
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

Within the work we do on quality of care, we often emphasize that
there should never be any measurement without improvement,
and at the same time that there cannot be any improvements

without measurement.

To successfully cultivate and enhance compassion in health care and public
health settings, we must monitor and evaluate our progress. As such,
measurement is essential. This quarter’s webinar provided an opportunity to
learn about current work to develop and implement compassion measures
and evaluate care practices with value-based metrics. It also provided a
platform to raise and discuss important questions regarding the real-world
application of these measures globally.

Speaking from WHO headquarters in Geneva, Dr. Syed underscored the
importance of measurement in on-going efforts to enhance compassion and
improve quality health services across settings and sectors of global health.

Shams Syed, Unit Head, Quality of Care, World Health Organization (WHO)
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There must be a similarly strong emphasis on measurement in the cultivation of compassion – a core element of 
quality care – in global health. As more knowledge and tools become available to measure compassion, our ability 
to enhance compassion and quality of care also improves. In global health, and thus these Rounds, we rely upon 
the following shorthand equation for the expression of compassion:

EMPATHY + ACTION = COMPASSION
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Across all stages of development, we inserted the patient's voice to make sure 
that we did not veer from their experiences.

When we began our program of research, we
actually assessed all of the available evidence
related to measuring compassion. And one of

the most remarkable things that we found was
the virtual absence of patients’ voices in

scholarship and specifically the development of
measures of compassion.

From his lab in Calgary, Canada, Dr. Sinclair explores the question “What is
compassion in its truest sense?” The answer requires a refined definition of
compassion, and a measurement tool that incorporates both scientific and
human-centered perspectives. 

Shane Sinclair, Professor; Founder & Director, Compassion
Research Lab; Faculty of Nursing, University of Calgary

P a n e l i s t  P r e s e n t a t i o n s

Through a systematic literature review, Sinclair’s team discovered that such a balanced measure did not yet 
exist, especially one centered on patient voices rather than narrowly-rated health providers’ actions and self- 
reports. To quantify the quality of current measures, his team used EMPRO (Evaluating the Measurement of 
Patient-Reported Outcomes), a reputable tool for assessing measures of patient experience. The highest score of 
the nine investigated measures was only a 32/100, equating to ‘insufficient quality.’ One reason for low ratings 
was that, while measures purported to evaluate patient perspectives, the data were actually based on provider 
responses (i.e., providers completed the assessments). In reality, these measures amounted to what Dr. Sinclair 
termed a form of “virtue signaling," whereby providers rate whether they felt they displayed compassion to 
patients, which does not necessarily equate with patients experiencing compassion.

Dr. Sinclair views the patient 
perspective as a primary gateway to 
better measuring of compassion, one 
that is also well-aligned with the 
priorities of global health 
organizations such as the WHO (e.g., 
people-centered care). To 
incorporate patient voices, Sinclair’s 
team began developing a model of 
compassion in healthcare from which
they created the Sinclair Compassion 
Questionnaire (SCQ), currently the 
most valid and reliable patient- 
reported compassion measure for 
health settings. 

Focused primarily on measurement at the bedside, the SCQ utilizes 15 questions to rate the sense of compassion 
felt by the patient during provider interactions. The SCQ has been used with more than 700 patients in acute, 
hospice, and long-term care settings. Dr. Sinclair views this patient measure as the first among many adapted 
versions to be developed in a compendium of measures that will assess compassion across multiple perspectives 
(e.g., provider, organizational, systems). Its development is iterative and ongoing, as the initial SCQ scale is now 
being adapted for use in other health settings (e.g, emergency department, primary care, outpatient, etc.) and 
global contexts, with specific attention to both language and culture.  
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Chintan Maru, Managing Director, Global Development
Incubator; CEO & Founder, Leapfrog to Value

Dr. Maru began his remarks by highlighting the link between compassion and 
better outcomes for patients and health systems, stating, “We care about 
compassion because it strikes a deep chord in our humanity. But it also perhaps 
has instrumental uses in that compassionate health systems may deliver better 
health outcomes and also potentially could become a ‘better buy’ as we think 
about financing UHC [Universal Health Coverage].”

In India, where spending on tuberculosis (TB) doubled over five years yet TB outcomes grew worse, Dr. Maru 
hypothesized about why this occurred – despite increased investment at each stage of care. He outlined the 
importance of considering personal needs, such as other conflicting social determinants of health, alongside 
factors related to care delivery. When asked why there was patient loss at every step of the journey, providers 
reported that they don't have the time or resources to address patient complaints, their emotional stress from a 
diagnosis, drug side effects, loss of work, and fear of infecting another family member. Patient testimonies 
confirmed that these elements of holistic care were lacking. 

By working with patients, payers, and providers to identify a shared goal, and collaboratively develop a plan for
measurement, delivery, and payment (the Leapfrog to Value approach), it became clear that standard TB care
alone would not improve outcomes. A human-centered approach that addressed individuals’ needs and
circumstances holistically, which Dr. Maru described as an expression of compassion, was required to reduce
morbidity and mortality. Such an approach would also reduce cost, delivering better value for both patients and
payers.

The SCQ can be used by a patient at one point in 
time, or repeatedly over time – just like any other 
routine “vital sign” – to display trends in quality of 
care delivered by a provider or within a certain 
setting. At the team level, scores over time might be 
used as conversation-starters at team meetings or 
even directly with the patient to improve care. At a 
higher level, Dr. Sinclair hopes the SCQ will be used 
for system-wide measurement to identify 
organizational benchmarks and compare systems, 
alongside other metrics of quality care such as 
patient satisfaction. In time, his team expects the 
SCQ to contribute to the policies, programs, 
procedures, reporting, and delivery of equitable 
healthcare at a global level.

If history has taught us one thing, we
should be very, very careful about

simply applying a Western-developed
compassion measure into other regions
of the world. So we need to work with

people like you [in global health] to
make sure that this has legs.

[Patients] want and need human-centered care that they're not getting. They don't feel
heard. Don't feel treated with dignity. You could call it a trust problem.
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In this work we are measuring longitudinal cost and following patient
journeys to understand what is that performance threshold at which human-
centered care is cost neutral or even cost saving. And essentially we want to

understand that core question of whether compassionate care can deliver
better outcomes and is it ultimately a better buy?

If we are measuring
compassion, then add

accountability or
financial incentives
around that, are we

actually cheapening a
sacred relationship

between patients and
their healers?

Reflecting its motto, “life in all its fullness” (John 10:10), Kisiizi Hospital in
southwest Uganda focuses not only on the ‘patient’ but the whole person:
body, spirit, mind, and community. Believing that these dimensions of
holistic care are also those of compassionate care, providers are attuned to
them in every patient encounter. Dr. Spillman expressed that for care to be
compassionate specifically, an additional element must also be considered
– time. 

Ian Spillman, Former Medical Superintendent, Kisiizi
Hospital, Uganda; Clinical Lead, Stre@mline Health

 It can be difficult to receive honest feedback about the patient 
care experience in settings where trust and expectations are 
low, especially when patients have limited choice in their
provider. In this context, how might compassion be adequately 
measured? And how can systems be responsive to feedback, so 
when honestly expressed patient trust is not further eroded?
 Measuring compassion can be costly in terms of time, yet 
surveys that are brief or infrequent may provide inadequate 
insight. How might this tradeoff be mitigated if the need to 
measure is vital for improvement?
 Incentives can erode intrinsic will; delivering, measuring, and 
paying for compassion are no exception. What effect do 
extrinsic incentives have upon compassion measurement, 
accountability, and enhancement?

1.

2.

3.

Dr. Maru is now set on exploring the extent to which compassion, as an element of this human-centered 
quality care, contributes to quality and value improvements. He presented the audience with three sets of 
challenging questions arising from their implementation work:

This includes not only time of day (is the quality of care the same in the middle of the night as it is midday?) and 
time spent with the patient, but also prevention of suffering likely at a future time. The latter can be achieved 
through greater awareness of the patient’s circumstances and community dynamics, rather than focusing too 
narrowly on the presenting malady.
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Recognition of this wide picture of needs and suffering – the first step to compassion – is addressed through
thorough patient history and screenings. Relief of collective suffering, the latter step of compassion, relies
upon addressing each problem on a holistic list of needs, regardless of the original reason for seeking care. 

A compassionate approach
will want the best for the

whole person.

By analyzing root problems, Kisiizi Hospital not 
only creates more comprehensive resolutions at 
the patient level but identifies and addresses
community concerns, burgeoning systemwide 
compassion. Dr. Spillman spent time exemplifying 
these protocols through multiple case studies, 
repeatedly evidencing that without addressing 
needs comprehensively, future health would 
consistently be jeopardized.

Turning to the concept of measurement, Kisiizi Hospital staff ask themselves if all of the person’s (patient’s) 
issues are recognized, and if the appropriate tools are being used to address them - in effect, investigating the 
core components of awareness and action in compassion. At the system level, Kisiizi Hospital regularly audits 
its providers’ quality of care, utilizing multidisciplinary teams that are explicitly trained in compassionate care. 
The question remains, however, if they are providing compassionate care or just good quality care which 
requires compassion. Dr. Spillman gave examples of the hospital’s expanded institutional offerings, including 
spiritual care, a community health insurance program (the oldest in Uganda), a Mother’s Waiting Home to 
enhance maternal health, mental health services, a demonstration garden for preventing malnourishment, 
and a digital health application that accounts for individual context. Believing “compassion is to be given in 
institutions by teams” and that care must be given for the entire person, if not the community, Dr. Spillman 
and his colleagues emphasize that measurement of compassion must acknowledge collective, interdependent 
giving and receiving. 

We embed
compassion in

everyday practice.
We’re dealing with

people, not 
just cases.

To this end, and in part addressing Dr. Maru’s question about 
feedback, Dr. Spillman shared that Kisiizi Hospital holds 
community meetings with leaders and general members 
alike outside the hospital setting. These have proven an 
effective way for gathering valid community feedback and 
providing insight into local context, allowing time for 
reflection, and reducing any bias that may be recorded if 
patients are surveyed at the moment of receiving care. 
Returning to his central question of what qualifies in 
practical settings as measures of compassion, Dr. Spillman 
sees several improved health outcomes that are directly 
related to Kisiizi Hospital’s holistic, community-focused 
work. Given that these outcomes are evidence of reduced 
suffering and were created in response to suffering, might 
they be used as measures of compassion?
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Voices from the Field

Following panelist presentations, FACE’s Communications Coordinator,
Hallelujah Anteneh, reported the key themes that emerged from GHCR
11 registrants’ responses to questions regarding their own occupational
experiences of measuring and enhancing compassion. Registrants
represented 6 continents and 50 countries. 

Emphasizing self-compassion and self-reflection
Highlighting the importance of inter-colleague care
Offering compassion trainings
Providing feedback mechanisms, allowing for story sharing and co-creation
Fostering welcoming environments concerned with the whole person/patient (including their financial
health)
Strong compassionate leadership 

Q1: How does your organization/facility/workplace bring compassion into day-to-day practice?

We begin our week with a ‘staff
huddle', which begins with

sharing 'what's right with the
world' and then a round of

'thank-yous.

Reminders to practice
self-care.

Implemented a study aimed
at embedding compassion

among nurses.

Listening to colleagues.
Encouraging them to speak up,

share more, and giving them
space to share.

Teaching compassion to our
staff.

We consider the social and
financial status of our

patients.

United States of
America

Canada

Malawi

Ghana

Zimbabwe

Bangladesh

Which of these might you be able to relate to?

In our community members' words...
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Long hours. Burnout. Too
many tasks. No time for self.

What measures are currently available?
What are practical approaches to measurement?
Are there cross-cultural measures? Measures across different ecological levels 
(e.g., organizational, community)?
What is the business case for compassion? How do we demonstrate it's value?
Are there any downsides to measuring compassion, in these formats or at all?
Should measures be objective or subjective? What is their validity and reliability?
Are measures based on the patients’ expressed needs? Who has a voice?
What compassion measures, if any, are used in global health M&E efforts?

 

Burnout!
Limited compassionate leadership/organizational support
Lack of awareness of the importance of self-care and self-compassion
Empathic distress
Witnessing unethical practice
Lack of measurement of suffering in population-level assessments

Q2: What challenges have you experienced in maintaining and/or enhancing compassion in your work?

Making compassion a central
mission without reductionism.

Local health workers receive
no pay, which leaves them

less compassionate and
unmotivated.

Overwork, staff attitudes,
high turnover

Trying to get junior doctors to
interact intentionally with
patients and their families.

Time and senior manager
commitment/support.

United States of
America

Canada

Sierra Leone

United Kingdom

Ireland

Malaysia

Q3: What questions do you have about compassion metrics and how they may be used to enhance compassion?

In our community members' words...
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Returning to the panelists, Dr. Graham invited each to reflect upon the perspectives 
shared from the field.

Dr. Spillman found himself recognizing the importance of teamwork for compassion, as well as for quality 
and efficiency. Kisiizi Hospital teams gather at the week’s start for motivation grounded in values like 
compassion, “Then everybody goes out, as footballers to a match might go, motivated to work together and 
to support each other, and you don't feel so isolated.”
Dr. Maru recognized the emphasis on burnout and under-resourcing leading to lower compassion. He 
suggested both appealing to funders for resource support as a conduit for compassionate care, and 
focusing upon assets already present in a system.
Dr. Sinclair called out the need to balance forms of compassion and resilience, such that some focus is 
within providers or between them, but just as much is upon the environmental factors facilitating or 
inhibiting compassion. 

Dr. Maru suggested bringing patient advocates, providers, and funders into one conversation to form 
collective goals and discuss barriers to a human-centered approach.
Dr. Spillman advised institutions to examine and revise their mission and vision, to think outside the box 
despite limited resources, and to share patient stories – not just statistics – across teams.
Dr. Sinclair recommended recognition of compassionate behaviors in performance reviews and team 
meetings, reminding the audience, “What we know from research is that when you don’t recognize 
compassion, you are in fact sending a message that compassion doesn’t matter.”
Dr. Maru questioned where monetary emphasis should remain, on volume or quality of services, to which 
Dr. Sinclair replied that patients will pay for and care about both. Generally, he suggested that both volume 
and quality must be prioritized in leadership discussions and organizational focus, or at least be in balance 
with other priorities. 

Dr. Spillman called attention to the importance of which tools are being used, and who is administering 
measures, as these can bias results significantly. Even if the results are valid, do they comprehensively 
assess the care that is provided and point to associated actions? 
Dr. Sinclair, partially in response to this, discussed cautions taken in construction and implementation of 
the SCQ to address these concerns. In reference to the initial question, he said that cross-sectional 
measures fail to point to up- and down-stream effects, and results must be interpreted relative to their 
context.
Dr. Maru, bringing it back to the broad picture, and with attention to resource deficits, recommended 
inquiring where the most impactful and dire spaces are in a given system, and prioritizing compassion 
measures there first (e.g., with stigmatized populations). 

Dr. Sinclair suggested measuring quality care and compassion together to understand associated 
fluctuations. Measurement must take the patient voice seriously, and in time will hopefully expand to be 
incorporated in national standards and measures of quality.

How do we foster buy-in from leadership and organizations to measure and enhance compassion? 

What are the challenges – possibly even downsides – to measuring compassion with current methods?

What would you advise as initial steps for an organization now wanting to measure compassion?

D i s c u s s i o n  &  Q u e s t i o n / A n s w e r

Led by Dr. Graham, the panelists next responded to several questions from the
audience.

8



If you keep having
those conversations,

you’ll end up with
some great metrics

and some great
systems in place, but

get the right people in
the room and have a
first conversation. 

—Dr. Maru

As Dr. Graham concluded the discussion, she reinforced the centrality of shared humanity in efforts to
cultivate and measure compassion. Through Dr. Sinclair’s exploration of the current state of compassion
measures, Dr. Maru’s interrogation of cost, quality, and the business case for compassionate care, and Dr.
Spillman’s real-world grounding and inquiry into what constitutes a ‘compassion measure,’ the panelists
underscored the progress and continued challenges in the field of compassion measurement. Yet each
insisted upon the foundational relevance of compassion measures to delivering high quality care and
ultimately improving the well-being of populations worldwide.

Dr. Spillman recommended focusing on the team unit and openly exploring questions like: who is (or is 
not) part of the team, how often do we meet, who comes to meetings, can we include executives, and does 
everyone have a chance to contribute?   
Dr. Maru returned to his earlier recommendation to get everyone in the same room and talking. Start with 
assessing what is going well and what can improve, then move towards the practical steps to 
improvement.

Dr. Maru elevated the role of the patient advocate and taking
patient experiences seriously in relation to how well compassion
measures resonate.
Dr. Spillman explained that respect and dignity – themes frequently
intertwined with compassion – are globally desired. Given this, an
organization can seek to evaluate the local assets available to
enhance these universal values. In doing so, pathways to and
expressions of compassion become illuminated and addressed.
Dr. Sinclair seconded that while compassion is needed globally –
just like dignity and respect – its manifestation and interpretation
differ. Awareness of differences in cultural expectations is key to
tailoring measurement and maximizing the validity of data gathered
based upon subjectivity.

What contextual, including cultural, considerations must be made in
measuring compassion?

C l o s i n g  R e m a r k s

We live in a world of difference. We’re all aware of the
huge discrepancy in healthcare allocation and

availability. But the good news is we can make a world
of difference with compassion…If we’re going to be

compassionate, we must be prepared for action.
—Dr. Spillman
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