement in the study will remain confidential and once data collection is 

completed everyone’s data will be anonymized before it is analyzed. This means that it 

will not be possible to identify you by name from any aspect of documentation or 

reporting for this study. All study data will be stored on an encrypted password-

protected computer and backed up on the secure University of Bath server 

 

For Delphi participants, your responses will be stored temporarily in a password-

protected online survey account. Once data collection is completed and anonymized, the 

data in stored in this account will be deleted. Audio-recordings will be stored on a 

secure drive on the University of Bath server for the purposes of producing a fully 

anonymised transcript; once the transcription is finished all audio files will be deleted.  

 

What will happen to the results of this study? 

The information you provide will inform the development of our new measure which we 

will use in phase two of this study by testing the measure later in a large community 

sample. The findings of the study may be published in academic journals or used in 

presentations.  

 

What if I have further questions? 

Thank you again for giving your time to help us with this research. If you would like to 

speak to us about the project, please get in touch: 

Eleanor Chatburn, clinical psychology trainee, University of Bath 

Email – e.chatburn@bath.ac.uk  

You can also speak to the two supervisors of the project: 

Dr Elizabeth Marks, clinical tutor and lecturer, University of Bath 

Email – e.marks@bath.ac.uk   

Dr Lucy Maddox, consultant clinical psychologist 

Email – maddox.lucy@gmail.com  

Our address is: Department of Psychology, University of Bath, Claverton Down Bath, 

BA2 7AY 

If you have any concerns about the ethics of this study and wish to make a complaint, 

please contact: Dr Jie Sui, Chair of the University of Bath Psychology Research Ethics 

Committee  

Email – psychology-ethics@bath.ac.uk or phone: 01225 38 4322.Ethics approval 

reference number: PREC 18-334  

mailto:e.chatburn@bath.ac.uk
mailto:e.marks@bath.ac.uk
mailto:maddox.lucy@gmail.com
mailto:psychology-ethics@bath.ac.uk
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C4 Completed COREQ (Consolidated Criteria for Reporting Qualitative Research 

31-Item Checklist) for key informant interview component of the study 

 

Domain 1: Research team and reflexivity 

Personal Characteristics 

1. Interviewer/facilitator: Which author/s conducted the interview or focus group? 

The main researcher (EC) conducted all the key informant interviews. 

2. Credentials: What were the researcher’s credentials? E.g. PhD, MD 

M.A. for main researcher, DClinPsy for both supervisors.  

3. Occupation: What was their occupation at the time of the study? 

EC was a Doctorate in Clinical Psychology student at University of Bath. EM and LM 

are both clinical psychologists. EM was a lecturer at University of Bath and LM was 

Senior Clinical Advisor for the British Association of Behavioural and Cognitive 

Psychotherapies. 

4. Gender: Was the researcher male or female? 

All three members of the research team identify as female. 

5. Experience and training: What experience or training did the researcher have? 

The main researcher has experience with qualitative research and at the time of writing 

was completing three years of doctoral level training in clinical psychology.  

Relationship with participants 

6. Relationship established: Was a relationship established prior to study 

commencement? 

All participants were recruited via professional contacts so were previously known to 

one member of the research team. The interviewer previously knew four interviewees: 

three in a professional capacity and one in a personal capacity. For all other 

participants, a relationship was established by email where the rationale for the study 

and participant role was explained. 

7. Participant knowledge of the interviewer: What did the participants know about the 

researcher? e.g. personal goals, reasons for doing the research. 

The interviewer introduced herself and reasons for doing the study via email and at the 

beginning of the interview.  

8. Interviewer characteristics: What characteristics were reported about the 

interviewer/facilitator? e.g. Bias, assumptions, reasons and interests in the research 

topic. 

The interviewer was interested in the topic following discussions within the research 

team about the lack of behaviourally based patient reported measures in this area. As 

clinicians (trainee clinician in the case of the main researchers), all members of the 

research team had lived experience both of receiving and providing compassionate 

healthcare. 

 

Domain 2: study design 

Theoretical framework 

9. Methodological orientation and Theory: What methodological orientation was stated 

to underpin the study? e.g. grounded theory, discourse analysis, ethnography, 

phenomenology, content analysis 

No specific theoretical framework underpinned the analysis. 
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Participant selection 

10. Sampling: How were participants selected? e.g. purposive, convenience, 

consecutive, snowball. 

Purposive sampling. 

11. Method of approach: How were participants approached? e.g. face-to-face, 

telephone, mail, email. 

All participants were approached via email for the interview study.  

12. Sample size: How many participants were in the study? 

In total 8 interviews were conducted, 4 with clinicians and 4 with people with lived 

experience of receiving compassionate care. All the clinicians also identified with 

having lived experience of receiving compassionate care either as a patient or 

carer/relative. 

13. Non-participation: How many people refused to participate or dropped out? 

Reasons? 

No participants withdrew from the interview study. 

Setting  

14. Setting of data collection: Where was the data collected? e.g. home, clinic, 

workplace. 

The interviews were primarily conducted via telephone. Two interviews were conducted 

face to face in a university building.  

15. Presence of non-participants Was anyone else present besides the participants and 

researchers? 

No one else was present during the interviews. 

16. Description of sample: What are the important characteristics of the sample? e.g. 

demographic data, date. 

Demographic characteristics are reported in detail in Table 2.  

Data collection 

17. Interview guide: Were questions, prompts, guides provided by the authors?  

The interview guide is reported in detailed in Table 4.   

18. Repeat interviews: Were repeat interviews carried out? If yes, how many? 

No repeat interviews were conducted. 

19. Audio/visual recording: Did the research use audio or visual recording to collect the 

data? 

Interviews were audio recorded with the consent of participants. 

20. Field notes: Were field notes made during and/or after the interview or focus group? 

The interviewer made brief field notes immediately after each interview. 

21. Duration: What was the duration of the interviews or focus group? 

Interviews lasted from 15 to 35 minutes in duration. 

22. Data saturation: Was data saturation discussed? 

Data saturation was discussed in the research team. Guidelines were followed from 

Braun and Clark about appropriate sample size for a project of this nature. 

23. Transcripts returned: Were transcripts returned to participants for comment and/or 

correction? 

Transcripts were not returned to participants. 
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Domain 3: analysis and findings 

Data analysis 

24. Number of data coders: How many data coders coded the data? 

See manuscript for full description.  

25. Description of the coding tree: Did authors provide a description of the coding tree? 

See manuscript for full description.  

26. Derivation of themes: Were themes identified in advance or derived from the data? 

See manuscript for full description.  

27. Software: What software, if applicable, was used to manage the data? 

Interviews were coded in MS Word. 

28. Participant checking: Did participants provide feedback on the findings? 

Due to time constraints, participants were not given the opportunity to provide 

feedback. 

Reporting 

29. Quotations presented: Were participant quotations presented to illustrate the themes / 

findings? Was each quotation identified? e.g. participant number. 

The themes in the results section of the manuscript are illustrated using quotations and 

each quotation includes a participant number. 

30. Data and findings consistent: Was there consistency between the data presented and 

the findings? 

As a research team we believe the data and findings are consistent. 

31. Clarity of major themes: Were major themes clearly presented in the findings? 

We have aimed to present the major themes clearly in the results section, given the 

context that this interview study was one part of a larger study and there was space 

constraints within a 5,500 word article. 

32. Clarity of minor themes: Were minor themes clearly presented in the findings? 

We have aimed to present the minor themes clearly in the results section, given the 

context that this interview study was one part of a larger study and there was space 

constraints within a 5,500 word article. 
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C5 Round One Delphi Online Survey Including Consent Form   

 

A New Compassionate Care Measure 

Start of Block: Information sheet 

Q1.1 Developing A New Compassionate Care Measure  

 

Q1.2 Participant Information Sheet  

You are invited to take part in the following piece of research. Before you decide, it is 

important to understand why this is being done and what it will involve. Please read the 

following information carefully and contact the research team using the following 

details at the bottom of the page if anything is unclear or if you would like more 

information: 

  

What is this study about? 

Our aim in this study is to produce a brief questionnaire that measures the experience 

of compassionate healthcare from a patient’s perspective and which particularly 
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aims to find out practical ways that compassionate healthcare is given and can be 

experienced.  

To do this, we are consulting with researchers, practitioners, and people with 

personal experience of receiving compassionate healthcare. 

  

This study has several parts.    

1. We consulted with people about what compassion in healthcare means to them in 

order to develop candidate items for our measure.   

2. In this current stage we are using a survey method called a Delphi process to 

ask experts for feedback to decide which of these items should go into 

our measure.  

3. Then we will invite people to give feedback on our revised measure to check it 

makes sense and is easy to complete.   

Finally we will test the measure in a large online survey where we will recruit 

members of the public who have had had a recent healthcare encounter (mental or 

physical health) and ask them to complete the questionnaire. We will then conduct 

statistical analysis to work out the psychometric properties of the measure.        

Why have I been asked to take part? 

The researcher has approached you as we are looking for participants who have either:  

significant research interest in compassion or in delivering compassionate care,  or 

significant clinical practice in the field of compassion or delivering compassionate care, 

 or significant personal interest in and experience of receiving compassionate 

care.   

Do I have to take part? 

Taking part in this study is entirely voluntary. You are welcome to contact the 

researcher if you have any questions about the study. On the next page you will then be 

asked to sign a consent form. 

  

Can I stop being in the study if I change my mind? 

You have the right to withdraw from this study at any point, including after you have 

participated. You may withdraw from the study up until the point when all the data 

collection is completed and anonymised. You do not need to give a reason for 

withdrawing. 
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What will the study involve? 

In this stage of this study we aim to refine our initial list of candidate items for the 

measure. You have already been emailed the link to this online survey which contains 

information about the study and a consent form. You will then be presented with a 

number of candidate items for the measure which you will be asked to rate whether they 

should be retained in the measure or excluded. You will also be invited to add your 

comments on these items and to suggest any new ones. You will also be asked to 

provide some simple demographic information. 

We will analyse feedback from this survey and refine the measure. We may then 

approach you again to ask if you will participate in a second and potentially third round 

of the Delphi study where the same process will be repeated.    

  

How long will it take?  

It should take you 15-20 minutes to complete each survey. As the Delphi will involve 3 

rounds, we therefore anticipate that your involvement in the complete process will take 

approximately 45-60 minutes in total, spread over 3 occasions.  

  

How will taking part in this study benefit me? 

There will be no direct benefit to you if you choose to participate, however if you have 

an interest in compassionate healthcare, you may find the study informative and value 

being part of creating a measure of compassionate care. 

  

What will happen to the information I provide? 

Your involvement in the study will remain confidential and once data collection is 

completed everyone’s data will be anonymized before it is analyzed. This means that it 

will not be possible to identify you by name from any aspect of documentation or 

reporting for this study. All study data will be stored on an encrypted password-

protected computer and backed up on the secure University of Bath server. Your 

responses to this survey will be stored temporarily in a password-protected online 

survey account. Once data collection is completed and anonymized, the data in stored in 

this account will be deleted. 

  

What will happen to the results of this study? 

The information you provide will inform the development of our new measure which we 

will use in phase two of this study by testing the measure later in a large community 

sample. The findings of the study may be published in academic journals or used in 

presentations. 

  

What if I have further questions? 

Thank you again for giving your time to help us with this research. If you would like to 

speak to us about the project, please get in touch: 

  

Eleanor Chatburn, clinical psychology trainee, University of Bath 

Email: e.chatburn@bath.ac.uk   

  

You can also speak to the two supervisors of the project: 
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Dr Elizabeth Marks, clinical tutor and lecturer, University of Bath 

Email: e.marks@bath.ac.uk  

Dr Lucy Maddox, consultant clinical psychologist 

Email: maddox.lucy@gmail.com 

Our address is: Department of Psychology, University of Bath, Claverton Down Bath, 

BA2 7AY 

If you have any concerns about the ethics of this study and wish to make a complaint, 

please contact: Dr Jie Sui, Chair of the University of Bath Psychology Research Ethics 

Committee 

Email: psychology-ethics@bath.ac.uk or phone: 01225 38 4322. 

Ethics approval reference number: PREC 18-334. 

If you are happy to proceed with the survey now, please click the arrow to view the 

consent form. 

End of Block: Information sheet 

Start of Block: Consent form 

 

Q2.1 Participant consent form 

Please answer the following questions to the best of your knowledge. 

 

PLEASE TICK TO CONFIRM THAT YOU: 

▢ Are fluent in English?  (1)  

▢ EITHER have significant research interest in compassion or in delivering 

compassionate care?  (2)  

▢ OR Have significant clinical practice in compassion or in delivering  

compassionate care?  (3)  

▢ OR Have significant personal interest and experience of receiving 

compassionate care?  (4)  
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Q2.2 PLEASE TICK TO CONFIRM THAT YOU HAVE: 

▢ read the participant information sheet on the previous page?  (1)  

▢ had the opportunity to consider the information?  (2)  

▢ had the opportunity to ask questions and received satisfactory answers to 

the questions you asked?  (3)  

▢ received enough information about the study for you to make a decision  

about your participation?  (4)  

 
 

Q2.3 PLEASE TICK TO CONFIRM THAT YOU UNDERSTAND: 

▢ that you are free to withdraw from the study and free to withdraw your 

data prior to data anonymisation at any time?  (1)  

▢ that you do not have to give a reason for withdrawing?  (2)  

 

Q2.4 PLEASE TICK TO CONFIRM THAT YOU UNDERSTAND:     I 

understand the nature and purpose of the procedures involved in this study. These have 

been communicated to me on the information sheet accompanying this form.   I 

understand and acknowledge that the investigation is designed to promote scientific 

knowledge and that the University of Bath will use the data I provide for no purpose 

other than research.  I understand that the data I provide will be kept confidential, and 

that on completion of the study my data will be anonymised by removing all links 

between my name or other identifying information and my study data. This will be done 

by December 2019 and before any presentation or publication of my data.  I understand 

that the University of Bath may use the data collected for this project in a future research 

project but that the conditions on this form under which I have provided the data will 

still apply.    

o I hereby fully and freely consent to my participation in this study.  (1)  

 

Q2.5    

Thank you very much for giving your consent to participate in our study, we really 

appreciate it. Please click the arrow to start. 

End of Block: Consent form 
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Start of Block: Explaining the survey 

Q3.1 Developing a new patient-reported measure of compassionate 

healthcare  

Thank you very much for agreeing to participate in this study! 

The aim of this study is to produce a brief questionnaire that measures the experience of 

receiving compassionate healthcare from a patient’s perspective. We are particularly 

interested in finding tangible ways of measuring what professionals are doing that 

makes someone feel compassionately cared for. 

We generated items for the measure through:    

• Qualitative interviews with people about what compassion in healthcare means 

to them. This phase of the study included people with lived experience (directly 

and also indirectly as a carer) and clinicians. It covered both physical and mental 

healthcare.   

• Literature review of definitions of compassion and of existing related measures 

of compassion and empathy in healthcare.   

Through this process we identified 7 themes:     

• Attention   

• Understanding   

• Relationship   

• Emotional capacity   

• Communication   

• Action   

• Staff self-compassion.   

Design of the measure: 

The measure is composed of a series of statements rated on a 7-point Likert scale (1=not 

at all, 7=completely) with the option to pick not applicable/don't know. 

  

At present we have 51 candidate items and we would really appreciate your help please 

in choosing which items to keep and choosing the best phrasing of these items.   

 

Q3.2 Instructions for completing this survey We have a long list of candidate 

items and we want your help to choose which questionnaire items should go into 

our new measure. We also would appreciate your feedback on the number of items, 

wording of items, how they are classified, and whether we have included all the relevant 

questions. 

  

Please could you rate each item on how important it is in deciding whether care is 

compassionate or not, using the following 9-point scale:    

1–3: item is not important;    

4-6: item is important but not critical   

7-9: item is critically important   

Or you can select unable to rate. 

We will only keep those items which are rated 4 or higher to take forward into the 
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next round of the Delphi study. 

 

Some items are marked (N) to indicate that they are negatively phrased and in 

the final measure would be reverse scored. Rating that item as important means you 

think it's important to capture that behaviour (not that you think, for example that the 

professional should be ignoring patients, etc).  

 

Please could you also add comments on any aspect of each question as prompted 

(wording, theme classification, or other issues). 

End of Block: Explaining the survey 

Start of Block: Demographics 

 

Q4.1 About you   

o What is your full name?  (1)  

 

Q4.2  We would appreciate it if you are willing to please share some 

demographic information. This is so that we can try to ensure that we are gathering 

feedback from a diverse sample of people. Thank you.  

o What is your gender?  (1)  

o What is your ethnicity?  (2)  

o Where do you live? (if UK please also give region e.g. north-east)  (3)  

 

Q4.3 What is your age? 

o 18-24 years old  (1)  

o 25-34 years old  (2)  

o 35-44 years old  (3)  

o 45-54 years old  (4)  

o 55-64 years old  (5)  

o 65 years old and above  (6)  
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Q4.4 Please tick which of the following options that you identify with (you can 

select more than one): 

▢ Significant research interest in compassion or in delivering 

compassionate care  (1)  

▢ Significant clinical practice in the field of compassion or in delivering 

compassionate care (if so please could also you write in the box your professional 

identity e.g. medical doctor, clinical psychologist, psychotherapist?)  (2) 

________________________________________________ 

▢ Significant personal interest in and experience of receiving 

compassionate care (this may include experience as a carer)  (3)  

 

Q4.5 Please could you indicate which area/s of healthcare or care you have 

expertise or experience in (you can select more than one): 

▢ Physical healthcare  (1)  

▢ Mental healthcare  (2)  

▢ Social care  (3)  

▢ All aspects of healthcare  (4)  

▢ Other (please specify - write in the box)  (5) 

________________________________________________ 

End of Block: Demographics 

Start of Block: Feedback on survey instructions 

 

Q5.1 Your comments on our survey instruction text 

In the text below we explain to participants what our new survey is about and what it is 

asking them to do. 

 

Please imagine you are a potential participant who has just picked up our 

questionnaire and read the blue text below: 

 

*** 

Compassionate Care Measure 
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The aim of these questions is to try to find out what a recent experience of healthcare 

has been like for you, what sort of things were said and done, and what the care felt like. 

  

We are interested in experiences of receiving care for physical and/or mental health 

needs. Please think about a recent encounter you had with a healthcare 

professional, e.g. at a hospital or your GP surgery.  

 Please choose one specific healthcare professional you interacted with, and indicate 

their profession below:      

• Consultant doctor,     

• Other doctor,      

• Nurse,     

• Therapist (e.g. psychologist, OT, physiotherapist etc),       

• Healthcare Assistant,   

• Receptionist or other administrator,  

• Cleaner,   

• Porter,  

• Other (please state)   

• Don't know    

As you read the statements below, please rate the degree to which your 

experience of being cared for by this staff member matched these statements (1 = 

not at all, 7 = completely) or you can tick ‘not applicable/don’t know’.  

 ***   

Now please comment in the box below: 

Does this text make sense to you? 

Is it clear what you are being asked to do? 

Is there anything you would change or rephrase? 

Is there anything missing? 

(Please note you will be asked to comment on the title of the measure in a later 

question)   

________________________________________________________________ 

End of Block: Feedback on survey instructions 

Start of Block: Theme 1 

Q6.1 Theme 1: Understanding  

This theme includes items on being taken seriously, being understood, someone 

taking time to understand.  Please review each of the 6 candidate items and rate it on 

the 0-9 scale shown.  Note: Items marked (N) are negatively phrased and in the final 
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measure would be reverse scored. Rating that item as important means you think it's 

important to capture that behaviour.    

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) The staff member took 

time to understand all of 

my concerns and how 

they affect different parts 

of my life. (1)  

o  o  o  o  o  o  o  o  o  o  

2) The things that matter 

most to me were 

understood. (2)  
o  o  o  o  o  o  o  o  o  o  

3) (N) I was not listened 

to. (3)  o  o  o  o  o  o  o  o  o  o  
4) (N) My problems were 

not acknowledged. (4)  o  o  o  o  o  o  o  o  o  o  
5) I was taken seriously. 

(5)  o  o  o  o  o  o  o  o  o  o  
6) I was asked about how 

I felt. (6)  o  o  o  o  o  o  o  o  o  o  
 

Q6.2 Please comment on the name of this theme and suggest any items you think 

are missing for this 

theme.________________________________________________________________ 

Q6.3 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased 

better.________________________________________________________________ 

End of Block: Theme 1 

Start of Block: Theme 2 
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Q7.1 Theme 2: Attention  

This theme includes items on listening, eye contact, body language, time taken.  

 Please review each of the 6 candidate items and rate it on the scale shown.          

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) I had the staff 

member’s full 

attention. (1)  
o  o  o  o  o  o  o  o  o  o  

2) The staff member 

really listened to me. 

(2)  
o  o  o  o  o  o  o  o  o  o  

3) The staff member’s 

body language showed 

me they were listening. 

(3)  

o  o  o  o  o  o  o  o  o  o  

4) The staff member 

made good eye contact 

with me while we 

talked. (4)  

o  o  o  o  o  o  o  o  o  o  

5) The staff member 

made time for me. (5)  o  o  o  o  o  o  o  o  o  o  
6) Even if the staff 

member was busy, they 

did not appear rushed 

or distracted. (6)  

o  o  o  o  o  o  o  o  o  o  

 

Q7.2 Please comment on the name of this theme and suggest any items you think 

are missing from this 

theme._______________________________________________________________ 

Q7.3 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased 

better.______________________________________________________ 

End of Block: Theme 2 

Start of Block: Theme 3 

 

Q8.1 Theme 3: Communication    

This theme includes items on clarity, explaining things, personalising 

information, not being evasive, communicating with team and family.  Please review 

each of the 8 candidate items and rate it on the scale shown.Note: Items marked (N) are 
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negatively phrased and in the final measure would be reverse scored. Rating that item as 

important means you think it's important to capture that behaviour.       

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) The staff member 

explained clearly what 

was happening to me and 

what they were going to 

do. (1)  

o  o  o  o  o  o  o  o  o  o  

2) I was given a straight 

answer to my questions. 

(2)  
o  o  o  o  o  o  o  o  o  o  

3) The staff member 

tailored the way they 

explained things to make 

sure I understood. (3)  

o  o  o  o  o  o  o  o  o  o  

4) The staff member said 

hello and introduced 

themselves. (4)  
o  o  o  o  o  o  o  o  o  o  

5) (N) I was not given the 

chance to ask questions. 

(5)  
o  o  o  o  o  o  o  o  o  o  

6) (N) I was shouted at or 

addressed in an 

unpleasant tone of voice. 

(6)  

o  o  o  o  o  o  o  o  o  o  

7) (N) The staff member 

was cold, rude, harsh, 

distant, dismissive, or 

uninterested. (7)  

o  o  o  o  o  o  o  o  o  o  

8) The staff member 

shared important 

information about my 

care with other 

professionals and my 

family (in a helpful way). 

(8)  

o  o  o  o  o  o  o  o  o  o  
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Q8.2 Please comment on the name of this theme and suggest any items you think 

are missing from this 

theme._______________________________________________________________ 

Q8.3 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased 

better.______________________________________________________________ 

End of Block: Theme 3 

Start of Block: Theme 4 

Q9.1 Theme 4: Action    

This theme includes items on practical things, touch, continuity of care.  Please review 

each of the 16 candidate items and rate it on the scale shown.  Note: Items marked (N) 

are negatively phrased and in the final measure would be reverse scored.       
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 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) The staff member took 

action to help me. (1)  o  o  o  o  o  o  o  o  o  o  
2) The staff member acted in 

my best interests. (2)  o  o  o  o  o  o  o  o  o  o  
3) I was provided with a safe 

and secure place to get help. 

(3)  
o  o  o  o  o  o  o  o  o  o  

4) The staff member made a 

plan of action with me. (4)  o  o  o  o  o  o  o  o  o  o  
5) I was helped to do things 

for myself. (5)  o  o  o  o  o  o  o  o  o  o  
6) I was involved as far as 

possible in all decisions 

about my care. (6)  
o  o  o  o  o  o  o  o  o  o  

7) The staff member chatted 

with me. (7)  o  o  o  o  o  o  o  o  o  o  
8) The staff member helped 

me to feel at ease. (8)  o  o  o  o  o  o  o  o  o  o  
9) The staff member went 

the extra mile to do things 

that helped me to feel better. 

(9)  

o  o  o  o  o  o  o  o  o  o  

10) The staff member was 

appropriately positive or 

hopeful. (10)  
o  o  o  o  o  o  o  o  o  o  

11) The staff member made 

use of touch appropriately so 

I felt a human connection. 

(11)  

o  o  o  o  o  o  o  o  o  o  

12) (N) The staff member 

ignored, dismissed, or 

delayed responding to my or 

my family’s requests for 

help. (12)  

o  o  o  o  o  o  o  o  o  o  
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13) The staff member did 

what they said they would 

do (13)  
o  o  o  o  o  o  o  o  o  o  

14) I was given information 

(e.g. test results) in a timely 

way. (14)  
o  o  o  o  o  o  o  o  o  o  

15) I was given information 

(e.g. test results) in a 

sensitive way. (15)  
o  o  o  o  o  o  o  o  o  o  

16) (N) There was a 

breakdown in 

communication about my 

care between different staff 

members or teams. (16)  

o  o  o  o  o  o  o  o  o  o  

Q9.2 Please comment on the name of this theme and suggest any items you think 

are missing from this 

theme._____________________________________________________________ 

Q9.3 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased 

better.________________________________________________________________ 

End of Block: Theme 4 

Start of Block: Theme 5 
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Q10.1 Theme 5: Emotional capacity   

This theme includes items on showing upset, emotional care, kindness, tolerance 

of distress, and empathy.  Please review each of the 6 candidate items and rate it on the 

scale shown Note: Items marked (N) are negatively phrased and in the final measure 

would be reverse scored.       

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) The staff member 

showed that they 

genuinely cared and 

wanted to help me. (1)  

o  o  o  o  o  o  o  o  o  o  

2) The staff member 

showed that they could 

see things from my 

perspective. (2)  

o  o  o  o  o  o  o  o  o  o  

3) The staff member 

seemed emotionally 

moved by my feelings 

and experiences. (3)  

o  o  o  o  o  o  o  o  o  o  

4) (N) The staff member 

was not comfortable 

with me displaying pain 

or distress (4)  

o  o  o  o  o  o  o  o  o  o  

5) The staff member 

was comfortable 

discussing sensitive or 

emotional issues with 

me. (5)  

o  o  o  o  o  o  o  o  o  o  

6) The staff member sat 

with me when I was 

upset. (6)  
o  o  o  o  o  o  o  o  o  o  
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Q10.2 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased 

better._______________________________________________________________ 

Q10.3 Please comment on the name of this theme: which of the following 

options do you feel best describes these items? 

▢ Emotional capacity  (1)  

▢ Emotional tolerance  (2)  

▢ Emotional sensitivity  (3)  

▢ Emotional competency  (4)  

▢ Emotional awareness  (5)  

▢ Or please suggest an alternative name in this box:  (6) 

________________________________________________ 

End of Block: Theme 5 

Start of Block: Theme 6 

 

Q11.1 Theme 6: Relationship 

This theme includes items on feeling cared for, trust, non-judgement, sharing personal 

information, common humanity, dignity, respect. 

Please review each of the 7 candidate items and rate it on the scale shown. 

Please note: for two of these items you are also asked to indicate your choice of phrasing 

- please enter a)  b) or c) in the text box provided. 
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1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) EITHER a) The staff 

member behaved in a way 

that gained my trust. OR b) 

I felt able to trust staff with 

my care. (1)  

o  o  o  o  o  o  o  o  o  o  

2) I had a good connection 

with the staff member 

because of their behaviour. 

(2)  
o  o  o  o  o  o  o  o  o  o  

3) The staff member was 

polite and treated me with 

respect and dignity at all 

times. (3)  
o  o  o  o  o  o  o  o  o  o  

4) I was treated as a 

person. (4)  o  o  o  o  o  o  o  o  o  o  
5) The staff member made 

me feel like we had 

something in common (e.g. 

by sharing appropriate 

information about 

themselves). (5)  

o  o  o  o  o  o  o  o  o  o  

6) EITHER a) The staff 

member gave me the same 

kindness and care I 

imagine that they would 

give to a good friend. OR 

b) I received the same 

kindness and care that I 

imagine the staff member 

would give to a good 

friend of theirs. OR c) I 

was given the same care 

that I would hope would be 

given to a good friend of 

mine.  (6)  

o  o  o  o  o  o  o  o  o  o  

7) I was not judged or 

criticised. (7)  o  o  o  o  o  o  o  o  o  o  
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Q11.2 Please comment on the name of this theme and suggest any items you 

think are missing from this 

theme._______________________________________________________________ 

Q11.3 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased 

better.________________________________________________________________ 

End of Block: Theme 6 

Start of Block: Theme 7 

Q12.1 Theme 7: Staff self-compassion   

This theme includes items on how the patient perceived the staff member’s level 

of self-compassion.  Please review each of the 2 candidate items and rate it on the scale 

shown.       

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

Unable 

to rate 

(10) 

1) I felt that the staff 

member was kind or 

compassionate to 

themselves. (1)  

o  o  o  o  o  o  o  o  o  o  

2) I felt that the staff 

member took care of 

themselves. (2)  
o  o  o  o  o  o  o  o  o  o  

 

Q12.2 Please comment on the name of this theme and suggest any items you 

think are missing from this theme. 

________________________________________________________________ 

Q12.3 Please comment on the wording of the items. Please feel free to suggest 

how you think an item could be phrased better. 

______________________________________________________________ 

End of Block: Theme 7 

 

Start of Block: Title of measure and other final comments 

 

Q13.1 Title of the measure 

Finally, now that you have read about our measure and rated our proposed items, we 

would appreciate your feedback on the title of measure.   

We would like to choose a name that would be applicable for use in a variety of 

different contexts e.g. physical healthcare, mental healthcare, social care.    

These are three possible titles:     

• Compassionate Care Measure   

• Compassionate Behaviour Measure (Patient Experience)    
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• Compassionate Action Measure (Patient Experience)     

 

Which of these titles do you prefer? Please feel free to suggest any alternative 

names: ________________________________________________________________ 

Q13.2 Final question! Is there anything else you would like to comment on about our 

measure or about the overall research study? 

_______________________________________________ 

End of Block: Title of measure and other final comments 

Start of Block: Thank you 

Q14.1  

Thank you!   

Thank you so much for taking the time to complete our Delphi survey. We are very 

grateful for you sharing your feedback on our draft new compassionate care measure.  

   

 

Next steps: 

After this survey is complete, we will be analysing the results and removing any items 

that were not rated at least “important” (4 or above) by 70% of respondents. 

Then we will be contacting you again with feedback from this first round and asking if 

you could then please re-rate this revised list of items.   

It is really important that you complete the next rounds of the Delphi study, otherwise 

we may not be able to use any of your feedback in the study. 

 

If you have any questions in the meantime, please do not hesitate to contact the research 

team: 

Eleanor Chatburn, clinical psychology trainee, University of Bath  

e.chatburn@bath.ac.uk  

Dr Elizabeth Marks, clinical tutor and lecturer, University of Bath 

e.marks@bath.ac.uk  

Dr Lucy Maddox, consultant clinical psychologist 

maddox.lucy@gmail.com  
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C6 Round One Delphi Report as sent to all participants 

 

A New Compassionate Care Measure: Delphi Round 1 Report for 

Participants 

 

In the first round of the Delphi process the survey was shared with 38 experts in 

compassionate care. A total of 35 surveys were completed. The expert pool was 

constituted as follows: 

 

Nature of expertise (NB option to select more than one) Percentage of 

participants 

Significant research interest in compassion or in 

delivering compassionate care 

38% 

Significant clinical practice in field of compassion or 

delivering compassionate care 

27% 

Significant personal experience in and experience of 

receiving compassionate care 

35% 

Area of healthcare expertise Percentage of 

participants 

Mental health 44% 

Physical health 30% 

Social care 10% 

All aspects of healthcare 10% 

 

The survey consisted of a pool of 51 candidate items which were  divided into 7 

themes.  

 

Experts were asked to review this pool of items and to rate each item on a scale 

of 1–3: ‘item is not important’; 4-6: ‘item is important but not critical’; 7-9: ‘item is 

critically important’; or ‘unable to rate’. Respondents could also reword, reclassify or 

suggest new items. 

 

We informed all participants that we would retain all items that were rated 4 or 

higher for the next round of the Delphi (at the level of >75% consensus). 

 

Survey results 

100% of the items (all 51 items) were rated as 4 or above by 75% of the experts, 

meaning that all items are judged to be either “important but not critical” or “critically 

important” to deciding whether care is compassionate or not. No consensus at the 75% 

level was reached on any items rated as “not important” (1-3). 

 

Given the strong consensus in the ratings, the qualitative feedback was analysed 

in detail for important themes regarding areas of duplication, category errors, and 

phrasing. 
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In the qualitative comments across the whole survey, there was strong consensus 

among participants that the negatively phrased (or reverse scored) items were confusing 

and should be removed (for example “My problems were not acknowledged”). Negative 

items have been removed in response to this feedback. 

 

Another important issue raised by participants in the qualitative feedback was 

that a number of items contained multiple constructs (e.g. “The staff member was open 

and honest with me”). A number of items have been rephrased to remove composite 

sentences. Some minor amendments have also been made to the wording of items where 

participants made recommendations that improved the clarity and brevity of items. 

 

Here is a summary of changes following the feedback from round 1: 

 

Theme name Previous 

number of 

items 

Revised 

number of 

items 

Summary of changes 

Theme 1 

Understanding 

6 4 1 negative item deleted, 1 item 

rephrased, 1 item moved to Attention 

theme. 

Theme 2 

Attention 

6 5 2 overlapping items merged, 1 item 

rephrased. 

Theme 3 

Communication 

8 7 3 negative items removed, 3 items 

rephrased, 1 new item (suggested by 

participants), 2 items relocated from 

Action theme (and 1 of these merged 

with existing overlapping item). 

Theme 4 

Action 

16 12 2 Negative items removed, 2 items 

merged, 2 items moved 

Communication theme, 6 items 

rephrased. 

Theme 5 

Emotional 

sensitivity 

6 7 1 composite item split into 2 items, 3 

items rephrased. Theme renamed from 

‘Emotional capacity’ following 

feedback. 

Theme 6 

Connection 

7 7 1 new item, 1 item deleted due to 

duplication with NHS Friends and 

Family Test, 6 items rephrased. Theme 

renamed from ‘Relationship’ following 

feedback. 

Theme 7 

Staff self-

compassion 

2 2 No changes. Items were not rated low 

enough to remove but we received very 

mixed qualitative feedback about need 

for this theme. If you feel items in this 

theme are inappropriate for this 

measure, please ensure you rate 
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them as less than 7 in this new 

round. 

TOTAL 

ITEMS 

51 44   

 

Eleanor Chatburn 

Trainee Clinical Psychologist (DClinPsy), University of Bath  

e.chatburn@bath.ac.uk  

Placement days: Mon-Wed 

University days: Thur-Fri 

 

 

C7 Round Two Delphi online survey 

 

A New Compassionate Care Measure – Round 2 

Start of Block: Consent form 

Q52  

A New Compassionate Care Measure: Delphi study final round  

Thank you very much for your interest in completing the final round of our Delphi study 

to develop a new patient experience measure of compassionate care. 

We would be grateful if you could please ensure you complete ALL questions in this 

final round, otherwise we may not be able to include your feedback at all.  

Please note the survey is best completed on a tablet or laptop/PC. It is best completed in 

one sitting. If you close this browser window before reaching the end, the survey 

software may not retain your previous answers.     

Please ensure that you click through to the final 'thank you' page, otherwise we will not 

be notified that you have completed the survey.    

Thank you in advance! 

Q53 

 

Q46 Participant information and consent 

What is your full name please? 

________________________________________________________________ 

Q47 Are you happy to continue participating in this research study?  

o Yes  (5)  

o No  (6)  

 

Skip To: End of Survey If Are you happy to continue participating in this research 

study?  = No 

mailto:e.chatburn@bath.ac.uk
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End of Block: Consent form 

Start of Block: Explaining the survey 

Q3.2 Instructions for completing this survey This is the final round of the 

Delphi process. The cut-off point for deciding whether or not items should be retained 

for the final version of the measure that we will take forward for testing with the public 

has been changed to be slightly stricter.   For this final round we have reduced the 

number of candidate items to 44 items which are organised into 7 themes:      

• Understanding   

• Attention    

• Communication   

• Action   

• Emotional sensitivity   

• Connection   

• Staff self-compassion    

Please rate this revised list of items again using the following scale:      

1–3: ‘item is not important’   

4-6: ‘item is important but not critical’    

7-9: ‘item is critically important’   

We have removed the option for you to tick ‘unable to rate item’ and ask that 

you provide a rating for all the items in this final round so that we have a clear measure 

of consensus. 

 

For this round we will ONLY retain items if they are rated 7-9 “critically 

important”  by >75% of participants. 

 

This means that if you really like an item and want it to be kept into our measure, 

then you must rate it 7-9.  

 

If you don’t like an item or believe that it is too similar to another item, then 

please down-rate your least favourite item and give it a score below 7. 

  

Please remember that when people are completing the final questionnaire that they will 

be given the option to mark an item as “not applicable”.        

End of Block: Explaining the survey 

Start of Block: Feedback on survey instructions 

 

Q5.1 Survey text 

The text in blue below explains to people what the survey is about and what it is asking 

them to do. Following feedback in round 1, the list of professions has been amended, but 

the rest of the text is the same as in round 1. Please review this text and then comment in 

the box below. 

  

 *** 

Compassionate Care Measure  The aim of these questions is to try to find out what a 
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recent experience of healthcare has been like for you, what sort of things were said and 

done, and what the care felt like.   

We are interested in experiences of receiving care for physical and/or mental health 

needs. Please think about a recent encounter you had with a member of staff in a 

healthcare setting (e.g. at a hospital, your GP surgery or at home).       

Please choose one member of staff you interacted with, and indicate their profession 

below:        

• Doctor,        

• Nurse,      

• Mental Health Professional,    

• Occupational Therapist,    

• Physiotherapist,    

• Nutritionist,    

• Healthcare Assistant,   

• Pharmacist,    

• Paramedic,    

• Receptionist or other administrator,     

• Cleaner,     

• Porter,     

• Other (please state),     

• Don't know.       

 

Please read the statements below and tell us how closely these statements fit 

with your experience of care from this staff member where 1 = not at all, 7 = 

completely (or tick ‘not applicable/don’t know).         

[LIST OF FINAL SURVEY ITEMS WILL BE INSERTED HERE]    

***     

Q54 Do you have any other comments or suggested changes for this wording?  

________________________________________________________________ 

End of Block: Feedback on survey instructions 

Start of Block: Theme 1 
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Q6.1 Theme 1: Understanding  

This theme includes items on being taken seriously, being understood, someone 

taking time to understand.  Please review each of the 4 items and rate it on the 0-9 scale 

shown.     

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) The staff member took time 

to understand all of my 

concerns. (1)  
o  o  o  o  o  o  o  o  o  

2) The things that matter most 

to me were understood. (2)  o  o  o  o  o  o  o  o  o  
3) I was taken seriously. (3)  

o  o  o  o  o  o  o  o  o  
4) I was asked about how I felt. 

(4)  o  o  o  o  o  o  o  o  o  
Q6.2 Do you have any final comments on this theme or any of these 

items?:_________________________________________________ 

End of Block: Theme 1  Start of Block: Theme 2 

 

Q7.1 Theme 2: Attention   

This theme includes items on listening, eye contact, body language, and time 

taken.  Please review each of the 5 items and rate it on the scale shown. 



193 

 

 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) I had the staff member’s full 

attention. (1)  o  o  o  o  o  o  o  o  o  
2) The staff member showed me 

they had listened to me (e.g. by 

what they said or what they did). 

(2)  

o  o  o  o  o  o  o  o  o  

3) The staff member’s body 

language (e.g. facial expression, 

eye contact) showed me they were 

listening. (3)  

o  o  o  o  o  o  o  o  o  

4) The staff member made time 

for me. (4)  o  o  o  o  o  o  o  o  o  
5) Even if the staff member was 

busy, they did not appear rushed 

or distracted. (5)  
o  o  o  o  o  o  o  o  o  

 

Q7.2 Do you have any final comments on this theme or any of these 

items?:________________________________________________________________ 

End of Block: Theme 2 

Start of Block: Theme 3 

Q8.1 Theme 3: Communication    

This theme includes items on clarity, explaining things, checking understanding, 

personalising information, and sharing personal information appropriately. Please 

review each of the 7 items and rate it on the scale shown.       
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 1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) The staff member explained 

clearly what was happening to me 

and what would happen next. (1)  
o  o  o  o  o  o  o  o  o  

2) I was given clear answers to 

my questions. (2)  o  o  o  o  o  o  o  o  o  
3) The staff member explained 

things to me in a way that I 

understood. (3)  
o  o  o  o  o  o  o  o  o  

4) The staff member checked that 

I had understood what they said 

(4)  
o  o  o  o  o  o  o  o  o  

5) The staff member said hello 

and introduced themselves. (5)  o  o  o  o  o  o  o  o  o  
6) Information was shared in a 

sensitive way (e.g. test results, 

treatment plans). (6)  
o  o  o  o  o  o  o  o  o  

7) Information was shared in a 

timely way (e.g. test results, 

treatment plans). (7)  
o  o  o  o  o  o  o  o  o  

 

Q8.2 Do you have any final comments on this theme or any of these items?:  

_____________________________________________________________ 

End of Block: Theme 3 

Start of Block: Theme 4 
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Q9.1 Theme 4: Action    

This theme includes items on practical things and touch.  Please review each of 

the 12 candidate items and rate it on the scale shown.         

 
1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) The staff member helped me. 

(1)  o  o  o  o  o  o  o  o  o  
2) The staff member acted in my 

best interests. (2)  o  o  o  o  o  o  o  o  o  
3) The staff member made me feel 

safe. (3)  o  o  o  o  o  o  o  o  o  
4) The staff member made a plan 

of action with me. (4)  o  o  o  o  o  o  o  o  o  
5) The staff member helped me to 

help myself. (5)  o  o  o  o  o  o  o  o  o  
6) I was involved as far as 

possible in all decisions about my 

care. (6)  
o  o  o  o  o  o  o  o  o  

7) The staff member helped me 

feel at ease (e.g. by chatting with 

me). (7)  
o  o  o  o  o  o  o  o  o  

8) The staff member went the 

extra mile to do things that helped 

me to feel better. (8)  
o  o  o  o  o  o  o  o  o  

9) The staff member had a positive 

approach. (9)  o  o  o  o  o  o  o  o  o  
10) The staff member made use of 

touch appropriately (e.g. putting 

their hand on my arm when I was 

upset). (10)  
o  o  o  o  o  o  o  o  o  

11) The staff member did what 

they said they would do. (11)  o  o  o  o  o  o  o  o  o  
12) The staff member stayed with 

me when I was upset. (12)  o  o  o  o  o  o  o  o  o  
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Q9.2 Do you have any final comments on this theme or any of these items?: 

________________________________________________________________ 

End of Block: Theme 4 

Start of Block: Theme 5 

 

Q10.1 Theme 5: Emotional sensitivity 

This theme includes items on showing upset, emotional care, kindness, tolerance 

of distress, and empathy.  Please review each of the 7 items and rate it on the scale 

shown.         

 
1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) The staff member showed that 

they genuinely cared. (1)  o  o  o  o  o  o  o  o  o  
2) The staff member showed that 

they wanted to help me. (2)  o  o  o  o  o  o  o  o  o  
3) The staff member showed that 

they could see things from my 

perspective. (3)  
o  o  o  o  o  o  o  o  o  

4) The staff member seemed 

emotionally moved by my feelings 

and experiences without them 

being overwhelmed. (4)  
o  o  o  o  o  o  o  o  o  

5) The staff member was 

comfortable with my pain or 

distress. (5)  
o  o  o  o  o  o  o  o  o  

6) The staff member was 

comfortable discussing sensitive 

issues with me. (6)  
o  o  o  o  o  o  o  o  o  

7) The staff member allowed me to 

be honest about my feelings. (7)  o  o  o  o  o  o  o  o  o  
 

Q10.2 Do you have any final comments on this theme or any of these items?: 

________________________________________________________________ 

End of Block: Theme 5 

Start of Block: Theme 6 
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Q11.1 Theme 6: Connection 

This theme includes items on feeling cared for, trust, common humanity, dignity, 

respect, and being treated with kindness.  Please review each of the 7 items and rate it 

on the scale shown.  

 
1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) I trusted the staff member. (1)  o  o  o  o  o  o  o  o  o  
2) I had a good connection with 

the staff member. (2)  o  o  o  o  o  o  o  o  o  
3) The staff member treated me 

with respect. (3)  o  o  o  o  o  o  o  o  o  
4) I was treated as a fellow human 

being. (4)  o  o  o  o  o  o  o  o  o  
5) The staff member made me feel 

more cared about because they 

shared something about 

themselves. (5)  
o  o  o  o  o  o  o  o  o  

6) The staff member made me feel 

that anyone else in my position 

would feel the same way. (6)  
o  o  o  o  o  o  o  o  o  

7) The staff member treated me 

with kindness. (7)  o  o  o  o  o  o  o  o  o  
 

Q11.3 Do you have any final comments on this theme or any of these 

items?:________________________________________________________________ 

End of Block: Theme 6 

 

Start of Block: Theme 7 
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Q12.1 Theme 7: Staff self-compassion   

This theme includes items on how the staff member’s level of self-compassion 

was perceptible.  Please review each of the 2 candidate items and rate it on the scale 

shown.       

 
1 

(1) 

2 

(2) 

3 

(3) 

4 

(4) 

5 

(5) 

6 

(6) 

7 

(7) 

8 

(8) 

9 

(9) 

1) I felt that the staff member 

was kind to themselves. (1)  o  o  o  o  o  o  o  o  o  
2) I felt that the staff member 

took care of themselves. (2)  o  o  o  o  o  o  o  o  o  
Q12.2 Do you have any final comments on this theme or any of these items?: 

________________________________________________________________ 

End of Block: Theme 7 

 

Start of Block: Other final questions 

Q13.1  

Proposed additional question   

We are considering inserting a final question where people will be asked to 

provide an overall rating of their experience and how compassionate the care was that 

they received. Our proposed wording for this question is as follows (NB the reference 

for the compassion definition is Gilbert (2009)): 

  

***   

Compassion is defined as: “a deep awareness of the suffering of another coupled 

with the wish to relieve it”. 

Overall how compassionate would you rate the care that you received on this occasion? 

Please provide a rating using the scale below. 

1 ----- 2 ----- 3 ----- 4 ----- 5 ----- 6 ----- 7 ----- 8 ----- 9 ----- 10     

(Where 1 = not at all compassionate and 10 = completely compassionate)   

***   

        

Q48 Do you agree that it would be useful to ask patients to provide a quantitative 

rating of their overall experience? 

o Yes  (3)  

o No  (4)  
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Q49 Please could you explain why you think this quantitative rating question 

would or would not be useful? 

______________________________________________________________ 

 

Q50 Please comment on the wording of this question. Is there anything you 

would change? 

________________________________________________________________ 

 

Q13.2 Is there anything else that you would like to add about our proposed 

measure or this research project? 

________________________________________________________________ 

End of Block: Other final questions 

Start of Block: Thank you 

Q14.1 Thank you!   

Thank you so much for taking the time to complete our Delphi survey. We are 

very grateful for you sharing your feedback on our draft new compassionate care 

measure.      We will be preparing a brief report summarising the findings of this survey 

and the next steps for our draft measure that we would be happy to share with you. 

Please tick the box below if you would like to opt in to receive project updates.     If 

you have any questions in the meantime, please do not hesitate to contact the research 

team:   

 

Eleanor Chatburn, clinical psychology trainee, University of Bath  

e.chatburn@bath.ac.uk  

Dr Elizabeth Marks, clinical tutor and lecturer, University of Bath 

e.marks@bath.ac.uk  

Dr Lucy Maddox, consultant clinical psychologist 

lucy@lucymaddox.co.uk     

 

Q51 Would you be interested in receiving this summary report and any future 

updates about the research project? 

o Yes please  (1)  

o No thank you  (2)  

 

Q14.2  

A big thank you from the research team for completing our Delphi survey! 

 

Q66  

Please click the arrow below to mark your survey as complete. 

Thank you! 

End of Block: Thank you 
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C8 Round Two Delphi Report as sent to all participants 

 

A New Compassionate Care Measure: Delphi Round 2 Report for 

Participants 

 

In the second round of the Delphi process the survey was shared with 32 experts 

in compassionate care who had completed the previous round in full. A total of 29 

surveys were completed, a fantastic response rate of 90%.  

  

This survey consisted of a reduced pool of 44 candidate items which 

were divided into 7 themes. Experts were asked once again to review this pool of items 

and to rate each item on a scale of 1–3: ‘item is not important’; 4-6: ‘item is important 

but not critical’; 7-9: ‘item is critically important’; or ‘unable to rate’. Respondents 

could also provide feedback on item wording.  

 

We informed all participants that we would only retain items if they were rated 

7-9 “critically important”  by ≥75% of participants. 

 

Survey results 

A total of 21 items (48%) were rated as 7 or above by ≥75% of the experts, 

meaning that consensus was reached that these items are “critically important” to 

deciding whether care is compassionate or not.  

 

A total of 23 items did not reach the threshold for consensus at the ≥75% level, 

so these items were excluded. 

 

The qualitative feedback was also analysed for any important themes regarding 

areas of duplication, category errors, and phrasing, and there no further amendments 

were identified.  

 

An additional question asked respondents whether the new compassionate care 

measure should also ask patients to provide an overall rating of their care experience.  

83% of respondents said yes, and 17% said no. Respondents also provided 

helpful detailed feedback regarding the potential wording of this question, which we 

will refer back to when we are ready to pilot the measure.  

 

Here is a summary of changes following the feedback from round 2: 

 

Theme name 

Previous 

number 

of items 

Revised 

number 

of items 

Items retained for next stage of the 

project 

Theme 1 

Understanding 
4 2 

The things that matter most to me were 

understood. 

I was taken seriously. 
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Theme 2 

Attention 
5 2 

The staff member showed me they had 

listened to me (e.g. by what they said or 

what they did). 

The staff member made time for me. 

Theme 3 

Communication 
7 4 

The staff member explained clearly what 

was happening to me and what would 

happen next. 

I was given clear answers to my questions. 

The staff member explained things to me 

in a way that I understood. 

Information was shared in a sensitive way 

(e.g. test results, treatment plans). 

Theme 4 

Action 
12 4 

The staff member acted in my best 

interests. 

The staff member made me feel safe. 

I was involved as far as possible in all 

decisions about my care. 

The staff member did what they said they 

would do. 

Theme 5 

Emotional 

sensitivity 

7 5 

The staff member showed that they 

genuinely cared. 

The staff member showed that they wanted 

to help me. 

The staff member showed that they could 

see things from my perspective. 

The staff member was comfortable 

discussing sensitive issues with me. 

The staff member allowed me to be honest 

about my feelings. 

Theme 6 

Connection 
7 4 

I trusted the staff member. 

The staff member treated me with respect. 

I was treated as a fellow human being. 

The staff member treated me with 

kindness. 

Theme 7 

Staff self-

compassion 

2 0 Theme and both items excluded. 

TOTAL 

ITEMS 
44 21    

 

Next steps 

Thanks to the feedback of all of our compassionate care experts, we now 

developed a 21-item draft measure of the patient experience of compassionate care.  

This measure now requires testing to establish its psychometric properties and 

factorial structure before it can be used in clinical or research settings. 
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We are already preparing the next stage of this research where we will recruit a 

large community sample to complete an online study asking them to rate a recent 

healthcare experience. This project will be led by a new trainee clinical psychologist 

under the supervision of Liz Marks and Lucy Maddox. 

We would very much like to stay in touch with all the members of our expert 

panel who have opted-in to be contacted again about the next stages of this project.  

A huge THANK YOU from all of us in the project team! 

 

Warm wishes, 

Eleanor Chatburn 

Liz Marks 

Lucy Maddox 
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C9 Flesch Reading Ease scores of the measure 

 

After item generation stage with raw data: 

The Flesch Reading Ease of the pre-revision items was 69.9 and The Flesch 

Kincaid Grade Level before the changes was 6.3. 

 

After research team revisions: 

The Flesch Reading Ease of the post-revision items was 75.4 (higher scores 

indicate greater readability) and The Flesch Kincaid Grade Level after the changes was 

5.4 (lower scores indicate greater readability). 

 

After item refinement stage (final revised measure ready for testing): 

The Flesch Reading Ease of the final list of items was 81.1 (score denotes “easy 

to read”) and The Flesch Kincaid Grade Level was 4.3, which indicates the wording is 

likely to be understandable by the average fourth grade student (ages 9-10) (Flesch, 

1948). 
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C10 Description of revisions conducted by research team following item generation 

process  

 

In round one, the “Taking Action” and “Practical Things” themes were merged 

into a new “Action” theme. “Listening and Communication” was split into two themes: 

“Attention” and “Communication”. The “Empathy” theme was renamed “Emotional 

capacity” and “Relationship” renamed “Connection”. The research team judged that the 

“Continuity of Care” and “Quality of Care” themes both represented different constructs 

to compassionate care; these themes were removed but the items were retained. Items 

from the “Continuity of Care” theme were moved to “Action” and “Communication” 

and the single item labelled as “Quality of Care” was moved to “Connection”. A process 

of de-duplication led to removal of 12 items in total. For example, “staff understand the 

problem from your perspective” (source: interview) was merged with “staff are 

interested in you as a whole person” (source: CARE Measure) to create “the staff 

member took the time to understand all of my concerns”. 

A second round of revisions identified a number of compound items containing 

multiple concepts e.g. “They did what they said they would do and stuck to their 

promises”. Therefore, all compound items were split, creating six new items. The 

researchers also amended item wording to ensure a clear focus on observable aspects of 

care. For example, “feeling that staff understood what mattered most to me” was 

reworded as “the things that mattered most to me were understood”.  

Finally, all items were reviewed carefully for readability using the Flesch scales 

(Flesch, 1948) and were rephrased into plain English using a consistent first-person, past 

tense voice. For example, the original item “Staff emphasise with you and your 

problem” was revised to “The staff member showed that they could see things from my 

perspective”. 
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C11 Compassionate Care Measure: survey ready for testing 

 

Compassionate Care Measure 

The aim of these questions is to try to find out what a recent experience of healthcare 

has been like for you, what was said and done, and how you experienced the care.   

 

We are interested in your experiences of receiving care for physical and/or mental health 

needs. Please think about a recent encounter you had with a member of staff in a 

healthcare setting (e.g. at a hospital, your GP surgery, or at home).     

 

Please choose one member of staff you interacted with, and indicate their profession 

below:    

 Doctor 

 Nurse 

 Midwife 

 Mental Health Professional 

 Occupational Therapist 

 Physiotherapist 

 Nutritionist 

 Healthcare Assistant 

 Pharmacist 

 Paramedic 

 Receptionist or other administrator 

 Cleaner 

 Porter 

 Other (please state)  

 I do not know    

 

Please read the statements below and rate how closely these statements fit with your 

experience of care from this staff member.  

Not at all          Completely 

1  2  3  4  5  6  7 

 

 

 Not applicable/ I do not know 

 

1. The things that matter most to me were understood. 

2. I was taken seriously. 

3. The staff member showed me they had listened to me (e.g. by what they said or 

what they did). 

4. The staff member made time for me. 

5. The staff member explained clearly what was happening to me and what would 

happen next. 

6. I was given clear answers to my questions. 
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7. The staff member explained things to me in a way that I understood. 

8. Information was shared in a sensitive way (e.g. test results, treatment plans). 

9. The staff member acted in my best interests. 

10. The staff member made me feel safe. 

11. I was involved as far as possible in all decisions about my care. 

12. The staff member did what they said they would do. 

13. The staff member showed that they genuinely cared. 

14. The staff member showed that they wanted to help me. 

15. The staff member showed that they could see things from my perspective. 

16. The staff member was comfortable discussing sensitive issues with me. 

17. The staff member allowed me to be honest about my feelings. 

18. I trusted the staff member. 

19. The staff member treated me with respect. 

20. I was treated as a fellow human being. 

21. The staff member treated me with kindness. 

 

Compassion is defined as: “a deep awareness of the suffering of another coupled with 

the wish to relieve it”. Overall, how compassionate would you rate the care that you 

received on this occasion? Please provide a rating using the scale below. 

 

Not at all compassionate        Completely compassionate 

1  2  3  4  5  6  7 

 

 

 Not applicable/ I do not know 

 

 

 

 

 




