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Abstract

Our previous review of compassion measures in healthcare between 1985 and 2016 concluded that no available measure
assessed compassion in healthcare in a comprehensive or methodologically rigorous fashion. The present study provided a
comparative review of the design and psychometric properties of recently updated or newly published compassion measures.
The search strategy of our previous review was replicated. PubMed, MEDLINE, CINAHL, and PsycINFO databases and grey
literature were searched to identify studies that reported information on instruments that measure compassion or compas-
sionate care in clinicians, physicians, nurses, healthcare students, and patients. Textual qualitative descriptions of included
studies were prepared. Instruments were evaluated using the Evaluating Measures of Patient-Reported Outcomes (EMPRO)
tool. Measures that underwent additional testing since our last review included the Compassion Competence Scale (CCS),
the Compassionate Care Assessment Tool (CCAT)®, and the Schwartz Center Compassionate Care Scale (SCCCS)™. New
compassion measures included the Sussex-Oxford Compassion for Others Scale (SOCS-0), a self-report measure of compas-
sion for others; the Bolton Compassion Strengths Indicators (BSCI), a self-report measure of the characteristics (strengths)
associated with a compassionate nurse; a five-item Tool to Measure Patient Assessment of Clinician Compassion (TMPACC);
and the Sinclair Compassion Questionnaire (SCQ). The SCQ was the only measure that adhered to measure development
guidelines, established initial construct validity by first defining the concept of interest, and included the patient perspec-
tive across all stages of development. The SCQ had the highest EMPRO overall score at 58.1, almost 9 points higher than
any other compassion measure, and achieved perfect EMPRO subscale scores for internal consistency, reliability, validity,
and respondent burden, which were up to 43 points higher than any other compassion measure. These findings establish the
SCQ as the ‘gold standard’ compassion measure, providing an empirical basis for evaluations of compassion in routine care.

1 Introduction
Key Points for Decision Makers
Compassion, defined as “a virtuous response that seeks to

Patients identify compassion as one of their most
important needs; a need they feel is often inadequately
addressed within their experience of the healthcare

address the suffering and needs of a person through rela-
tional understanding and action” ([1] p.195), is an endur-
ing, central, and increasingly cited component of health-

care policy, standards of practice, healthcare organization system.

mission statements [2—7], and the patient experience [7-14] A persistent and substantial barrier to improving com-
that is crucial to patients’ and family members’ perception passion in healthcare is the absence of a valid and reli-
of quality care [8, 15-18]. Research has demonstrated that able patient-reported measure of compassion for research
compassion enhances the overall quality of healthcare [1, and practice.

19-22] and patient outcomes, including patient quality of . . . . . .
The Sinclair Compassion Questionnaire (SCQ) is the

most valid and reliable measure of compassion, serving
as a “gold standard” for conducting compassion research
and assessing patients’ experiences of compassion.
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life and satisfaction with care [1, 8, 17, 23-31], while a lack
of compassion in healthcare interactions increases adverse
medical events, symptom distress, patient complaints, and
malpractice suits [24, 29, 32-34]. Compassion has been
reported to have a positive effect on clinician outcomes
through increased job satisfaction, retention, and workplace
wellbeing [19, 29, 35]. The multifactorial impacts of com-
passion in healthcare have caused policy makers, research-
ers, and educators to consider compassionate care a patient
right [16], a practice competency [3, 7, 15, 36, 37], and a
standard of care that healthcare organizations, providers, stu-
dents, and educators are expected to measure, report, and be
evaluated on [3, 17, 18, 28, 38].

Despite the mounting body of evidence that shows com-
passion positively impacts patients’ healthcare experiences
and outcomes, compassion is reportedly receding from hos-
pitals and healthcare training programs. Patients identify
compassion as one of their most important yet unmet needs
[1,8, 13, 14, 17, 24-26], and while most healthcare provid-
ers desire to provide compassion, there is a growing gap
between healthcare providers’ intentions and patients’ expe-
riences of compassion in the fast-paced, resource-restrained,
high-volume, and highly complex healthcare system with
which they interact [6, 17, 28, 39, 40]. The ramifications
are substantial, as a lack of compassion was a common and
central factor in recent high-profile healthcare reports inves-
tigating failures within various healthcare systems [17, 28].

To date, a persistent barrier to improving compassion in
healthcare is the absence of a valid and reliable measure of
patient experiences of compassion, impeding the develop-
ment of evidence-based training, clinical programs, research,
and policy aimed at improving compassion [5, 15, 18].
Clinical measures of compassion have been developed, and
comprehensive and critical reviews of validity evidence per-
taining to compassion measures have been conducted [18,
29, 41-43]. Findings confirm that existing measures do not
adequately adhere to measure development guidelines, lack
construct validity, have limited evidence of clinical applica-
bility, and fail to include the perspectives of patients across
each stage of measure development [1, 42-45].

Our previous review of compassion measures in health-
care between 1985 and 2016 concluded that no single meas-
ure available measured compassion in healthcare in a com-
prehensive or sufficiently methodologically rigorous fashion
[42]. Since then, additional testing has been conducted on
several measures and new compassion measures have been
proposed [46-58]. The objective of the present study was to
provide a critical and comparative review of the design and
psychometric properties of recently updated or newly pub-
lished compassion measures to identify a “gold standard”
for measuring compassion in healthcare research, clinical
practice, and healthcare policy development.
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2 Methods
2.1 Study Design

A comprehensive review of the compassion measure litera-
ture was conducted. Our previous search [42] was updated,
and relevant compassion measures were compared using a
narrative synthesis approach and evaluated using the Eval-
uating Measures of Patient-Reported Outcomes (EMPRO)
tool, a validated tool for the standardized assessment of
patient-reported outcome measures [59]. While a number
of different critical appraisal tools exist for patient-reported
outcome measures, the EMPRO was specifically designed
to evaluate and compare patient-reported outcome measures
themselves, producing standardized global scores of meas-
ure properties [59-63]. As identified in a number of recent
systematic reviews [60, 61, 64—66], this is a distinguishing
feature and rationale for selecting the EMPRO, in compari-
son to other tools such as the COnsensus-based Standards
for the selection of health status Measurement INstruments
(COSMIN) checklist, which assesses the quality of the meth-
odological design of each study, but not the quality of the
measure itself [63].

2.2 Literature Search

The search strategy of our previous review was replicated
[42]. An initial search of the literature using the electronic
databases PubMed, MEDLINE, CINAHL, and PsycINFO
was conducted by one of the authors (JK) under the direc-
tion of the research team (SS, TH, HB, CM), which was
comprised of compassion and measurement experts. The
initial search was broad and included the search terms “com-
passion,” “compassionate care,” “measure,” “instrument,”
“scale,” “model,” and “tool.” In a second search, the search
term ‘“compassion” was combined with a pre-existing search
filter that was developed and validated for the specific pur-
pose of finding studies on the psychometric properties of
measurement instruments in PubMed [67] (see the electronic
supplementary material for the Pub Med search strategy).
Forward citation searches of included studies using Web of
Science and grey literature searches of relevant organiza-
tional websites were conducted. The search was restricted to
studies in the English language published between January
2013 and May 2021. The search was extended back to 2013
to ensure adequate overlap between this and the previous
review, which included studies published between 1985 and
2016 [42].

To ensure fidelity between the previous search and the
current search, the same inclusion and exclusion crite-
ria were adopted [42]. Namely, studies were included in
the final synthesis if they reported on instruments for the
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measurement of compassion or compassionate care in sam-
ples of clinicians, physicians, nurses, healthcare students,
and patients. Exclusion criteria were as follows: (1) quali-
tative or mixed-method studies; (2) studies that focused
on related concepts such as empathy, sympathy, pity, self-
compassion, compassion fatigue, fear of compassion, and
compassion satisfaction; (3) neurological and neuroplasticity
research that reported on psychophysiological changes in
response to non-verbal communication of compassion; and
(4) letters, commentaries, editorials, conference abstracts,
and case studies [42].

Two review authors (SS, JK) examined titles and abstracts
to select eligible studies and reviewed the full text of poten-
tially relevant studies to determine which studies met the
inclusion criteria, with any disagreements being resolved
through discussion until consensus was met. One review
author (JK) extracted data from eligible studies. Informa-
tion was collated in a tabular form, including first author’s
last name, year of publication, and a description of the com-
passion measure, including number of items, subscales, and
psychometric properties. Compassion measures were clas-
sified as healthcare provider-reported measures or patient-
reported measures.

2.3 Data Synthesis

A narrative describing the compassion measures was
developed. Measurement properties referred to in measure
development guidelines [59, 63, 68], including criteria rel-
evant to the construct and the populations that the measure
is intended to assess, and the measure’s reliability, valid-
ity, responsiveness, interpretability, and feasibility were
considered.

2.4 Comparative Review of the Compassion
Measures

The psychometric properties of the included patient-reported
compassion measures were compared using the EMPRO,
which computes an overall score and subscale scores based
on 38 items assessing the evidence regarding various psy-
chometric properties of a measure. Reviewers are provided
a list of aspects to consider for each item, before assign-
ing a score on a Likert scale ranging from “strongly agree”
(4) to “strongly disagree” (1), as well as “not applicable”
or “no information available” [59]. The conceptual and
measurement model (seven items) portion of the EMPRO is
described as the rational and description of the concept of
interest, the populations it is aimed to assess, and the rela-
tionships between these conceptions. The cultural and lan-
guage adaptations or translations (two items) portion refers

to cultural or linguistic adaptations of the instrument. Reli-
ability (eight items) is operationalized as the degree to which
the assessed measure is free from random error, querying
about concepts such as internal consistency. Validity (six
items) refers to the degree to which the measure measures
what it claims to measure, tapping into content, construct,
and criterion-related types of validity. Responsiveness (three
items) relates to the measure’s ability to detect change in
the phenomenon of interest over time. Interpretability (three
items) is the degree to which a reader can understand the
meaning of the measure’s quantitative scores. Burden (seven
items) relates to the demand, such as time and effort, which
is imposed on the administrator of the measure, as well as
the burden that is placed on the respondent of the measure.
Alternative modes of administration (two items) refers to
any mode of administration that differs from that which the
measure was originally designed for (e.g., self-report versus
interviewer administrated).

The EMPRO’s category specific scores are calculated
using the mean response of applicable items, when at least
50% of the items are rated. Any items that were responded to
with “no information available” are assigned the worst pos-
sible score (1 out of 4). Sub-scores for reliability are divided
into two sub-sections, internal consistency and reproduc-
ibility; the highest of those sub-sections is chosen for the
reliability score. The overall score is obtained by calculating
the mean of the conceptual and measurement model, reli-
ability, validity, responsiveness, and interpretability scores.
An overall score is only produced when at least three of
these categories have a score. The scores are then linearly
transformed into a range from 0 (worst score) to 100 (best
score) [59].

To mitigate bias, each of the patient-reported measures
were independently evaluated by two raters (EB, SaS), who
were not a part of the review team. Both raters had no pre-
vious knowledge, experience, or awareness of the Sinclair
Compassion Questionnaire (SCQ) and did not attend any
meetings related to its conceptualization, creation, or analy-
sis. To further mitigate bias, the names and any identifying
information for two authors (HB, CM) were removed from
the SCQ manuscripts as these SCQ authors and EMPRO
raters were part of the same faculty, which could unduly
influence scoring. Other members of the review team were
unknown to the EMPRO raters. To standardize scoring, each
rater received training by a member of the review team (HB)
on the EMPRO before completing the first round of EMPRO
scoring. The first round of scoring found a very high level of
inter-rater agreement [69] between independent raters, with
a weighted kappa score of 0.82 [70]. Differences between the
scores were reviewed and discussed by the two raters until
full consensus was reached, as per EMPRO instructions.
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3 Results

The searches identified 1348 articles published between
January 2013 and May 2021. Titles and abstracts were
screened, and 47 articles were considered potentially eligible
for inclusion. After analyzing the full texts, 34 articles were
excluded. Finally, four articles describing additional test-
ing that had been conducted on three compassion measures
published before 2016 and nine articles describing four new
compassion measures published after 2016 were eligible for
inclusion in this review (Fig. 1).

3.1 Characteristics of Included Studies

The characteristics of the included studies are shown in
Tables 1 and 2. Measures that underwent additional test-
ing since our original review included the Compassion
Competence Scale (CCS) [46, 71], the Compassionate
Care Assessment Tool (CCAT)© [47, 72], and the Schwartz
Center Compassionate Care Scale (SCCCS)™ [48, 49, 73].
New compassion measures included the Sussex-Oxford
Compassion for Others Scale (SOCS-0), a self-report meas-
ure of compassion for others [50]; the Bolton Compassion
Strengths Indicators (BSCI), a self-report measure of the
characteristics (strengths) associated with a compassionate
nurse [51]; a five-item Tool to Measure Patient Assessment
of Clinician Compassion (TMPACC) [52-54]; and the SCQ,
a 15-item patient-reported compassion measure developed
for use in research and clinical practice [55-58].

3.2 Healthcare Provider-Reported Compassion
Measures

The Compassion Competence Scale (CCS) The CCS was
developed to measure compassion competence among
practicing nurses [71]. Scale items measure behaviors that
cause patients to perceive their nurses as compassionate.
Nurses complete the scale indicating how each item applies
to themselves using a 5-point Likert-type scale ranging from
1 (strongly agree) to 5 (strongly disagree).

Items were designed to measure three dimensions of
compassion competence: communication, sensitivity, and
insight. A total of 49 items were generated based on a lit-
erature review and interviews with nurses that engendered
the following definition of compassion competence: “nurses
who have respect for and can empathize with patients based
on their professional nursing knowledge; nurses who can
connect and communicate with patients emotionally and
with sensitivity and insight, based on their experience and
knowledge; nurses who put constant effort into self-devel-
opment” ([71], p. 5). The item pool was reduced to 18 fol-
lowing evaluations of content validity and face validity. The
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psychometric properties of the 18-item scale were examined
using exploratory factor analysis (EFA), which excluded one
item and extracted three factors: communication, sensitivity,
and insight. Evidence of convergent validity was provided
by significant correlations between the CCS and the Emo-
tional Competence Scale [74], Compassionate Love Scale
[75], and Interpersonal Reactivity Index (IRI) [76] (all, p <
0.01). Internal consistency reliability for the total CCS scale
and subscale items were calculated as Cronbach’s « ranging
from 0.73 to 0.91. The test—retest reliability coefficient for
the total CCS scale was 0.80 (p < 0.001).

An Arabic version of the CCS for use in nursing students
was developed using forward and backward translation. The
reliability and validity of the CCS were investigated in 317
nursing students in Saudi Arabia. EFA suggested a three-
factor solution, Cronbach’s a for the total CCS scale and
subscale items ranged from 0.73 to 0.80, and the test—retest
reliability coefficient for the total CCS scale was 0.84 [46].

The Sussex-Oxford Compassion for Others Scale (SOCS-
O) The SOCS-O was developed as a valid and reliable meas-
ure of compassion for others. Several stages of scale devel-
opment and validation were performed in healthcare staff.
Healthcare providers complete the scale indicating how true
each statement is of them using a 5-point Likert-type scale
ranging from 1 (not at all true) to 5 (always true) [50].

Items were designed to measure five elements of compas-
sion captured under the following definition: compassion is
a “cognitive, affective, and behavioral process consisting of:
(a) recognizing suffering; (b) understanding the universality
of suffering in human experience; (c) feeling for the person
suffering and emotionally connecting with their distress; (d)
tolerating any uncomfortable feelings aroused in response to
the suffering (e.g., fear, disgust, distress) so that we remain
accepting of and open to the person suffering; and (e) acting
or being motivated to act to alleviate the suffering” [50], p. 4
[43]. A total of 155 items were generated following inter-
views with 22 English-speaking experts in contemplative
approaches. The item pool was reduced to 20 based on the
discretion of members of the research team, evaluation of
face validity, and confirmatory factor analysis (CFA). The
psychometric properties of the 20-item scale were examined
using CFA, which showed all fit indices indicated good fit
for a five-factor model and a five-factor hierarchical model,
where all items loaded on factors from the five-element
compassion definition or an overarching compassion factor.
Evidence of convergent validity was provided by signifi-
cant correlations between the SOCS-O and the Santa Clara
Brief Compassion Scale (SCBCS) [77] (p < 0.001) and the
SOCS-O and the empathic concern and perspective tak-
ing subscales of the IRI [76] (both p < 0.001). None of the
relationships between the SOCS-O and other measures cor-
related highly enough (» > 0.80) to indicate that they were
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Fig. 1 Flow diagram of search

strategy Records identified

through broad database
searches
n=569

Additional records
identified through other
sources
n=232

Records identified
through targeted search
of PubMed
n=547

the same construct (e.g., compassion and empathy) or that
measures were indistinguishable (e.g., SOCS-O and existing
compassion scales), providing evidence of divergent validity.
Internal consistency reliability for the total SOCS-O scale
and subscale items were calculated as omega total coeffi-
cients (estimated using standardized item loadings from five-
factor hierarchical models) and Cronbach’s a ranging from
0.76 t0 0.97 and 0.74 to 0.94, respectively.

The Bolton Compassion Strengths Indicators (BSCI) The
BSCI comprises a set of measurable indicators of nursing
students’ compassion. Nursing students complete the meas-
ure indicating how true each statement is of them using a
6-point Likert-type scale ranging from 1 (definitely not like
me) to 6 (definitely like me) [51].

Items were designed to measure eight characteristics
(strengths) associated with a compassionate nurse: self-care,

Duplicates removed
n=42

\4

\4

Records screened after Excluded studies not

relevant to clinical
settings, related
concepts, neurolgocial
and neuorplasticiy
research, letters,
commentaries,
editorials, conference
abstracts and case
v studies

duplicates removed
n=1306

A 4

Full text articles
assessed
n=47

Excluded:
e Review/opinion
n=17
e Other constructs
(e.g., empathy, self-
compassion,

humanism) n=12
A 4 e Not healthcare n=1
Articles included in

o Compassion
final synthesis intervention n=4

n=13

character, empathy, connection, interpersonal, engagement,
competence, and communication [78, 79]. A total of 340
items were generated based on an a priori Compassion
Strengths Model and from preexisting measures of resil-
ience [80], self-compassion [81], the meaning of work [82],
compassion satisfaction [83], human connection [84], and
nurses’ competence [85]. The item pool was reduced to 48
following evaluations of content validity, endorsement rates
and item discrimination, and CFA. The psychometric prop-
erties of the 48-item scale were examined using CFA, which
supported the a priori eight-factor Compassion Strengths
Model. Evidence of convergent validity was provided by
significant correlations between the BSCI and the Compas-
sion Satisfaction subscale of the Professional Quality of Life
Scale (ProQOL) [83], the Toronto Empathy Questionnaire
(TEQ) [86], and the Short Warwick and Edinburgh Mental
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Wellbeing Scale s WEMWBS) [87] (all p < 0.001), but not
to the extent of overlap and redundancy. Internal consistency
reliability for the total BSCI scale and subscale items were
calculated as Cronbach’s a ranging from 0.55 to 0.85. The
test—retest reliability coefficient for the total BSCI scale and
subscale items ranged from 0.54 to 0.87.

NR
NR
NR
NR

3.3 Patient-Reported Compassion Measures

The Compassionate Care Assessment Tool (CCAT)® The
CCAT® was developed to measure nursing behaviors and
actions that are considered compassionate in an acute hos-
pital setting. The tool combines the constructs of compas-
sion and caring and seeks to identify, observe, and measure
the relationship between patients’ spiritual needs, includ-
ing compassion, and nurses’ caring behavior. The tool was
designed based on a dictionary definition of compassion: “a
sympathetic consciousness of others’ distress with a desire
to alleviate it” [72], p. 181, which was broadened to include
a spiritual context, as major world religions consider com-
passion central to their practices and traditions. Caring was
defined as “feeling and exhibiting concern and empathy for
others,” according to WordNet, 2010 [72], p. 181.

The CCAT® was derived from items within the Spir-
itual Needs Survey [88] and the Caring Behaviors Inven-
tory (CBI) [89]. The Spiritual Needs Survey asks patients
to identify a spiritual need they experienced during a present
hospitalization in any of 28 areas, including compassion, and
to rate the importance of that need on a scale from slightly
to extremely important [88]. The CBI asks patients to rate
their nurse’s caring process on a 6-point Likert-type scale
ranging from never to always [89].

A 40-item tool was generated during a pilot study con-
ducted in 110 hospitalized patients in the USA, in which
patients were asked to complete both the Spiritual Needs
Survey and the CBI. The initial tool incorporated the ten
highest scoring items from the Spiritual Needs Survey and
the CBI, the ten items that were most highly correlated to
the compassion and kindness statement in the Spiritual
Needs Survey (r, = 0.45-0.66), and the ten items that were
most highly correlated to the question asking patients to rate
the concern nurses demonstrated to them in the CBI (r, =
0.60-0.76). Duplicate items were removed, and 28 items
highly rated (statistic not reported) by patients and with
strong correlations to the constructs of compassion and car-
ing emerged. Content validity of the final CCAT® was exam-

Items in final instrument Subscales

Two 5-item tools
5-item short form

5
5
15

passion for use in the inpatient hospital setting
patients living with an incurable, life-limiting

patient experience of physician and nurse com-
illness

tool to measure patient assessment of clinician
compassion in the emergency department

Patient report measure of clinician compassion
on a large scale

Assess the validity and reliability of the 5-item
Validate two 5-item tools as measures of the
Patient-reported measure of compassion for

Description

TMPACC from physicians and nurses in an

TMPACC in the emergency department
inpatient setting

Instrument
TMPACC

Sinclair (2018, 2020, 2021) [55-58] SCQ

BCSI Bolton Compassion Strengths Indicators, CCAT Compassionate Care Assessment Tool, CCS Compassion Competence Scale, SCCCS Schwartz Center Compassionate Care Scale, SCQ

Sinclair Compassion Questionnaire, SOCS-O Sussex-Oxford Compassion for Others Scale, TMPACC Tool to Measure Patient Assessment of Clinician Compassion, NR Not Reported

(s
S Yoz by ined by three members of the hospital’s recognition commit-
é g é g é tee, which is responsible for presenting the DAISY® Award
g ;‘ 8 2: 8 for Extraordinary Nurses, an honor that is awarded based on
TlElg = 8 several criteria, including compassionate care. Face validity
@ o 2 2 2 was assessed by 25 direct care nurses and five patients.
@ = & 192 &~
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The psychometric properties of the 28-item CCAT® were
examined in 250 patients in a hospital setting. Compassion-
ate care was pre-defined for each patient as “understanding
suffering and wanting to do something about it.” Patients
were asked to rate the personal importance of each CCAT®
item on a scale of 1 (not important) to 4 (extremely impor-
tant). Principal component factor analysis showed 20 items
merged into four subscales, including meaningful connec-
tion (eight items), patient expectations (five items), caring
attributes (four items), and capable practitioner (three items).
All scales were significantly correlated with each other (p <
0.001), but the inter-scale coefficients were moderate or low,
indicating that each subscale measured distinct characteris-
tics. Internal consistency reliability of the meaningful con-
nection, patient expectations, caring attributes, and capable
practitioner subscales were calculated as a Cronbach’s a of
0.87,0.80, 0.77, and 0.78, respectively.

A Greek version of the 28-item CCAT® was developed
using forward and backward translation. The reliability
and validity of the tool were investigated in 123 patients
hospitalized in public hospitals in Athens. EFA and CFA
suggested a three-factor solution, inter-scale coefficients
demonstrated strong associations between subscales (r =
0.65-0.78), and Cronbach’s a was 0.94 for the tool and 0.82,
0.88, 0.89, and 0.87 for the meaningful connection, patient
expectations, caring attributes, and capable practitioner sub-
scales, respectively [47].

The Schwartz Center Compassionate Care Scale
(SCCCS)™ The SCCCS™ was developed to measure
patient perceptions of the compassionate care provided by
their treating physician during a recent hospitalization [73].
Non-hospitalized patients are asked to rate the importance
they attribute to 12 interpersonal behaviors in the provision
of compassionate healthcare on a scale of 1 (lowest possible
rating) to 10 (highest possible rating). Hospitalized/recently
hospitalized patients are asked to rate the successful demon-
stration of these behaviors.

The scale was designed using 16 items identified by a
committee (20 cancer survivors, individuals suffering from
chronic pain and/or debilitating illnesses, family members
of patients, and individuals working in healthcare policy and
advocacy) created to evaluate compassionate care provided
by physicians and other caregivers nominated for a compas-
sionate care award [24]. The items were vetted through focus
groups (patient, nurse, physician) and incorporated into sur-
veys of recently hospitalized patients in the USA [24]. Dur-
ing psychometric analysis, four items with the lowest item-
total correlations were omitted to generate a 12-item scale.

The psychometric properties of the 12-item scale were
recently examined in 501 recently hospitalized and non-hos-
pitalized patients in Ireland [48] and 167 patients recruited
from an online patient community (PatientsLikeMe, Inc.)
in the USA [49]. Results from the sample in Ireland showed

that the scale measured one factor and had good internal
consistency reliability (Cronbach’s a ranged from 0.95 to
0.98) [48]. Results from the sample in the USA confirmed
the one-factor solution [49]. Some fit statistics (root mean
square residual [RMR] = 0.03, CFI = 0.92) were indica-
tive of good model fit. Convergent validity was reported
based on a positive correlation between the SCCCS™ and
the Consultation and Relational Empathy Scale (CARE) (p
< 0.0001) [90]. Internal consistency reliability was calcu-
lated as a Cronbach’s a of 0.98. Test-retest reliability was
calculated as r = 0.90. Floor effects were reportedly not
present for any scale items, but a ceiling effect was present
for some. Rasch measurement theory (RMT) confirmed the
unidimensionality of the scale and was used to evaluate the
scaling properties and construct validity of the SCCCS™.
Fit was improved by rescoring three items, after which most
RMT analyses showed satisfactory psychometric properties.

The Five-item Tool to Measure Patient Assessment of Cli-
nician Compassion (TMPACC) A 5-item scale was devel-
oped to measure patient assessment of clinician compas-
sion. Patients complete the five-item TMPACC indicating
their perceptions of their clinician’s compassion on a 4-point
frequency scale ranging from 1 (never) to 4 (always). The
measure was intended and designed to be a subscale within
the Clinician and Group Consumer Assessment of Health-
care Providers and Systems (CG-CAHPS) survey, which is
used by the US Centers for Medicare & Medicaid Services
to survey patient satisfaction with visits to the adult clin-
ics of healthcare organizations that receive payments from
Medicare [52].

A pool of 12 items for potential inclusion in the TMPACC
was generated according to a theoretical understanding of
the construct of compassion that was derived from a review
of the published healthcare literature [13]. Based on the
findings, the authors defined compassion as “an emotional
response to another’s pain and suffering involving an authen-
tic desire to help” [52], p. 3.

Construct and face validity of the 12 items were assessed
by a panel of four experts in the field of compassionate
patient care, working together in the same institutions,
including one study author. Items were further reviewed by
two patient experience analysts, and members of the research
team from Press Ganey Associates, which administers and
reports CG-CAHPS surveys in partnership with most US
hospitals.

The 12-item scale was incorporated into the CG-CAHPS
survey and pilot tested for a 30-day period. A total of 21,732
surveys were distributed, 3031 completed responses were
received, and 313 different clinicians across > 15 special-
ties were assessed. EFA showed the 12 items loaded well
on a single construct (values > 0.65), with the five items
with the strongest factor loadings on a single construct being
selected. The Akaike information criterion and Bayesian
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information criterion of the 12-item and five-item scales
were compared to generate a concise scale that could be
easily combined with the CG-CAHPS.

The final five-item scale was incorporated into the CG-
CAHPS survey and pilot tested for a second 30-day period.
A total of 23,066 surveys were distributed, 3462 completed
responses were received, and 312 different clinicians were
assessed. Validity and reliability of the final five-item scale
were examined. CFA showed the items loaded well on a
single construct (standardized coefficients > 0.80) and the
model had good fit (CFI = 0.98; Tucker-Lewis Index [TLI]
= 0.95, standardized root mean squared residual [SRMR]
= 0.02; 5 test for model fit was significant). The five-item
scale had a moderate to moderately strong correlation with
the CG-CAHPS physician communication (r, = 0.44, p <
0.001) and overall patient satisfaction (r, = 0.52; p < 0.001)
items. CFA showed the five-item compassion scale and CG-
CAHPS communication questions loaded on separate latent
variables (CFI = 0.97; TLI = 0.96; SRMR = 0.04), suggest-
ing the compassion scale was not redundant. Internal con-
sistency reliability was calculated as a Cronbach’s a of 0.94
for the entire validation cohort and > 0.90 across specialties.

The five-item scale was psychometrically validated for
CG-CAHPS use in the ED (Emergency Department) setting
among 866 patients across three academic EDs in the USA
[53]. CFA found all items loaded well on a single construct,
and the model had good fit (CFI = 1; TLI = 0.99; SRMR =
0.02; 4 test for model fit p = 0.042). The five-item scale had
a moderately strong correlation with the CG-CAHPS recom-
mendation of the ED to friends and family (r = 0.57) and
overall patient satisfaction (» = 0.66) items. CFA showed the
five-item compassion scale and CG-CAHPS overall patient
satisfaction question loaded on separate latent variables (CFI
=0.97; TLI = 0.96; SRMR = 0.04), suggesting the compas-
sion scale was not redundant. Internal consistency reliabil-
ity was calculated as a Cronbach’s a of 0.93 for the entire
validation cohort and > 0.93 across academic institutions.

The five-item scale was validated as a measure of patient
assessment of physician and nurse compassion in the inpa-
tient setting [54]. Each of the five items were modified to
elicit responses that were relevant to compassion from physi-
cians or compassion from nurses. CFA indicated that these
adapted scales loaded on separate latent factors. Physician
compassion was strongly correlated with physician commu-
nication (r = 0.69), and was moderately strongly correlated
with overall hospital rating (r = 0.55). Similarly, nurse com-
passion was strongly associated with nurse communication
(r = 0.69), and strongly correlated to overall hospital rating
(r = 0.62). Each of the healthcare provider’s communica-
tion ratings partially mediated their respective relationships
between that specific healthcare provider’s compassion and
overall hospital rating.
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The Sinclair Compassion Questionnaire (SCQ) The SCQ
was developed as a patient-reported measure of compassion.
Patients are asked to rate their experience of compassion
from their healthcare providers using a 5-point Likert scale
of agreement (1 = strongly disagree, 2 = disagree, 3 = neu-
tral, 4 = agree, 5 = strongly agree) [55-58].

Design of the SCQ was informed by the Patient Compas-
sion Model [1], an empirical model of compassion derived
directly from patient interviews that demarcates compassion
from sympathy and empathy, delineates domains of compas-
sion and their relationship with one another, and is transfer-
able across care settings and patient populations [55]. The
validity and clinical utility of the Patient Compassion Model
has also been validated among healthcare providers [91].

After determining the scope and purpose of the measure,
109 items were generated using a table of specifications to
ensure content coverage across the domains of the Patient
Compassion Model [56, 57]. Content validity (items, ques-
tion stems, response scale) of the draft 109-item SCQ was
established using two rounds of a modified Delphi technique
with 14 international subject matter experts and a patient
advisory group (nine patients recruited from established
patient advisory groups who had been vetted by the Alberta
Cancer Foundation, Patient Partnerships, and the Alberta
Innovates, Strategy for Patient-Oriented Research SUP-
PORT Unit), and cognitive interviews with 16 patients. A
total of 55 items were removed due to low content validity
index (< 80%) or because they were the lower-performing
item amongst two alternatively worded items [56, 57].

The psychometric properties of the SCQ were then exam-
ined in 303 patients at the EFA stage and 330 patients at
the CFA stage across four care settings (acute care, hos-
pice, long-term care, home care) [58]. The 54-item scale
was revised to 49 items based on the test—retest reliability
results, as five items achieved an intra-class correlation coef-
ficient (ICC) below < 0.70. EFA of the remaining 49 items
using principal axis factoring (PAF) resulted in the removal
of a further 11 items, with the remaining 38 items yielding
a single factor [58].

The optimal number of items in the measure was deter-
mined as 15 based on factor loadings, internal reliabil-
ity, and qualitative domain coverage. CFA of the 15-item
scale revealed strong standardized factor loadings ranging
between 0.75 and 0.86. Global fit was further improved
by adding covariances to the model. Item response theory
analyses indicated that the SCQ precisely measures compas-
sion across the wide range of patient experiences with their
healthcare providers. The average marginal reliability of the
SCQ was 0.85. Convergent validity was shown by a signifi-
cant and strong positive correlation between the SCQ and
the SCCCS™ [64] (r = 0.75, p < 0.001), while divergent
validity was shown by moderately strong positive correla-
tions (r = 0.60) between the SCQ and the PICKER Patient
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Experience Questionnaire [92]. The SCQ was also weakly
and negatively associated with depression (» = —0.13), and
poor wellbeing (r = —0.17), and not significantly associ-
ated with other symptoms, as measured by the Edmonton
Symptom Assessment Scale (ESAS-r) symptom [93] (p <
0.001). These findings indicate that the SCQ is related to
but distinct from patient satisfaction and symptom distress.
Interpretability was supported as compassion scores were
influenced by age and care location. Internal consistency
reliability was calculated as a Cronbach’s a of 0.96.

A five-item short-form version (SCQ-SF) of the measure
was developed from the highest loading items on each of the
five theoretical domains of the Patient Compassion Model
[58]. A French adaption of the SCQ (QCS) is also available,
with a Spanish adaption study currently being conducted.

3.4 Comparative Review of Patient-Reported
Compassion Measures

EMPRO overall and subscale scores for the four patient-
reported instruments included in this review are presented
in Table 3.

The SCQ scored the highest for both the EMPRO over-
all score and ten of the 11 subscales, including the key
subscales of conceptual and measurement model, internal
consistency, reproducibility, reliability, and validity. Most
measures had too much missing data on the EMPRO cultural
and language adaptation, responsiveness, interpretability,
and alternative modes of administration items to support
the calculation of meaningful subscale scores.

4 Discussion

This study leveraged and extended our previous review of
compassion measures in healthcare [42] by incorporating
results from additional testing of previously identified com-
passion measures and evaluating newly developed compas-
sion measures. Our previous review of the literature up to
2016 concluded that no instrument measured compassion in
healthcare in a comprehensive or methodologically rigorous
fashion—the results of this review suggest this is no longer
the case. After reviewing the evidence of three previously
identified compassion measures that underwent additional
reliability and validity testing and four new compassion
measures, the SCQ emerged as the most valid and reliable
measure of compassion. As the gold standard compassion
measure, the SCQ (1) establishes the empirical foundation
for research focused on the development and evaluation of
interventions aimed at the enhancement of compassion at
the healthcare provider and organizational levels; (2) pro-
vides a clinically informed and relevant measure to allow

the routine assessment of compassion in clinical practice;
and (3) provides healthcare organizations the ability to rou-
tinely report, monitor, evaluate, and improve compassion
across their organization and at a systems level utilizing an
evidence-based tool.

Our updated literature search of compassion measures
identified one recently updated healthcare provider-reported
compassion measure, two newly published healthcare pro-
vider-reported compassion measures, two recently updated
patient-reported compassion measures, and two newly pub-
lished patient-reported compassion measures. The health-
care provider-reported compassion measures were created
to assess self-perceived compassion competence in nurses
[46, 71], self-perceived compassion for others in many adult
populations, including healthcare providers [50], or the
self-perceived characteristics (strengths) associated with a
compassionate nurse [51]. The patient-reported compassion
measures were designed to measure patient perceptions of
compassion provided by their healthcare provider [47—49,
52-58, 72, 73]. With the exception of the SCQ, none of
the patient-reported compassion measures strictly adhered
to measure development guidelines [59, 63, 68], adequately
established initial construct validity by first defining the
concept of interest, or engaged patients across all stages
of development, and each of them, to varying degrees, had
limited evidence of validity, reliability, sensitivity, inter-
nal consistency, and transferability across diverse patient
populations.

These results serve as a reminder that measure develop-
ment should begin with careful consideration and definition
of the construct of interest and should be based on a theoreti-
cal model illustrating the relationship between the domains
of the construct of interest. Without this imperative step,
the generation of candidate items and all subsequent testing,
while producing some informative results, ultimately rests
on a precarious conceptual foundation. Further, after estab-
lishing initial construct validity, measure developers must
adequately describe how candidate items are empirically
grounded within the construct. Finally, to ensure relevance,
a comprehensive measure of compassion in healthcare
should not simply be developed according to the opinions
of researchers or healthcare providers alone, but the percep-
tions of patients. Healthcare providers’ perceptions and good
intentions are important, but may vary considerably from
patients actual experiences.

Failing to establish initial construct validity of a compas-
sion measure resulted in measures that did not recognize
the multiple dimensions of compassion, which include vir-
tues, relational communication, seeking to understand, rela-
tional space, and attending to needs. This in turn negatively
impacts content coverage, item development, validity, and
reliability, and produces a measure that assesses compas-
sion in an incomplete fashion [1, 29, 42, 44, 45, 94, 95].
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this emotional response [52]. Finally, four of the five items
in the TMPACC closely resemble the SCCCS™, and the
SCCCS™ and TMPACC use the term “compassion” within
the wording of their items instead of providing an adjective
describing a variable that facilitates patients’ assessment of
compassion as a construct [52-54, 73].

Patients reside at the epicenter of compassion and their
experience of compassion, or lack thereof, is critical to
determining the impact of compassion on clinical outcomes
and the fidelity of research on the topic—particularly the
development of a patient-reported compassion measure.
It is therefore imperative that the patient perspective be
included across each stage of the development of a com-
passion measure for use in healthcare research and clinical
practice [1, 52]. This is particularly important considering
patients increasing perception that compassion is lacking
from their healthcare experience and recent evidence sug-
gesting that compassion is the quintessential factor of the
patient experience [8]. The SCQ not only incorporated the
patient perspective across all study stages, but was directly
informed by preliminary patient orientated research and
the foreknowledge of existing limitations of other compas-
sion measures [55-58]. The Patient Compassion Model,
which forms the basis of the SCQ, is a theoretical model of
compassion that was generated directly from patients, who
were able to delineate compassion from the constructs of
empathy and sympathy, and indicated their strong prefer-
ence for compassion [1]. The transferability of the Patient
Compassion Model was established in other patient popula-
tions, and items generated in accordance with strict measure
development guidelines [55-59, 63, 68] were validated by
both patients and subject matter experts [55-57]. Cogni-
tive interviews were then conducted with patients to assure
the readability and understandability of the measure, before
undergoing test-retest, EFA, CFA, and item response theory
testing [58]. Many of the other measures identified in this
review included patients in aspects of the validation phase
[52, 72, 73]; however, patients were not included in a suffi-
ciently rigorous fashion in the developmental stage, impact-
ing construct validity and the fidelity of the measure from
the outset (Tables 2 and 3) [59].

Psychometric evidence regarding the validity and reliabil-
ity of the compassion measures included in this review were
reported to varying degrees. We applied the EMPRO [59],
a validated tool for the standardized assessment of patient-
reported measures, to evaluate the quality of the patient-
reported compassion measures identified by our searches.
With the exception of the SCQ, the patient-reported com-
passion measures in this review had significant validity and
reliability issues, and failed to reach the threshold for accept-
ability as defined by the EMPRO. Although some types of

psychometric data are not yet available for the SCQ, as fur-
ther testing is required to determine the measure’s respon-
siveness, interpretability, and criterion validity, the EMPRO
overall score for the SCQ was 58.1, almost 9 points higher
than any other compassion measure, all of which have had
the benefit of time to undergo additional testing.

While the EMPRO is a valid and reliable tool for evaluat-
ing measures of patient-reported outcomes, it is not without
limitations. Specifically, EMPRO overall scores should be
interpreted with caution, as they do not clearly represent the
variability in the strengths, weaknesses, and applicability
of the assessed measures. The EMPRO overall score does
not consider the relative importance of each specific meas-
urement property, but weights each subscale item equally.
Consequently, overall EMPRO scores do not take into
account the foundational necessities of achieving reliability
and validity for a measure before evaluating other important
measurement properties. When these subscales are evalu-
ated separately, the SCQ psychometric strength is further
exemplified, as it achieved full subscale scores for inter-
nal consistency, reliability, validity, and respondent burden
that were up to 43 points higher than any other compassion
measure included in this review.

Findings from this review establish the SCQ as the “gold
standard” compassion measure, providing an empirical basis
for evaluations of compassion in routine care. Previous
reports show that compassion is catalyzed through health-
care providers’ baseline virtues, but modified by the inter-
personal and work conditions in the organizations within
which healthcare providers practice [99, 100]. As a validated
measure of healthcare provider compassion, the SCQ should
be applied in clinical practice to identify areas for ongoing
improvement in individuals and to aggregate data across
practice settings to identify organizational factors affecting
the flow of compassion.

This study was associated with several limitations. First,
despite a robust search strategy developed by experts in the
field of compassion and measurement, relevant studies could
have been missed. Second, the search was restricted to pub-
lications in the English language, which may have limited
the generalizability of this review. Finally, our compari-
son of the psychometric evidence regarding measurement
validity and reliability using the EMPRO was undertaken
by researchers at the University of Calgary, where the devel-
opers of the SCQ worked. While bias was minimized by
utilizing EMPRO scorers who were not part of the research
team, expunging the names of authors known to the review-
ers from the SCQ manuscripts, and having reviewers first
assess each measure independently, bias may nevertheless
have been introduced.
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5 Conclusion

This review synthesized the literature related to measures
of compassion in healthcare. The objective was to identify
compassion measures that were intended for research and/or
clinical practice. Our previous review of compassion meas-
ures in healthcare between 1985 and 2016 concluded that
no single measure available at the time measured compas-
sion in healthcare in a comprehensive or methodologically
rigorous fashion. The present review examined additional
testing of three previously identified compassion measures
and four new compassion measures. Among these, the SCQ
emerged as the gold standard compassion measure, provid-
ing an empirical basis for evaluations of compassion in rou-
tine patient care and research.
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