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Abstract
Background: It has been suggested that the biomedical approach towards healthcare professional training may
neglect the humanistic nature and personal values of care. As such, discussions with regard to the importance
of introducing compassion training into undergraduate programmes and throughout professional practice are
of interest. Within this paper, we report on a compassionate care programme designed for, and delivered to,
healthcare professionals and managerial/administrative staff at a private hospital in Limassol, Cyprus.
Case description: Six modules were developed, each of a 6 h duration. Each module was delivered twice to two
separate groups of participants. Participants included 60 healthcare professionals along with 5 managerial and
administrative staff. Using a range of innovative teaching methods and activities, the programme covered a
number of issues relevant to compassion including patient centred care, therapeutic relationships, empathy,
cultural awareness, conflict resolution, and advanced communication skills. The programme was evaluated using
both qualitative and quantitative methods.
Discussion: Quantitative and qualitative feedback demonstrated high satisfaction and interest in the programme.
Likewise, attending managerial and administrative staff considered the programme important for quality
improvement and organizational culture change.
Our findings demonstrate that programmes covering the topic of compassion are welcomed by both healthcare
professionals and managerial/administrative staff. The impact of compassionate care training will be assessed
effectively through a future longitudinal study.
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Background
Interest in the topic of compassion, often defined as
‘sensitivity to the pain or suffering of another, coupled
with a deep desire to alleviate that suffering’ [1], has
escalated in recent years attracting much discussion and
work at a multidisciplinary level to integrate the concept
[2, 3]. Concerns that healthcare sometimes fails at a
fundamental level have received much attention globally,
particularly following the release of the Francis Report which
was based on an enquiry into devastating events concerning
care of patients at Mid-Staffordshire Hospital in the UK [4].
Evidence suggests that a compassionate approach
could facilitate a faster recovery from acute illness, better
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management of chronic illness, and improvement of
psychological symptoms such as anxiety and depression.
Studies have also shown that kindness and touch alter the
heart rhythm and brain function – both for the person
providing compassion and the person receiving it [5–7].
Furthermore, a compassionate approach is believed to
alter the brain’s response to stress and assist in increasing
pain tolerance [2].
According to Chrousos [8], expression of compassion
represents an interaction between two emotionally resonating stressed persons: the caring and the cared. In addition,
Cole-King and Gilbert [9] draw attention to the fact that
the scientific understanding of such relationships and their
profound physiological effects ought to make compassionate care a more central concern in medical and nursing
training and practice. It is often considered that the
biomedical approach of nurse/medical training may lead to
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a decrease in compassion. Haslam [10] reports that research has shown that some medical students may lose the
ability to empathise with their patients during clinical
training. Indeed as early as 1961, Howard Becker suggested that values in healthcare may be ‘taught out’ of
medical students during their training [11], whilst Newton
et al. [12], referred to the ‘hardening of the heart’ during
medical school. This issue is believed to be common in
many countries, whereby an emphasis on promoting biomedical knowledge in doctors and nurses may over-ride a
focus on clinical reasoning, practical skills, and development of character and compassion [13].
Compassion is a virtue that can be potentially strengthened and cultivated through training. Indeed the Francis
Report, advocates training in compassionate care, and recommends that aptitude tests for compassion should be introduced [4].
It would seem logical that whilst compassion may be
viewed by some as an innate quality, efforts to sustain and
encourage the concept should be included within undergraduate training, and should also form an ongoing part of
professional development for trained practitioners. Saunders [14] suggests that although our dispositions vary,
compassion is a quality that can be developed in all of us.
However, compassion extends further than the relationship
between patient and practitioner, and should also be encouraged across the healthcare team and should include all
of those involved in the healthcare setting. Factors such as
time pressure, lack of teamwork and communication, and
structure of the organisation in general, may all lead to a
decrease in compassion. Thus, if we are to develop a compassionate organization, training programmes should be
developed to include not only doctors, nurses, and
allied health professionals, but also managerial/administrative staff and policy makers.
Can compassion be taught?

‘educating the mind without educating the heart is no
education at all’
(Aristotle – from Nicomachean Ethics (Book II,
Chapter 9, Paragraph 1)
A key question that is often asked, is can compassion
be taught? Following a symposium held at Greenwich
University in 2011 [15], participants were invited to address this question, which led to a discussion on various
aspects in relation to teaching and assessing compassion,
such as the process of life-long learning and the need to
encourage suitable role models. The process of learning was
considered just as important as the method of teaching.
Debate as to whether or not compassion can be taught
has existed for some time, and as far back as 1983, Pence
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[16] raised this question in a well-cited essay, utilizing the
differing views of ancient philosophers with regard to general virtues. Pence drew on the opinions of Socrates (who
claimed that virtues cannot be taught), and Protagoras
(who claimed that everyone teaches virtues), concluding
that compassion can be taught if medical education systems reward this virtue alongside other medical virtues,
thus ensuring its sustainability.
In a systematic review by Lee et al. [17] compassion was
considered as a subjective emotion which is challenging to
define. These authors concluded that educators need innovative ways to evoke emotions in healthcare professionals
to enhance compassionate care. Improving communication
skills, self-compassion, and self-reflection could help to
determine this.
Many feel that the integration and utilisation of the
arts and humanities can be useful for enhancing
compassion. Chochinov [18] reports that compassion
can be arrived at through various channels, and may be
cultivated by exposure to the humanities, social sciences
and arts. Such a multidisciplinary approach can help to
offer an insight into the human condition and the pathos
that accompanies illness. Likewise, Haslam [10], suggests
that ‘indeed empathy is a trainable quality if we cultivate
the habit of self-reflection, and learn from humanities
such as literature, film, theatre, and poetry which will
help us imagine the lives of others.’ Egan [19] additionally suggests that an important quality that helpers need
to develop is relationship flexibility, the ability to adjust
their communication styles in order to strengthen the
therapeutic relationship with each patient while remaining
true to themselves. This notion of genuineness is at the
crux of many theories, particularly Carl Roger’s [20]
person-centered phenomenological approach. Rogers
believes that the meaningful therapeutic relationship is
developed and maintained when the helper communicates
to the patient unconditional positive regard, empathy, and
genuineness.
There are various indications that compassion can be
taught, or that it can at least be brought to the forefront and encouraged in both medical/nursing students
and practising healthcare professionals. Initiatives in
this area are ongoing, and one such example is a course
that has been developed on the island of Crete, Greece,
for delivery to first year medical students [21]. This
course attracts great interest from students, with many
of them reporting that it improves their understanding
of compassion. A further example is that of the
Leadership in Compassionate Care Programme (LCCP)
offered at Edinburgh Napier University and NHS Lothian
in Scotland. The LCCP aims to ‘embed compassionate
nursing within clinical practice and pre-registration nursing education’ and has received very positive feedback
from student nurses [22].
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If compassion is to be encouraged and sustained, then
it could perhaps be helpful to initiate courses not only
within undergraduate training, but also for ongoing
professional development to utilise the concept by way
of courses, reflective learning, and learning from ‘what
goes right’ in practice as well as ‘what goes wrong’ [23].
Given the above, and the perceived importance of investigating whether compassion can be taught, within the
remainder of this paper we report on a compassion training programme that was developed with the purpose of
involving not only clinical staff, but administration and
managerial staff as well. The course was delivered in 2015
to staff at Ygeia Hospital in Limassol, Cyprus.

Case presentation: ‘Cultivating compassion in
hospitals - improving quality of care’ Limassol,
Cyprus 2015
The impetus for the above programme resulted from
discussions initiated in Cyprus concerning the potential
need and usefulness of enhancing and encouraging nonclinical aspects of care such as patient-centredness, the
therapeutic relationship, advanced communication skills,
empathy, and other elements relevant to the delivery of
compassionate healthcare. Following discussions with
management staff and relevant healthcare professional
leads at a private hospital in Limassol, Cyprus, a tailored
training programme was developed with the intention of
providing a practical framework for developing compassion
for one’s self and others.
The aims and expected benefits for programme participants included the following: increased ability to handle
stressful work situations; more meaningful connections
with patients and co-workers; better ability to engage and
collaborate with team members; greater job satisfaction,
reduced compassion fatigue, and an overall increase in
productivity and quality of care.
The resulting educational course was expected to improve the quality of care through improvement of the
culture of the organization, patient contacts (administrative
staff, healthcare professionals etc.), improved patient
satisfaction, reduced medical errors and liability risks, and
improved collaboration and communication resulting in
enhanced efficiency and productivity. The intention was to
achieve these goals through enhancing and deepening the
qualities of compassion, empathy, kindness, self awareness,
self-reflection, conflict resolution, mindful and effective
communication, and compassionate care skills. An increasing body of evidence clearly suggests the causal relationship
between compassion and quality of care. For example, Del
Canale et al. (2012) [24] report that physician empathy is
significantly associated with clinical outcome for patients
with diabetes mellitus and should be considered an important component of clinical competence. Moreover, a systematic review and meta-analysis of RCTs suggest that the
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patient-clinician relationship has a small, but statistically
significant effect on healthcare outcomes [25].
A unique feature of the programme rested in its intended
function as a vehicle for bringing both practicing healthcare
professionals and managerial/administrative staff together
in unison to reflect on and discuss the importance of a
compassionate approach across the healthcare setting, as
well as to improve the culture of the organization. Participants were challenged to reflect on their own capacity for
compassion and empathy and to discuss how interpersonal
and organizational factors could help develop and enhance,
or instead compromise, the quality and effectiveness of
various work setting relationships.

Programme delivery

The programme was delivered at Ygeia hospital in Cyprus.
Ygeia Hospital is a general hospital with 27 specialties and
a capacity of 152 beds. The hospital employs more than
200 associate physicians and 473 medical, nursing and administrative staff, thus making it one of the largest employers in Cyprus.
The programme was offered to nurses, doctors, and administrative staff employed by the hospital. Participants
consisted of mainly nurses, although 8 doctors and 5 managerial/administrative staff also attended. All participants
were offered CPD credits.
The vast majority of the participants were selected by the
medical and nursing management team as part of their continuing professional development. The selected participants
were able to take time away from work to attend the course.
Demographic information relating to the participating
HCPs can be seen in Table 1.
The programme consisted of six modules delivered over
a period of 6 months. Each module was delivered twice to
two separate groups of participants. The design of the
modules was based on the outcome of focus group meetings with the hospital Board of Directors, Human Resources staff, and healthcare professionals, in terms of their
needs, ideas, and expectations. The modules were cumulative so that each session would build on the previous ones.
At the beginning of the first module, participants were
each given a randomly distributed colour-coded card, and
Table 1 Demographic details of participating HCPs
Gender

Male = 20 (33.3 %)
Female =40 (66.7 %)

Age

m = 32 years (minimum 23, maximum 55)

Years of Service

m = 4.6 years (minimum 0.5, maximum 20)

Nurse participants

N = 52

Physician participants

N=8

Administrative staff
participants

N=5
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were then asked to join other members of the group who
held the same colour card. This initiative was intended to
encourage meeting new people and working with colleagues
other than those encountered on a usual daily basis.
A number of innovative teaching methods were
utilized, in order to engage the participants and encourage interactive learning. Teaching methods included the
use of presentations, theory-based discussion, videos, role
play, stories, real-life examples, and a range of other activities. The teaching methodology was based on a combination of didactic, practical and experiential modes of
learning. The first refers to theoretical tuition in seminar
form, the second to practice of set skills through role playing, and the third refers to exposure to planned settings
that experientially are comparable to actual application situations. The modules covered a range of relevant issues including: applying compassion in the healthcare setting;
patient-centred care; conflict transformation; intercultural
communication; advanced communication skills; and the
therapeutic compassionate relationship.
The training methods that we used were based on
Kolb’s experiential learning cycle, which is described as a
progression through 4 stages, these being experience,
reflection, conceptualization to action and further experience [26] Moreover, we stressed that participants
pursue meaningful change with reflections on experiences or actions [27]. Futhermore, a case based approach
was also used during the trainings [28].
Table 2 provides an overview of the module descriptions.
The programme was delivered by a multidisciplinary
team including HCPs, psychologists, sociologists, and an
Associate Professor in clinical communication who was
responsible for the clinical communication component of
the course.

In addition, a further unique feature was the involvement of the programme leader’s son who assisted in the
organization and delivery of various activities.
The modules were presented mainly in the Greek language, except in cases where the presenter’s native language was English. In such cases, translation was provided
(where necessary) by the programme leader and his young
son – both of whom are fluent in English as well as Greek
or, in one case, by one of the other presenters.
Finally, the success of each module was evaluated by
participants at the end of the session, using both qualitative and quantitative methods.
Evaluation

Each individual module was evaluated both quantitatively and qualitatively by the use of a questionnaire
which was distributed to the participants by the course
teachers. Participants completed the evaluation questionnaire at the end of each module. The responses to
each module were then merged to provide an evaluation
for the programme overall. The quantitative evaluations
demonstrated that the programme had been successful,
with a large percentage of participants responding with
either ‘very good’ or ‘excellent’ to the 11 questions asked
on the evaluation form. The evaluation items and percentages can be seen on Table 3.
Responses to the qualitative question were also very
positive, and example responses can be seen in Table 4.
With regard to the participating managerial/administrative staff, follow-up discussions with them elicited the
following responses:
‘A great experience that gave us the chance to touch
upon sensitive and burning issues i.e. relationships and

Table 2 Module descriptions
Module title

Content

1. Applying Compassion within the context of the
hospital setting

Historical and religious backgrounds; attention to basic needs; example approaches
to specific conditions; compassion across the organisation; cultural awareness;
compassionate care during financial crisis; barriers and sustainability; can compassion
be taught

2. Patient centred care in hospitals

Main concepts and measurements; how to apply, what we need to change
among the health care workforce, organizations and patients; seeing the
person in the patient; implementation in the local setting – barriers and constraints

3. Applied compassionate care

Developing a culture of compassionate care; enabling compassionate care
in acute hospital settings; applied compassionate care; conflict transformation

4. Intercultural Communication Competence in
Healthcare; Teamwork Communication in Healthcare

The impact of culture in doctor-patient relationships as well as among staff
members in healthcare settings; communication dynamics and strategies for
effective and compassionate self-care, patient care, and in healthcare work teams.

5. Advanced communication skills

Impact of consultation and communication style on the patient’s experience;
advanced communication skills; employing effective communication tools;
assessment of improvement of communication and consultation skills

6. The therapeutic compassionate relationship

The healthcare Professional as a drug; impact of a good quality therapeutic
relationship in patient satisfaction, professional fulfillment, compliance,
complaints and effective time management; measuring the therapeutic relationship
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Table 3 Quantitative responses
Question

% Excellent/V. Good
Both Groups

% Excellent/V. Good
Group A

% Excellent/V. Good
Group B

1. Does he/she present material in a well organized fashion?

92 %

95 %

89 %

2. Does he/she use enough examples or illustrations to clarify the material?

91 %

95 %

85 %

3. Is he/she helpful when the participants have difficulty?

88 %

93 %

82 %

4. Is he/she enthusiastic about the subject taught?

91 %

95 %

86 %

5. Does he/she make students feel free to participate?

82 %

96 %

87 %

6. Does he/she make the subject interesting?

89 %

93 %

85 %

7. Does he/she treat all students equally?

90 %

91 %

88 %

8. Does he/she explain material clearly?

87 %

90 %

84 %

9. Does he/she seem to know his/her subject?

91 %

93 %

88 %

10. Does he/she manage the class well?

88 %

87 %

88 %

11. Considering all the above qualities, how would you rate the module overall?

86 %

93 %

88 %

collaboration between HCPs, cultural awareness,
communication skills, empathy etc’.
‘Excellent motivator for our HCPs to deliver patient
centred care’
‘Experiential learning that will facilitate our efforts for
quality improvement and organizational culture
changes’.

Discussion
The programme described in this paper provided us with
a valuable opportunity to deliver in-depth structured
teaching in order to enhance non-clinical aspects of care
and to identify the needs of our participants. Although
the programme was somewhat experimental, in that this
was the first time it had been delivered, the organization
of it allowed for flexibility and adaptation throughout in
terms of the content and selecting which material was
appropriate for our target audience. Positive feedback
Table 4 Examples of quantitative responses
Participants were invited to respond to the following question:
‘Please share with us your views regarding the subjects of the course,
and the teaching methodology – were these successful, and could they
be improved?’
Excellent
Inspiring
This module was perfect all the time and very helpful
The explaining and trainings has been very clear
Delighted to have both languages as this made it so much more
interesting, understandable by all, thank you and well done
The positive atmosphere
Very interesting
All excellent
It was very interesting, thank you
A very pleasant presentation of the subject
It improves the way that I communicate
A most comprehensive approach to humans particularly the patient

was received from both the participating HCPs and
managerial/administrative staff.
On the basis of our experience with regards to the
above mentioned course, and the success of other compassion based courses, we suggest that the introduction
of courses on compassionate care within medical and
nurse training is both feasible and can greatly support
quality improvement strategies of the local organizations. Thus, we advocate and encourage discussion on
the importance of training and encouraging the importance of a compassionate approach.
Many undergraduate health care degrees, have now
adopted compassionate care teaching especially in medical
education which is also recommended by the General
Medical Council (GMC) [29]. Ideally, such courses could
be delivered as part of undergraduate training in all healthcare programmes and could feature as part of continuous
professional development across the entire healthcare setting. The course reported here is expected to improve the
quality of care through improvement of the culture of the
organization, and the impact of compassionate care training programmes on quality improvement will be assessed
effectively through a future longitudinal study.
Following the success and the feedback that was received
from the management, healthcare professionals, and tutors
of the Cyprus course, the organizers have established the
non for profit “International Institute for Compassionate
Care”. The purpose of the institute is to bring together individuals, non for profit initiatives, patient organizations
and academic institutions from all over the world and synergistically foster collaboration, research, and networking,
together with the provision of face to face and on-line state
of the art training courses.
Young people and compassion

Having the involvement of the programme director’s
15 year old son, brought our attention to the importance
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of cultivating the concept in young people as well as in
adults, and this is an issue that the authors would like to
further develop and encourage.
According to a blog by Whitson in the Huffington Post
[30], experts agree that fostering compassion in young
people is among the best ways to prevent verbal, physical,
and emotional aggression from taking root. Likewise in a
recent study wherein investigators trained young adults to
engage in compassion meditation, remarkable alterations
in brain function were observed, compared to a control
group [31]. These researchers conclude that compassion,
like physical and academic skills, appears to be something
that is not fixed, but rather can be enhanced with training
and practice.
It would appear that the cultivation and encouragement
of compassion in young people should also represent an
important focus. As such, we would like to draw attention
to the importance of cultivating compassion in young
people as well as adults, and encouraging their participation in activities such as the training programme outlined
here.
Recommendations

An important feature of the course lies in the involvement
of managerial and administrative staff in addition to a
range of HCPs from different clinical backgrounds within
the hospital. Managerial staff welcomed the opportunity
to participate, which is of paramount importance in terms
of facilitating organizational cultural changes. An additional strength was the flexibility of the programme in
that it allowed for the course material to be adapted to
suit the target audience.
However, certain limitations were observed. Of the
participating HCPs, most of them were nursing staff,
and the hospital management has since indicated that
they would like to encourage more doctors to participate
in future courses. Another potential limitation is that some
participants felt that at 6 h per session, the programme
was rather long. Members of the first group of participants
attended the workshop at the conclusion of their 7-h early
morning to afternoon work shifts, which could have potentially compromised their ability to focus on the content,
meaningfully participate in discussion, and/or to retain
information. The programme team will address these
issues by making the necessary adjustments when planning future courses. In general it is felt that the delivery of
a blended programme (face to face and e-learning teaching
methodology) would be desirable. In addition, a number of
measurements (e.g. confidence in ability to communicate
and empathise) could be used to assess the participants’
compassion before and after they receive the training. A
further limitation was that on this occasion it was not
possible to conduct a follow up evaluation of the programme,
but the programme team will ensure that future courses are
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evaluated 6 months after the programme as well as at the
time of the programme delivery.
Involvement in this training programme was a useful
learning experience for all of us. We realised the importance of including administrative and managerial staff in
the programme, and learned that this was very much
welcomed. In future programmes we aim to address
certain issues such as the encouragement of moredoctors onto the programme, and shortening the length
of the programme.

Conclusions
In conclusion, it appears that compassion and compassionreflective behaviors can be taught or enhanced in sustainable ways through continuing education in short course
format or through inclusion in the medical/nursing curricula. Such education should extend to all involved in the
healthcare team. Ongoing training, reflective learning,
learning by experience, role-modelling, blended teaching or
other innovative teaching methods and long-term evaluation may all help to sustain the virtue of compassion in
the longer term thus continuously improving the quality of
care. Programmes such as the training outlined here can
have a wide impact in healthcare by exposing participants
to the important humanistic values in healthcare. The impact of compassionate care training will be assessed effectively through a future longitudinal study.
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