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ABSTRACT 

 

Background: Healthcare systems globally recognize compassion as essential to 

quality care, yet systematic approaches to understanding and implementing com-

passionate practice remain fragmented. This interpretive synthesis examines com-

passion through multiple theoretical lenses and synthesizes current evidence on 

measurement, implementation, and outcomes. Methods: This interpretive synthe-

sis draws from care ethics theory, neuroscientific research, and implementation 

science to analyze compassionate healthcare practice. Literature from 2020-2025 

was prioritized to capture current developments in theory and practice. Re-

sults: Care ethics frameworks provide robust theoretical foundations for compas-

sionate practice, emphasizing relationality, responsiveness, and institutional ac-

countability. Recent neuroscience research demonstrates measurable brain plasti-

city associated with compassion training. Validated measurement instruments ena-

ble systematic assessment, though cultural adaptation remains challenging. Imple-

mentation barriers include resource constraints, competing priorities, and organi-

zational resistance. Conclusions: Compassionate healthcare requires integration 

of theoretical understanding, evidence-based practice, and systematic implemen-

tation approaches. Future research should address measurement standardization, 

cultural adaptation protocols, and sustainable implementation strategies. 
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"Know all the theories, master all the techniques, but as you touch a human soul, be just 

another human soul." - Carl Jung 
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INTRODUCTION 

The integration of compassion into healthcare practice represents both an ancient healing tradi-

tion and a contemporary clinical imperative. While healthcare providers have long recognized the 

importance of compassionate care, systematic approaches to understanding, measuring, and imple-

menting compassion remain inconsistent across healthcare systems. This interpretive synthesis exa-

mines compassionate healthcare from multiple theoretical perspectives, synthesizes current evidence 

on measurement and implementation, and identifies critical gaps that require further investigation. 

Carl Jung's observation that healers must approach patients as "another human soul" provides 

philosophical grounding for this analysis, though contemporary understanding requires engagement 

with broader theoretical frameworks and empirical evidence [1]. This synthesis aims to bridge huma-

nistic perspectives with scientific validation while acknowledging the limitations and contradictions 

inherent in compassion research. 

Recent scholarship in care ethics provides robust theoretical foundations for understanding 

compassionate healthcare practice. Building on foundational work by Carol Gilligan, Nel Noddings, 

and Joan Tronto, contemporary care ethics emphasizes four core elements: attentiveness, responsibi-

lity, competence, and responsiveness [2,3]. These elements extend beyond individual practitioner 

behaviors to encompass institutional structures that enable or constrain compassionate practice. 

Gilligan's ethics of care, emphasizing relationality and contextual moral reasoning, challenges 

healthcare systems dominated by abstract principles and standardized protocols [4]. This relational 

approach recognizes that compassionate care emerges through authentic connections between indivi-

duals rather than through adherence to predetermined guidelines. Noddings' emphasis on caring rela-

tionships as foundational to moral development suggests that healthcare environments must actively 

cultivate conditions that support caring interactions [5]. 

Tronto's political dimension of care ethics proves particularly relevant to healthcare implemen-

tation. Her concept of "democratic caring" requires that care recipients have voice in defining their 

needs and evaluating care quality [6]. Recent applications of Tronto's framework to vulnerable popu-

lations demonstrate that effective compassionate care requires institutional mechanisms that enable 

patient and community input in care design and delivery [7]. 

 

METHODS 

Study Design 

This interpretive synthesis employed a critical interpretive approach to examine compassionate 

healthcare through multiple theoretical and empirical lenses. Unlike systematic reviews that aggre-

gate findings, interpretive synthesis aims to develop conceptual understanding by interrogating and 

reframing evidence within theoretical frameworks. This methodology was selected to address the 

complexity of compassion as both a philosophical construct and empirical phenomenon requiring 

integration across diverse disciplinary perspectives. 

 

Literature Search Strategy 

A comprehensive literature search was conducted across multiple databases including PubMed, 

CINAHL, PsycINFO, Web of Science, and PhilPapers to capture healthcare, psychological, neuros-

cientific, and philosophical literature. Search terms included combinations of "compassion," "com-

passionate care," "care ethics," "healthcare," "measurement," "neuroscience," "implementation," and 

related terms. While prioritizing literature from 2020-2025 to capture current developments, founda-

tional theoretical works and seminal empirical studies from earlier periods were included when es-

sential for theoretical grounding or historical context. 
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Inclusion and Selection Criteria 

Literature was selected based on relevance to three core domains: (1) theoretical frameworks 

for understanding compassionate healthcare, particularly care ethics perspectives; (2) empirical evi-

dence regarding measurement, neuroscientific foundations, and outcomes of compassionate care; and 

(3) implementation science research addressing organizational and cultural factors. Both empirical 

studies and theoretical papers were included. Grey literature, including policy documents and orga-

nizational reports, was incorporated when directly relevant to implementation considerations. 

 

Theoretical Framework 

The synthesis was guided by an integration of care ethics theory, neuroscientific frameworks 

of compassion, and implementation science models. Care ethics theory, particularly the work of Gil-

ligan, Noddings, and Tronto, provided the philosophical foundation for examining relationality and 

institutional dimensions of compassion. Neuroscientific frameworks informed understanding of the 

biological basis and malleability of compassionate responses. Implementation science frameworks 

guided analysis of organizational and system-level factors influencing compassionate care delivery. 

 

Analysis and Synthesis Process 

The interpretive synthesis proceeded through iterative cycles of reading, conceptual mapping, 

and critical analysis. Initial reading identified key themes and theoretical tensions within the litera-

ture. Conceptual mapping explored relationships between theoretical frameworks, empirical findings, 

and implementation challenges. Critical analysis examined contradictions, methodological limita-

tions, and gaps in current evidence. 

Synthesis involved three stages: (1) within-domain analysis examining coherence and contra-

dictions within each theoretical or empirical domain; (2) cross-domain integration exploring connec-

tions and tensions between different disciplinary perspectives; and (3) critical interpretation identi-

fying unresolved questions and implications for theory, research, and practice. 

 

Quality Assessment 

Rather than employing standardized quality assessment tools designed for intervention studies, 

this interpretive synthesis evaluated literature based on theoretical coherence, methodological rigor 

appropriate to study design, and contribution to conceptual understanding. Empirical studies were 

assessed for methodological transparency, sample characteristics, and measurement validity. Theo-

retical papers were evaluated for conceptual clarity, logical consistency, and explanatory power. 

 

Reflexivity and Limitations 

The interpretive nature of this synthesis acknowledges that the selection, analysis, and integra-

tion of literature is influenced by the authors' disciplinary backgrounds and theoretical orientations. 

While comprehensive literature searching was conducted, the breadth of relevant literature across 

multiple disciplines means that some relevant works may have been overlooked. The synthesis prio-

ritizes depth of conceptual analysis over exhaustive coverage of all empirical studies, consistent with 

interpretive synthesis methodology. 

 

RESULTS 

The interpretive synthesis revealed six interconnected themes that characterize the current state 

of compassionate healthcare research and practice. First, care ethics frameworks provide theoretical 

foundations while revealing tensions between relational ideals and institutional realities. Second, 
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neuroscientific research demonstrates measurable neural correlates of compassion, though clinical 

translation remains limited. Third, validated measurement instruments enable systematic assessment, 

with the Sinclair Compassion Questionnaire emerging as the most robust patient-reported measure. 

Fourth, cultural variations in compassion expression necessitate careful adaptation of both measure-

ment tools and interventions. Fifth, implementation science identifies multilevel barriers and evi-

dence-based strategies for organizational change. Finally, critical analysis reveals methodological 

limitations and unresolved tensions that constrain practical application. These themes are explored in 

detail below, with attention to both empirical evidence and theoretical implications. 

 

Care Ethics in Practice: Palliative and Vulnerable Population Care 

Contemporary applications of care ethics theory in healthcare contexts reveal both the potential 

and limitations of these frameworks. In palliative care, care ethics perspectives address gaps in tradi-

tional bioethical approaches by emphasizing relationships, context, and responsiveness to suffering 

[2]. This approach recognizes that end-of-life care requires attention to emotional, social, and spiritual 

dimensions that extend beyond clinical decision-making. 

For vulnerable populations, care ethics frameworks highlight how institutional structures can 

systematically undermine compassionate care despite individual provider intentions [7]. The empha-

sis on responsiveness requires healthcare systems to develop mechanisms for hearing and acting on 

marginalized communities' experiences and needs. This institutional dimension of care ethics chal-

lenges healthcare organizations to examine how policies, procedures, and resource allocation decisi-

ons either support or constrain compassionate practice. 

 

Limitations and Critiques of Care Ethics Approaches 

Care ethics frameworks face several limitations when applied to healthcare contexts. Critics 

argue that care ethics may romanticize caring relationships while failing to address power imbalances 

inherent in healthcare encounters [8]. The emphasis on relationships and context can conflict with 

requirements for standardization and efficiency in healthcare delivery. Additionally, care ethics ap-

proaches may inadequately address situations where caring intentions conflict with patient autonomy 

or resource constraints. 

The gendered history of care ethics also raises questions about whether emphasizing care and 

compassion reinforces traditional gender roles that have historically undervalued caregiving work 

[9]. Healthcare organizations implementing compassion initiatives must consider whether these ef-

forts genuinely improve care quality or primarily serve the purpose of managing organizational 

image. 

 

Neuroscientific Foundations of Compassion 

Neural Networks and Compassion Training 

Recent neuroscientific research provides empirical support for the neuroplasticity of compas-

sion-related neural networks. Large-scale longitudinal neuroimaging studies demonstrate that tar-

geted mental training produces measurable changes in brain structure and function associated with 

compassionate behavior [10]. The ReSource Project, a comprehensive investigation into the effects 

of contemplative training, reveals that socio-affective training modules specifically targeting com-

passion produce dissociable changes in functional brain networks compared to mindfulness or socio-

cognitive training [11]. 

Neuroimaging studies consistently implicate several brain regions in compassion-related pro-

cessing, including the anterior insula, orbitofrontal cortex, anterior cingulate cortex, temporoparietal 
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junction, and components of the default mode network [12,13]. These findings suggest that compas-

sion involves integration across multiple neural systems, including those responsible for interoceptive 

awareness, emotional regulation, perspective-taking, and self-referential processing. 

 

Interpersonal Neuroscience and Healthcare Relationships 

Emerging hyperscanning research, which simultaneously measures brain activity in interacting 

individuals, provides insights into the neural basis of compassionate healthcare relationships. Studies 

of doctor-patient interactions reveal that inter-brain synchronization in inferior frontal and temporo-

parietal regions correlates with trust and perceived care quality [14]. This research suggests that com-

passionate care may involve measurable neural coordination between providers and patients. 

However, the clinical implications of these neuroscientific findings remain unclear. While brain 

training studies demonstrate neuroplasticity, the translation of these changes to sustained compassio-

nate behavior in clinical settings requires further investigation. Additionally, the heterogeneity of 

neuroimaging methodologies and small sample sizes in many studies limit the generalizability of 

findings. 

 

Critical Limitations in Neuroscience Research 

The neuroscience of compassion literature faces several methodological limitations. Most stu-

dies employ laboratory-based paradigms that may not capture the complexity of real-world healthcare 

interactions. Cultural variations in neural responses to compassion-related stimuli remain underex-

plored. Additionally, the relationship between neural activation patterns and behavioral outcomes in 

clinical settings requires more systematic investigation. 

The apparent absence of large-scale meta-analyses in recent literature (2022-2025) limits con-

fidence in the consistency of neuroscientific findings across studies. Individual studies often employ 

different definitions of compassion, making the synthesis of findings challenging. Future research 

requires standardized paradigms and larger, more diverse samples to establish robust neural markers 

of compassionate care. 

 

Measurement and Assessment of Compassionate Care 

Instruments and Validity Evidence 

The Sinclair Compassion Questionnaire (SCQ) represents the most comprehensively validated 

patient-reported measure of compassion in healthcare [15]. Developed through extensive qualitative 

research with patients experiencing serious illness, the SCQ demonstrates strong psychometric pro-

perties across multiple healthcare contexts. The instrument measures three domains: recognition and 

understanding of suffering, empathetic concern and connection, and action to help [16]. 

Recent validation studies demonstrate the SCQ's reliability and validity across diverse cultural 

contexts, including Spanish, Italian, and Brazilian populations [17,18,19]. These cross-cultural vali-

dations reveal both universal elements of compassion perception and culture-specific variations in 

expression and evaluation. The Spanish validation study (n = 301) demonstrated excellent internal 

consistency (Cronbach's α = 0.95) and strong convergent validity with related constructs [17]. 

The Italian validation in palliative care settings (n = 200) confirmed the three-factor structure, 

while revealing cultural variations in the relative importance of different compassion domains [18]. 

Brazilian validation work highlights challenges in translating compassion concepts across linguistic 

and cultural boundaries, requiring extensive adaptation of item wording and response formats [19]. 
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Alternative Measurement Approaches 

The Schwartz Center Compassionate Care Scale offers a provider-focused assessment tool, 

which measures healthcare professionals' perceptions of compassionate care in their work environ-

ments [20]. This 12-item instrument demonstrates adequate reliability but requires further validation 

across diverse healthcare settings and cultural contexts. 

The Jefferson Scale of Empathy, while not specifically measuring compassion, provides a re-

lated assessment tool that has been extensively validated across healthcare professions and cultural 

contexts [21]. Recent validation work in Croatian nursing students demonstrates the scale's applica-

bility beyond its original development context while highlighting the need for cultural adaptation of 

empathy and compassion measures [22]. 

 

Measurement Challenges and Limitations 

Current compassion measurement approaches face several limitations. Patient-reported mea-

sures may be influenced by social desirability bias, particularly in healthcare settings where patients 

may feel pressure to provide positive evaluations. Provider self-report measures may not accurately 

reflect actual compassionate behavior as perceived by patients. 

The lack of behavioral observation measures represents a significant gap in current assessment 

approaches. While patient and provider perceptions of compassion are important, objective measures 

of compassionate behavior would strengthen the evidence base for compassion interventions. Addi-

tionally, most current measures focus on individual-level compassion rather than organizational or 

system-level factors that enable or constrain compassionate care. 

 

Cultural Adaptation and Global Implementation 

Cross-Cultural Variations in Compassion Expression 

Compassion expression varies significantly across cultural contexts, requiring careful adapta-

tion of both measurement instruments and intervention approaches. Research in collectivist versus 

individualist societies reveals different emphases in compassion conceptualization and expression 

[23]. Collectivist cultures may emphasize family involvement and community support, while indivi-

dualist cultures focus more on provider-patient dyadic relationships. 

Healthcare systems in different cultural contexts face varying implementation challenges. In 

resource-limited settings, compassion initiatives must address basic infrastructure needs alongside 

relationship-building approaches. High-resource settings may face different challenges related to 

technological medicalization and time pressures that limit interpersonal connection opportunities. 

 

Implementation Case Studies 

Scandinavian Model: Nordic healthcare systems have integrated compassion training into 

mandatory continuing education requirements, demonstrating institutional commitment to compassi-

onate care [24]. These programs emphasize reflection, peer support, and organizational culture 

change alongside individual skill development. 

Japanese Healthcare: Integration of compassion concepts with traditional healing philoso-

phies demonstrates successful cultural adaptation of Western compassion frameworks [25]. Japanese 

healthcare systems emphasize group harmony and hierarchical respect while maintaining focus on 

patient suffering alleviation. 

Sub-Saharan African Contexts: Community-based healthcare models in several African 

countries integrate traditional healing approaches with contemporary compassion frameworks, em-

phasizing extended family involvement and community support systems [26]. 
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Cultural Adaptation Challenges 

Successful cultural adaptation requires more than the translation of existing instruments and 

interventions. Deep cultural engagement is necessary to understand how concepts of compassion 

align with or conflict with existing healthcare traditions and social structures. Power dynamics, gen-

der roles, and communication patterns vary significantly across cultures and must be considered in 

adaptation efforts. 

The risk of cultural imperialism in global compassion initiatives requires careful attention to 

local leadership and community input in program design and implementation. Imposed models of 

compassionate care may conflict with existing cultural practices and ultimately undermine rather than 

enhance care quality. 

 

Implementation Science and Organizational Change 

Systematic Implementation Barriers 

Healthcare organizations face multiple barriers to implementing compassion initiatives, despite 

widespread recognition of their importance. Resource constraints represent the most commonly cited 

implementation challenge, with organizations arguing that compassion training and culture change 

initiatives require investments that compete with other clinical priorities [27]. 

Time pressures in clinical practice create structural barriers to compassionate care delivery. 

Healthcare providers report that productivity expectations and documentation requirements limit op-

portunities for meaningful patient interaction [28]. These systemic pressures may undermine com-

passion initiatives unless addressed through organizational policy changes. 

Organizational culture represents another significant barrier to implementation. Healthcare sys-

tems with hierarchical structures and blame-oriented cultures may resist compassion initiatives that 

emphasize vulnerability, reflection, and mutual support [29]. Leadership commitment and modeling 

are essential for successful culture change initiatives. 

 

Evidence-Based Implementation Strategies 

Multi-level Interventions: Successful compassion initiatives address individual, team, and or-

ganizational levels simultaneously. Individual training programs must be supported by team-based 

practices and organizational policies that reinforce the values of compassionate care [30]. 

Leadership Development: Healthcare leaders require specific training in compassion-focused 

leadership approaches. Research demonstrates that leader behavior significantly influences organiza-

tional compassion climate and individual provider behavior [31]. 

Measurement and Feedback Systems: Regular assessment and feedback on compassion in-

dicators help maintain focus and demonstrate progress. Organizations implementing systematic me-

asurement report greater sustainability of compassion initiatives [32]. 

Peer Support Programs: Structured peer support approaches, including Schwartz Rounds and 

similar initiatives, provide sustainable mechanisms for maintaining compassion focus while addres-

sing provider emotional needs [33]. 
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Sustainability Challenges 

Long-term sustainability of compassion initiatives requires integration into organizational sys-

tems and processes rather than reliance on individual champions or temporary funding. Research 

demonstrates that compassion programs often decline after the initial implementation period unless 

they are embedded in ongoing organizational structures [34]. 

Staff turnover poses a particular challenge for compassion initiatives, as programs must conti-

nuously engage new personnel while maintaining a cohesive culture among existing staff. Organiza-

tions require systematic onboarding and mentoring processes to maintain a compassionate focus 

across staff transitions. 

 

Critical Analysis and Limitations 

Contradictions in Compassion Research 

The compassion literature reveals several unresolved tensions that limit the practical application 

of compassion. The relationship between individual compassion and organizational efficiency rema-

ins a contested issue, with some research suggesting potential conflicts between compassionate care 

and productivity demands [35]. Healthcare systems must navigate these tensions without clear evi-

dence-based guidance. 

The measurement of compassion faces fundamental philosophical challenges. Patient percep-

tions of compassion may be influenced by factors unrelated to provider behavior, including treatment 

outcomes, cultural expectations, and individual personality factors. Provider self-assessments may 

reflect social desirability rather than actual compassionate behavior. 

 

Methodological Limitations 

Most compassion research employs cross-sectional designs that limit causal inference about 

compassion interventions. Longitudinal studies with adequate follow-up periods are needed to esta-

blish the sustained effects of compassion training and organizational interventions. 

The predominance of self-report measures in compassion research creates potential bias in fin-

dings. Behavioral observation studies and objective outcome measures would strengthen the evidence 

base but remain rare in the literature. 

Sample diversity represents another limitation, with most research conducted in Western, high-

resource healthcare settings. Generalizability to other contexts requires systematic investigation 

across diverse populations and healthcare systems. 

 

Unresolved Questions 

Several critical questions remain unresolved in compassion research: 

1. What is the optimal balance between individual training and organizational change in 

compassion interventions? 

2. How do cultural factors moderate the relationship between compassion and patient 

outcomes? 

3. What are the long-term effects of compassion training on provider wellbeing and ca-

reer satisfaction? 

4. How can healthcare systems maintain a compassionate focus during crisis periods or 

resource constraints? 
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Future Directions and Research Priorities 

Methodological Advances 

Future compassion research requires methodological innovations to address current limitations. 

Mixed-methods longitudinal studies with adequate sample sizes and diverse populations would stren-

gthen evidence quality. Development of behavioral observation measures and objective outcome in-

dicators would complement existing self-report approaches. 

Implementation science frameworks should guide future intervention studies, with a focus on 

contextual factors, adaptation processes, and sustainability mechanisms. Systematic evaluation of 

cultural adaptation approaches would inform global implementation efforts. 

 

Theoretical Development 

Integration of care ethics theory with implementation science frameworks represents a promi-

sing direction for theoretical advancement. This integration could provide a more comprehensive 

understanding of how philosophical commitments to compassionate care translate into sustainable 

organizational practices. 

The development of ecological models that account for individual, interpersonal, organizatio-

nal, and societal factors influencing compassionate care would advance both theoretical sophistica-

tion and practical application. 

 

Practice Implications 

Healthcare education programs require systematic integration of compassion training across all 

health professions. This integration should include theoretical foundations, practical skills deve-

lopment, and reflective practices that support ongoing professional development. 

Healthcare organizations require evidence-based frameworks for evaluating and enhancing the 

compassion climate. These frameworks should address policy, practice, and culture dimensions while 

providing practical guidance for implementation and sustainability. 

 

CONCLUSIONS 

This interpretive synthesis reveals compassionate healthcare as a complex phenomenon that 

requires the integration of theoretical understanding, empirical evidence, and practical implementa-

tion strategies. Care ethics frameworks provide robust philosophical foundations that emphasize re-

lationality, responsiveness, and institutional accountability. Neuroscientific research has demonstra-

ted the neuroplasticity of compassion-related brain networks, although the clinical implications re-

main unclear. 

Validated measurement instruments enable systematic assessment of compassionate care, 

though cultural adaptation challenges persist. Implementation science reveals multiple barriers to 

compassion initiatives, including resource constraints, time pressures, and organizational culture fac-

tors. Evidence-based implementation strategies exist but require adaptation to specific organizational 

contexts. 

Critical analysis reveals several unresolved tensions and methodological limitations that cons-

train the practical application of compassion research. Future research priorities include methodolo-

gical advances, theoretical development, and systematic evaluation of implementation approaches 

across diverse cultural contexts. 

Healthcare systems seeking to enhance compassionate care must address individual, interper-

sonal, and organizational factors simultaneously while remaining attentive to cultural variations and 

implementation barriers. The integration of philosophical commitment with empirical evidence and 
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practical implementation strategies offers the most promising approach to advancing compassionate 

healthcare practice. 

The ultimate goal remains Jung's vision of authentic human connection in healing relationships, 

informed by contemporary understanding of the complex factors that enable or constrain such con-

nections in modern healthcare systems. Achieving this goal requires sustained commitment to rese-

arch, practice improvement, and organizational change that prioritizes compassionate care as both a 

moral imperative and a clinical necessity. 
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