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Abstract
Background Compassionate and respectful care (CRC) is an essential element for health care providers (HCPs), which builds a
positive environment and intimacy among health care professionals, patients, and families. However, there is a lack of studies
examining the prevalence of and factors associated with compassionate and respectful care practice in low-resource countries.
Therefore, this study aimed to assess the practice of compassionate and respectful care and its associated factors among the health
workforce (HWF).
Methods This mixed-methods study was conducted through quantitative and qualitative data collection from April to May 2019
in North Shewa Zone health care facilities (NSHFs). For quantitative analysis, participants were selected using a systematic
random sampling technique. Participants for qualitative analysis were selected using a purposive sampling technique. Data
entries were made by EpiData version 3.2 and exported to SPSS version 23 software for analysis. Bivariable and multivariable
logistic regression analyses were performed to determine the associated factors. Thematic analysis was carried out for qualitative
data.
Results A total of 392 HWF responded to a self-administered survey, and 72 participants participated in focus group discussions
(FGDs). Four categories of themes emerged: definition/knowledge, barriers, benefit, and leadership will. The prevalence of
compassionate and respectful care practices was 38.8% and 46.2%, respectively. Female gender, health officer role, having a
monthly salary equal to or greater than 5000 Ethiopian birr, and a positive attitude were significantly associated with compas-
sionate care practice. The age category of 30–39, positive attitude, and ensuring a safe and clean care environment were
significantly associated with respectful care practice.
Conclusion Compassionate and respectful care among HWF requires an actual demonstration of humanity and kindness to
promote person-centered practice for their clients. Therefore, the Ethiopian Federal Ministry of Health should emphasize CRC
continuity by including it in the health care curriculum, improving the health care ethics skill gap, designing appropriate policy to
reduce workload, and promoting patient rights.
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Background

Compassionate and respectful care (CRC) is very important
for human-centered care and serving patients ethically and

with respect, adhering to a professional oath, and as a model
for young professionals (Chapin et al. 2014; Shea and Lionis
2014; Chochinov 2007). It requires professional pride to ad-
dress the patient’s innate need (Larson 2014; Dewar et al.
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2014). In high-resource countries, CRC has gained attention
as a significant source of flexibility and beneficial relation-
ships, and as fundamental for human rights today (Mechili
et al. 2018). Conversely, it is poorly demonstrated in low-
resource countries (Berhe et al. 2017).

Compassion and respectful care is not optional, but the
health workforce (HWF) is frequently seen as much less im-
portant than other aspects of care. A study in Canada found
that compassion is broadly considered a cornerstone of quality
health care improvement (Sinclair et al. 2018). In the UK, the
role of compassion is more advanced in both health care set-
tings and the homeless community (Goodrich 2016;
Limebury and Shea 2015). A study conducted in the USA
found that 64% of health care providers (HCPs) had experi-
enced unkind behavior, failure to connect at a personal level
(38%), rudeness (36%), and poor listening skills (35%). More
than three-fourths (87%) of Americans prefer kind treatment
by HCPs, and 90% of patients switch to kinder HCPs (Davis
2013).

A study conducted in the Tigray region of Ethiopia found
that 44% of HCPs had a poor attitude toward CRC (Berhe
et al. 2017). An aggregated 3-year report of the Addis
Ababa Ethics Committee evaluated 60 complaints against
HCPs; 39 complaints were related to a patient’s death, and
15 complaints were about disability. More than one-fifth of
the complaints represented an ethical breach or negligence.
The use of bad language, shouting at patients, mistreatment,
and insulting and hitting clients were some of the unethical
practices shown by the HCPs (Wamisho et al. 2015).
Similarly, a 7-year review of surgical and medical errors
found that 57.6% of complaints documented in Ethiopia were
related to death, and 21.6% involved bodily injury, ethical
breach, and negligence (Wamisho et al. 2019). Another study
from Addis Ababa found that one-fourth of medical doctors
had no knowledgeable about the code of ethics, and 39% had
unfavorable attitudes toward the code of ethics (Tiruneh et al.
2019).

There are a variety of factors that may hinder compassion-
ate and respectful care practices. They include compassion
fatigue and burnout, emotional and physical exhaustion, di-
minished attentiveness and empathy, high workload and
stressful health care environment, and lack of inspiration for
HCPs (Haslam 2015; Maslach et al. 1986).

Providing CRC can aid in faster recovery from acute
illness, enhance chronic disease management, and alleviate
anxiety and tension (Davis 2013). Almost 85% of patients
and 76% of HCPs agreed that compassionate care is nec-
essary for successful medical outcomes (Lown et al. 2011).
Emotional signs and the type of response by HWF may
also be vital for the CRC, offering novel contributions to
the therapeutic relationship and enhancing attitudes toward
behavioral changes (Zimmermann et al. 2007; Chapin et al.
2014).

In Ethiopia, many professionals are compassionate and re-
spectful of the required skills needed. However, a significant
proportion of health care professionals see patients as cases
and do not offer CRC for their patients and families (Shea
et al. 2014). To address these gaps, the Ethiopian government
has already established a CRC program and initiatives of
health care services that are expanded beyond morbidity or
mortality prevention. It must encompass respect for patients
and fundamental human rights, including respect for patients’
autonomy, dignity, feelings, preferences, and choice of friend-
ship wherever possible. This quantitative and qualitative study
provides insights to enable an advanced understanding of
CRC practice. It identifies HWF behaviors associated with
CRC that can contribute to future interventions to facilitate
CRC implementation in low-resource health care settings.
Therefore, we aimed to assess the practice of CRC and its
associated factors among the HWF in North Shewa Zone
Health Care Facilities.

Methods

Study design, area, and period

A mixed-methods study was carried out through quantitative
and qualitative data collection from April to May 2019 in
North Shewa Zone, Oromia Region. Quantitative data were
gathered through a questionnaire administered to the HWF.
Qualitative data were collected from key informants (HWF
having a position in a health care facility) through focus group
discussion to determine their understanding and/or insight re-
garding CRC services in health care facilities.

Study participants

The quantitative study participants were randomly determined
using Epi Info version 7, with a 95% confidence interval (CI)
and a 5% margin of error. We assumed a prevalence of 56%
based on a study done in the Tigray Region (Berhe et al.
2017). After adjusting for a non-response rate of 5%, the final
sample size was 398. Participants were randomly recruited
from four hospitals and six health centers. The total sample
size was allocated proportionally to each facility based on
their number of HWF. The allocated number was in turn pro-
portionally assigned to each department. A systematic sam-
pling technique was used to select the HWF working in each
selected department. All selected HWF who had been work-
ing for more than 6 months in the NSHFs were included.
Those HWF who were on annual leave were excluded from
the study.

For the qualitative study, focus group participants were
recruited from four hospitals and two health centers.
Seventy-two participants were selected from each department
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depending on their position and clinical experience, using a
purposive sampling technique. We invited them to participate
in scheduled focus groups through the invitation letter for
volunteer key informants. A total of six FGDs were conduct-
ed, each containing 12 members; the number of participants
was large, as the HWF was interested in participating in the
FGDs.

Data collection tools and procedure

Quantitative data were collected using a standardized and
pretested questionnaire. Data were collected by six diploma
nurses and supervised by three BSc nurses. The questionnaire
contains a sociodemographic query (age, sex, marital status,
educational status, profession, years of experience, and
monthly salary), CRC and health care ethics-related training,
types of health care facilities (hospital or health center), aware-
ness of policy and guidelines for CRC, knowledge about
CRC, and attitude toward CRC.

The outcome of compassionate care was measured using a
five-point Likert scale from 1 to 5 (1 = almost never, 2 = sel-
dom, 3 = sometimes, 4 = often, 5 = almost always). It contains
six subscales (kindness, indifference, common humanity, sep-
aration, mindfulness, and disengagement) with a total of 24
question items. Indifference, separation, and disengagement
were reversed to calculate a total compassion score. A total
compassion score was calculated, each subscale’s mean was
taken, and a total mean was computed and considered a cutoff
point. A score greater than the mean was considered good
compassionate care practice, and less than the mean score
was considered poor compassionate care practice (Pommier
2010).

The respectful care outcome was measured using a five-
point Likert scale (1 = almost never, 2 = seldom, 3 = some-
times, 4 = often, 5 = almost always), containing 21 items.
The mean was computed, and the mean score was considered
as a cutoff point. A score greater than the mean was consid-
ered respectful care practice, and less than the mean was con-
sidered poor respectful care practice (Reis et al. 2012).

The reliability of the compassionate and respectful care
scale was pretested and found to be acceptable, with
Cronbach’s α = 0.878 and 0.856, respectively, and the total
sum of the CRC scales was Cronbach’s α = 0.907
(Cronbach’s α of CRC = 0.907).

Knowledge was measured using eight questions, each with
a “yes or no” response; each correct answer “yes” scored 1
point, and “no” scored 0. Again, attitude was measured by a
five-point Likert scale (1 = strongly disagree, 2 = disagree,
3 = neither agree nor disagree, 4 = agree, 5 = strongly agree)
using eight questions and dichotomized into disagree (0) and
agree (1). A score of 6 and above (>75%) from eight questions
was taken as a cutoff point for both knowledge and attitude.
Greater than 75% were considered knowledgeable and a

positive attitude and less than 75% were poor knowledge
and negative attitude toward CRC.

In a qualitative study, FGDs were conducted at Fitche
General Hospital, Kuyu General Hospital, Muka Turi
Primary Hospital, Gundomaskel Primary Hospital, Wara
Jarso Health Center, and Debratsige Health Center. Data were
collected through guiding questions in both Amharic and
Afan Oromo languages. A semi-structured interview guide
was developed to elicit an advanced understanding of the val-
ue or benefit and knowledge of CRC, and behaviors associat-
ed with CRC. During FGDs, one moderator and reporter were
present for each FGD and audio-recording during the discus-
sion for an average of 2 h.

Data processing and analysis

Quantitative data were coded, edited, cleaned, and entered
into EpiData version 3.2 and then exported to SPSS version
23. Descriptive data analysis was carried out and presented in
frequency, percentage, tables, and graphs. Analysis was per-
formed with an odds ratio with 95% confidence interval, and a
two-tailed P value was calculated to identify the presence and
strength of association. Variables with a p value ≤0.2 in the
binary analysis were included in a multivariable logistic re-
gression analysis to control the confounding variables. A val-
ue of p <0.05 was considered indicative of statistical
significance.

The qualitative data were transcribed and translated from
both Amharic and Afan Oromo to English. The verbatim tran-
scripts were separately verified against the audio recorded by
the interviewer and a member of the analysis team. The anal-
ysis team further guaranteed the consistency of each focus
group and interview session. The teams also analyzed the
interviewer’s adherence to each transcript’s probing questions
and provided feedback and correction. They read through
each transcript again to reduce differences between individual
codes and mark out parts of the transcript that were non-
specific to CRC through a consensus process. Rigor was fur-
ther ensured by the study team, who was not involved in
analyzing the interviews or focus groups, and independently
audited the coding process. Finally, the narrative was orga-
nized and integrated according to emerging themes and con-
cepts set out in the research objectives, and the result was
triangulated with quantitative findings at the interpretation
level.

Ethical consideration

Ethical clearance was obtained from the Salale University
Ethical Review Committee (Ref. No. SLUERC/32/2019, on
March 18, 2019). Written permission was obtained from the
North Shewa Zone Health Bureau (NSZHB), and written in-
formed consent was obtained from each respondent. The
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respondents were informed that their inclusion in the study
was voluntary and that they are free to withdraw from the
study if they were not willing to participate. To ensure re-
spondents’ confidentiality, their names were excluded from
the questionnaire, and the respondents’ anonymity was
maintained.

Results

Quantitative findings

In this study, a total of 392 individuals participated, with a
response rate of 98.5%. More than half of the participants
were from the hospitals. The study respondents’ mean age
was 28.42 (± standard deviation = 5.17), and two-thirds were
aged 20–29 years. Most of the study participants were male
(52.3%), single (52.6%), and had a bachelor’s degree
(52.8%). Nurses (194; 49.5%) constituted the majority of
the HWF, and 208 (53.1%) of the respondents had less than
5 years of experience. More than half (207; 52.8%) of the
study participants earned a monthly salary of less than 5000
Ethiopian birr (Table 1).

The majority of records officers (79.1%) facilitated pa-
tient registration in a timely manner, and 72.4% of partici-
pants treated patients and families respectfully. Eighty per-
cent of the facilities ensured a safe and clean care environ-
ment for the patients, and 32.1% of the facilities detained
patients against their will. Most of the HWF had good
knowledge of CRC (62.8%), greeted the client respectfully
(89.3%), and had a negative attitude toward CRC (52.6%).
Nearly three-fifths of leaders empowered patients and em-
ployees positively (Table 2).

The practice of compassionate and respectful care

The full scale of compassion contains six subscales, includ-
ing kindness, indifference, common humanity, separation,
mindfulness, and disengagement. The majority (224;
57.1%) of the respondents reported poor kindness while
168 (42.9%) reported good kindness for their patients. Half
(198; 50.5%) of the study participants had high indifference,
and 194 (49.5%) had low indifference. More than half (51%)
of the study participants had poor common humanity and
mindfulness, and 49% did not. About 214 (54.6%) and 204
(52%) of the respondents had poor separation and disengage-
ment, respectively (Fig. 1).

The overall compassionate care among the HWF was re-
ported as 38.8% of good compassionate care practices, and
240 (61.2%) of the HWF reported poor compassionate care
practice. On the other hand, 181(46.2%) of the study partici-
pants reported good respectful care practices, and 53.8% of

the respondents reported poor respectful care practices
(Fig. 2).

Factors associated with compassionate and respectful
care

In multivariable logistic regression analysis, the age category
of 30-39 and married participants were adjusted for compas-
sionate care practice (Table 3). Similarly, female participants,
HWF who had a bachelor’s degree and good knowledge of
respectful care were adjusted in multivariable logistic regres-
sion analysis for respectful care practice (Table 4).

Table 1 Sociodemographic factors among HWF at North Shewa health
facilities, Oromiya Region, Ethiopia, 2019 (n = 392)

Variable Number of participants Percentage

Age (years)

20-29 261 66.6

30-39 117 29.8

≥40 14 3.6

Sex

Male 205 52.3

Female 187 47.7

Marital status

Single 206 52.6

Married 186 47.4

Health facility

Hospital 204 52.0

Health center 188 48.0

Educational status

Diploma 175 44.6

BSc/MD 207 52.8

MSc/specialty 10 2.6

Profession

Nurse 194 49.4

Physician/-
MD

20 5.1

Midwife 70 17.9

MLS 32 8.2

Pharmacist 26 6.6

Health officer 40 10.2

Othera 10 2.6

Years of experience

<5 years 208 53.1

≥5 years 184 46.9

Monthly salary

<5000 207 52.8

≥5000 185 47.2

a Others: anesthetists, guardians, and radiographers
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In multivariable logistic regression analysis, female partic-
ipants were twice as likely to practice compassion as male
participants [AOR = 1.95; 95% CI = (1.40, 3.64)]. Health of-
ficers had significantly higher odds of providing good com-
passionate care practice than nurses [AOR = 3.61, 95%
CI = (1.56, 8.34)]. The study participants who had a monthly
salary equal to or greater than 5000 Ethiopian birr were twice
as likely to practice compassionate care as those who whose
monthly salary was less than 5000 Ethiopian birr [AOR =
1.56; 95% CI = (1.13, 3.29)]. The study participants who

had a positive attitude toward compassionate care were 1.23
times as likely to practice compassion as the study participants
with a negative attitude toward compassion [AOR = 1.23;
95% CI = (1.24, 3.72)] (Table 3).

The study participants in the 30–39 age category were
twice as respectful as those aged 20–29 [AOR = 1.80; 95%
CI = (1.24, 3.84)]. The study participants who had a positive
attitude toward respectful care were 1.59 times as likely to
practice respectful care as those who had a negative attitude
toward respectful care practice [AOR = 1.59; 95% CI = (1.02,
2.50)]. The study participants who had ensured safe and clean
care for their patients were three times as likely to practice
respectful care as the study participants who did not
[AOR= 3.39, 95% CI = (2.31, 8.35) (Table 4).

Qualitative findings

A qualitative approach was applied to explore compassionate
and respectful care not addressed by the quantitative study.
We developed an understanding of the topic through concur-
rent data collection from 72 participants in six FGDs. The
collected data were analyzed, and four categories of themes
emerged: definition/knowledge of CRC, CRC barriers, the
benefit of CRC, and leadership will.

1. Definition and knowledge of CRC

The participants provided the knowledge and definition of
CRC as fundamental for health care workers. It is a part of
psychotherapy that has no negative effect and increases pa-
tient satisfaction and care provision. Most of the participants
described the meaning of CRC as:

CRC is the psychological and medical supporting of the
patients. Improving from pain or suffering regardless of
their economic status, culture, religion, and ethnicity.
(FGD5 participant 6)

Table 2 Important variables related to compassionate and respectful care
among HWF at NSHFs, Oromia region, Ethiopia, 2019 (n = 392)

Variables Number of participants Percentage

Records officers facilitate patient registration on time
Yes 310 79.1
No 82 20.9

The facility detains patients without their will
Yes 126 32.1
No 266 67.9

The facility ensures a safe and clean care environment for patients
Yes 314 80.1
No 78 19.9

The guards receive patients and families with respect
Yes 316 80.6
No 76 19.4

The records officers treat patient and families with respect
Yes 284 72.4
No 108 27.6

Do you greet the client respectfully
Yes 350 89.3
No 42 10.7

Leaders influence the patient, client, and employee positively
Yes 242 61.7
No 150 38.3

Attitude toward compassionate and respectful care
Positive attitude 186 47.4
Negative attitude 206 52.6

Knowledge of compassionate and respectful care
Good knowledge 246 62.8
Poor knowledge 146 37.2

0.00%

20.00%

40.00%

60.00%

80.00%

100.00%

42.90% 50.50% 49% 45.40% 49% 48%

57.10% 49.50% 51% 54.60% 51% 52%

Poor

Good

Compassion 

subscales

Fig. 1 The prevalence of
compassionate care subscales
among HWF at NSHFs, Oromia
region, Ethiopia, 2019 (n = 392)
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Knowing the patient's rights and responsibilities is man-
datory to provide the correct care for clients. The CRC
has three criteria: first, our clients come to our health
care system to heal me; second, if you can't heal me,
respect me, and third, if you can't respect me, don’t
harm me. (FGD3 participant 1)
The majority of FGDs claimed that CRC is a deep sense
to alleviate clients suffering, empathy, sharing their
pain, developing the inner feelings to build relation-
ships. It is more kindness for human beings rather than
clinician to patient relationship. It also includes hones-
ty, attention, never stereotypes; demonstrate humanity
and kindness to promote high-quality care for all cli-
ents' needs. (FGD5 participant 1)
Compassion and respectful care is sharing one’s pain
or suffering and responding with respectful behavior to
the client's suffering. (FGD2 participant 3)
If CRC is initiated in the health care facilities, with the
attitudes of empathy, caring, kindness, and respect, it
creates meaningful partnerships between HCPs and pa-
tients or families. It is a motivating feeling of HCPs that
makes the patient feel relief from suffering. (FGD6 par-
ticipant 4)

2. Barriers to CRC

The barriers to CRC have inhibited the ability to provide
daily routine activities. Health care professionals faced count-
less challenges that hinder their ability to provide CRC. It
includes lack of integration and continuity care, technologies
that help and hinder communication and relationship-build-
ing, growing operational and administrative supplies, insuffi-
cient communication skills training, alarming burnout rates,
and increased cost and limited market resources. The focus

group discussion reflected that the unorganized health care
administration, skill gap, autocracy, and professional dissatis-
faction are the main obstacles for the CRC practice.

There is a Hippocrates quote, "Wherever the art of med-
icine is loved, there is also a love of humanity." Mostly,
the person who wants to be a health care professional is
a person that loves human beings. However, due to the
high workload, language barrier, attendant attitude,
medical supply, cultural views, and lack of incentive,
HCPs may be restricted in the provision of CRC
practice. (FGD4 participant 8)
Unorganized administration, shortage of training, lack of
joy in his/her profession, and HCPs' dissatisfaction are the
main obstacles for CRC practice. (FGD6 participant 9)
There are communication difficulties and patient load,
and HWF do not explain more health information.
Similarly, lack of good relationships, resource shortage,
ignorance, the autocracy of a few HCPs, deficiency of
knowledge, and skill gap are among the barriers
preventing CRC implementation. (FGD1 participant 12)

3. Benefit of CRC:

The HWF believed that CRC is one of the most important
professional values. However, it is determined by HWF
values, in which protection, honor, honesty, respect, and trust
are key values in CRC. The FGDs argued that the provision of
CRC, maintaining the code of ethics, better counseling, and a
respectful approach is useful for patients and HCPs. Some
HWF had an active form of articulating CRC, while other
individuals used more restricted behaviors such as maintain-
ing serenity, reluctance to clients, inquiry, and being present
only.

0.00%

20.00%

40.00%

60.00%

80.00%

100.00%

120.00%

Compassionate care Respectful care

38.80% 46.20%

61.20% 63.80%

Poor compassionate and

respectful care

Good compassionate and

respectful care

Fig. 2 The prevalence of
compassionate and respectful care
practices among HWF at NSHFs,
Oromia region, Ethiopia, 2019
(n = 392)
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Suppose we use CRC correctly in our daily activi-
ties. In that case, it minimizes medication adherence
or compliance issues, improves health care profes-
sionals' burnout, increases loyalty and respect for
the clients, and relieves pain and distress. In addi-
tion to health ethics, CRC orientation is essential. It

is not only learned but needs updated training and
psychological advice to adhered health care service.
(FGD6 participant 1)
In low-resource settings, the community comes to
health care facilities after they are deteriorating;
they need psychological, social, compassion,

Table 3 Factors (crude and adjusted odds ratios, confidence intervals, and p value) associated with compassionate care among HWF at NSHFs,
Oromia region, Ethiopia, 2019 (n = 392)

Variables Compassion care Crude OR (95% CI) p value Adjusted OR (95% CI) p value

Poor Good

Age

20-29 151 110 1 1

30-39 81 36 0.61(0.38,0.97) 0.037* 0.53(0.36,1.14) 0.133

≥40 8 6 1.03(0.35,3.05) 0.958 0.83(0.42,4.93) 0.568

Sex

Male 109 96 1 1

Female 131 56 2.06(1.36,3.12) 0.001* 1.95(1.40,3.64) 0.001*

Marital status

Single 114 92 1 1

Married 126 60 1.70(1.12,2.56) 0.012* 1.43(0.86,2.38) 0.170

Profession

Nurse 130 64 1 1

Physician/MD 12 8 1.35(0.53,3.48) 0.529 1.16(0.38,3.51) 0.798

Midwife 44 26 1.20(0.68,2.12) 0.530 1.12(0.58,2.16) 0.742

MLS 18 14 1.58(0.74,3.38) 0.238 1.19(0.46,3.07) 0.727

Pharmacist 14 12 1.74(0.76,3.98) 0.189 1.67(0.58,4.75) 0.340

Health officer 14 26 3.77(1.85,7.71) 0.001* 3.61(1.56,8.34) 0.003*

Othersa 8 2 0.50(0.11,2.46) 0.400 0.33(0.06,1.81) 0.201

Educational status

Diploma 113 62 1 1

BSC/MD 121 86 1.30(0.86,1.96) 0.222 0.61(0.36,1.06) 0.080

MSC/MPH/Specialty 6 4 1.22(0.33,4.47) 0.769 0.92(0.20,4.20) 0.919

Monthly salary

<5000 141 66 1 1

≥5000 99 86 1.86(1.23,2.80) 0.003* 1.56(1.13,3.29) 0.016*

Years of experience

<5 years 122 86 1 1

≥5 years 118 66 1.26(0.84,1.90) 0.267 1.03(0.60,1.74) 0.926

Attitude toward compassion

Negative attitude 138 68 1 1

Positive attitude 102 84 1.67(1.11,2.52) 0.014* 1.23(1.24,3.72) 0.002*

Knowledge of compassion

Poor knowledge 92 54 1 1

Good knowledge 148 98 1.13(0.74,1.72) 0.575 0.92(0.87,2.32) 0.165

Ensures safe and clean care

No 54 24 1 1

Yes 186 128 1.55(0.91,2.63) 0.107 1.42(0.78,2.59) 0.247

aOthers: anesthetists, guardians, and radiographers. *p < 0.05 (considered significantly associated in bivariable and multivariable logistic regression)
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counseling, and treatment with respectful care.
(FGD2 participant 5)
If the HWF advanced CRC, both patients and HCPs
would be satisfied. The quality and utilization of health
care facilities are increased. (FGD participant 10)

4. Leadership will:

Leadership is essential for enabling the workplace envi-
ronment and continuing CRC in health care facilities.
Participants noted that compassionate leadership starts

to see and feel what others see and feel around health
care facilities. (FGD6 participant 7)
An understanding and respectful leader puts himself
with the other person's idea, view, and honor, with a
respectful approach. Most of the leaders only slightly
demonstrated actual CRC; they put political commit-
ments first, and some could not show real compassion.
(FGD1 participant 12)

The FGDs described multifaceted health care facilities in low-
resource settings as having several challenges arising from
client feelings, expressions of emotion, scarcity of resources,
health care physical problems, and shortage of trained and
compassionate leaders. The participants also described their
experience in health care settings.

Table 4 Factors (crude and adjusted odds ratios, confidence intervals, and p value) associated with respectful care among HWF at NSHFs, Oromia region,
Ethiopia, 2019(n = 392)

Variable Respectful care Crude OR (95% CI) p value Adjusted OR (95% CI) p value

Poor Good

Age (years)
20-29 155 106 1 1
30-39 50 67 1.96 (1.26,3.05) 0.003* 1.80 (1.24,3.84) 0.007*
≥40 6 8 1.95 (0.66,5.78) 0.229 1.81 (0.55,6.00) 0.333

Sex
Male 121 84 1 1
Female 90 97 1.55 (1.04,2.32) 0.031* 1.34 (0.83,2.18) 0.237

Marital status
Single 114 92 0.75 (0.50,1.11) 0.149 0.68 (0.62,1.73) 0.911
Married 126 60 1 1

Profession
Nurse 101 93 1 1
Physician/MD 10 10 1.09 (0.43,2.73) 0.861 0.97 (0.40,4.00) 0.684
Midwife 30 40 1.45 (0.84,2.51) 0.188 1.20 (0.94,3.45) 0.077
MLS 18 14 0.85 (0.40,1.79) 0.660 0.76 (0.31,1.87) 0.551
Pharmacist 18 8 0.48 (0.20,1.16) 0.104 0.35 (0.22,2.00) 0.432
Health officer 26 14 0.59 (0.29,1.19) 0.138 0.43 (0.61,3.35) 0.417
Othera 8 2 0.27 (0.06,1.31) 0.105 0.22 (0.12,4.35) 0.723

Educational status
Diploma 85 90 1 1
BSC/MD 122 85 0.66 (0.44,0.99) 0.043* 0.50 (0.42,1.21) 0.204
MSC/MPH/Specialty 4 6 1.42 (0.39,5.20) 0.599 0.92 (0.18,4.75) 0.921

Monthly salary
<5000 111 96 1 1
≥5000 100 85 0.98 (0.66,1.46) 0.932 0.95 (0.55,1.62) 0.840

Years of experience
<5 years 118 90 1 1
≥5 years 93 91 1.28 (0.86,1.91) 0.220 1.15 (0.81,2.29) 0.247

Attitude toward compassion
Negative attitude 123 83 1 1
Positive attitude 88 98 1.65 (1.11,2.46) 0.014* 1.59 (1.02,2.50) 0.043*

Knowledge of compassion
Poor knowledge 92 54 1 1
Good knowledge 119 127 1.82 (1.20,2.76) 0.005* 1.59 (0.98,2.56) 0.056

Ensures safe and clean care
No 62 16 1 1
Yes 149 165 4.29 (2.37,7.76) 0.001* 3.39 (2.31,8.35) 0.001*

a Other: anesthetists, guardians, and radiographers. *p < 0.05 (considered significantly associated in bivariable and multivariable logistic regression)
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The biggest problem in a health care setting is the pres-
ence of uncompassionate and disrespectful leaders.
Leaders may not take the positive reward, not share
the ability to solve the problems rather than criticizing
and following a higher level of punishment. (FGD2 par-
ticipant 1)
Health care systems need well-organized leaders, good
governance, administrators, and HWF who practice
CRC to improve patient suffering. There is a weakness
of follow-up in health care service management to min-
imize shortages of compassionate leadership, starting
from the health care bureau. (FGD5 participant 11)
I was a leader 2 years ago; there is a complicated clin-
ical situation, individual behaviors, patient, and family
concerns. The leader should maintain all factors and be
responsible for positively responding and managing
their moods that develop good communication and
relationships. (FGD3 participant 2)

Discussion

Compassionate and respectful care is human-centered and en-
hances high-quality care and better health care-seeking behav-
iors. Our qualitative analysis showed that CRC is “a deep
sense to alleviate clients’ suffering, empathy, sharing their
pain, developing the inner senses” to address patients’ core
needs.A previous study indicated that respect for clients, fam-
ily, and visitors is a fundamental human right, including re-
spect for autonomy, dignity, feelings, choices, and health care
preferences (Gallagher et al. 2008). Similarly, from the view
of FGDs, CRC is not only an approach to patients; it is “more
a kindness for human beings,” not only relationships between
HCPs and patients or families. A study found that a client’s
ethnicity, religion, beliefs, culture, language, age, gender, dis-
ability, mental status, and social conditions should be consid-
ered when assessing, examining, diagnosing, planning, and
managing any health condition (Anderson et al. 2003).

In this study, we found a benefit of CRC in the qualitative
components, in that the presence of CRC “improves health
care professionals’ burnout, increases loyalty and respect
for the clients,” which leads to a meaningful and satisfying
working environment. Various studies have revealed that the
presence of compassionate and respectful health professionals
leads to less anxiety and fewer complaints among patients,
better adherence to medical advice and treatment plans, re-
duced malpractice, accelerated healing processes, better rela-
tionships between clinician and clients, and improved health
care quality (De Silva 2014; Goodrich 2016).

The present study found that the proportion of good com-
passionate care practice was 38.8%. This finding is in line
with the study findings in the United States in which 36% of

HCPs demonstrated kinder behavior in health care facilities
(Davis 2013). On the other hand, 46.2% of the study partici-
pants reported good respectful care practice. This result is
lower than the study reported in the Tigray region, Ethiopia,
in which 56% of the respondents had good practice of CRC
(Berhe et al. 2017). This difference may be explained by the
settings, tools, and methodology used in the studies.

The quantitative analysis showed that 61.7% of leaders
empowered their patients, clients, and employee positively.
Compassionate and respectful leadership is more than just
being compassionate, respectful, and caring individuals. It
needs individual commitment, honorable models of leader-
ship, sharing of their views, and corrective direction. The
qualitative study findings also found that leadership is a key
element in advancing CRC in health care facilities. The par-
ticipants noted that “the leader should maintain all factors
and be responsible for positively responding and managing
their moods that develop good communication and
relationships” to handle the complicated health care environ-
ment. Most complex health care systems have been presented
in resource-limited countries; leadership had not adapted to
this practice and shared it among their employees and clients
(Boal and Schultz 2007). Compassionate leadership encour-
ages employees to discuss their problems, provides support,
and manages complex health care systems by empowering all
HWF (Gilbert et al. 2012).

With increasing age, the responsibility for caring for the
patient and capacity for problem-solving are also increased.
We found that the 30–39 age category was significantly asso-
ciated with respectful care practice compared to the 20–29 age
category. HCPs were more respectful at young adulthood,
demonstrating more meaningful long-term relationships and
academic and career decisions (Larson 2000; Stewart 1995).
During young adulthood, the HWF was more respectful of
their clients and clients’ families through better health care
provision.

In this study, we found that female participants were more
compassionate than male participants, which was similar to
findings of a US study that revealed female participants were
more compassionate and honest than male participants (Kahn
1992). Studies found that females could exhibit caring behav-
ior and show better feeling for patients, and were more sym-
pathetic than males, enhancing emotional well-being with
positive effects (Bluth and Blanton 2015). A similar study
found that females were more responsible for caring and
cooperating with others, having a good attitude toward patient
care and good professional behaviors (Kleinman et al. 1978).

Health officers were significantly associated with better
compassionate care when compared to nurses. This might be
due to curriculum differences and clinical care among HCPs.
Some health care professional curriculums at schools have
integrated caring and compassion in parallel throughout un-
dergraduate education and teach medico-legal ethics and how
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to demonstrate CRC at the bedside beyond their professional
roles (Blanco et al. 2013; Graber et al. 2012). Similarly, some
medical schools have offered longitudinal experiences in
which students participated in patients’ care over time and
develop relationships with the clinicians who care for their
patients. These health care professionals perceived more pos-
itive role-modeling than other health care professionals in
conventional clinical learning experiences (Davis et al. 1999).

We found that the study participants who had a monthly
salary greater than or equal to 5000 Ethiopian Birr were more
compassionate than those with monthly salaries of less than
5000 Ethiopian Birr. The HWF who have low monthly salary
might have low compassion, which is supported by qualitative
findings. The participant noted that “lack of incentive for
health care providers may be a restricted provision of CRC
practice” under the sub-theme of barriers. Compassionate
care is an essential part of quality health care; due to system
fragment and HWF compassion fatigue, the unmet client
needs alarm health care dissatisfaction and poor quality of care
(Sinclair et al. 2018).

In this study, those HWF with a positive attitude toward
CRC were significantly associated with compassionate and
respectful care practice. This finding is in line with the study
done in Canada (Dyrbye and Shanafelt 2011). Additionally, it
is supported by qualitative findings while health care profes-
sionals develop “the attitude of empathy, caring, kindness,
and respect” in the health care facilities, HWF could be made
a meaningful relationship with patients and families. Thus, the
ability to sustain CRC absolutely in the health care settings is
rested in the HCPs’ hands (Goodrich 2016).

In our study, those members of the HWF who ensured a
safe and clean care environment for the patients were signifi-
cantly associated with good practice of respectful care.
Qualitative findings support this, stated as health care systems
need well-organized leaders, good governance, administra-
tors, and HWF who practice CRC to minimize patient com-
plaints and suffering. A study found that health care organi-
zations might remove the barriers that prevent clinicians from
interacting directly with patients and improve the continuity of
better health care services (Berwick 2009). Other studies
found that health care settings might be responsive to the
emotional, social, cultural, and linguistic needs of the patients
and families served in the health care facilities (Epstein et al.
2010; Wise et al. 2011).

Limitations of the study

Although our study utilized quantitative and qualitative anal-
ysis and a saturated number of qualitative participants, with
the quantitative study’s pertinent findings to strengthen it, it
does not show a causal relationship due to its cross-sectional.
The study has been conducted at health care facilities located
in North Shewa Zone of Oromiya Region. Therefore, our

findings cannot be generalizable to the other regions of
Ethiopia HWF.

Conclusion

Compassionate and respectful care among HWF requires an
actual demonstration of humanity and kindness to promote
person-centered practice for their clients. In fact, its absence
leads to negligence and malpractice. Both quantitative and
qualitative findings indicated that CRC provides an important
benefit. Those life events that are seen to lead to burnout and
exhaustion for the HWF should be reduced to make CRC
progress possible. The client’s wish is to be comforted and
treated as a human being. Empowering patient decisions
should be transformed from the apparent perverse to rational
desire. Therefore, the Ethiopian Federal Ministry of Health
should emphasize CRC continuity by including it in the health
care curriculum, closing the health care ethics skill gap, de-
signing appropriate policy to reduce workload, and promoting
patient rights.
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