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Abstract
Background There was a substantial documented call for healthcare professionals to provide compassionate care 
during the COVID-19 pandemic and significant criticism voiced when it was lacking. This study aimed to explore 
perspectives on compassionate care among healthcare professionals providing care during the COVID-19 pandemic. 
The study focuses on healthcare professionals who participated in a wide range of COVID-19 measures, including 
testing, quarantine, diagnosis, and care provision (patients with COVID-19 or patients with other illnesses and 
comorbid with COVID-19).

Methods A qualitative design with an interpretative phenomenological analysis approach was used. Twenty 
frontline healthcare professionals (15 nurses and five physicians) who had worked in COVID-19 facilities in China were 
interviewed individually.

Results Participants stated that a commitment to ‘offering oneself’ and ‘balancing the advantages/disadvantages’ 
in providing care during the pandemic were key to alleviate population-level suffering. On a personal level, they 
described a desire for obtaining ‘mutual support’ and improving ‘professional competencies’ to safeguard their 
physical and mental well-being. Two professional competencies were notable: coping with grief and implementing 
infection control across the organization. Additionally, they emphasized the importance of receiving support from the 
health care organization, the public, and leaders in creating an ‘environment conducive to fostering compassionate 
care.’

Conclusion Healthcare professionals recognized the centrality of compassionate care during the pandemic which 
entailed a commitment to offering themselves, the balancing of advantages and disadvantages in order to find 
the best solution, as well as the need to safeguard themselves using professional competencies. Such findings can 
enrich the contemporary understanding of compassion, including when it is lacking. Support from the healthcare 
organization, the public, and leadership were crucial in fostering compassionate care in healthcare professionals 
during the pandemic and in moving the field forward in the future.
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Introduction
Compassionate care (CC) is a core ethical principle of 
care among healthcare professionals (HCPs) in provid-
ing quality care [1], which is highlighted in codes of eth-
ics [2], practice guidelines [3], and health policies [3, 4]. 
It refers to an inner feeling of another person’s suffering 
and the action of helping [5, 6]. Evidence suggests provid-
ing CC not only benefits patients but also has reciprocal 
benefits for HCPs. Compassionate care is associated with 
improved patient compliance, enhanced therapeutic rela-
tionships, increased satisfaction with care, and positive 
patient outcomes [1, 6, 7]. In providing CC, HCPs also 
report feeling accepted and appreciated by patients and 
colleagues, expressing reduced stress level, and having a 
higher sense of social safeness, and experiencing profes-
sional growth [8, 9].

Despite the recognized importance of CC, there are 
inherent difficulties in describing, exploring, or investi-
gating this concept. Previous studies have explored HCP’s 
perspectives on CC among newly qualified nurses [10], 
nurses from palliative care settings [11], oncologists [12]. 
These studies agreed the importance and definition of 
CC, as well as acknowledged the challenges in mandating 
CC as the expression of CC by HCPs and the perception 
by patients can vary, and multiple factors could interfere 
with its delivery [6]. Providing CC during the pandemic 
presented additional complexities. HCPs were expected 
to risk their own health and wellbeing to deliver efficient, 
effective, and compassionate care amidst tremendous 
workplace pressure and pandemic-related restrictive 
measures [13]. While the general public was advised to 
avoid contact, HCPs were expected to directly engage 
with patients at risk of or infected with the virus. They 
had to address patient needs despite limited resources 
and emotional toll of witnessing high patient acuity and 
death rates [14]. Prolonged exposure to such stressful 
and threatening work environments may have impaired 
HCPs’ capacities to provide CC [15], which may explain 
why patients increasingly reported receiving care that 
lacked compassion and considered it as a crisis standard 
of care [16, 17]. 

When exploring CC during the pandemic, it is impor-
tant to understand that individuals perceive CC differ-
ently, and even the same individual might perceive CC 
differently according to the occasion/context [18]. In 
normal circumstances, in-person therapeutic encounter 
allows the flow of compassion both within and between 
individuals [1], and CC is expressed by HCPs through 
genuine concern, therapeutic communication, whole-
hearted encouragement, and a warm presence that 
involves high levels of interpersonal interaction [19, 20]. 
However, during the pandemic, both HCPs and patients 
may have experienced frequent emotional reactions such 
as fear and uncertainty, exacerbated by a substantial 

decrease in human-human interaction, due to distancing 
and protective measures used in hospitals. Foreseeably, 
patients may have expressed appreciation for the sacrifice 
and efforts of HCPs and perceived a low level of interac-
tion quality, communication, and perceived CC [18].

Limited empirical study has explored the experiences 
of frontline HCPs in providing CC during the pandemic. 
One qualitative study explored the influence of the pan-
demic (e.g., working while wearing PPE) on providing 
CC. Results revealed that COVID-19 has strongly and 
negatively affected their ability to deliver CC, resulting in 
moral injury and psychological difficulties [21]. Indeed, 
individuals who have experienced prolonged exposure 
to threatening and stressful working environments may 
have impaired CC competencies [22]. However, focusing 
on the effects of the pandemic on CC may yield findings 
that are negative in nature. It is increasingly recognized 
that compassion is emotionally protective and unlikely 
to cause burnout, and an array of factors/contexts may 
interfere with the capacity to express compassion [6]. To 
some extent, the pandemic was ripe for CC because suf-
fering is a precondition for compassion to unfold [6].

In China, the perspectives on CC among healthcare 
professionals during the pandemic remains unclear. Ethi-
cal guidelines that are responsible for providing ethical 
directions in the core value of healthcare practice (Guid-
ing Opinions on Establishing a System for Evaluating the 
Medical Ethics of Healthcare Professionals) do not pro-
vide clear description of CC [23]. One study explored 
Chinese nursing students perspectives on CC before 
the pandemic, stating the importance of empathy, com-
municating compassion, addressing individual needs 
[5]. Given the lack of information on CC among Chinese 
HCP during the pandemic, this study aimed to explore 
the perspectives of providing CC among frontline HCPs 
during the COVID-19 pandemic, where suffering was 
prevalent. It provides an ideal environment to expand the 
understanding of CC, how it is challenged, and to gener-
ate practical recommendations for future pandemic prep-
aration. The study interviewed HCPs who participated in 
a wide range of COVID-19 measures, including testing, 
quarantine, diagnosis and care provision (patients with 
COVID-19 or patients diagnosed with other illnesses and 
comorbid with COVID-19).

Methods
Design
A qualitative design was used involving interpretative 
phenomenological analysis (IPA) that embraces phenom-
enology, hermeneutics, and idiography [24]. The aspects 
of phenomenology, hermeneutics, and idiography at 
the core of IPA focus on offering insights into how per-
sons in a given context make sense of a given situation/ 
lived experience. These central tenets were considered 
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congruent with the current study as this study sought to 
illuminate the experiences of HCPs regarding compas-
sionate care provision during the pandemic. The aim of 
IPA was to explore the HCPs’ views as insiders and rec-
ognizes that researchers can reveal the insiders’ world 
through a process of interpretative activity [25]. This 
method highlights the dynamic and interactive charac-
teristics of the data analysis process with both research-
ers’ and participants’ interpretations of the phenomenon 
being considered. It allows researchers to explore how 
participants understand their lived experience, which is 
contextually and socially bound, through the researchers’ 
interpretations to acquire reflective meaning of the par-
ticipants’ experiences [26].

Participants
Clinical HCPs (physicians and nurses) who worked in 
COVID-19 facilities in the past six months, such as des-
ignated COVID-19 treatment hospitals, inpatient units 
admitting COVID-19 patients, COVID-19 testing and 
screening facilities, fever clinics for COVID-19 diagno-
sis, and vaccination centers in Wuhan, China, were eli-
gible. The inclusion of HCPs from different COVID-19 
facilities was due to the extensive staff deployment dur-
ing the pandemic, where professionals from different 
departments were reassigned to support the COVID-19 
frontline. This study recruited physicians and nurses who 
provided direct patient care in COVID-19 facilities. The 
rational for this selection was based on the understand-
ing that compassion is embodied and imbedded within 
the interpersonal context, encompassing the process of 
noticing, feeling, and acting to ease the patient suffer-
ing [27]. To maximize sample variation, HCPs with dif-
ferent socio-demographic backgrounds were recruited. 
The exclusion criteria were: HCPs in non-clinical roles 
in the back office and worked in COVID-19 facilities for 
less than two weeks (to ensure sufficient experiences in 
delivering CC and receiving feedback, as the COVID-19 
incubation period lasts for 14 days).

Sampling, sample size, and recruitment
A combination of purposive sampling and snowball sam-
pling methods was used. This was due to the difficulty 
of recruiting participants, especially HCPs, during the 

pandemic [28]. The researchers disseminated the study 
information through research recruitment posters, social 
media, word of mouth, and peer referrals. Sampling ade-
quacy was determined by the data saturation principle 
that two interviews were conducted after no new findings 
emerge in the interviews, attempting to confirm satura-
tion [29].

Ethics considerations
Ethics approval was granted by the ethics committees of 
Shanghai University (ECSHU2022046). Participants were 
told that they had the right to withdraw without any prej-
udice. Their confidentiality was protected in that no real 
name or name of the institution was collected, and data 
were accessible to the researcher for research purposes 
only. Written informed consent was obtained.

Data collection
The data collection was conducted from May 2022 to 
December 2022. In-person and video-call interviews 
(e.g., Zoom) were used according to participants’ prefer-
ences. An appointment was made for HCPs who agreed 
to participate, and interviews were conducted in a com-
fortable and private setting with minimal interruption. 
This allowed the conversation to happen in a natural 
setting, for example, in participants’ homes or quiet gar-
dens, within the context where the phenomenon occurs 
as part of the phenomenon itself (Babchuk, 2019). During 
the interviews, the principal investigator (female nurse 
with a doctoral degree in nursing) and another researcher 
followed the interview guide in asking open-ended and 
probing questions (see Table  1). The research questions 
were generated based on researchers’ previous research 
experiences in CC and a literature review regarding pro-
fessionals’ experiences during the pandemic. Each inter-
view was audio-recorded and lasted between 30 and 
60 min. Field notes were documented during and imme-
diately after the interview.

Data analysis
The IPA was used. The researchers conducted verbatim 
translation and checked it against the recordings for 
accuracy. The researchers familiarized themselves with 
the transcripts by reading, rereading, and contempla-
tion to immerse in the data, understand the interview 
holistically and identify meaningful words, phrases, or 
sentences. Nvivo was used for data management. The 
researchers made initial codes for the content and inter-
pretations of participants’ transcripts. Data were coded 
line-by-line where margin notations with labels were 
made, and the referenced text was highlighted. Coding 
was performed as a cyclical process. The initial codes 
were modified and refined over the analysis period. 
The researcher analyzed the relationships across the 

Table 1 Interview guide
1. How would you describe/define compassionate care (CC) during the 
pandemic?
2. Describe a situation, when you feel you or other HCPs have carried 
out CC when caring for a patient during the pandemic.
3. Describe a situation, if there has been one, when you feel CC was 
missing during the pandemic.
4. What are the barriers to providing CC during the pandemic?
5. What are the facilitators for providing CC during the pandemic?
6. Any suggestions for improving CC among HCPs?
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codes and gathered the same ideas into sub-themes and 
themes. The sub-themes and themes were cross-checked 
with the transcripts for consistency. Consensus over cod-
ing and theme generation was attained through ongoing 
discussion among the researchers.

Trustworthiness
The rigor of this study was ensured by following the five 
rigor principles of IPA [30]. Balanced integration was 
ensured by continually comparing the themes against the 
transcripts to ensure the interpretations were grounded 
in participants’ narration. Openness was improved by 
ensuring transparency, that researchers reviewed the 
analysis and interpretation until reaching a consensus. 
Concreteness was obtained by supporting the research 
findings with verbatim transcripts to position readers in 
the participants’ context. Resonance and actualization 
were improved by relating the study findings to implica-
tions on the research and clinical practice.

Results
Twenty frontline HCPs participated in this study, includ-
ing fifteen nurses and five physicians. In terms of their 
roles during COVID-19, six participated in polymerase 

chain reaction (PCR) testing for COVID-19, four worked 
in hospital units admitting COVID-19 patients, three 
worked in designated COVID-19 hospitals, three worked 
in fever clinics for COVID-19 diagnosis, three worked in 
a COVID-19 intensive care unit (ICU), and one worked 
in a community COVID-19 quarantine center. There was 
a lack of participants from vaccination centers during 
study recruitment since most Chinese (88%) had received 
two doses of vaccine by March 2022 [31]. The average age 
was 31.58 (SD = 4.1) years; a majority (65%) were female. 
One participant had diploma education, ten had bach-
elor’s degrees, eight had master’s degrees, and one had a 
doctoral degree, with an average length of work experi-
ence of seven years. The detailed participants informa-
tion is presented in Appendix 1.

The themes from the interviews were ‘offering oneself ’ 
which stands at the core of CC, and was embodied by 
‘obtaining mutual support,’ ‘balancing CC and contain-
ment measures,’ ‘improving professional competencies,’ 
and ‘creating an environment conducive to CC.’ More 
illustrative quotes are presented in Table 2.

Offering oneself
Offering oneself: obligation and dedication
Most participants described experiences of CC as ‘volun-
tarily offering themselves’ to alleviate the suffering (e.g., 
infection and death) associated with COVID-19. They 
delineated CC during the pandemic as a shared commit-
ment and responsibility among health professionals to 
live-out the principle of ‘if not me, then who’. Participants 
described the challenges associated with offering them-
selves in the context of rapidly increasing infected patient 
loads, healthcare system crisis, facing the unknown or 
even death.

I kept observing statistics and reports of COVID-19. 
It was very bad. I felt I should go to the frontline, 
instead of staying at home to write articles. After I 
went to the frontline, I felt more at ease. (COVID-19 
ICU, nurse)
During the pandemic, I can accept extra workload 
that is beyond my role when my colleagues and 
leaders need me. (PCR testing, nurse)

Self-sacrifice for the greater good
According to participants, they tried to offer themselves 
to patients beyond a specific cohort and attempted to 
extend themselves to the population, as a whole. Thus, 
some participants regarded offering themselves during 
the pandemic as self-sacrifice for the benefit of not only 
their patient, but the community or the country—the 
greater good. Some participants linked this gesture of 
offering oneself to potential/indirect benefits for their 

Table 2 Additional quotations to support the themes
Theme/subtheme Quotes
Offering oneself
Self-sacrifice for the greater 
good

How many times in a person’s life do you 
encounter a situation where our country 
needs you? I signed a waiver of assumption 
of risks and indemnity agreement to do 
this. (COVID-19 in-patient unit, nurse)

Mutual understanding In our quarantine center, I tried to satisfy 
their physical and mental needs. And 
they would be more cooperative with 
the regulations. Not just telling them ‘you 
should……’. (Quarantine center, physician)
The most touching thing is that the 
relationship is closer in our department. 
We are more like family now, after all, we 
have experienced life and death together. 
We promised to go in together, come back 
together alive, and we just need to be safe 
and sound. (COVID-19 inpatient unit, nurse)

Balancing CC and con-
tainment measures

In our ICU, resources were limited. If we 
were busy and patients wanted to talk, we 
would prioritize pharmacological treat-
ment over chatting with them. We have to 
admit our limitations and focus on more 
crucial things. (COVID-19 ICU, physician)
Physical violence may happen if we rein-
force the policies aggressively (PCR testing, 
physician).

Creating an environment 
conducive to CC

We were not specialized in infectious 
diseases and were unprepared for the pan-
demic. Our leader kept telling us the steps 
and tips and everything became more and 
more standardized. (PCR testing, nurse)
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loved ones who might be spared from the infection. 
Some participants stated that they felt the pandemic fos-
tered a self-effacing, collective, and altruistic mentality in 
the healthcare system and the world more broadly.

It’s a shared commitment. Both I and my wife (a 
nurse) joined the frontline. Sacrifice small families to 
protect the big community. (PCR testing, physician)
I think when facing the pandemic, you see hope and 
the good side of humanity. People bravely share 
responsibilities to fight the pandemic in a selfish 
modern world. (Fever clinic for diagnosis, nurse)

Nonetheless, some participants shared situations where 
they or their colleagues withdrew themselves from CC 
provision due to their heavy workload or a need for self-
protection. At the same time, participants were unwilling 
to harshly criticize this self-withdrawn attitude/behavior 
because they also expressed an understanding that work 
stress during the pandemic could prohibit CC. Several 
participants mentioned avoiding CPR as an example.

I think I did not do well in compassion. When we 
just started to admit COVID patients, it was new 
to us, and I generally did not want to be so close to 
them. They did not wear masks and were on venti-
lators. This seemed quite contradictory. (COVID-19 
hospital, nurse)
Talking about a lack of CC, it comes to me when 
encountering dying patients who require CPR. We 
would normally perform it, but during the pan-
demic, we did not (to avoid transmission). (COVID-
19 ICU, nurse)

Mutual understanding
Participants elaborated on the importance of mutual 
understanding in providing CC during the pandemic: 
standing in other’s shoes (e.g., colleagues, patients, gen-
eral public) despite the self-risking nature of care pro-
vision, constant containment policy changes, extreme 
working environments (e.g., fieldwork wearing PPE), and 
vast care demands in providing CC. They expressed that 
they were willing to risk their own wellbeing in order to 
enhance the wellbeing of others. And they also wished 
for and appreciated others who were involved in the 
pandemic (e.g., leaders, colleagues, patients, public) and 
could reciprocate with understanding to foster CC. They 
shared various scenarios among HCPs or between pro-
fessionals and patients where they provided CC through 
the expression of mutual understanding and support. 
Many participants appreciated the mutual understand-
ing among colleagues such as understanding the dif-
ficulty in cooperating with sudden staff deployment, 

negative emotions (uncertainty, anxiety, fear), unfamiliar 
work environment, new infection control workflow, and 
resource restraints. Such mutual understanding was con-
sidered crucial in equipping themselves with the courage 
and professional skills to provide CC.

I talked to my peers whenever I got frightened to fig-
ure out how to set the room: clean area and semi-
contaminated area; how to prepare myself when 
crossing those areas. (COVID-19 hospital, nurse)
When fully equipped with PPE and N92 mask, it’s 
hard to breathe. I often had colleagues who started 
vomiting after working for a while and had to hold it 
until another colleague took over the shift (COVID-
19 inpatient unit, nurse).

They also appreciated receiving mutual understanding 
and support from their patients when CC was provided. 
Participants elaborated that the heavy workload due to 
the pandemic required them to integrate infection con-
trol standards into every procedure, including but not 
limited to, ward management with multi-zones (clean 
area, observation area, quarantine area), surgery proce-
dure and PCR testing. Participants sincerely wished that 
patients would show understanding by allowing profes-
sionals to explain procedures, cooperate with them and 
trust them. They also shared some incidences where 
patient reciprocated compassion through expressions of 
gratitude, helping staff by cleaning their room, compli-
menting the CC behaviors on social media, and verbal 
affirmations.

We all know pandemic containment is not easy, 
when everyone should use personal protection, avoid 
crowds, and follow surveillance protocol. Mutual 
understanding, please. It’s hard work for us. We 
understand patients, and they should understand 
us. (COVID-19 ICU, nurse)
Our ICU unit was redesigned to admit severe 
COVID-19 patients. No visitors/caregivers allowed, 
which means patients could not access food and 
daily life necessities. So we HCPs shared our meals 
and necessities with them. Later, when they became 
mobile; they helped us like cleaning. (Nurse)

When mutuality of understanding was lacking, partici-
pants shared complex and contradictory feelings that 
they would feel bad about patients, doubt/blame them-
selves, and at the same time defend themselves.

I have been working in this quarantine center for 
two months, every day staying in my room alone. 
I should have changed to another position by one 
month. I understand the staffing shortage, but it 
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was not good for my mental health. In the worst 
moments, I would wonder if you have forgotten 
about me and the fact that there is still someone 
here. (Quarantine center, physician)

Balancing compassionate care and containment measures
Participants unanimously shared that reinforcing restric-
tive pandemic containment measures are crucial and 
should be carried out with compassion to weigh and bal-
ance the advantages and disadvantages for each individ-
ual. Following those measures was essential to save lives 
and reduce suffering and could be considered an expres-
sion of compassion. However, there is a need to con-
sider the impact of these measures on the individual and 
compassionately implement them. Participants shared 
that pandemic protocols can lead to patient isolation, 
disruptions in lifestyle, and health problems (e.g. stress). 
Participants expressed that providing CC requires that it 
be done with thoughtful consideration to decrease risks 
to the patient’s health. For instance, participants shared 
how pandemic practices such as needing to be fully con-
tained in PPE and barring visitors exacerbated patients’ 
sense of social isolation. This issue was amplified in psy-
chiatric units, where participants shared that patients 
often rejected them when they wore PPE or became frus-
trated when family visitors were prohibited. Participants 
also shared that patients were angry and non-cooperative 
with the containment policies, such as mandatory quar-
antine, mandatory PCR tests, travel restrictions, and 
having no visitors. Participants emphasized the need to 
be compassionate in implementing policies to prevent 
conflict.

I wear PPE, and then patients would be scared and 
say do not touch me. One (patient with schizophre-
nia) rejected assessment and treatment from us 
very vigorously. Our last resort is to use physical 
restraint. It hurts their dignity but we have to pro-
vide assessment and treatment and wear PPE. (Psy-
chiatric unit admitting COVID-19 patients, nurse).
Rules are dead, people should be flexible. We rein-
forced no-visitor rules, and family members were 
worried. We would create short videos of patients for 
their families to comfort them. (COVID-19 hospital, 
nurse)

Participants expressed that a patient’s health status, 
education level and socioeconomic background could 
influence their perception of and appreciation for CC. 
Professionals could tailor their approach to that patient’s 
care to provide the best care.

Be thoughtful to the risk population, like older 
adults or pregnant women. Address their concerns 
adequately. (PCR testing, physician)

They also shared situations where professionals were 
harsh in reinforcing the pandemic containment mea-
sures and they regarded such incidences as examples of 
non-compassionate.

An advanced-stage cancer patient was admitted 
to our emergency department. She was wearing an 
oxygen mask. A nurse performed a throat swab to 
test for COVID-19 and the patient was having dif-
ficulty breathing, her oxygen saturation kept drop-
ping and the nurse continued with the nasal swab. 
I really do not understand the point of insisting on 
a nasal swab. (Emergency unit admitting COVID-19 
patients, nurse)

Professional competencies in pandemic coping
Participants emphasized the professional competencies 
that enabled them to personally cope with workplace 
stress during the pandemic and to deliver CC. Two com-
petencies were highlighted by participants to help them 
safeguard themselves mentally and physically in provid-
ing CC: coping with grief and implementation of infec-
tion control protocols throughout the organization.

You have to show your professionalism. You have to 
provide CC and explain your care actions. You have 
to show how carefully and diligently you followed the 
procedures. Then they would believe the necessity of 
your work. (Fever clinic, nurse).
You have to be professionally competent and confi-
dent. You are leading the team to provide care. Then 
you won’t be panicking or defeated easily. (COVID 
ICU, physician)

Coping with grief
Participants stated the importance of coping with grief in 
CC by recalling sad memories where care was limited by 
the complexity of the pandemic and subsequent adverse 
events or even patient death. They also shared disheart-
ening events where colleagues died due to COVID-19.

Suddenly we are so close to death, sometimes 
patients or family members just die. Words 
appeared to be meaningless. (Nurse, inpatient unit 
admitting COVID-19 patients)
A professor-level physician in our hospital, had been 
entrusted with more medical responsibility and 
resources, suddenly died due to COVID. This was 
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so disheartening. His today can be your tomorrow. 
When you wear your uniform, you put everything 
behind you (Nurse, fever clinic for diagnosis).
We discharged a patient who was hospitalized here 
twice. Later, he couldn’t access healthcare services. 
During the pandemic, he died. We heard the news 
and we remembered him; everyone was low in spirit. 
(PCR testing, nurse)

Implementing infection control across the organization
The participants emphasized the importance of imple-
menting infection control measures across the orga-
nization. They suggested standardizing the physical 
environment, such as setting up negative pressure rooms, 
and clinical workflow/protocols to reduce suffering and 
death. By implementing consistent and effective infec-
tion control measures, professionals can minimize the 
risk of transmission and ensure that patients receive CC 
promptly.

The workflow should be standardized, when we iden-
tified positive cases, we need to make sure no spread 
within the center and ensure timely referral. (Quar-
antine center, physician)
It’s disheartening when people ignore the regula-
tions. Hospitalized patients are high-risk popula-
tions, and no visitors were allowed. But some fam-
ily members forcefully walked in. (Inpatient unit for 
COVID-19 patients, nurse)
The majority of the patients in our department got 
infected, and we needed a negative pressure room 
and professional PPE. (Nurse, psychiatric inpatient 
unit admitting COVID-19 patients)

Creating an environment conducive to compassionate care
Participants acknowledged the importance of a working 
environment conducive to flourishing CC, including a 
focus on the concept at the leadership and management 
level and recognition of activities that fostered CC. They 
appreciated the joint efforts of leaders and managers in 
combating COVID-19, especially when leaders joined/
witnessed the frontline work and supported the staff.

Our hospital has prioritized staffing in our ICU 
department. In a severe staffing shortage, the head 
nurses were redeployed to our unit to support us. We 
had four head nurses who joined us and worked day 
and night shifts. (COVID-19 ICU, nurse)
They shared a sense of pride when they or their col-
leagues received recognition from health/govern-
ment officials or the general public for their dedica-
tion.

Our team received city-level awards for our dedica-
tion. We were strongly supported in resources and 
staffing by our community and hospital. (Nurse, 
COVID-19 hospital)

Discussion
Participants demonstrated a broad view in defining and 
implementing CC and acknowledged the centrality of CC 
as a core value that should be practiced, but also helped 
sustain them as HCPs throughout this challenging period. 
The findings of this study demonstrate that HCPs viewed 
CC as an essential value, which is composed of intercon-
nected moral dimensions unified by a willingness to offer 
themselves to alleviate suffering. They equated CC with 
offering themselves, which was based on their obligation 
and dedication to the health of the population and being 
eager to use their professional capacity and ethos amidst 
a pandemic. In practice, this took the form of a desire 
to obtain mutual understanding, balance containment 
measures and CC in order to achieve the best outcome, 
enhance professional competencies, and the need for a 
conducive environment that allows HCPs compassion to 
flourish. This attitude of offering oneself echoes the core 
attributes of CC documented in the literature whereby 
awareness of a person’s suffering drives caring behaviors 
and attitudes [32]; but also, requires the dedication and 
self-sacrifice of the HCPs. The findings are consistent 
with the literature that reported HCP’s greater sense of 
CC during the pandemic and revealed that the system/
conditions challenge them to provide CC [18].

Additionally, HCPs felt it was important that profes-
sionals be personally vulnerable to enhance CC in patient 
care, while also being cognizant of the limitations of the 
medical system and the need for mutual understanding 
(between colleagues, patients, general public, and lead-
ers). They shared professional commitment to relieve 
suffering and saving lives by risking their health for the 
greater good, which called for mutual understanding. 
This affirms findings from other studies suggesting that 
compassion cannot be mandated, as it flows inwards and 
outwards, as well as reciprocally between individuals 
and the practice setting [33]. Prolonged workplace burn-
out may have impaired CC [5], which could explain the 
importance participants placed on mutual understand-
ing. These findings extend previous research reporting 
on the importance of vulnerability on the part of patients 
and understanding on the part of the HCPs. Findings 
show that recognizing professionals’ vulnerability is also 
important, as is understanding towards HCPs on the part 
of the patient. Interestingly, while compassion is non-
conditional, participants felt there were certain patient 
behaviors that enhanced their expression of compassion.
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Another key finding from this study was the impor-
tance participants placed on balancing CC and con-
tainment measures, which requires wisdom, critical 
thinking, flexibility, and individualized care in following 
regulations. The literature emphasizes the importance 
of HCPs recognizing the uniqueness of each individual 
and responding with compassion and tailored care [34]. 
However, this differs from the literature’s emphasis on 
emotional investments of showing warmth, reflective lis-
tening, using patient’s dialect, and individualized teach-
ing [5, 35], as the essentials during the pandemic became 
less emotionally invested. The key question centered on 
when to follow pandemic containment measures or fol-
low the clinical best practice protocol, and how to com-
bine both considerations and the challenges in conflicting 
situations. In other words, following pandemic protocols 
is CC, as well as bending the rules and not putting policy 
and procedure before the person. The findings differ from 
the literature that reported HCPs were providing crisis 
standards of care. Instead, the study revealed a shift from 
prioritizing patient satisfaction during regular times to 
focusing on patient survival during the pandemic. It may, 
to some extent, echo the literature relating CC to ‘tough 
love’ where professionals strategically help patients facing 
the harsh reality [36].

Further, the current findings demonstrated that HCPs 
included in this study strived to improve professional 
competencies to provide CC. Recognizing and respond-
ing to suffering with compassion are skills that are condu-
cive to their professional development [37]. None of the 
participants in the study associated CC with emotional 
drainage, as excessive emotional resonance with patients’ 
suffering can lead to burnout [38]. Instead, they empha-
sized improving professional competencies to safeguard 
themselves physically and mentally to enable CC. The 
key aspects were coping with grief while witnessing dete-
rioration and death and implementing infection control 
across the organization.

Healthcare professionals believe that leadership and 
managerial support play a crucial role in influencing 
the practice of CC [39]. It becomes more important for 
hospitals and clinics to cultivate a compassionate work-
ing culture to match with HCPs’ expressed competen-
cies in providing CC. In doing so, professionals did not 
need to compromise their personal values of CC in 
keeping performance in-line with institutional require-
ments during the pandemic. In concordance with lit-
erature, the findings suggest that fostering CC is not 
only dependent on motivating individual professionals 
or training in compassion skills but, rather, creating an 
organizational compassionate culture [40, 41]. With the 
increasing complexity of staffing deployment and role/
workload demands found in this study, this could impact 
the development and/or preservation of compassion 

among professionals. In other words, how professionals, 
in an unprecedented level of engagement, experienced 
compassion could largely determine how the healthcare 
system will face a pandemic in the future. Dedication and 
commitment from leaders, as well as recognition from 
the system and society, is the best reward for frontline 
professionals and crucial in shaping the attitude and ulti-
mate CC behaviors of current and future professionals.

The findings from this study revealed frequent men-
tioning on sacrifice for the greater good and extensive 
discussion of prevalent suffering compared to a previous 
study conducted in China before pandemic. The previous 
study revealed strong focus on empathy, communication, 
individualized care needs, and role modelling from senior 
nurses [5]. This shift in description can be explained by 
the widespread suffering caused by the COVID-19 pan-
demic, which has inspired HCPs to risk their own wellbe-
ing to meet the care demands of the healthcare system 
and public. Another noteworthy observation is that none 
of the participants mentioned the word “love” as a syn-
onym for CC when describing their feelings and actions 
related to CC. This may be influenced by Chinese cul-
ture, which tends to be reserved in expressing emotions 
or explicitly saying ‘love’ [42], which contrast with other 
studies that considered love as a moral attribute of com-
passion [32].

Implications
Healthcare professionals have recognized the importance 
of CC as an integral part of delivering quality care dur-
ing a pandemic crisis by committing themselves to the 
greater good of population health. However, it is crucial 
to acknowledge that fostering CC during a pandemic 
goes beyond merely training healthcare professionals. 
The institutional values and work environment of health-
care systems can serve as either obstacles or facilitators 
in promoting CC. In addition to healthcare professionals, 
the public also plays a significant role in understanding 
and having appropriate expectations of CC from health-
care providers during a pandemic. It is important for the 
public to be aware that infection control measures, nec-
essary to mitigate the spread of the virus, may impact the 
interpersonal aspects of compassion. This understanding 
can help manage expectations and ensure that the pub-
lic recognizes the efforts and commitment of healthcare 
professionals, even when the usual expressions of com-
passion (e.g., therapeutic touch) are altered due to infec-
tion control measures. The findings of this study provide 
valuable insights into the provision of CC during the 
COVID-19 pandemic and can inform future pandemic 
responses. It is essential to conduct more empirical stud-
ies to confirm these findings and explore the similarities 
and differences in the delivery of CC across diverse social 
and cultural settings.
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Limitations
One limitation of this study is that HCPs were recruited 
from diverse institutions with different professional 
qualifications, roles, and obligations, and thus the find-
ings may be too general to represent specific units (e.g., 
ICU unit). Despite achieving data saturation, this study 
only recruited five physicians whose views may be under-
represented. Additionally, two factors may limit the gen-
eralizability of the findings to the overall situation of CC 
during COVID-19. Firstly; this study included only HCPs 
and the perspectives of patients are missing. Secondly; 
the sampling method may attract professionals who are 
more passionate about compassion. Another limitation 
that would be interesting to explore is how the differ-
ences in socio-demographics, such as gender dimension, 
healthcare settings, and professional backgrounds shape 
CC experiences. Methodologically, the phenomenologi-
cal approach is to capture the experience in its entirety 
rather than a slice of it, because of which these aspects 
were under-addressed. More studies are need to allow 
more in-depth discussion regarding Asia/China context 
influence the operation of CC as current policies docu-
ments, ethics guidelines on CC are mostly generated in 
Western countries/healthcare settings.

Conclusion
Healthcare professionals recognized the centrality of CC 
during the pandemic. They shared competence in com-
passion by expressing their commitment/ willingness to 
risk their own wellbeing for the wellbeing of others and 
balancing containment measures and CC in order to find 
the best solution for patients. They also expressed the 
need to safeguard themselves using professional compe-
tencies to enable CC. Such findings enrich contemporary 
understanding of compassion, including when it is lack-
ing. Support from the healthcare system, the public and 
leadership is crucial in fostering compassion in HCPs 
during the pandemic and in improving pandemic man-
agement in the future.
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