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Abstract

Objective: Virtual care presents a promising opportunity to create new communication channels and increase access to
healthcare. However, concerns have been raised around the potential for unintended emotional distances created through
virtual care environments that could strain patient–provider relationships. While compassionate care is an enabler of emo-
tional connectivity and a core tenant of nursing, little is known about whether or how nurses have adapted their compassion
skills into virtual interactions. These concerns are particularly relevant in primary care, where there is a focus on relational
continuity (i.e. relationship-based, longitudinal care) and a broad uptake of virtual care. The aim of this study was to explore
the meaning of compassionate virtual care and to uncover how nurses operationalized compassionate care through virtual
interactions in primary care.

Methods: We used a qualitative interpretive descriptive lens to conduct semistructured interviews with primary care nurses
(Ontario, Canada) who had provided virtual care (i.e. video visits, remote patient monitoring, or asynchronous messaging).
We used a thematic approach to analyze the data.

Results: We interviewed 18 nurse practitioners and two registered nurses. Participants described how: (1) compassionate
care was central to nursing practice, (2) compassionate care was evolving through virtual nurse–patient interaction, and
(3) nurses balanced practice with patients’ expectations while providing virtual compassionate care.

Conclusions: There is an opportunity to better align nurses’ understanding and operationalization of compassionate care in
virtual primary care contexts. Exploring how compassionate care is operationalized in primary care settings is a necessary
first step to building compassionate competencies across the nursing profession to support the continued virtual evolution of
health service delivery.
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Introduction
Health systems around the world continue to prioritize
brevity in health interactions as a mechanism to improve
access and efficiency,1 while balancing patient outcomes
in a demanding and resource-constrained environment.2

Modernization efforts have ushered in a shift toward
virtual care with a marked acceleration catalyzed by the
COVID-19 pandemic.3,4 Virtual care is defined as “any
interaction between patients and/or members of their
circle of care, occurring remotely, using any forms of com-
munication or information technologies, with the aim of
facilitating or maximizing the quality and effectiveness of
patient care.”5 Primary care was an early implementer of
virtual care and saw a significant increase in uptake
during the pandemic.4,6,7 In Ontario, the largest Canadian
province, virtual visits represented 71.1% of all primary
care visits during the first four months of the pandemic in
2020 compared with 1.2% of all primary care visits
during the same period in 2019.4

Virtual care brings with it a promising opportunity to
increase access and create new communication channels.
This promise is balanced by concerns that the implementa-
tion of virtual care will occur at the sacrifice of compassion,
placing undue strain on the patient–provider relationship by
creating emotional distances.8,9 Compassionate care is a
vital component of quality care,10 and a critical aspect of
healing.11 Compassionate care positively impacts patient
suffering, safety, well-being, and the quality of therapeutic
relationships.12–14 A widely cited definition of compassion-
ate care includes five key elements: (1) awareness of
another’s experience of suffering or need, (2) feeling
“moved” and concerned for another person’s suffering or
need, (3) appraising one’s own social role and abilities
within the context of the suffering, (4) making judgments
about the person who is suffering and their situational
context, and (5) feeling driven to help.15

Compassionate care in a virtual context is referred to as
digital (or virtual) compassion.16 It can be influenced by the
use of digital tools at the individual (including patient,
healthcare provider, caregiver), dyadic (between patient
and provider), and organizational and system levels.8 For
example, at the individual provider level, clinicians need
to mobilize a range of skills (e.g. technical, clinical, rela-
tional) to feel confident and able to provide virtual compas-
sionate care.17 At the individual patient level, patients not
only contend with a shift in communication dynamics, but
a shift that is exacerbated by a lack of perceived choice
between various healthcare modalities (i.e. in-person and
virtual visits).17 At the dyadic level, the virtual healthcare
environment can lead to a “loss of shared physical space
and opportunity to build rapport.”18 Indeed the difficulty of
recognizing verbal and nonverbal cues during virtual clinical
encounters, challenges of gathering information, and
technological issues present barriers for communication

and building rapport.18 At the organization level, there
are a myriad of factors that impact virtual compassionate
care. These include resources, time for virtual visits, tech-
nology infrastructure and supports, as well as human
factors (e.g. provider burnout).8,19 At the system level,
societal and community perspectives on compassion and
technology, as well as social and health equity issues
play a critical role in determining how compassionate
care is exhibited and delivered on virtual platforms.8

Compassionate care occurs at different sectors and settings
of the healthcare system. Primary care functions as a
primary access point to the healthcare system and is a
relationship-based specialty,20,21 making this setting
ideal to explore the operationalization of compassionate
nursing care in a virtual context.

Compassion is a foundational competency of nursing
practice22,23 and while the concept of compassion in a
virtual context has received some attention in the nursing
literature,24 little is known about whether or how nurses
have been able to adapt compassionate in-person skills to
virtual interactions. A scoping review24 was conducted to
explore the nursing literature on the ways nurses provide
compassionate care when using digital health technolo-
gies.24 A total of 28 papers were included and grouped
into three themes, including the: (1) definition and operatio-
nalization of compassionate nursing care in the context of
digital health technology, including the various attributes
of compassion (e.g. caring behaviors, presence), (2) relation
between compassionate nursing care and the use of a range
of technologies (e.g. electronic medical records, telecom-
munications), and (3) strategies to educate and support
nurses’ capacity building around digital health and compas-
sionate care. The majority of included studies were con-
ducted in healthcare units (18/28, 64,29%); none targeted
primary care settings.24 While efforts have been made to
understand the ideal attributes of compassionate nursing
virtual care, it remains unclear whether and how nurses
are translating it in practice. To address these gaps in the lit-
erature, the objectives of this study were to: (1) explore the
meaning of compassionate care in a virtual primary care
context, and (2) understand how nurses have operationa-
lized compassionate nursing care through virtual primary
care interactions.

Methods
The reporting of this qualitative study was informed by the
Consolidated Criteria for Reporting Qualitative Research
Checklist.25 Our epistemological foundation to guide this
study is based on an interpretive description coming from
nursing science.26–28 This approach “assumes nurse inves-
tigators are rarely satisfied with description alone and are
always exploring meanings and explanations that may
yield application implications.”28 An interpretive activity
is undertaken even when a study is pursuing a descriptive
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purpose.27–30 We aimed to provide a comprehensive, accur-
ate and interpretive account of how nurses translated their
compassionate approach when providing virtual care in
the context of primary care. The goal was to identify
themes, recurrent patterns and commonalities among indi-
viduals, while considering variations between nurses.27,31

Setting, participant and recruitment

Primary care nurses (i.e. registered nurses (RNs) and nurse
practitioners (NPs)) working in rural and urban areas in
Ontario and who had experience with virtual care technolo-
gies were recruited through convenience and snowball sam-
pling strategies. RNs and NPs share common roles
regarding, assessment, screening, health-related behaviors
support, education, and chronic disease management.32

NPs are essentially RNs with additional educational train-
ing and extended scope of practice to diagnose, prescribe
treatment, order and interpret clinical investigations, pre-
scribe medication and perform certain medical proce-
dures.33 Participants were eligible if they had experience
with virtual care, including videoconferencing, asynchron-
ous messaging (e.g. email communication, text messaging),
and remote patient monitoring. Study information was shared
through emails sent to organizations (e.g. Women’s College
Hospital Family Practice), nurses in leadership positions in
virtual care in Ontario (e.g. President of the Ontario Nursing
Informatics Group, Clinical Informatics Practice Leader),
and through social media networks (i.e. Twitter, LinkedIn,
and Facebook).

Data collection

Sociodemographic information (e.g. age, sex, ethnicity,
years of experience as a nurse, geography, frequency of
virtual care use and level of competency in using virtual
care), was collected prior to the interview. Individual quali-
tative semistructured interviews with nurses were con-
ducted by members of the research team (KW, MDN, and
GR) between May and October 2021. A fourth team
member (RA) was also present on Zoom to take notes and
observe a subset of interviews. This period of time occurred
during the third and fourth waves of the COVID-19 pan-
demic, when virtual care was commonly utilized. Interview
questions (Supplemental material 1) focused on understand-
ing the perceptions of compassionate care, experiences of
virtual care, and the intersections between compassionate
care and virtual care. Participants were presented with a
definition of compassionate care (i.e. awareness of another’s
experience or need, appraising one’s own role and abilities
in an interaction, and being aware of context).15 They were
then asked if the definition resonated with their own percep-
tion of compassionate care. All interviews were conducted
using an online video-conferencing platform (i.e. ZOOM),
audio-recorded, anonymized, and transcribed verbatim by

a third-party. Participants were given a $75 CAD electronic
gift-card in recognition of their time to participate in the
interview.

Data analysis

We followed five phases of a qualitative thematic analysis
(see Figure 1).34 In Phase 1, two team members (GR,
KW) who conducted the interviews familiarized themselves
with the data. Initial codes were generated in Phase 2. First,
three team members (KW, MDN, and GR) read and inde-
pendently generated codes for three transcripts. They then
met to discuss these initial codes and organized them into
a preliminary coding framework. Then, two team members
(KW and GR) shared the transcript readings and coding,
singly coding the remaining transcripts using NVivo 12 soft-
ware35 and documenting emerging thoughts and reflections.
The team members met regularly to iteratively reflect on
codes, define them, and merge related codes into commonal-
ities and patterns. The coding framework was instrumental to
the analytic process and allowed reflection on the entire data
set. In Phase 3, codes were grouped together to generate pre-
liminary (initial) themes arising from the data (inductive) and
responding to the study objectives (deductive). One example
of a data-driven theme was the changes in nurses’ work pro-
cesses induced by the delivery of virtual care. Our reflective
analytic approach led us to intentionally focus on those data
and relate them to (virtual) compassionate care. Miro,36 a
virtual whiteboard collaboration tool, was used to visually
represent and identify relationships between the preliminary
themes and as a debriefing strategy to facilitate reflection and
discussion on the preliminary findings among research team

Figure 1. Data analysis process.
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members. The ongoing and iterative process of phases 4 and
5 involved reviewing and defining themes. Themes and sub-
themes were preliminarily named and defined in a thematic
summary document, which was supported by key quotes
and sent to research team members (i.e. authors).
Refinements and specifications of themes, subthemes, and
relationships between themes were determined through a
series of in-depth discussions between all research team
members (KW, GR, LD, LR, and MP).

We referred to the concept of information power37 to
support the rationale of the sample size of our study
(rather than using the term “data saturation”). Information
power means that the more information the study partici-
pants hold, the least amount of participants is required for
the study. This consideration depends on the study aim
(broad or narrow), the specificity (dense or sparse), the
theory (applied or none), the quality of dialogue (strong
or weak), and the strategy for analysis (case or cross-case).
The aim of our study that was quite narrow and specific to
primary care nurses who had experience in compassionate
virtual care, therefore we were confident that a small
sample size would provide a rich amount information.

Strategies to ensure trustworthiness

Researchers are “instruments” and interpreters in qualita-
tive research. This means that they collect and analyze the
data; bringing backgrounds, positionings (e.g. sociocul-
tural, disciplinary), history, language and assumptions to
the task of engaging with and analyzing the data and
telling the story.38 We employed mechanisms to interpret
the data; defining what constituted the data, aligning the
data to the research objectives, and portraying the findings
to convey the meanings of the phenomenon across all par-
ticipants.28 Various strategies (e.g. peer debrief, research-
ers’ triangulation, documenting thoughts and reflections
in various data analysis documents) were used to nurture
reflexivity and ensure trustworthiness.39 This also allowed
for a certain degree of interpretation to discover the singular
and collective meanings of how nurses experienced and
provided compassionate virtual care. An audit trail consist-
ing of four versions of the thematic summaries and meeting
minutes with detailed discussions/decisions about consoli-
dating codes and themes was kept.

Ethic approval

This study was formally reviewed by institutional author-
ities at Women’s College Hospital and was deemed not to
require Research Ethics Board approval under the
Assessment Process for Quality Improvement Projects
pathway (APQIP) [# 2021-0028-P]. Participation in the
project was voluntary. Verbal consent was obtained from
each participant before the interview. Obtaining written
consent was waived by the APQIP who endorsed verbal

consent as an acceptable approach when conducting
online project. The study was a low-risk ethics concern.

Results
A total of 20 primary care nurses (two RNs and 18 NPs)
participated in the study: all were female. Interviews
lasted an average of 40 min. The sociodemographic charac-
teristics of nurses are presented in Table 1.

Three themes are identified. The first theme identified
that compassionate care is central to nursing practice; it is
a foundational anchor to the discipline. The second theme
identified that compassionate care evolves through virtual
nurse-patient interactions (i.e. virtual care shifted the inter-
actions, communication patterns, and nurses’ work flow).
The third theme suggested nurses balanced their practice
and patients’ expectations while delivering virtual compas-
sionate care (i.e. focused on the barriers of delivering virtual
compassionate care at organizational, professional, rela-
tional and individual levels).

Theme 1: Compassionate care is central to nursing
practice

Participants described compassionate care as foundation-
ally rooted in the nursing discipline, its “philosophy,” and
how nurses were educated. When participants were pre-
sented with a definition of compassionate care, they identi-
fied with several key compassion-related elements that were
aligned or complementary to the existing definition. Those
elements are represented by three sub-themes: therapeutic
relationships, holistic care and service-oriented and person-
centered health care.

Subtheme 1.1: Therapeutic relationships. Nurses described
building trust and respect as a pillar of compassionate
care, which required creating safe environments so that
patients felt open and comfortable in sharing experiences.
It included expressing empathy and generating meaningful
connections with patients. Participants highlighted the
importance of generating a therapeutic patient–nurse rela-
tionship in a safe environment, in which trust, respect,
empathy and feeling connected were included.

I think all of that hits it on the nose, and I think one of the
important things is empathy, being able to empathize
with your patients is, I think, important. I’m sure a lot of
people wouldn’t agree with me. But if you’re able to
connect with the patient, you’re more likely to have a
relationship with them in which they trust you and are
willing to share more information with you. So, I
think to be able to give compassionate care, you have
to experience some compassion on your side—well, the
practitioner side. (NP7)
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Subtheme 1.2: Holistic care. Participants reflected on the
alignment between compassion and holistic care; the
latter described as treating the patient as a whole person,
including their social determinants of health. Holistic care
was emphasized as being central to providing appropriate
nursing care. Participants perceived the nursing philosophy
anchored in a health-focused perspective rather being
disease or symptom-focused.

[Perception of compassionate care and nursing role]. It
aligns pretty well. It’s, like, I think nursing, like, I’m a
nurse practitioner, so I’m sort of between the nursing
world and the medical world, which I really enjoy,
because I can provide them, like, all the medical care,
at the same time, still using a nursing philosophy,
which is compassionate care, right? You help them
from a holistic view, not just treat their illness, but
also help them socially. So, it aligns pretty well, yeah.
(NP11)

Subtheme 1.3: Service-oriented and person-centered health
care. Nurses described that compassionate care was
anchored in a service-oriented and person-centered approach

Table 1. Demographic characteristics for interview participants.

Characteristics Participants (n = 20) n (%)

Age

18–20 0 (0)

21–29 1 (5)

30–39 13 (65)

40–49 0 (0)

50–59 1 (5)

60+ 1 (5)

Unidentified 4 (20)

Gender

Woman 20 (100)

Ethnicity

Black—African 1 (5)

East Asian 2 (10)

White European 14 (70)

Middle Eastern 1 (5)

Mixed heritage 1 (5)

South Asian 1 (5)

Geography

Central East, Ontario 9 (45)

East, Ontario 1 (5)

West, Ontario 6 (30)

British Columbia 1 (5)

Unidentified 3 (15)

Years of practice

<5 10 (50)

5–10 5 (25)

11–15 1 (5)

16+ 3 (15)

(continued)

Table 1. Continued.

Characteristics Participants (n = 20) n (%)

No response 1 (5)

Frequency virtual care

Alwaysa 11 (55)

Oftenb 4 (20)

Sometimesc 2 (10)

Rarelyd 2 (10)

No response 1 (5)

Proficient virtual care

Excellente 9 (45)

Very goodf 9 (45)

No response 2 (10)

aUse virtual health technology in my practice everyday.
bUse virtual health technology in my practice 3+ times/week.
cSometimes use virtual health technology 1–3 times/week.
dRarely—use virtual health technology in my practice 1–3 times/month.
eExcellent—I know how to use virtual health technology without any
assistance.
fVery good—I know how to use virtual health technology with little assistance.

Rouleau et al. 5



to care. In practice, this would include offering the right care
modality (“service-oriented”) that matched the patient’s
context, lived experience, priorities, preferences, expecta-
tions, and things that mattered to them (“person-centered
care”). Indeed, nurses also used terms such as “individua-
lized” or “personalized” care (“person-centered care”). For
some nurses, offering virtual care in addition to in-person
consultation was perceived as compassionate because it
increased access to care and extended healthcare service
delivery options (“service-oriented”).

I think, seeing a patient on the screen, I think probably does
provide more compassionate care, because I’m able to see
them and they’re able to see me. So it’s the next best
thing than be—it’s next best thing other than coming in
person. So, if patients are eager for video visit, and we’re
able to provide that, that’s compassionate care right there,
in my mind. (RN13)

Theme 2: Compassionate care evolves through
virtual nurse–patient interactions

This theme described how virtual care shifted the commu-
nication interactions between the nurse and the patient as
well as the nurses’ work.

Subtheme 2.1: Virtual care shifts the way patients and nurses
interact and establish relationships. Participants compared
the face-to-face encounters with virtual care encounters.
They shared whether and how compassion was demon-
strated in video calls and in asynchronous messaging.

In-person visits were perceived to provide more oppor-
tunities to develop a relational connection by “feeding
off” (NP5) the other person’s body language. Informal con-
versations and small-talk were described as easier and more
spontaneous during in-person visits. Physical touch was
highlighted as a tangible, compassionate action nurses
could utilize during an in-person visit, which was not avail-
able in a virtual encounter. In contrast to in-person interac-
tions, the nature of virtual communication was perceived as
more formal, transactional, and problem-centred.

Video calls allowed for the reproduction of some inter-
active elements as they provided an opportunity to
observe and respond to facial expressions and body lan-
guage; a clear demonstration of attentive listening and pres-
ence. Nurses also perceived that video visits made patients
feel more comfortable, likely because they were in a relaxed
environment in which they could express themselves freely
and safely from the comfort of their homes. Embedding
compassion through asynchronous messaging (i.e. email)
was described as challenging because of potential infer-
ences of tone and interpretation of content. For some
nurses, one-way asynchronous email communications
used to send and receive information (e.g. bloodwork

requisitions, skin photos) were not central to creating a
compassionate experience but could contribute to the
quality of care because of their convenience and efficiency.
Irrespective of the modality, enacting compassionate care in
virtual interactions required developing or consolidating
technological skills. If nurses didn’t feel comfortable
using technology, their focus became the technology and
not the patient, undermining their ability to focus on com-
passionate care.

I think therapeutic listening, active listening if you will, to
engage in virtual care. I think feeling comfortable in the tech-
nology itself is beneficial, because then your focus doesn’t
have to be on the tech side, it can actually be on providing
that care that you want to, to the patient. And I think, at least
initially during COVID, that was a huge focus, was again,
going back to me being a beginner nurse, you’re so focused
on the tasks, versus being there, and the patient. So, the com-
passion is there, but it’s not as heavy as if you’re able to
autonomously function while seeing a patient on the screen
and typing in their chart. When you get to that certain ability
where you’re not as stressed about the tech side, I think the
compassion would definitely increase, just because you’re
able to focus more attention on that purely. (NP4)

Subtheme 2.2: Virtual care impacts what nurses do and how
they do it. All nurses spoke said that virtual care changed
the way they practiced, they acknowledged the opportun-
ities and challenges of both virtual and in-person care.
The shift to virtual care required nurses to expand their
usual scope of data collection to include assessing patients’
digital literacy, care modality preferences, and resource
access (e.g. technology, internet). They described the
ability to adapt some clinical skills, for example, using the
video as a demonstration, education, and observation tool
to perform a physical examination. In contrast, some clinical
activities required in-person visits, including specific phys-
ical and diagnostic examinations (e.g. pap test, bloodwork,
blood pressure, abdomen palpation) and treatment and
vaccine administrations. Some scenarios were possible both
in-person or virtually, but the modality influenced the nature
of the care provided. For example, breastfeeding support
was described as easier in-person because the nurse could
physically help the mother in repositioning the baby and pro-
viding reassurance. However, nurses were able to adapt their
approach virtually by providing coaching, feedback, and
sharing some cues with mothers through virtual interac-
tions. Nurses also highlighted an unanticipated advantage
of video visits that included additional insights gained by
observing the patient’s living environment, which helped
to inform an appropriate care plan.

With the digital health, being able to see your patient in
their home environment, and listen to what’s going on,
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and then also sort of take a look around. So, I’ve seen some
hoarding situations that I never would have picked up on in
their—in my office. Some living conditions that just floored
me. But, again, when they come to the office, you don’t
learn those things about your patient, right? (NP12)

Theme 3: Nurses balance practice with patients’
expectations when delivering virtual compassionate
care

Participants highlighted interrelated contextual elements
that influenced their ability to provide compassionate care
that included practice expectations, tensions between pro-
viding quality and safe care, patients’ expectations, and
practice burnout.

Subtheme 3.1: Practice expectations. Practice structures (e.g.
salary-funded model, practitioner-led clinic, fee for service)
set the tone of how a workflow was enacted and organized.
The allocated consultation time was largely prescribed by
the practice structure and nurses found it challenging to
provide appropriate and holistic care when working in prac-
tices with high patient volumes.

I would have to say, it’s unfortunate, but it’s very depend-
ent on which setting you are in and what the expecta-
tions of the setting are. So, I’ve been in two major
primary care organizations; one was in a practitioner-led
clinic, and I was also in a leadership role, so I got to influ-
ence some of those pieces around how we see patients. And
the models really, really matter. So, the amount of time
you are able to spend with another person will definitely
affect how they feel connected to you, right, because at
the end of the day, if patients or people don’t feel con-
nected to you, you know, why would they trust you,
why would they take your recommendations, why
would they follow your care plan? (NP15)

Nurses described a shift in their workflow when balan-
cing between in-person and virtual visits during the same
day; they had to prioritize time and tasks between these
two healthcare modalities, and allocate “tech time” for
both nurses and patients to navigate technologies. In add-
ition, technological issues disrupted the nursing workflow.
These pressures and changes in workflow negatively
impacted the ability to deliver compassionate care.

Subtheme 3.2: Tension between providing quality and safe
care and meeting patients’ expectations. Nurses were held
accountable for maintaining high quality and safe care
(i.e. standards of care) irrespective of the modality of care
and as such nurses’ decision-making was influenced by
their sense of professional liability and regulations, and
best practices. However, there was a tension between

maintaining standards of care and meeting patients’ expec-
tations for convenient access to care. On one hand, nurses
felt pressured to offer the convenience of a virtual visit as
demanded and expected by the patient, who often want to
be seen only virtually for prescription renewals and addres-
sal of symptoms. On the other hand, nurses felt worried
about compromising quality and safety. When restricted
to the virtual environment, nurses were not able to make
the necessary physical health assessments, and conse-
quently describe feeling worried about not having sufficient
information to make confident diagnoses or determine
optimal treatment plans and prescriptions. The worry is
for the patient as well as for their personal and professional
liability.

They couldn’t get into their doctors office, they didn’t want
to go out to a walk in clinic. And I had to say, ‘Well we
need to be safe, this is for your safety. It’s not like I
can just hand you a cream, meanwhile there’s something
more going on.’ So, yeah sometimes I’ve had a few scen-
arios where the feedback is not, it’s not what they want to
hear. Or the limitations of prescribing, that we do not
prescribe narcotics for controlled substances virtually,
and this patient is looking for that. So sometimes we
do get some patients who feel that they are not being
heard, and this is a concern. This is what they know
will make them feel better. But the limitations of
virtual care won’t allow us to provide it. (NP7)

Nurses needed to establish, negotiate, and communicate
expectations with patients. Indeed, nurses communicated
the need for an in-person consultation when health assess-
ment was required, which was aligned with their standard
of practice. However, some patients wanted to be seen vir-
tually, and asked for virtual prescriptions and blood tests
without an in-person visit. Nurses struggled to maintain
balance when they felt an in-person visit was warranted
to maintain a standard of practice (i.e. avoid misdiagnosis)
when the patient wanted a virtual visit. There was an imbal-
ance in practice structure and patient expectations.

Subtheme 3.3: Experienced burnout. Nurses unanimously
described burnout that affected their capacity to provide
compassionate care. They attributed burnout not only to
the pandemic but to the intersection of the contextual pres-
sures described above—the tensions between practice
structure (i.e. liability concerns) and patient expectations.

In comparison, I think a lot of nurse practitioners—I can’t
speak for physicians—but I think a lot of nurse practitioners
feel a sense of moral distress when they work in a high-
volume practice, where the expectation is for them to see
—and I feel this way now a little bit—is to see twenty
patients, or twenty-five patients in a day instead of
twelve, which is more appropriate, which would be half

Rouleau et al. 7



an hour per patient. And then you have two sides of that; do
you spend that time to provide this holistic, comprehensive,
compassionate care and then just run behind all day, right,
which leads to other problems? People are waiting, people
are upset about waiting, all those things. Or do you just
try to stick to the bookings, but then have this moral dis-
tress? And that’s what we hear a lot in our profession
and primary care, that people feel more of a stress
because of the expectations of the practice. (NP15)

Participants also perceived a lack of respect, demon-
strated by virtual appointment “no shows.” The depersonal-
ization of virtual care compared to in-person care was
highlighted and related to the absence of physical touch,
which was considered as “basic human things” (NP14). It
was more difficult for nurses to be empathic and invest in
relationship-building because they felt overwhelmed and
disconnected from the ability to provide high-quality care.
However, when nurses felt the reciprocity, the gratitude
as expressed by their patients, and an improvement of
their situation because of the nursing care they provided,
this impacted positively the delivery of compassionate care.

Discussion
This study explored how nurses perceived and operationa-
lized compassionate care in primary care practice settings.
Three main insights emerged: (1) while there was agree-
ment in the core elements of compassionate care among
nurses, competing orientations to care between participants
introduced variability in whether and how compassionate
care was enacted; (2) virtual care required an evolution in
how nurses worked, with implications for an adequate
skill set, and (3) the way the healthcare system was struc-
tured and regulated influenced the degree to which compas-
sionate care could be fully realized.

Nurses identified intersecting and interrelated elements
—therapeutic relationships, holistic care, person and
service-orientations to care—as both related to compassion
and core to the nursing profession.24,40,41 Person-centered
care42 (i.e. patients are treated in their uniqueness with
their specific needs) was sometimes in tension with
service-oriented care (focused on offering medically appro-
priate, timely, safe, and accessible health care). For
example, there was a disconnect between what nurses
believed to be best for the patient’s health (e.g. in-person
physical assessment) and what patients valued (e.g. con-
venience provided by virtual interactions). This tension
occurred in a practice structure that could impede compas-
sionate care (e.g. one that is time-based and prioritized high
volumes), underscoring the need for a multilevel approach.
Greene, Tuzzio and Cherkin43 articulate a (new) multidi-
mensional conceptualization of patient-centered care in
which interpersonal/patient–provider attributes (e.g.
empathic communication tailored to patient’s needs),

clinical (e.g. shared-decision making, accommodation of
in-person and virtual visits), and structural (e.g. access to
care) influence patient’s experience. These attributes are
seen as a “system property” because they interact with
each other and offer a comprehensive, and integrative per-
spective of a patient-centered health system.43 This per-
spective may help alleviate identified tensions between
person-centred and service-oriented care.

Nurses in our study needed focused training to support
the ability to translate compassionate behaviors in virtual
interactions. Based on our findings and supported by the lit-
erature,44,45 training must build technological skills, rela-
tional skills, clinical skills, and management skills (e.g.
planning and organizing practice to make physical and
virtual visits with patients work). Possible interventions to
support the delivery of virtual compassionate care could
include organizational interventions aimed to foster com-
passionate care with positive impacts on empathy, compas-
sionate practices with colleagues and patients, reduced
isolation, supported teamwork, communication, and indi-
vidual and team relational capacity.46–48 For example,
Schwartz Center Rounds® (Rounds) are monthly group
meetings implemented in more than 100 organizations
around the world. They are designed to support healthcare
providers to deliver compassionate care by creating space
to reflect on work and facilitate group discussion.47

Participation in Rounds® has increased “empathy, compas-
sion, peer support, reflection, work engagement and com-
munication with patients,47” and these are now being
delivered virtually.49,50 Rounds® can be a great platform
in which compassionate care could be discussed, particu-
larly when delivered in a virtual context. At a system-level,
a unified and integrated system of physical and virtual
primary care services is needed to avoid further fragmenta-
tion51 that would create a myriad of incompatible work-
flows. For example, National Health Service England’s
Long Term Plan52 has been launched to better integrate
virtual and physical primary care services. It aims to give
all patients access to virtual primary care services, maintain
connections with primary care providers, support healthcare
providers in the adoption of virtual platforms, and propose a
national framework for virtual suppliers to make their ser-
vices accessible.

The rapid deployment of virtual care required nurses to
pivot their practice, role, and workload within an emerging
service delivery model, while simultaneously evolving their
practice within an embedded primary care model. While
four Canadian practice guidelines for nurses to deliver
virtual care have been developed,53–56 the word “compas-
sionate” appears in only two guidelines,54,56 with other
related terms that include “therapeutic nurse–client relation-
ship,”54 “client centered,” and “comprehensiveness of the
care.”56 Furthermore, the terms “compassion” or “compas-
sionate care” are not reflected in national competencies for
nurses in primary care57 or informatics competencies for
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nurses leaders.58 This is absolutely paradoxical given that
compassion is a core tenant of nursing.40 One potential
explanation of this inconsistency might be that the contribu-
tions of primary care nurses in virtual models of primary
care remains unclear,59 precluding the ability to articulate
underlying compassionate competencies. However, other
compassion-related elements are named such as “patient-
centered,” “respectful and supportive communication,”
“professional relationship,”57 and “interpersonal/soft
skills.”58

Our findings also highlight the critical and widespread
implications of burnout among nurses. While established
drivers of burnout include personal (e.g. values, sex, roles
and relations) and work-related (e.g. workload, work envir-
onment, job demands) factors, organizational culture and
values, social support, and community at work,60 our
results highlight the importance of the perceived level of
respect or value patients place on the time and care provided
by nurses. Findings from a systematic review indicated that
nurses who provided care during the COVID-19 pandemic
experienced moderate and high level of burnout.61 Binnie
et al.62 conducted a cross-sectional study among
Canadian healthcare workers exposed to patients with
COVID-19 in intensive care units. They reported high psy-
chological distress levels of those workers (64.5%). Nurses
experienced more distress (75.7%) than physicians
(49.4%). However, the phenomenon of nursing burnout is
not new and it is well described in the nursing litera-
ture.61,63–65 Burnout can result in deleterious consequences
on nurses’ quality of life, quality and safety of nursing care,
job performance, adverse events, patient negative experi-
ence, and medication errors.63,64 The Registered Nurses’
Association of Ontario66 suggest interventions to prevent
and mitigate nurse fatigue would fall into three categories:
external/system (e.g. allocating funding to create physical
infrastructure aimed to support rest areas for nurses
during breaks), organizational (e.g. offering fatigue preven-
tion and management programs such as wellness initiatives
within the organization), and team/Individual (e.g. main-
taining healthy behaviors such as physical activity,
adequate nutritional intake). Future work is needed to
move beyond individual interventions (e.g. mindfulness
and psychosocial training, communication skills training,
yoga67) to understand the system-level interventions that
could effectively reduce and mitigate burnout.

Limitations

There are several limitations to this study. First, participants
in this study were all female nurses and predominantly NPs,
underscoring a need to validate whether and how the
experiences of male nurses and RNs are similar or different.
Second, participants were provided with a preliminary def-
inition of compassionate care which may have influenced
their perspectives. A more open-ended approach to defining

and conceptualizing compassion may have yielded more
nuanced insights. Given the interpretive description
approach to this study, participants appeared to share com-
plementary perceptions about compassionate care. This
data-driven approach justified the importance of regrouping
conceptualizations into a single theme. Third, the realities
of the pandemic and the related requirements for online
recruitment were challenging, Forth, the perspectives
gained from these RNs and NPs reflect an early implemen-
tation phase of virtual care, which may not reflect current
experiences. However, this does provide a basis for future
research. Fifth, the interview guide was not pilot-tested
with nurses but was adopted from a related study that exam-
ined compassionate virtual care from the perspective of
primary care physicians.19 Finally, understanding experi-
ences of providing compassionate care in a virtual context
was limited to participant self-report. Using observations
during virtual interactions would be a complementary
approach to validate and expand these findings, as well as
understand the role of the therapeutic relationship in creat-
ing compassionate care experiences.

Conclusions
The findings of our study highlight an opportunity to better
align nurses’ understanding and operationalization of com-
passionate care in virtual primary care contexts. Exploring
how compassionate care is operationalized in primary
care settings is a necessary first step to building compas-
sionate competencies across the nursing profession to
support the continued virtual evolution of health service
delivery. Nurses as providers and recipients of compassion-
ate care68 need to cultivate their well-being because they are
at risk of burnout, which can negatively affect themselves
and their patients. The findings of this study present a
“Call to Action” to better understand the broader virtual
primary context in which nurses practice. This includes
identifying best practice guidelines and compassion compe-
tencies to structure scope of practice in virtual care environ-
ments and to reconciliate the tensions influencing how
nurses practice, including system, service and patient-
orientations to providing care.
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