
C O M P A S S I O N
R O U N D S

G L O B A L  H E A L T H

At times, compassion can seem abstract, particularly in the field of global health,
where we work in large systems and complex institutions, and where the human
dimensions of our work can seem lost. Compassion comes alive and becomes real
when it is shared through stories of human connection. Stories of compassion
embodied in real people and specific settings can inspire us and help us realize
the power of compassion in our own lives. Today, four extraordinary global
health leaders from around the world—Democratic Republic of Congo, Burkina
Faso, Pakistan, and Sri Lanka—are joining us to share their personal stories of
compassion.

S h a r i n g  S t o r i e s  o f  
' C o m p a s s i o n  i n  A c t i o n '  i n  G l o b a l  H e a l t h

Our objectives today are fourfold: first, to highlight powerful stories of lived
experiences of compassion in global health and continue to shed light on
compassion in action. Second, to connect with compassionate individuals across
sectors in global health, with a particular focus on linkages to quality of care and
quality of health services. Third, discussing the ways that compassion is embodied
and enacted, and how we can draw on this knowledge to scale up compassion
across all levels of global health. And finally, discovering how compassion is
transferred, transmitted, translated from compassionate leaders to others on their
teams and in larger organizations.

David Addiss, Director, Focus Area for Compassion & Ethics
W e l c o m e  &  O p e n i n g

Shams Syed, Unit Head, Quality of Care, World Health Organization (WHO)
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We know the Compassion Equation—Awareness (cognitive awareness of suffering), Empathy (emotional resonance
with the suffering person), and Action, (a commitment to alleviate suffering)—is required at every level of the system,
from the point of care to health worker interactions; from health facility and district level organizations to national
level strategic direction setting; and indeed, at the global level. This equation comes to life through lived experiences,
which is the focus of this Global Health Compassion Rounds.



It’s a pleasure to be here and to participate in something that touches my heart, and not
just my heart—my own life experiences. I was born in Sierra Leone, and at age 16, I
became a refugee and lived in a refugee camp for 11 years. Within this 11 years, I was at
times separated from my family. While my family was in Guinea, I had to return to
Sierra Leone to continue my education. And while I was away, a tourist from Holland
met my family, and heard my story. My family wanted me back, but I was already caught 

I finished college and went back to working with refugees. I've worked in some of the most difficult places in the
world: Darfur, in Sudan; Pakistan, Liberia, Guinea, Somalia, Ethiopia; and now I'm in Congo. The Dutch tourist’s
influence—his touch of compassion in my life—changed me. Today I'm providing health care services in some of these
remote places, in some of these difficult environments. But there's one thing I really want to highlight about my
story: I have never met the tourist. To this day, I have never met the person who paid for my education. So I
completely believe in compassion. I believe that it works, I believe that it can be translated through human contact;
but even without human contact, we can still influence others through compassion.

What an appropriate time to be talking about refugees because yesterday was World Refugee Day. Part of what
marked my life as a refugee was the fact that when you go into a refugee situation—when the UN systems appear—
you get a number. And that’s the number that you are identified with most of the time, a number that replaces your
name. In the refugee camps, unfortunately, most of what is provided is really provided on your behalf. You don't have
any form of participation or choice in what you receive, whether it’s education, food, or healthcare. It was almost this
notion that refugees are numbers, and beggars, and beggars do not have a choice. I left the camps and became a
refugee in host communities, selling fuel on the street in bottles, just so that I could make it—so I didn't have to stand
in line and be treated like that. I didn't have a choice.

I’ve worked in the humanitarian sector for over 20 years, and I also saw the same kind of activities implemented in
terms of how we develop our proposals—without any context, without any involvement of the local community. We
treat them like vulnerable people—so we behave on their behalf. We act on their behalf. After a couple of years of
working in this manner, I really rebelled. I resigned, and I sent my then—organization a letter that said I cannot be
loyal to something like this. I am perpetuating the things that I didn't like about my own refugee status. 

In my work in Congo, I wanted to involve communities in participating in what we build. Something that has scarred
the humanitarian sector is that we go into communities thinking that we have to have an exit plan. I went to Congo in
2010 and found that in a small place of around 800,000 people, there were over 200 registered organizations. Today,
there are not even 15. Think about how much disruption that has caused in the lives of people—the coming and going
—so there is no established relationship, no partnership. And because we are so mindful of having an exit plan, we
tend to build something mediocre, because we're not going to be there to use it. And I wanted this to change, so that
we build something that we can all use, that we can come back and be proud of, to eliminate this “us vs. them”.

I’m proud to use the water and healthcare systems we built. I brought my children from the US a couple of years ago,
and the immigration guy said, “you have a nine-month-old baby, why are you taking them to Congo?” I said, “Well, I
know what I have there.” And my own children received vaccinations from the same clinics where we provide them
for others. I drank our local water with my family. We have to eliminate this notion of “us vs. them”.

up in another war in Sierra Leone, and there was no way for me to come back. The tourist went back to Holland but
continued to keep in touch with my family. When I finally managed to come back, I did not want to stay, because I
wanted to go to school. The only opportunity at that time was private school, which was very expensive for a refugee
family. The Dutch tourist offered to pay for my education. His kindness, his generosity, his compassion—
understanding the issues that my family and I dealt with as refugees—helped me to go to college. 

Abraham Leno, Executive Director of Eastern Congo Initiative
S h a r i n g  S t o r i e s  o f  C o m p a s s i o n  i n  A c t i o n
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is we greet you and tell

you, 'You have a right to
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Nida Ali, Medical Doctor & Humphrey Fellow

One of the things that we do in our clinics, is we greet you and tell you,
“You have a right to be here.” And that, for me, is a personal thing. For 11
years in a refugee camp, not in the healthcare system, not in the water
system, not in the education system did I ever hear the words “you have a
right to be here.” We make sure that people who come to our clinics in
the Congo are greeted this way, and it changes their perspective. They go
from being that “vulnerable person” that we consider them to be, to being
a client. We don't call anyone “vulnerable,” because we all have
vulnerability in some time and space in our life. We call them clients.

 I'm so glad that Abraham spoke before me, because the story that I'm going to tell is
actually from a similar perspective. I worked as a medical doctor in the field of
Ob/Gyn, and when I got there, what I did was mimic the behavior of my seniors
who’d been there for years. This is how we usually learn—we tend to see how our
seniors are behaving, and we internalize that.

Imagine Pakistan, a country of 216 million people, and there are only a handful of cities with quality healthcare.
Obviously, the public hospitals in those cities are hugely overburdened—and causes doctors to be overburdened.
So, when I was in Ob/Gyn, it was quite a norm for me to perform eight deliveries per day and assist two to three
cesarean sections. This takes a toll on us because we are on call for 36 hours. We doctors were really, really
overburdened, and in this context, we failed to empathize with patients. I performed deliveries on patients whose
names I didn't even ask. While doing the tough work—the patient being in pain—it was very hard for us to actually
connect, especially when we had another one in labor on the very next table. I saw my seniors being rude to
patients in that setting, and not connecting with them, not behaving like they feel their pain. I internalized this, and
in a few months, I fully adopted to this behavior. 

I experienced moments of empathy when I stitched the episiotomy—the incision that we give to a woman when
she's crowning, which is very painful—and I observed that some doctors did not even apply anesthesia properly
before performing episiotomy. Stitching the episiotomy, literally sewing a woman's vaginal walls and layers—is also a
very painful procedure, so giving the proper anesthesia at that time is very important, and it was just a very small
practice of spraying local anesthesia at the area that can considerably lower the pain. But sometimes doctors were
so busy that they just didn't care about it. Seeing patients in that kind of pain actually gave me pain, being a woman.

“I thought, ‘one day, I will be on the same table.’ And the day I was on that table, in a very good private hospital
where I was paying huge amounts of money, I experienced similar things. The doctors were overburdened, even in
that private setting, and they told me to cooperate more when they were doing exams on me, and I can remember
how hard the labor pain was, and how during that time, doctors were not being empathetic, and they were not
speaking in a very connecting way. It was very hard for me, and then I realized how hard it would have been for
women who were coming to government hospitals which were not even very clean. And we were routinely being
rude to them, we never asked their names, we never connected with them. This breaks my heart, and unfortunately,
this is the situation that is still prevailing in those settings.



            No matter how

busy I am, I always ask

my patient her name and

chat with her a bit, show

her that I care.

In Burkina Faso, our health system is a pyramid model, with a peripheral level, an
intermediary level, and at the top, the university level. I’ve had the privilege to
work at all levels of our health system. At the peripheral level, when I finished my
medical studies, I worked in the communities as a generalist practitioner, and
then I was appointed Head of District—just really a great opportunity for me to
learn with communities, to be in touch with them, and to know a lot of things
about them. I’ve also had the opportunity to work at the intermediary level, where
I’m now a cardiologist, and this is the regional level. The regional level is where we
have a lot of medical doctors—some are specializing, some are generalists – and
we're working together in collaboration for the well-being of our patients. I also 

Yolande Tapsoba, Cardiologist & Humphrey Fellow

One other quick public health perspective of having compassion, is an example from northern Pakistan,
where I came across a woman in the field who was washing her clothes at the bank of the river without any
soap. The community did not have any concept of soap, which is why there were outbreaks of so many
diseases. There was open defecation, and people had no concept of washing their hands. I approached this
woman who was sitting at the bank of the river with her children playing by her side, and I talked to her
about the vaccination status of her children. But when I got into conversation with her, I learned the sad
reality that she was actually worried about what her children were going to eat the next day, because she
didn't have enough money. I realized, I’m talking to her about vaccinating her children, and she couldn't
care less about vaccinating her children for a disease they haven’t had. This is how we talk about
community transformation: first, we have to be connected enough to the community to understand their
needs, and then we can send our message. This is compassion.

The lesson I learned was that now, no matter how busy I am, I
always ask my patient her name and chat with her a bit, show
her that I care, and that tends to make the process more
comfortable and easier for her. Because at that point, there is a
lot that is in the doctor's hands, and if the doctor is being very
compassionate, very sympathetic or empathetic, I know it has an
impact on the patient's mental health. So it's all about the
behaviors that we internalize as doctors, and if I could go back in
time I would definitely behave differently. And if I am heading a
department of Ob/Gyn now, I will definitely prioritize being
compassionate. I am pretty sure there are ways to be
compassionate despite being overburdened because this is the
setting that we have to live in. We will always be overburdened,
because the health sector is not adequately financed by our
government, and we will always be under-resourced, given the
huge population in our country. 

worked at the university level when I was under training for my specialization at the University Hospital, the
biggest one in my country. This is a privilege for me, to have been involved in all the steps of our health system.

In my daily activities at the regional hospital, I perform the duties of a medical doctor specializing in cardiology, like
helping with medical consultation. I have to say that I really love it, because I’m really involved in the clinical
management of my patients. That is something very close to my heart—working to perform examinations related to
the heart, and also helping colleagues when they need me to help manage patients.



This is the common component we all know, but I have found that the other interesting and important component
is how we are able to take initiative—how to be in a good team in order to improve the management of my patients.
It's not only doing the minimum of what I'm supposed to do, but also asking what else I can do to improve the
health of my patients. For example, it can be giving more explanation to my patient about a specific heart disease,
for them to be able to understand it more. It can be getting the relatives more involved in the management of the
patient. It can be getting in touch with a multidisciplinary team of other medical doctors, in order to see how we
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can all get involved for better management of the patient. It can be
getting the social office involved, because some of my patients
cannot afford medicine, so I have to be in touch with the social
service to get them help to buy medicine. It can also be supporting
their mental health, because some of my patients are worried
about everything, so it's good to talk and to see how to support
them. It can also be adjusting to the needs of the patient. For
example, some patients may be far from the hospital, or have some
issue on the way to make them late, and I have to wait for them.
Other patients have specific needs they need the doctor to provide.
It reminds me I have to practice a warm welcome—I'm glad
Abraham talked about it—and practice active listening in order to
know more about my patient. From one patient to another, the
specific need may be different, but the way to get access to this
specific need is to be warm and welcoming, and to listen carefully
so that you may know what is most important to your patient. 

At the end of these meetings, I was really impressed by my patient,
because he knew everything about his treatment, and he was like a
health champion in the community, using his case to sensitize other
people. Sometimes he will reach out to me and say, “Doctor, do you
know there is someone here suffering from high blood pressure, and I
would love you to take care of him, because I don't want him to suffer
from the complications.” Another day, he will call me about someone
who is out of medicine and ask please can I do something for them.

What I learned from this patient is that I may be a cardiologist, but
it’s not only their heart I was dealing with. I had to deal with the
whole environment—his work, his relatives, and his mental health—in
order to help my patient to be in good condition. I have to have a
holistic view of my patient—not only his heart, but the
environment that can make the treatment efficient.

I’ll share the case of one of my patients, who is a teacher working in the public school. He was referred to my
consultation because he was having high blood pressure and, when we met, he was really worried about his
situation. I did what I just said—I practiced a warm welcome and active listening—and I discovered that the specific
need of this patient was that he needed to talk a lot, and to learn more about his disease, and he also needed to get
his loved ones involved in his management for the treatment to be efficient. So I gave him time, and explained all
that was important for him to know about his blood pressure. On top of this, his wife, his brother, and the head of
the school where he was working all influenced his management, so I met his wife, and I talked with her to give
advice on how to cook healthy food for my patient. And I met and explained the treatment to his brother. And I
wrote a letter to his superior—not to expose the situation of my patient, but to let his boss know that it's not good
for my patient to be under too much pressure. My patient was teaching a class of more than 100 kids, so after that,
the superior was able to remove him from that situation and put him in one where there is less pressure.



Novil Wijesekara, Community Physician, Disaster Response
Professional, & Humphrey Fellow

Once upon a time there was this tiny boy who was probably six years old, and he
was playing in the backyard of his aunt's house when he heard the voice of two
little birds that had fallen into a big pit. This young boy was brave enough to bring
a ladder and climb down to rescue the two little birds. Few days later, this boy
told his mother that he wanted to be a doctor. This little boy was me, and I still
have this little boy troubling me all the time. When bad things happen, he is
troubling me, saying that he wants to go and help.

I have had a very deep relationship with this bird rescuer boy as a medical doctor. So I was very much touched, as
Nida also mentioned, by Abraham’s story. I had the opportunity to serve the internally displaced people in the
aftermath of the 30-year-old conflict in Sri Lanka. I just went there to serve for two weeks, but the bird rescuer
boy really did not want me to leave that place for almost ten months. He actually helped me enter the field of
disaster management.

Being a Buddhist, I'm very much inspired by the story of bodhisattva Avalokiteśvara. A bodhisattva is a person who
wants to become a Buddha, but he's not yet a Buddha. This particular bodhisattva was full of compassion, so he's
called the Compassionate Bodhisattva. He was so concerned and so touched by the suffering in the world that one
day his head split into ten parts. He had not only one head, but ten heads so he could solve the suffering. He
rushed to Amitabha Buddha and said “look what happened to my head!” The Buddha looked at this bodhisattva,
and he himself was very compassionate, so he said “okay, let me give you a thousand hands, so that you can go
and help all the people that are suffering.” Bodhisattva Avalokiteśvarais is often depicted with hundreds of heads
and thousands of hands trying to help people who are suffering in the world. This has been a very touching
symbol for me, because the bird rescuer boy really, really loved this story, and shared this passion to help those
who are in need.

Fortunately, we were able to get connected with an energetic and amazing group of youth volunteers, so now we
have more than a hundred hands to help us. We were able to work with these young people, motivate them and
infect them with the compassion that we were sharing. And now the little boy is not only troubling me but also
troubling these 25 energetic young leaders that we coached, mentored, and sent into the field to help. With them,
we did an emergency food supply project to assist 150 needy families. As a follow-up to that, we are launching a
project called the Little Food Cabinet program, inspired by the amazing people of the United States, who have
launched a project called Little Free Pantry. We adapted this to the Sri Lankan context. “We” meaning, the little
bird rescuer boy, myself, and that amazing group of young volunteers.

As you are aware, we are going through a serious financial
crisis in Sri Lanka. We have near zero deposits of foreign
currency, and people are having really hard times—food
security is a big problem. Now, this bird rescuer boy is
troubling me again. Now the boy wants to go and do
something for the people who are suffering. My instinct is
that I should always listen to this boy. He is six years old, but
he's so mischievous and full of energy—I can't ignore him. But
the problem is so big, how can a small boy and myself go and
help the problem of hunger, the problem of food insecurity?
This is a massive problem, over 5 million people affected. I
wish I would be like bodhisattva Avalokiteśvara, and have a
thousand hands, so I could go and help all these people. But
we have only four hands—my two hands, and the two hands
of the little boy.
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Regina Madanguit, Lead Communications at Common Thread

Reflecting before this session, I was able to conceptualize suffering, and what we should be doing when we
are faced with suffering, as in the case of the current crisis in Sri Lanka. There are three pathways
[diagram above]: the black pathway (sadness), the blue pathway (compassion), and the red pathway (fear).
When we have suffering, we can get engulfed in sadness, hopelessness, and helplessness, which would
evoke a flight response—and we would try to withdraw, and this would in turn aggravate the suffering. We
could also walk in the red pathway, where fear, mistrust and anger would prevail. And we would be pushed
towards a fight response, which could lead to violence—as evidenced in Sri Lanka over the last few
months.

However, there is a middle path, the path of compassion, of care, and of hope, where we could take action
to reduce suffering. The path of solutions. This could not only limit suffering, but also could promote the
well-being of the community. 

Thank you so much Novil, Yolande, Nida, and Abraham for sharing those
stories with us. It's really inspiring to see how you’ve taken what you've seen
and experienced and carried it forward, trying to make a difference in the
work that you do. I just want to take this moment with everyone here to
digest and sit with everything we heard.

Hearing these stories really brought up a lot of different things for me. It's kind
of hard to put into words what I'm feeling, but that's exactly what I'm feeling, 
but that's exactly what I'm here to do, so I'm going to try. If you'll join me, I invite you to close your eyes and take
this moment to check in with yourself. With your eyes closed, pick out a moment, something you've heard today, a
scene, an image—whatever really stood out to you.

Maybe when you heard it, you felt something in some part of your body.

https://injcr.com/emotional-response-to-the-economic-crisis-ib-sri-lanka-from-fight-or-flight-to-action/
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For me, when Yolande said, “it's not only the heart that I'm
dealing with,” it really reminded me of my rheumatologist.
In my sophomore year of high school, I was diagnosed with
a chronic illness, so I started seeing a child rheumatologist
named Megan. On our first visit, she asked me to rate my
pain on a scale of one to ten, and then she asked me to rate
my life in general, on a scale of one to ten. Over the course
of the next two years, I saw Megan every couple of months,
and at the beginning of every session, she would ask me to
rate my pain and rate my life, one to ten. At our very last
appointment, she told me that over the course of my time
seeing her, my pain score had gone up, and my life score
had gone down. Which may not seem like the best
testament to my improvement under her care, but to her,
it meant that I was being more honest and more willing to
accept and admit that I was in pain, and that I was
struggling.

What do you see? ... What do you smell? ... What do you hear? ... What does it remind you of? ... 
Who does it remind you of? ... Why?

So, when I hear Yolande’s story, and I picture it in my head, Megan is there, and I'm there. And that's the really
powerful thing about storytelling. It is our ability to see parts of ourselves and moments from our lives in the
words and experiences of other people.

I hope that you hold onto what you're feeling in your body and the moments you were reminded of as you heard
these stories. I'm really excited to unpack this further in the next discussion, so I invite you all to open your
eyes, and we can dive in.

For me, that was when Yolande said, “it's not only the heart that I was dealing with,” and I really felt that in my chest.
Yours might be the same with a different sensation, or it might be the same sensation, but at different moments.
That's what stories do. We take them in, and they live differently inside of all of us, because we're all different. So
take that moment, that scene, that image, and project it on the movie screen in your mind. 



~ Moderated by Shams Syed ~

Regina Madanguit, 
Lead Communications

at Common Thread

Novil Wijesekara, 
Community Physician, 

Disaster Response Professional, 
& Humphrey Fellow

Yolande Tapsoba,
Cardiologist &

Humphrey Fellow

Nida Ali, 
Medical Doctor &
Humphrey Fellow

Abraham Leno,
Executive Director of

Eastern Congo
Initiative

 Shams Syed: If you look back at the compassionate encounters you described, can each of you give us the
essence of what made that compassionate encounter possible?

Abraham Leno: It's been a very long time, and I have never met the guy who helped me pay for my education. A
couple of years ago, I wanted to get in touch, but I didn't have his contacts. Thank goodness for social media. We
went through LinkedIn and Facebook and found him. Long story short, we reached out, and he said, “I feel so
honored, but I don't know this guy.” Of course he doesn't know me—I was just a refugee somewhere, and he's
never met me. So I asked specific questions, like, had he met members of my family, was he in this country at this
time, and he said yes. I then told him my household name, which was Junior. Had he heard of a boy from this
family that we used to call Junior? He said he remembered that, so I told him that I'm the Junior, and this is my
name now. Then he said, “Well, I have something to share with you. When I went as a tourist, I was actually with a
childhood friend of mine. And I didn't have a lot of money, then, but his parents were quite wealthy. I heard your
story, and I wanted to support you, so when I came back, I asked his mother to support you.” While I was in
college, I used to send my report cards to this lady that I thought was his secretary. He said, “Let me just tell you,
that lady was really not my secretary. She was the one that paid your college fees.”

Generosity through connection is looking beyond complexion, ethnicity, origin and seeing our shared humanity.
He saw that he had an opportunity to be human and extend that humanity, irrespective of who it touched. And
that is what I also noticed, when I graduated from college, I went back to the refugee camps. I said, “This is where
my story begins, and this is where I’m going to take it.” And that has taken me to many places around the world to
help people, and I think we all have it in us.

D I S C U S S I O N



 There's something that I often say. I know we care a lot about numbers in the work that we do, but in the
story of compassion, I look at it through the lens of one person. If you can do it right for one child, you can do
it right for many children. If you cannot do it right for one woman, you cannot do it right for many women. And
that's how I look at our job, at what I do.

 Yolande Tapsoba: Early in secondary school, I decided to become a medical doctor, and when I got my
Baccalaureate, I had to make three choices of what I wanted to do. I asked, “can I just put ’medical doctor’' for all
three choices?” They said no, it's not possible; we had to make three different choices. I said, “okay, I will just
put ’medical doctor’ first, but if I'm not chosen to be a medical doctor, I will wait for the next year,” because I
really wanted to go to medical school. Every day, I'm really happy to be a doctor.

When I was a fourth year student at medical school, I took the initiative to take care of a patient who had been
admitted to emergency because he was in a critical situation. This was not my duty, but because I was so happy,
and I wanted to become a doctor early, and I wanted to be really involved, I took the initiative to talk to the
parents, meet the patient, and to ask all the questions about what I could do. And it was not even time for me to
be at the hospital, but I waited all day to meet my boss. I was not supposed to talk to the boss, as a medical
student, but I said, “today I'm going to show him what I can do.” So I went to the boss, and I explained the
situation regarding this patient. My boss was so impressed, and he congratulated me and told me I was doing
well. This was an important day for me, and even today, when I think about this day, I feel very happy. It's my
vocation to be a medical doctor, and every day I am full of joy. Working with my patients is really something
very, very important to me. Sometimes I even forget to eat, because I feel happy, so why do I have to eat? I don’t
know how to express it, but I love it.
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 Nida Ali: The answer is empathy. Only when I was able
to feel, on a personal level, how it would feel being a
woman, bringing human life into this world, and going
through all that pain, the least I could do was not be rude
to her. And regarding the woman who was washing the
clothes at a river—after I connected with her, from
mother to mother, I realized that I cannot even imagine
my son not having his next meal, or me being worried
about not being able to afford food for him. It was
empathy. And I realized that the difference that I can
make by going in the field is by saving one life.
Immunizing one child. If I do that right, the rest will take
care of itself.

Novil Wijesekara: Making the little bird rescuer boy to survive,
making that little boy legitimate, and keeping space for the little
boy, is what made the compassionate encounter possible.
Because what happens is sometimes in our medical education,
our hospitals, administrations, or ministries of health are too
grown up. Too grown up to the point that they are so dry, and
compassion is really, really scarce. Compassion is always out of
stock. So I think we should have that little space, that little
sweet spot of compassion, and we should be intentional about
keeping that sweet spot and that amazing powerful little boy
alive.
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 Shams Syed: Each of you mentioned the linkage between compassion and quality of care in the services that
are provided. What, in your mind, is the linkage, and in your experience, how can we use that compassion to
drive quality of care and quality of health services?
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 Novil Wijesekara: As Abraham shared his
experiences as a refugee, he said that refugees did
not have a voice, and they did not have a choice.
From a public health point of view, from a
humanitarian response point of view, compassion lies
in dignity. The compassion lies in allowing the people
to speak and in listening to the communities that are
affected by disasters, emergencies, and pandemic.
We have amazing tools, such as the Sphere Standards
and the Humanitarian Charter, which are really
talking about compassion, though I never see the
word ‘compassion.’ But I do see other words—like
dignity, respect, need-based service provision—and
all these things are fundamentally based on
compassion. 

 I think there are enough tools that we can use to make compassion possible, and as medical directors,
managers, and medical educators, it's our duty to tell the students that it is okay to be compassionate.
Sometimes being compassionate can be seen as a weakness, and as you mature, as you become more senior in
your hierarchy, you are supposed to become more lifeless—you should not be feeling. You’re supposed to do
“what's right” and that's it, forget it. I think that should change, and compassion is so important as people
mature in their career, so we have to affirm that it is okay to be compassionate.

Shams Syed: Yolande, you've had so many different roles at different levels of the system, particularly at a level
that is often forgotten—district health. Where does compassion need to factor into quality of care and services,
particularly in districts?

Yolande Tapsoba: I think that compassion is really important in trust-building. With my experience, I have
realized that trust in the health system is really important, because it makes things possible for you. For
example, for chronic disease, you need someone to take medicine for their whole life, every day, so trust-
building is really important. How do we build this trust? When we meet the patient, it is important to build
this trust by having time to listen carefully, to practice warm welcoming, and to focus on the needs of the
patient. Once you get this, the patient is able to express everything, and once everything is expressed, you
know what you can do for this patient, and you can meet their specific needs.

I'm a cardiologist, but sometimes I have to focus on what is really important to the patient. And when this trust-
building is there, it's given me the opportunity to have the patient for treatment, have the relatives involved, at
any level of our health system. Even at the peripheral level, trust-building is important because people will
come. At the regional level trust-building is important because we have to take care of patients and refer them
to the peripheral level, and at the University Hospital level, trust-building is also important because we are
dealing with investigation. It's a kind of partnership. Trust-building, to me, is something very important in the
health system.

Shams Syed: You're bringing in the building blocks of health systems in a very different way, and I think
something emerging from all of your perspectives is that there's the individual aspect, which builds into
something systematic. What are your thoughts Nida?

https://spherestandards.org/humanitarian-standards/


Nida Ali: In my opinion, compassion and quality of care are directly proportional. At the time of care
provision, there is a lot that is in the doctor’s hands, and patients' decision making is largely influenced by
the doctor's opinion, because patients trust doctors. So this power needs compassion, especially in critical
life-saving situations. And like you talked about in the Compassion Equation, doctors are essentially alleviating
suffering, but in the example that I presented, they are essentially doing it without the awareness of suffering.
So if you bring a little bit of compassion into it, definitely the quality of care will skyrocket.
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 Abraham Leno: I want to touch on two things. One is
that we need to look at the power dynamics. If we look
within our societies today, we [medical staff] carry a lot
of power, a lot of authority, and a lot of respect. In the
space that we want to build trust, we need to also
emphasize the relationships that our medical persons
can build, not just within the clinics they serve, but also
in the communities where they live. If our medical
teams are not using the services that they provide
within communities, what message does that give to
our communities? When the District Health Manager
does not use the services or the clinics that are under
his district, and he goes outside of his country to seek
health care, what does that say? We need to
understand the play of power there, and how we can
build trust in the way that we also relate to our own
communities and the services that we provide. As I 

The other thing I would say is we have to beware of
capitalism. Somebody mentioned in the comments
how commercialization within healthcare has also
taken away the elements of compassion. We want
to attract numbers. We're looking at metrics for,
you know, the volume of people we saw, or the
profit that we made for the healthcare system to
keep it running. Sometimes this drives how we
provide those services, the time that we take with
our patients, the way that we construct our
facilities to be able to accommodate dignity. We
tend to look at the mathematics of the numbers in
terms of what the cost is and forget that it is about
humans.

Shams Syed: You've heard each other make some
very powerful statements about experiences, and
while remaining completely respectful of those 
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mentioned, in all the clinics, all my colleagues, my staff, everybody involved, we are the first utilizers of the
services we provide. We have to be able to embody that. We're not just saying it, but we are also living it.

experiences, I’d like to turn to each of you for something that you heard from another colleague that really
resonated, and something else that you might even slightly disagree with. Be bold and be happy to challenge
each other.



Nida Ali: What really moved me was actually listening to Abraham and the stories that he shared. What really
resonated with me was the story of the man who helped him complete his education, and in turn, Abraham
contributed back to society. So that man not only saved that one boy and his education, but the impact goes
way beyond that.

The thing that I slightly disagree with is again, how Abraham put it: refugees don't really have a choice. I agree
with that—I have seen the refugee settings, and I completely agree that they don't really have a choice, they are
very under-resourced—but what I have seen in these people who are living together in times of crisis is the
sense of community. They are very well connected with each other, and they have this power about them. They
help each other. They share the meager resources that they have, and whenever we want to approach these
refugees, we actually approach them from within them. This is how public health operates: we go to the elders
of that community, and we sit with them and learn what their problems are. So it's actually the refugee
community that is guiding us and telling us what their problems are. It's actually them who are training us about
what they need, and how to approach them.

Yolande Tapsoba: What really moved me is when Abraham
shared about the view of the patient, and the change they
have made in the healthcare setting to call them “client.”
This is something really important to me because, when
we are talking about a client, we are not talking about
making money, but we are talking about how we can be
available and meet their needs. Even at the hospital, all
the needs of our patients are important. Most of the time
I'm dealing with elderly people. I have to stand and let
them in, as a sign of respect, and also I give them time to
move the way they're moving, and help them get to the
table for the examination. And some of them in our culture
will greet you many times and ask about your family
members and talk about the way they feel. My objective is
to meet their needs, so the term “client” is important to
me.
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For my other point, when [Abraham] was talking about the idea of capitalism in the health system, this is
something we discuss a bit. In my context, we used to say that in health care, we cannot buy health. For
example, if you need an intervention and it's very expensive, or the hospital you are in is expensive. But we
cannot “buy” things dealing with health, because we cannot put a price on it.

Novil Wijesekara: I worked as an intern in an obstetrics and gynecology ward, so what Nida was telling us was
really resonating with me. I observed, sometimes, female health workers being a little disrespectful, and I was
always worried to question it, because I was very young, and doing an internship. But I really love the
experience that you shared, Nida. 

And Yolande, I slightly disagree with you that you don't have your meals, because you want to work for your
patients. I think you have to be compassionate to yourself, because you are so useful to your patients, and
you have to look after yourself. That is the first thing that we say in disaster management: self-care and
self-compassion. I have done the very same thing you mentioned—I have overworked so much that I got
gastritis. We have to be compassionate to ourselves. We are so precious as healthcare workers because we can
be compassionate to others.
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Abraham Leno: I'll reflect a little bit on the little bird
rescuer boy. The story brings joy to my heart. It helps to
keep you remembering, grounded, going back to those
things that matter. As a child, you don't have the privilege
of discrimination, the privilege of overthinking things, so
you just act out of spontaneity. I can see that in how Novil
expresses himself and goes about his work. I would be
careful, as you want to do greater things, and having
multiple hands, always to look at that single child, not just
the multitude. Because it is important, as I mentioned, if
you can’t get it right for one child you're not going to get
it right for a thousand children. I would encourage you to
always look at your work and keep motivated from that
angle.

And thank you, Dr Yolande, maybe, just to clarify: the issue about capitalism is just being aware that sometimes
we tend to over-calculate the financial cost, and we forget about the human cost. So that's what I wanted to
draw attention to. As we go into developing countries, we always look at our proposals, and at how much it
costs. Sometimes that's what you get when you’re developing a proposal for a refugee context or a displacement
context: how much is it going to cost to build this? I tell you, the clinics that we built in Congo, that was the
question that a key donor was asking us—a government that I'm not going to call out—but they were asking us
how much is it going to cost to put that in, and why do you need that kind of a clinic in a place like Congo? And
that was rather insulting, because if we built anything less, there would not be a child wanting to go in that
space. We would not want our own children to go in that space. Why are we starting with cost in mind?

Shams Syed: Thanks for that clarification. This is absolutely fascinating. I'm going to ask Regina for any thoughts
that she'd like to share. 

Regina Madanguit: A big theme that came up in the
discussion is being able to see people as whole beings, that
exist outside of their health condition, or outside of a
singular interaction. Novil brought up dignity, and
witnessing those really disrespectful interactions in the
hospital setting, and Yolande mentioned using the terms
‘client’ and ‘customer,’ rather than the “sick person” or
“vulnerable person,” and seeing people she works with as
more than just their illness. Seeing someone as a whole
person has really come out in a lot of these stories, and also
seeing yourselves as whole—being compassionate to
yourselves, so that you can bring that compassion forward
in the work that you do. It's not just seeing the people that
you're interacting with as a whole person but
understanding that you are a whole person deserving of
the love and care and attention that you provide to other
people. Taking care in every singular interaction to see that
a person as more than what they appear to be seems to be
really key here. 
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Yolande Tapsoba: In the process of compassion, I have learned that the best way for me is to see myself in the
mirror. Sometimes I go to the hospital with someone, but I don't introduce myself as a medical doctor, and I follow
all the steps to see how people are treated. And this helps me because it's a way for me to see how I can be better in
my practice. I think that focusing on end-user experience is really important, because it helps us to build the system.

Abraham Leno: Systems did not just fall out of space—they
were created by people. It is our experiences, the biases of
our experiences that we bring into that space and
influence policy. It is important that we reflect, personally,
how do I want to be treated? I don't think that we can
change the system if the people are not changed, so it is a
cultural thing, and it starts with the people.

Yolande Tapsoba: In the process of compassion, I have
learned that the best way for me is to see myself in the
mirror. Sometimes I go to the hospital with someone, but I
don't introduce myself as a medical doctor, and I follow all
the steps to see how people are treated. And this helps me
because it's a way for me to see how I can be better in my
practice. I think that focusing on end-user experience is
really important, because it helps us to build the system. 

Novil Wijesekara: When you say systems, it reminds me of something
rigid, something structural, something that cannot be changed. But I
think people are necessary to melt the compartments and
crystallization that has happened. People are stuck inside systems, and
systems are so hard to change or shake. But with soft power, we can do
that, and that soft power comes from individuals. I can infect one
person with compassion, and that person will infect another five
people with compassion. And finally, the whole system will be
infected with compassion, but it started off with one person.

Nida Ali: Being in the position myself, I agree that managing a program
requires us to look at the system as a whole. But I strongly believe that
compassion comes from within, and the greatest impact on our mind
is from our own personal experiences. If we change ourselves, this is
exactly how we are going to change the world. Like Gandhi said, we
must be the change we wish to see in the world.
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Shams Syed: It would be important to hear from each of the four colleagues that have shared their incredibly
powerful personal experiences, why is it important to focus on personal experiences, rather than focusing on the
system as a whole?

Abraham Leno: Systems did not just fall out of space—they were created by people. It is our experiences, the
biases of our experiences that we bring into that space and influence policy. It is important that we reflect,
personally, how do I want to be treated? I don't think that we can change the system if the people are not changed,
so it is a cultural thing, and it starts with the people.



We have covered a lot of ground today, and we've addressed several issues that are both internal—how
compassion arises from within, as you just said, Nida—and how that can ripple out and change systems. And
you've all shared examples of courage. You've been in systems that have not been compassionate, and at a certain
point in time, whether it's empathy, or resonating with suffering, you've stepped out of your comfort zone and
taken a stand. You've realized your own agency to be true to the compassion that was welling up in you. And I just
want to express my admiration for that courage. We don't often think of compassion as being courageous, but
you've shared your stories that really underline how important it is to be courageous with our compassion, and to
not just be guided by the behavior or the attitudes of the systems we're in. I want to thank all of you for your
insights, for these individual stories, which have profound implications for how we develop more compassionate
systems. And, indeed, without individual change, we're not going to change the systems in which we live and
work.

David Addiss, Director, Focus Area for Compassion & Ethics
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