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Abstract
Background: The importance of empathic, person-centred care that is responsive to the individual patients’ needs
is increasingly visible in national and international healthcare policies but there is a need for practical tools to help
healthcare practitioners. The CARE Approach is a new ‘generic’ learning tool that aims to foster the achievement of
empathic, person-centred communication in healthcare encounters. This study aimed to evaluate a pilot project which
used the CARE Approach in peer facilitated groups in primary and community healthcare settings in Scotland.
Methods: The CARE Approach was piloted in 5 sites (4 general practice and 1 community rehabilitation team) serving
different areas and populations. Evaluation employed a mixed-methods approach, with questionnaires and
semi-structured interviews with a purposive sample of participating facilitators and healthcare practitioners.
Results: 131 practitioners took part in the CARE Approach pilot across the five sites. 84 participants (64.1%) completed
a baseline questionnaire and 51 (38.9%) a post-pilot questionnaire. Semi-structured interviews were conducted with all
facilitators and with a purposive sample of 23 participants from the sites. Overall the results indicate that the CARE
Approach was perceived as useful and relevant to practice across different disciplines and settings. The flexibility of
the CARE Approach materials facilitated its delivery and implementation across the sites. Healthcare professionals’
self-perceived empathy at baseline and follow-up suggested a possible impact on daily practice.
Conclusions: The CARE Approach appears to be useful to practitioners in primary and community care and can
feasibly be delivered in peer facilitated learning groups. Further work is required to determine the utility of the
approach when used in other ways and in other settings and to ascertain the effectiveness of the approach in the
longer-term.
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Background
The importance of empathic, person-centred care that is
responsive to the individual patients’ needs is increasingly
visible in national and international healthcare policies
[1-4]. As a result, all healthcare staff must be competent in
the ‘human’ as well as ‘technical’ aspects of care [5,6]. Increasingly, such competence must be demonstrated and
thus measurement is important [6,7]. The Consultation
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and Relational Empathy (CARE) Measure was developed
as a measure to evaluate empathy in the clinical encounter
from the patient’s perspective in the United Kingdom [8,9]
although it has been validated in several different countries [10-12] and is being widely used internationally. In
the UK, the CARE Measure is currently used in the appraisal and revalidation of qualified doctors and for workbased assessment in the postgraduate training of general
practitioners (GPs). In Scotland, it has been recommended
for use by all healthcare professionals [2] which makes it
the first country in the world to put empathy (and its
measurement) at the heart of healthcare policy.
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Empathic, patient-centred care is associated with better
health outcomes [13-19], higher patient satisfaction [20],
and more patient enablement [21]. The measurement and
feedback to practitioners of perceived empathy in the clinical encounter is one important step towards improvement,
but maintaining or improving empathy in healthcare practitioners is also vital. Several studies have shown that empathy tends to decline over time in healthcare practitioners
[22]. Fortunately, there is evidence that training can improve empathy [6,17,23-25].
Although there are numerous ‘models’ for improving
consulting quality, many of these are aimed at specific
professionals groups, such as GPs in training, and there
appear to be fewer ‘generic’ training approaches that
have been developed to be used across healthcare disciplines and/or in multidisciplinary teams. The CARE
Approach is one such a learning tool that aims to foster
the achievement of empathic, person-centred communication in healthcare encounters [26,27]. It consists of
a written manual with exercises, supported by online film
clips covering four interactive components entitled:
Connecting, Assessing, Responding and Empowering.
The manual can be completed alone or in peerfacilitated small groups. The CARE Approach was derived from the components of the CARE Measure,
although it also incorporated learning from the wider
international literature and other published models
and frameworks [27].
In the present paper we report the evaluation of a project funded by NHS Education for Scotland which piloted
the CARE Approach in peer facilitated groups in five primary and community healthcare settings in Scotland. The
aim of the evaluation was to explore the feasibility, acceptability and utility of the CARE Approach in supporting
learning on communication and human relationships in
primary healthcare. Specifically we wished to better
understand:
 How did participants and facilitators experience the

CARE Approach?
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 Site C - General Practice in large urban area of

Edinburgh
 Site D – General Practice in mid-sized town near

Edinburgh
 Site E – General Practice in mid-sized town near

Edinburgh
All five sites responded to an advertisement from NHS
Education for Scotland and applied to become pilot
sites. Practitioners from the five sites acted as peer facilitators, and attended a training day delivered by the developers of the CARE Approach. The facilitator training
focused on the content of the CARE Approach and how
to deliver it in practice. The CARE Approach manual
consisted of six modules entitled:







What you bring to the encounter
Connecting
Assessing
Responding
Empowering
Putting it all together

The modules are supported by online video clips depicting short sections of simulated clinical encounters between
healthcare professionals (two GPs, one physiotherapist, one
podiatrist) and ‘patients’ (played by actors).
The same CARE Approach materials were used in each
healthcare setting but the practical arrangements for delivery were flexible and open to the discretion and needs of
the facilitators and each specific setting. Participation by
practitioners in the pilots (though not the evaluation) was
managed by each individual pilot site with no involvement
from the research team. In total 131 practitioners took
part in the CARE Approach pilot across the five sites. In
each site the trained facilitators worked through the CARE
Approach materials with small, multidisciplinary groups
of practitioners. Groups met on between four and six occasions during the pilot and completed at least five of the
six modules.

 Did the approach impact on acquisition of

knowledge and skills or professional practice?

Methods
The CARE Approach pilot

The following five sites (based in two health board areas of
Scotland) piloted the CARE Approach between September
2011 and March 2012:
 Site A - Four urban community services including

Physiotherapy, Podiatry, Rehabilitation and Enablement
teams in Glasgow.
 Site B - General practice in large urban area
of Glasgow

Ethics, sampling and data collection

The evaluation involved a mixed method approach including quantitative self-report measures, semi-structured
questionnaires and qualitative interviews. Under the guidance of the West of Scotland Research Ethics Service [28],
ethical approval was not required for the research as it
did not involve randomisation or changes to patient
care from accepted standards. Data collection took
place from October 2011 to March 2012. All 131 pilot
participants were fully informed about the evaluation by
email, guaranteed the confidentiality of their responses,
and invited to complete the questionnaire (a 100% sample). Of the 131 participants in the pilot projects, 84
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(64.1%) completed a baseline questionnaire and 51
(38.9%) a post-pilot questionnaire. Semi-structured interviews were conducted towards the end of the pilot
with all facilitators and with a sample of 23 (17.5%) participants, purposively sampled to include practitioners
across all sites and a range of professions and roles. An
overview of the content of each questionnaire and of
the interview topics is presented in Table 1. A comparison of participants taking part in each stage of the
evaluation is presented in Table 2.
Analysis

Quantitative data was analysed in Excel and SPSS and results from the two questionnaires were compared. Interviews were audio-recorded and transcribed. Transcripts
were analysed thematically using an initial coding framework based on the areas of interest in the interview guide.
Segments of interview were coded manually and new
codes developed using a general inductive approach as
themes emerged from the interviews [29]. The small number of participants involved for the evaluation meant that
a comparative analysis of results across different professional groups or sites would not have been robust. The
analysis was led by SH with review by NF and subsequently reviewed by AB and SM. An independent researcher (JW) and the commissioners of the study (NHS
Education for Scotland) also reviewed the analysis.
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delivered and facilitated quite a lot of training. And I
would say it’s been quite a revelation to me to hear
what people think and how they really feel”.
Facilitator
“It’s not skills-based. It’s very much more about your
core values, challenging your approaches, challenging
historical ways of doing things”. Facilitator
The content of the manual was seen by all the facilitators and most staff as useful and relevant. Irrespective of
role, experience or seniority, the potential for new learning or reflection as a result of the CARE Approach was
apparent from most respondents interviewed. For nonclinical staff, aspects which were identified as being most
useful were dealing with difficult situations or aggressive
patients, looking at the patient journey through the practice and being non-judgemental about patients. Overall
the manual was perceived as well structured, though some
respondents felt that the manual was a bit too lengthy.
Most respondents spoke positively about the consultation video clips, how they were used and their usefulness as a discussion prompt.
“They kind of guided us but didn’t guide us if you
know what I mean. They were sufficiently open but
they did stimulate enquiry”. Participant, Site 2
“I think when you can see something you learn better
if you can actually watch it and have a chat about
it…and hear what everybody else thinks. It was quite
funny when we did the videos we all had different
views of it, just the views between the teams, between
the nurses and the doctors, it really got a discussion
going”. Participant, Site 3

Results and discussion
Experiences of the CARE Approach

Most facilitators and respondents spoke positively about
the CARE Approach. It was seen to provide a valuable
opportunity for discussions that are often missing from
other skills-based training.
“I think we’ve had conversations that I’ve never had.
I’ve been qualified 25 years and done tons of
postgraduate qualifications and training, and

The short length of the clips and their role in breaking
up the exercises was seen as valuable and useful for

Table 1 Overview of data collection instruments
Baseline questionnaire

Post-pilot questionnaire

Post-pilot interview topics

Relevant previous training

Self rating based on CARE measure

Reasons for participation

Reasons for participating

Self rating on various statements
related to communication skills

Available support (facilitators only)

Self rating based on CARE measure

Self rating on improvements in
knowledge, skills and practice

Experience of facilitation (facilitators only)

Self rating on various statements
related to communication skills

Most and least useful aspects of approach

Staff recruitment and engagement
(facilitators only)

Anticipated achievements

Views on practical arrangements

View on the approach

Perceived barriers to implementation

Views on manual, materials and clips

Barriers and facilitators

Concerns regarding the approach

Were expectations met?

Impact on knowledge, skills and
practice (of self and wider team)

Vision of success

Requirements for implementation

Views on level of success
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Table 2 Overview of participants
Participants in
pilot (n = 131)
Profession/role Physiotherapy
Podiatry

Participants completing baseline Participants completing post-pilot Participants completing
questionnaire (n = 84)
questionnaire (n = 46)
semi-structured interviews
GPs = 26

GPs = 17

GPs = 6

Nurses (including midwives) = 18

Nurses (including midwives) = 6

Nurses (including midwives) = 5

Occupational Therapy
Speech Therapy

AHPs = 26

AHPs = 14

AHPs = 7

Dietetics

Other = 14

Other = 9

Other = 4

1 = 48

1 = 35

1 = 17

1=8

2=8

2=6

2=4

2=3

3 = 20

3=9

3=6

3=4

4 = 23

4 = 14

4=9

4=4

5 = 32

5 = 20

5 = 10

5=3

2 facilitators

1 facilitator

1 facilitator

1 facilitator

Nursing
Phlebotomy
Support
GP
Practice Nursing
Counselling
Healthcare Assistant
Midwifery
Administration
Site

Facilitators

focus and concentration. A few participants and facilitators reported concerns about the clips including how
well they reflected real life and their relevance to the
aspect of the CARE Approach they were being used to
explain. A few facilitators reported a need to introduce
and explain the clips in some cases. This included a
discussion on the purpose of the clips, how they had
been made, and an explanation that they were not
meant to be perfect examples.
The benefit of tailoring the materials to address the
needs of the healthcare setting

A perceived benefit of the CARE Approach was seen to
be its flexibility in terms of tailoring the materials to
the specific needs and context of the setting. All facilitators reported adapting the CARE Approach materials
in some way to fit with the specific needs of the site
and their participants, and appreciated the chance to
do this.
“I think you have to have a whole variety of methods in
any one session, knowing that everyone likes different
things and keep it fresh. Keep it changing” Facilitator
“So I did the generic bit, and then went probably a
step further and said, what does it mean for our

patients? And I think that was the richness of the
whole project”. Facilitator
Examples of ways in which this was done included different delivery methods to suit different learning styles
(e.g. large group, small group or individual work), written materials, practical exercises, working through the
module and spending additional time focusing on the
needs of the specific practice population.
Respondents were also able to identify the benefits of
this more tailored, flexible approach.
“The fact that you could tailor it is good. If you had to
work through every single bit of it, and it was very
prescriptive, it would have got a tiny wee bit boring.
Having someone with that overview, who knows the
team and the aspects we’re going to concentrate on”.
Participant, Site 3

The value of the facilitator training day for delivering the
CARE Approach

Overall the facilitators were highly satisfied with the
one day training provided. It was felt to be useful for
background and context and included valuable ideas
for facilitation.
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“It was non-threatening, it was very interactive”.
Facilitator
“It was very, very, easy to plan because they were
clearly laid out, they gave ideas how to do it, and
quite often the only thing I had to do was put it into a
slide format to present it and have it there in the
background”. Facilitator
Some reported that they had found it a bit too general
in nature and there were mixed views on how easy the
facilitation materials were to use to deliver the CARE
Approach. Some facilitators felt the supporting materials
were sufficient, while others felt that more guidance
would be helpful.
“It would be helpful to have a little bit more in terms
of particular models and techniques that can be used
at different modules and at different stages”.
Impact of the CARE Approach

Participants were asked to self-rate themselves depending on how they felt patients perceived them to be in
relation to the CARE Measure (on a scale of 1 = poor to
5 = excellent). Except for item 1 ‘Making them feel at
ease’, for all participants the differences identified between
the pre and post-pilot scores were statistically significant
across the CARE Measure items (Table 3). The greatest
increase was for ‘Really listening to them’, followed by
‘Letting them tell their “story” and ‘Making a plan of
action with them’.
Despite this, just under half of staff who participated
felt that there had been little or no impact on their practice. Most of these reported that the experience of the
CARE Approach was positive due to the opportunity to
review, reflect on and reconfirm existing practice, however some other participants were able to describe specific changes to their practice.
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“It helped me re-evaluate what I needed to think about
for the patient and it changed my approach with a
good benefit for the patient and a good outcome for
myself as well. It helped me take a wee step back and
go in at it from a different angle”. Participant, Site 1
“I hear it – they were all practising making a person
feel comfortable when they come in, which is what we
do anyway, but you can hear all the docs now being
completely different in how they say “Oh hello – come
in”. You can hear it in the corridor…it has made a
difference, definitely”. Participant, Site 2
The changes were not confined to clinical staff. One
participant who held a non-clinical role was able to
identify how her communication skills were important
in improving patient experience. This view was echoed
by other facilitators and participants.
“Not that we are going to be seeing patients, but you
know it just makes you more alert…to stop what you
are doing for a minute and make sure you have got
eye contact and full attention. Sometimes you have to
go a bit further than that, be a wee bit more caring,
maybe sit down with them for a minute if they are
awfully upset. So yes, it’s helped with that”.
Participant, Site 5
Improved use of body language and non-verbal communication was reported by several participants. One practice
nurse reported that as a result of the CARE sessions, she
had been working to improve eye contact and concentration on the patient through minimising computer use and
making short notes on paper. Other participants too reported increased awareness of language, barriers to communication with patients, and ability to recognise when a
consultation was not going well and take steps to remedy
that. The potential of this more holistic person-centred
approach to consultations was recognised by many.

Table 3 Self-rated CARE Measure scores, n = 46
CARE Measure item (Please rate how you feel
patients perceive you to be at…)

Average pre

Average post

Percentage difference

p-value

1. Making them feel at ease…

3.87

3.93

1.69

ns

2. Letting them tell their “story”…

3.37

3.93

16.77

.000

3. Really listening to them…

3.47

4.09

17.95

.000

4. Being interested in them as a whole person…

3.70

4.17

12.94

.001

5. Fully understanding their concerns…

3.35

3.89

16.23

.001

6. Showing care and compassion…

3.71

4.15

11.88

.002

7. Being positive…

3.62

4.04

11.63

.000

8. Explaining things clearly…

3.43

3.98

15.82

.000

9. Helping them to take control…

3.35

3.70

10.39

.050

10. Making a plan of action with them…

3.33

3.89

16.67

.000
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“We shouldn’t underestimate the power of the doctor
as a drug, that is what I feel I see now”. Facilitator
Discussion

In the current study we have reported healthcare professionals’ views of the CARE Approach learning tool following its use in a peer-facilitated pilot in five primary and
community care settings in Scotland. Overall the results
indicate that the CARE Approach was perceived as useful
and relevant to practice across different disciplines and
settings. The flexibility of the CARE Approach materials
facilitated its delivery and implementation across the sites.
The current study did not measure changes in patientreported views on practitioners’ empathy, however participants’ self-ratings of empathy improved between baseline
and follow-up.
Comparison with existing literature

A recent Cochrane review has shown that interventions
aimed at training healthcare providers to be more patientcentred in clinical consultations can be effective in teaching providers new skills [25]. Other studies have also
shown that training practitioners in empathic approaches
can lead to higher levels of perceived empathy by patients
[6,20,23,24]. Thus the benefits reported by the participants
in the present study are feasible in the light of current
knowledge.
The current study used peer-facilitated training in conjunction with the CARE Approach manual [27] and the
exact duration of this varied somewhat between the different sites. Group sessions were held on 4–6 occasions in
each site, and lasted 1–2 hours. The optimal length of
training in such approaches is not clear from the literature, with short-term training (of less than 10 hours) being
possibly as effective as longer term training [25]. Most
studies have focused on medical staff and to a lesser extent
nurses and have overlooked other staff groups.
Strengths and weaknesses of the current study

The multi-disciplinary nature of the staff teams involved
in these CARE Approach pilots was a strength of the
current study. The mixed-methods design also maximised the opportunities (within the limits of the funding
and time available) to gain both qualitative and quantitative data on a reasonably large number of participants,
located in a diverse range of clinical, geographical and
socio-economic locations in Scotland.
The study had several weaknesses. Firstly it was a before and after design and thus did not have a control
group to compare changes with. Secondly, there was a
considerable reduction in the rate of completion of the
questionnaire before and after the intervention. The
views of non-responders may have differed from those
reported here. Thirdly the study did not assess the long
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term impact of the CARE Approach on the participants.
Finally the effect of the intervention on patient experiences and outcomes was not measured.
Ideally, the CARE Measure would have been used on
patients before, and after a period of time following, the
healthcare practitioners’ completion of the CARE Approach and at the same intervals in a control group. Improvements in participants’ self-rated empathy scores
may be a research participation or social desirability effect rather than attributable to the intervention, however
the qualitative data is suggestive of noticeable improvements in practice worthy of further investigation.
Implications for policy and practice

The findings of this pilot study support the utility of the
CARE Approach as a generic learning tool that multidisciplinary teams can use with the aim of maintaining and
developing empathy and patient-centredness in clinical encounters. In future, the combined use of the CARE Approach with the CARE Measure would enable more robust
evaluation of the impact of the approach. Together, the
CARE Approach and CARE Measure may offer a feasible
way to monitor and/or improve the effectiveness of national
policy directives aimed at driving up the quality of the human aspects of healthcare [2]. For practices, the CARE Approach offers a convenient route to peer-supported learning
at the local level, which could feed into practice audit cycles,
appraisal and revalidation. Following this study, new guidance on using the CARE Approach to enhance interpersonal relationships within and between teams, and an
additional module on to provide more in-depth guidance on
‘Facilitating the CARE Approach’ has been developed and
incorporated into the current manual [27].

Conclusions
The current pilot study of the CARE Approach suggests
it is useful to practitioners in primary and community
care and can feasibly be used in peer facilitated learning
groups. Further work is required to determine the utility
of the approach when used in other ways (e.g. individual
use rather than groups) and in other settings (such as secondary care) and to ascertain the effectiveness of the
approach in maintaining or improving empathic, patientcentred communication in the longer-term.
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