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ABSTRACT

Background

Compassion has been positioned as an integral element of healthcare delivery
(Care Quality Commission, 2011) and service users have highlighted the need
for increased compassion in crisis resolution and home treatment team (CRT)
settings. Despite this, it remains unclear how the term ‘compassionate care’ is
understood by CRT stakeholders, and how it can be consistently actualised at

individual and service levels.

Aims

This study aims to elucidate CRT staff conceptualisations of compassionate
care, as well as the perceived barriers to, and facilitators of compassionate care
within a CRT setting.

Methodology

This qualitative study used individual, semi-structured interviews to explore staff
conceptualisations of compassionate crisis care, and the facilitators and barriers
to this in a crisis team setting. Twelve CRT staff members took part in the study.
The resultant data were analysed using reflexive thematic analysis.

Results

Four main themes and several related subthemes were generated from the
study data. The main themes were: Going the Extra Mile; The Operation of
Social Power; Centrality of Team Processes; and The Balancing Act.

Conclusions

The findings provide an insight into CRT staff members’ understanding and
experience of compassionate care in crisis teams. Compassionate crisis care
was characterised as involving an ethos of ‘going the extra mile’ in various
ways, such as through efforts at creating consistency in CRT care. The findings
also highlight the importance of attending to compassionate crisis care as a
complex, relational phenomenon, involving dynamics of social power. Further,
processes within the team, and the tension caused by several dilemmas, such

as the risk of perpetuating CRT dependence, were highlighted as central to



understanding the generation and sustenance of compassionate crisis care.
Overall, participants highlighted the need to understand and facilitate
compassionate crisis care provision from organisational, service and policy

levels, as well as at individual and relational levels.
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1. INTRODUCTION

1.1. Overview

In recent years, compassion has been positioned as a key concern in
healthcare delivery (Care Quality Commission, 2011; Martinsen, 2006; Shields
& Wilkins, 2006). However, it remains unclear how the term ‘compassionate
care’ is understood by stakeholders, or how it can be consistently actualised at
individual and service levels (Dewar et al., 2014).

This chapter provides an overview of the policy context and existing definitions
of compassion. A critical analysis of the literature will highlight the need to
explore unique conceptualisations of compassionate care across settings, and
research around barriers to and facilitators of compassionate care will be
explored to highlight the complex challenges of generating and sustaining
compassionate care within healthcare contexts.

The chapter will conclude with an outline of the crisis resolution and home
treatment team setting, the key relevance of compassionate care in this setting,

and a summary of the study aims and research questions.

1.2. Definitions of Compassion

The word “compassion” stems from the Latin “compati”, meaning “to suffer with”
(Strauss et al., 2016). Sinclair et al. (2018, pp. 2) offer a definition of
compassion as “a virtuous response that seeks to address the suffering and
needs of a person through relational understanding and action”, whilst Lazarus
(1991, pp. 289) defines compassion as “being moved by another’s suffering and
wanting to help”.

Early religious conceptions (e.g. Dalai Lama, 1995) regard compassion as a
sensitivity to suffering and a commitment to relieving it through action.
Expanding upon these ideas, Kanov et al. (2004) conceptualise compassion as
consisting of three distinct, related sequelae: noticing, feeling, and responding.
They describe ‘noticing’ as involving a cognitive, physical, or affective reaction
to suffering. ‘Feeling’ is described as entailing an emotional response to the

noticed suffering, generated through adopting the person’s perspective and
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imagining how they may be feeling. The third and final element, ‘responding’,
involves desire to take action to assuage the other person’s suffering. Within
this conceptualisation, affective, behavioural, and cognitive elements are
highlighted as central to the definition of compassion (Kanov et al., 2004).
Similarly, Gu et al. (2017) describe compassion as comprising five features:
empathy; awareness of the ubiquity of suffering; being emotionally moved by
another’s suffering; managing the difficult feelings aroused by this engagement;
and experiencing a motivation to alleviate the other’s suffering. An evolutionary
analysis and empirical review of compassion conducted by Goetz et al. (2010)
concluded that compassion can be defined as attunement to undeserved
suffering, associated with distinct signaling behaviours related to caregiving
patterns around posture, touch and vocalisation, and a phenomenological and
physiological experience that orients a person towards a social approach.
Condon and Feldman-Barrett (2013) critique dominant conceptualisations of
compassion as overly simplistic, and erroneously centred around positive/
pleasant affect. They describe compassion as a sometimes-distressing
experience requiring a heightened sensitivity to the suffering of the self and
others. Indeed, Roach (2007) posits that true compassion requires one to
immerse oneself in the pain, brokenness, anguish, and fear of another, even
when that other is a stranger to them.

Whilst Gilbert (2009) underlines that compassion should be regarded as a
complex, multifaceted social and psychological process, dominant definitions
have been critiqued as idealising compassion relations (Nolan et al., 2004).
Simpson et al. (2014) argue that prevailing definitions centre around
individualised perspectives, obscuring the relational nature of compassion and

overlooking the nuances of power in compassion relations.

In the following subsections, distinctions between compassion and related
constructs will be explored, with a view to contextualising the need to define
compassion, and a prominent model of compassion within mental healthcare in
the United Kingdom (UK), Compassionate Mind Theory (Gilbert, 2005) will be

presented.
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1.2.1. Distinctions Between Compassion and Related Constructs

The need to distinguish compassion from related constructs has been
underlined by researchers, who note frequent conflation of compassion with
related terms such as sympathy, empathy, kindness, dignity, and warmth
(Sinclair et al., 2017; McMahon & White, 2017). Indeed, Dewar et al. (2014) and
Soto-Rubio and Sinclair (2018) argue that the abundance of related terms and
the overlap between descriptions of related constructs cause confusion for
healthcare professionals (HCPs). They highlight the resultant need to
distinguish compassion from related constructs to clarify its application within
healthcare settings.

Cole-King and Gilbert (2011) describe compassion as distinct from other
comparable constructs such as warmth, kindness, and gentleness. They state
that while these factors may be present in a compassionate approach,
compassion itself is distinct, in that it requires not only a sensitivity to suffering,
but also the commitment, courage and wisdom required to address and
alleviate it.

Exploring distinctions from a patient perspective, Sinclair et al. (2017) examined
conceptualisations of and preferences between compassion, sympathy, and
empathy amongst palliative care patients. Patients described the three terms as
distinct, with sympathy constructed as a pity-based, unwanted response to
distress. This was placed in contrast to empathy, which was constructed by
patients as an attempt to acknowledge and understand another person’s
suffering. Favoured by patients, compassion was described as involving facets
of empathy, but also involving additional, resultant actions motivated by altruism

and love, and small, supererogatory acts of kindness (Sinclair et al., 2017).

1.2.2. Compassionate Mind Theory

One prominent attempt at defining and operationalising compassion has been
offered by Gilbert (2009) through Compassionate Mind Theory (CMT).

In contrast with many existing definitions which describe compassion as an
emotion or motivation, CMT defines compassion as complex combination of
attributes, qualities and learned skills (Cole-King & Gilbert, 2011).

CMT provides an evolutionary perspective on human suffering, underlining it as
the inevitable outcome of human brain development from basic mammalian

responses to more complex, reflective, and self-monitoring functions. It
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discusses the resultant need for compassion for the self and others, as a means
of addressing and managing this ubiquitous suffering (Gilbert, 2010).

Gilbert et al. (2011) underline the need for compassionate care, particularly in
mental health settings, where service users may have experienced a great deal
of suffering and societal stigma. CMT has been applied at both individual and
service levels, and focuses on the generation of compassion, which is then
theorised to flow from the self to others and from others (Gilbert, 2020).

CMT posits that emotional regulation systems, the “drive, threat and soothe”
systems, can be seen to operate at both the individual and systems levels
(Figure 1; Gilbert, 2005). A person or system operating under the threat system,
without access to sufficient soothing activities, will experience greater
unaddressed suffering and dysfunction. Further, a disproportionate tendency
towards threat activation is hypothesised, owing to the evolutionary benefit of
threat detection for survival. In order to balance this, Gilbert (2005) describes
the need to foster the ‘soothe’ system at a service level, to enable and sustain

compassionate care.

Figure 1

Emotional Regulation Systems

Driven, excited, vitality Content, safe, connected

Incentive/

Non-wanting/
resource-focused

affiliative-focused

Wanting, pursuing,

. ; Safeness-kindness
achieving, consuming

Activating i

Threat-focused

Protection and
safety-seeking

Activating/
inhibiting

Anger, anxiety, disgust

As a theory, CMT has been presented as useful in both conceptualising
compassion and contextualising the operation of barriers to and facilitators of
compassionate care at a systems level, with barriers often linked to the ‘threat’
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system response, and facilitators linked to the operation of the ‘soothe’ and
‘drive’ systems (Gilbert, 2005). This theory has been utilised in the current study

to support interview proforma design.

1.3. Background and Policy Context

Compassion has been positioned as central to human interactions across many
contexts, including within religious traditions, the justice system, education, and
medical codes of conduct. Indeed, compassion is highlighted as one of the six
core values outlined within the National Health Service (NHS) constitution
(Department of Health; 2013). Several reports and implemented strategies
specifically focus on the delivery and measurement of compassionate care
within the NHS (Royal College of Psychiatrists, 2015; Department of Health,
2016; West et al., 2017). These include the Compassion in Practice Strategy
(Department of Health, 2012), focused on improving ‘compassionate leadership’
within the NHS, and on evidencing the impact of such improvements in terms of
compassionate care at the clinical level.

This increased focus on compassion in the NHS has been driven, in part, by
high profile reports highlighting serious failings in the delivery of compassionate
care within some care homes and hospitals (Ballatt & Campling 2011; Francis
Report, 2013; Bubb, 2014). These reports expose a ‘culture of fear’, implicated
in triggering institutional failures (Francis, 2010; 2013), and cite an emphasis on
quantitative targets as reducing compassionate focus in approaches to service
provision (NHS England, 2014). Indeed, compassionate care researchers have
argued that an increased emphasis on efficiency, through the introduction of
target-based outcome monitoring, has led to caring values being compromised
within the NHS (Fotaki, 2015; Pollock, 2005).

Despite the recent emphasis on compassionate care at a policy level, a lack of
coherence has been noted in approaches to its clinical implementation
(O’Driscoll et al., 2018). According to O’Driscoll et al. (2018), this resulting
incoherence causes frustration for clinicians, tasked with the provision of
‘compassionate care’, whilst receiving little or no instruction in its
implementation in practice. Indeed, the Compassion in Practice Strategy
(Department of Health, 2012) has been critiqued as abstract and lacking in a

clear vision on the sustainable delivery of compassionate practice (Dewar &
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Christley, 2013). Pedersen and Obling (2019) argue that demands from
healthcare leadership for compassion as a meta-virtue across services are
unhelpful, and that they fail to provide tangible and tailored descriptions of what
setting-specific compassionate care should look like in terms of specific tasks,

behaviours, and skills across various settings.

1.4. Compassionate Care in Health Settings

Compassion has been described as “one of the most referenced yet poorly
understood elements of quality care” (Sinclair et al., 2016, pp.194). Spandler
and Stickley (2011) argue that whilst current policy is replete with demands for
compassionate care across various physical and mental healthcare settings,
there is a dearth of understanding regarding how these policies are to be
realised across settings. Indeed, Strauss et al. (2016) cite a lack of consensus
regarding the definition of compassion within healthcare. They, and others,
have underlined the importance of establishing an agreed definition and
adequate measurement, to promote a coherent understanding of the meaning
and, consequently, the operationalisation of compassion in healthcare (Dewar,
2011; Durkin et al., 2018; Strauss et al., 2016).

The following sections will provide context regarding the perceived importance
of compassionate care in physical and mental health settings.

1.4.1. Importance of Compassionate Care in Physical Health Settings

Despite identified challenges in the definition and measurement of
compassionate care, its importance to service users and carers as a feature of
physical healthcare settings has been demonstrated consistently across
surveys (Attree, 2001; Lori et al., 2011) and empirical studies (Burroughs et al.,
1999). Further, empirical research, based on prominent definitions of
compassionate care as involving a virtuous response to suffering, has shown
the benefits of compassionate care for patients in terms of a range of factors,
including health outcomes (Maria-Napoles et al., 2009; Van der Cingel, 2014),
health-related responsibility and control (Tehranineshat, 2018), quality of life
(Kwan et al., 2013), physical healing (Post, 2011), anxiety levels (Fogarty et al.,
1999), self-care (Arman & Hok, 2016), and adherence to suggested

interventions (Hamilton, 2010).
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Calong Calong and Soriano (2018) found that service users’ ratings of
perceived compassionate care were highly correlated with care satisfaction,
indicating that compassionate care is seen by service users as more effective.
Similarly, Lown et al. (2011) found that 85% of patients in a hospital setting
believed compassionate care to be integral to positive health outcomes.
Further, from a staff perspective, compassionate care has been identified as
improving wellbeing (Post, 2011) and facilitating rapport-building with both
colleagues and patients, enabling more effective interventions (Fry et al., 2013).
Moreover, physical healthcare environments that were perceived by
stakeholders as compassionate were also found to be associated with reduced
complaints from service users and staff, and more adaptive team interactions
(Post, 2011).

1.4.2. Importance of Compassionate Care in Mental Health Settings

Compassionate care has been positioned as a service priority in mental health
settings, and particularly in acute mental health services, due to issues noted
around standards of care across various reports (Department of Health, 2002;
Goldberg, 1998; Muijen, 2002; Rethink, 2004).

Aligning with findings from physical health services, compassion is one of the
most regularly stated characteristics which service users report as important in
mental health services (Clayton, 2013; Farrelly et al., 2014), citing this as a core
feature of effective mental health care. This assertion has been substantiated
through empirical research which has shown the benefits of compassionate
care, as perceived and rated by service users, in terms of a variety of factors,
including emotional wellbeing (Blomberg et al., 2016), healing from trauma
(Strudwick et al, 2019), trust between service users and staff (Brodwin, 2013),
engagement (Lloyd & Carson, 2011), physical wellbeing, and adherence to
treatment (Hamilton, 2010). Moreover, Spandler and Stickley (2011) outlined
that research evidence indicates a positive relationship between compassionate
care and recovery from mental health difficulties. Indeed, Green et al. (2008)
found that compassionate, trusting relationships between clinicians and service
users with diagnoses of enduring mental health difficulties can enhance
measures of both recovery and quality of life.
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1.5. Literature Review

A thorough review of the literature was undertaken using systematic
approaches, as recommended by Booth et al. (2016). The review was
conducted to identify existing literature examining healthcare stakeholders’
conceptualisations of compassionate care, and barriers to and facilitators of
compassionate care across healthcare settings. The search terms used are
listed in Appendix A, and were applied to searches of CINAHL Plus, PsycINFO,
Scopus, and Academic Search Complete databases. References cited within
relevant articles were reviewed to identify any further relevant publications
missed during initial literature searches. As the compassionate care agenda has
become particularly prominent in recent years (Department of Health, 2015),
and crisis resolution and home treatment teams were founded within the NHS in
2000, searches of grey literature were also carried out for the period of 2000-
2021. The search was restricted to publications written in English, owing to a
lack of translation resources. The review results are presented in Figure 2.

Figure 2

Flowchart representing the results of the literature review

Records identified Additional records identified
through database through other sources
searches a (academic colleagues, Google

(n=2248) Scholar, UEL repository) (n=47)

v 4

Records after duplicates removed

(n=1293)
A 4 Records excluded
Abstracts screened (unavailable or
(n=1293) irrelevant)
(n=829)

Full-text articles
assessed for
eligibility (n= 464)

A 4
Studies

included
(n=259)

Full-text articles
excluded with
reasons (e.g.
theoretical papers)
(n=205)




1.6. Research on Conceptualisations of Compassionate Care

Addressing the failure of policy documents to sufficiently conceptualise and
operationalise compassionate care (Tierney et al., 2018), qualitative research
across settings and stakeholder groups has contributed to our understanding of
how compassionate care can be enacted across physical and mental health
settings (Pauley & McPherson, 2010; Sinclair et al., 2018).

Following the literature review, identified studies were organised into the
following categories: service user conceptualisations, collective

conceptualisations, and staff conceptualisations.

1.6.1. Service User Conceptualisations of Compassionate Care

Sinclair et al. (2016) conducted a scoping review of the healthcare literature,
noting a dearth of studies representing patient and carer voices in compassion
research. Indeed, Bradshaw (2013) argued that service users’ voices are often
either absent, or censored, advertently or inadvertently, within research papers,
resulting in a form of testimonial injustice (Fricker, 2007).

The following sections will present research representing patient, family, and
carer conceptualisations of compassionate care in physical, followed by mental
healthcare settings, to highlight the paucity of literature within mental healthcare
settings.

1.6.1.1. In Physical Healthcare Settings: Bramley and Matiti (2014 ) explored
service user conceptualisations of compassionate care in a hospital setting and
found that participants viewed person-centred, tailored, individualised care as
conveying compassion. Straughair et al. (2019) found that recipients of physical
nursing care described being humanised by staff as a core component of a
compassionate approach. Participants identified these humanising experiences
of compassionate care taking varying forms depending on the setting and
context, while having the same result of creating a sense of connection
between staff and service users.

Halldorsdottir (2012) proposed a theory based on patients’ perceptions of
physical nursing care, which presented compassionate care as comprising
competence, wisdom, attentiveness, empowering communication, and

connection between nurse and patient. Similarly, Dewar and Nolan (2013)
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found that patients in an older people’s care setting described compassionate
care as involving appreciative, caring conversations, which enabled
collaboration between staff and patients, and shaped the way that care was
provided.

Sinclair et al. (2016) compiled the first empirically derived clinical model of
compassionate care in health settings, using data from 53 semi-structured
interviews with people receiving care in a palliative cancer service. They found
that service users experienced compassionate care as grounded in a virtuous
response that seeks to address suffering and the needs of a person, through a
process of understanding and resultant action. Aligning with this model, Kret
(2011) found that attentiveness and caring were core aspects of compassionate
care from the perspective of surgical patients, and Schneider et al. (2015) found
that service users presenting with complex regional pain regarded listening,
believing, and taking the time to educate oneself about the condition as core
components of compassionate care. Patel et al. (2019) conducted a systematic
review exploring factors that improve service users’ ratings of doctors’ delivery
of compassionate care. They found that physical and relational acts such as
doctors sitting during conversations, taking time to detect non-verbal cues of
emotion, expressing non-verbal communications of caring, and verbal
statements of validation and acknowledgement, were viewed by service users
as conveying compassionate care.

Whilst some consensus is evident across studies, variations are noted in terms
of expressions of compassionate care across contexts. Further, much of the
identified research exploring service user conceptualisations of compassionate
care can be critiqued as restricting conceptualisations to the level of individual
service user/ HCP interactions, arguably limiting the scope for broader or

divergent conceptualisations (Lown et al., 2015).

1.6.1.2. In Mental Healthcare Settings: A dearth of research exists which
explores service users’ understandings of compassionate care in mental health
services.

Alonso (2020) explored service users’ conceptualisations of compassionate
care within an Improving Access to Psychological Therapies (IAPT) service.
She found that compassionate care was described as involving humanising

responses to their distress and actions to empower them as service users.
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Similarly, Pauley and McPherson (2010) found that service users who had
experienced depression or anxiety conceptualised compassionate care as
centred around a combination of kindness and action.

Gilburt et al. (2008) explored service users’ experiences of psychiatric hospital
admission. They found that compassionate, caring relationships with staff were
integral to service users having a positive experience of admission. Participants
described communication, cultural sensitivity, and the absence of coercion as
integral components of these compassionate, staff-service user relationships,
which they cited as resulting in trusting alliances with staff (Gilburt et al., 2008).
Recruiting through a mental health charity, Lloyd and Carson (2011) explored
service users’ perspectives on compassionate care in mental health services.
They found that service users identified presence, collaboration, and
persistence as key indicators of compassionate care within services. However,

the setting may limit the generalisability of this finding within NHS contexts.

1.6.2. Collective Conceptualisations of Compassionate Care

A number of studies have explored collective conceptualisations of
compassionate care across stakeholder groups, such as service users, carers,
clinical staff, and service managers. In one such study, Kneafsey et al. (2016)
explored both staff and service user conceptualisations of compassionate care
across various environments, using focus groups. They found that establishing
meaningful connections was viewed by both staff and service users as
compassionate care. Within the focus groups, ‘consistent compassion’ across
interactions was acknowledged generally as unrealistic, but it was nonetheless
positioned as an important goal for healthcare staff to aspire to with a view to
improving care (Kneafsey et al., 2016).

Babaei and Taleghani (2016) conducted an ethnographic study exploring
compassionate behaviour amongst clinical nurses through interviews with
nurses and patients on several medical and surgical wards. They found that
participants described compassion as ‘expressions of love’ in the form of non-
verbal emotional behaviours, showing empathy, and providing emotional
support to patients at the bedside.

Comparing conceptualisations across groups, Smith-MacDonald et al. (2019)
explored service users’, carers’, staffs’, and managers’ ideas of what constitutes

compassionate care in a long-term physical health facility, using in-depth
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interviews and focus groups. They found that participants generally regarded
compassionate care as comprising numerous actions and intentions, including
seeking to understand, relational communication, virtuous responses and
attending to needs. Further, they found that while staff and service users’
conceptualisations were largely congruent at the level of individual interactions,
staff participants built on these conceptualisations by highlighting the
organisational and systemic influencers of compassionate care. Indeed, staff
participants described compassionate care as something that is largely shaped
by the extent to which the working environment enables it through adequate
resource provision and a compassionate culture (Smith-MacDonald et al.,
2019).

These findings indicate some congruence across conceptualisations offered by
staff and service users, with staff contributing additional insights into wider,

organisational factors influencing care.

1.6.3. Staff Conceptualisations of Compassionate Care

Whilst a larger literature base explores staff perceptions of compassionate care,
most studies focus on nurse conceptualisations within physical health settings
(e.g. Lundberg & Boonprasabhai, 2000; Nijboer & Van der Cingel, 2019).
Further, studies frequently limit recruitment to within distinct professional groups
rather than across teams; a distinct lack of research has focused on mental
health settings generally, and on conceptualisations of compassionate care
across multidisciplinary mental health teams.

The following sections will present research representing staff
conceptualisations of compassionate care in physical, followed by mental
healthcare settings, to highlight the paucity of literature within mental healthcare

settings.

1.6.3.1. In Physical Healthcare Settings: Nijboer and Van der Cingel (2019)
conducted a study exploring novice nurses’ perceptions of compassionate care.
They found that compassion was positioned as a core aspect of participants’
professional identities. Indeed, participants described a journey in the
development of professional competence in compassion as relating directly to
nurses’ ability to juggle the demands of environmental factors and their own
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perceptions, which, when navigated successfully, culminated in professional
growth.

In a study conducted by Lundberg and Boonprasabhai (2000), student nurse
participants identified compassion as a key component of effective nursing care
and conceptualised this as involving: giving care from the heart; sharing own
emotional experiences; and striving for honesty and helpfulness when
supporting service users. Similarly, Christiansen et al.'s (2015)
conceptualisation, based on understandings gleaned from a range of health
professionals, centred around the undertaking of ‘small actions’ that help
service users to feel cared for. This was echoed by Crowther et al. (2013),
Goodrich (2016) and Perry (2009), who each found that staff described
compassionate care as consisting of small, supererogatory actions, and
attending to ‘the little things’. Similarly, Frank (2004) found compassionate care
to involve interpersonal generosity, expressed by staff through giving more than
required of them by their job description.

Gustin and Wagner (2012) found that staff participants described
compassionate care as a way of “becoming and belonging together with
another person, where both feel mutually engaged” (pp.1). They further
described it as involving the caregiver being able to compassionately
acknowledge “both self and other’s vulnerability and dignity” (Gustin & Wagner,
2012; pp.1). Similarly, Bray et al. (2014) found that HCPs across disciplines
described a compassionate approach as involving individualised care, provided
through warm and empathetic interactions, with the intention to treat others as
you would want to be treated. This description was echoed by Day (2015), who
also highlighted listening as integral to compassionate care.

Kvangarsnes et al. (2013) presented distinctive aspects of staff
conceptualisations of compassionate care in a service providing care for
exacerbated chronic obstructive pulmonary disease, highlighting the need for
specificity when operationalising compassionate practice in various settings.
Within this setting, staff placed an emphasis on compassionate care as
expressed through preparing the patient for experiences of breathlessness.
Similarly, Efstathious and Ives (2017) explored the specific actions associated
with compassionate care at the end of life in acute physical healthcare settings.
They found that nurses conceptualised this as involving expressions of care,
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the provision of support to the patient’s family, and maintaining the patient’s
dignity by managing their symptoms and hygiene.

Overall, compassionate care was described as central to professional identities,
and was often described as being expressed through supererogatory actions.
Whilst some commonalities are observed across studies, divergences were also
noted which highlight the need for tailored, practicable descriptions of

compassionate care implementation across settings.

1.6.3.2. In Mental Healthcare Settings: Despite the emphasis placed on
compassionate care in mental health policy, a scarcity has been noted in the
literature in terms of what is understood by ‘compassionate care’ within mental
health services (Crawford et al., 2013). Existing research exploring
compassionate care in acute mental health settings focuses largely o