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Cultivating organizational compassion in healthcare

Abstract: The compassion of healthcare workers towards patients is widely recognised, but
research suggests a dearth of compassion among co-workers. Indeed, workplace bullying and
negative employee outcomes are over represented in the healthcare sector (including burnout
and substantial staff turnover). In this paper we discuss the cultivation of compassion for
healthcare workers, using the lens of positive organizational scholarship (POS). Our concern
is not only with the individual level compassion (i.e. between employees), we also consider
how compassion can be cultivated systemically across healthcare institutions at the
organizational level. More specifically, we present a proposed NEAR Mechanisms Model of
Organizational Compassion as a tool for consciously cultivating workplace compassion in

healthcare organizations.
Keywords: compassion, group processes, bullying, healthcare, healthcare organizations.
INTRODUCTION

Healthcare organizations are places where doctors, nurses, allied health and administrative
personnel work diligently to mitigate the suffering of patients. Yet the act of providing
healthcare can be emotionally challenging and physically draining, particularly when
resources are scarce and time is stretched. In this context, disharmony can brew between
colleagues, and when a co-worker faces suffering the compassionate acts that are afforded to
patients are not necessarily extended to fellow employees. Workplace disharmony is a
particularly important consideration in the context of healthcare. Research has highlighted
instances of bullying and workplace harassment are generally more prominent among
healthcare workers, relative to other occupations (European Agency for Health and Safety at
Work [EU-OSHA], 2009). This paper seeks to reframe the issue of disharmony in the

healthcare workforce, with a particular focus on the power of organizational compassion.



Positive Organizational Scholarship (POS), as defined by Cameron & Caza (2004, p. 731),
accounts for “that which is positive, flourishing, and life-giving in an organization.” Since
first heralded in the American Behavioural Scientist dedicated edition (Volume 47, Number
6), organizational compassion has remained a key component of the POS field, yet
application of this concept to the context of healthcare remains nascent. In this paper we
propose that research findings on organizational compassion conducted over the past 15 years
(see overviews by Dutton & Workman, 2011; Dutton, Workman & Hardin, 2014; Lilius,
Worline, Dutton, Kanov & Maitlis, 2011; Worline & Dutton, 2017) can be readily extended
to the context of healthcare organizations. We propose a theoretical model not only as a
mechanism to enhance the positive and virtuous associations which society holds towards
healthcare and healthcare workers but also to resolve and overcome some of the challenges

(particularly workplace bullying and disharmony) frequently reported in such contexts.

A definition of compassion derived by asking healthcare providers about their understanding
describes compassion as: “a virtuous response that seeks to address the suffering and needs of
a person through relational understanding and action” (Sinclair et al., 2018, p. e019701). A
limitation of this definition is that it applies to the individual level and was generated within
the context of patient care. Our concern is with integrating compassion sociologically, at the
systemic organizational level; thereby including co-worker and workplace relationships, and
also the relationships formed between employees and their organization (Kanov et al., 2004).
Through this frame, the definition of organizational compassion most commonly cited
describes a four-part process of individual or collective: (1) Noticing of a colleague’s
suffering, (2) Empathising with the colleague’s distress, (3) Assessing to understand the
context and the causes of the colleague’s suffering, and (4) Responding with actions that are

aimed at alleviating the colleague’s suffering (NEAR) (Dutton et al., 2014; Simpson & Farr-



Wharton, 2017). These sub-processes and their application to healthcare, in addition to the

organizational mechanisms that support them, are explored in greater detail in the paper.

Organizational research has found that mutual efforts in alleviating a co-worker’s suffering
through compassionate relations confer significant benefits to individuals and organisations.
Included herein are: quickening post-trauma healing (Dutton, Frost, Worline, Lilius &
Kanov, 2002; Lilius et al., 2011; Powley & Cameron, 2006); enhancing of employees’ trust,
pride and commitment to the organization, and promotion of higher levels of employee
commitment, connection and motivation (Dutton, Lilius & Kanov, 2007; Frost, Dutton,
Worline & Wilson, 2000; Lilius et al., 2008; Simpson, Cunha & Rego, 2015); boosting
organizational performance (Cameron, Bright & Caza, 2004); and enhanced employee
perceptions of leadership effectiveness (Boyatzis, Smith & Blaize, 2006; Cameron, Mora,
Leutscher & Calarco, 2011; Crossan, Mazutis & Seijts, 2013; Dutton et al., 2002). In short,
the research literature attributes numerous individual and collective benefits to practices of
organizational compassion as a response to employee suffering. Most important for this
paper, within the healthcare context, compassion has been found to reduce the effects of
work-related stress, and also improve sleep quality and subjective health among nurses

(Zhang et al., 2018).

One of our starting assumptions is that healthcare workers enter the profession with virtuous
intentions to serve and support humanity with compassion (Eley, Eley & Rogers-Clark,
2010). Further, we assume that systemic institutional factors undermine this virtuous
intention (Crawford, Gilbert, Gilbert, Gale & Harvey, 2013). Scholars have observed that a
gradual decline in compassion within healthcare was precipitated by conscious efforts in the
1960s in the US and the UK to transition away from a vocational model towards a
professional model (Straughair, 2012a). This transition was accompanied by a concomitant

trend towards marketization where: “A market-driven and bureaucratised approach has



overtaken the values of care” (Bradshaw, 2009, p. 467); this has also been attributed to a
general rise in workplace stress that is faced by healthcare workers. Correspondingly, there
have been recent calls for a return to an ethic of care to address the negative associations that

have come to be associated with modern, market-driven care (Straughair, 2012a).

Facilitating compassion systemically by focusing on healthcare organizational level
considerations is one approach that may assist in enhancing an ethic of care, achieved by
establishing a more harmonious, supportive and positive workplace for care-givers. From
previous research, we know that specific systemic organizational factors can inhibit or
enhance organizational compassion (Dutton, Worline, Frost & Lilius, 2006). Inhibiting
factors include productivity pressures promoted through setting stretch goals, high power
distances and high levels of control (Hallowell, 1999). Imposed efficiency and productivity
pressures lessen the probability of co-workers recognizing each other’s suffering on account
of limitations on their available time for connecting and being present to learn more about a
colleague’s concerns and suffering. Bureaucracy and mechanisms of formal control also have
dampening effects on organizational compassion as they reduce employee capabilities for
self-organizing compassionate responses to co-worker suffering due to limitations on their
autonomy and freedom (Dutton et al., 2006). Hierarchy further undermines organizational
compassion by imposing distances that reduce individual inclinations for personally
identifying with other people’s pain, recasting suffering colleagues at lower levels in the

organizational hierarchy as ‘the other’ (van Kleef et al., 2008).

Our concern in this paper is with the four NEAR sub-processes of organizational compassion,
as well as the ten mechanisms that research suggests promote compassion within
organizations (Dutton et al., 2006). The ten mechanisms are grouped as two subcategories

comprising social architecture and compassion competencies. The six components grouped



under social architecture are: social networks, culture, roles, routines, leadership, and stories
told; while the four mechanisms grouped under compassion competencies that moderate

compassion responding are: speed, scope, scale and customisation.

Insert table 1

In this article, we explore the promotion of these ten mechanisms within the healthcare
context. In the next section, we explore the concept of organizational compassion and its real

and unrealised value in healthcare, before illustrating and explaining the model.

Promoting Compassion in the Professional Healthcare Context

Considering that compassion seems so much about what the healthcare profession entails, it
is surprising that research has found a high prevalence of workplace bullying among
healthcare workers (Atkinson & Jones, 2018). As an example from the Australian healthcare
context, a survey of 762 registered Australian nurses found that 61 per cent of respondents
reported experiencing at least two instances of bullying within the past 12 months (Allen,
Holland & Reynolds, 2015). Bullying is not restricted to nurses. A survey of 747 Australian
doctors found that 25 per cent had experienced some form of bullying within the past 12
months (Askew et al., 2012). An excuse for bullying in the healthcare setting is that strict
standards must be upheld. There is no place for mistakes when people’s lives are at stake.
Interestingly, research by Edmondson (1996) has found differences in assumptions within
patient-care teams about the social consequences of medication errors that have significant
implications for patient care. Some caregiver teams saw speaking up about the mistakes as

“natural and necessary” to set things right, while others saw it as “a last resort” (Edmondson,



1999, p. 352). The key variable informing these behaviours has come to be known as
psychological safety, “a shared belief that the team is safe for interpersonal risk taking”, or “a
team climate characterized by interpersonal trust and mutual respect in which people are
comfortable being themselves” (p. 354). In other words, high levels of psychological safety
are translated as better patient outcomes. Worline and Dutton (2017) have drawn upon this
work on psychological safety as evidence of the importance of workplace compassion

leading to enhanced workplace performance.

Governments and health institutions have paid considerable attention over recent years to
workforce and culture issues, adopting organizational policies and practices designed to
improve overall staff wellbeing (Francis, 2010). Initiatives have included advances to a wide
range of Human Resource Management (HRM) policies and practices; a focus on learning
and development programs; and grants and scholarships for staff research projects and
professional development. Yet, the care and compassion afforded for those staff involved in
the provision and administration of health services warrant more attention in keeping with the
profession’s unique and substantial emotional challenges. Work within this context is
challenging. Roles at all levels, from clinicians to administrators, necessitate interactions with
care receivers, which can be inspiring and uplifting, but also emotionally stressful, draining
and complex — leading to compassion fatigue (Figley, 1995; Sprang, Clark & Whitt-Woosley,
2007). The provision of quality care requires effective collaboration between teams and team
members, which also poses challenges as groups of people with positive but competing
purposes negotiate to achieve shared goals. Passionate personalities, power differences and
competing values can clash, creating tension and the potential for negative work acts such as
workplace bullying and harassment (Brunetto et al., 2016). Workplace suffering of this nature
undermines employees’ wellbeing, dignity, humanity and motivation, draining organizational

potential.



Organizational Compassion: A Fresh Approach

Efforts to address health sector conflict, disharmony and bullying, have traditionally been
negatively focused; based on reducing harm and managing risk, with limited demonstrated
effectiveness (Atkinson & Jones, 2018; Gillen, Sinclair, Kernohan, Begley & Luyben, 2017).
Approaches are categorised as primary (policies and action plans that seek to reduce the risk
of bullying), secondary (reactive strategies such as staff training, surveys and case resolution
processes) and tertiary (addressing the damages of bullying with agreements, counselling and
therapy) (World Health Organization, 2008). Comprehensive interventions incorporate
elements from all three levels. Best practice guidance recommends promoting awareness of
the problem amongst employees, so they embrace rather than resist any intervention;
promoting bullying as a problem of the work environment (rather than merely of individuals
within the environment); developing workplace codes of conduct that guide organizational
culture and leadership practices; and providing training on how to manage bullying cases.
Yet, the endurance of workplace bullying despite concerted efforts (Eurofound, 2015)
suggests the need for considering alternative approaches. Though well-intentioned, anti-
bullying efforts can make employees feel underappreciated, defensive, resentful and place

them under even greater strain.

It is possible to look at this issue from another perspective — that of promoting organizational
compassion, as per the approach of POS (Cameron, Dutton & Quinn, 2003; Cameron &
Spreitzer, 2012; M. P. Cunha, Rego, Simpson & Clegg, 2019). The literature linking
organizational compassion as the antithesis of workplace bullying is mostly implicit.
Cambridge University Professor Huppert (2017) has observed: “misconceived anti-bullying
programs ... have too often focused on the reduction of harm rather than the promotion of
kindness” (p. 230). Others have similarly recognised the value of a more positive approach.

Lutgen-Sandvik and Tracy (2012) suggest that “Focusing on workplace positivity,



compassion, resilience, energy, and wellness may help ameliorate workplace bullying and
other negative organizational phenomena like stress and burnout” (p. 36). Sheehan (1999)
also argues that “the evidence of bullying behaviours needs to be addressed. There is a need
for a new, more compassionate, caring, and capable management style” (p. 63). More
recently, in an opinion piece in the Sydney Morning Herald newspaper Trevor Danos,
chairman of the Northern Sydney Local Health District, and Dr Frank Daly, Oceania medical

director for Ernst & Young and a non-executive director of the Hush Foundation, wrote:

Compassion, kindness and empathy (and respect) are not just relevant to patients and
carers but are just as important in dealings between healthcare professionals. Now is
the time for the training of healthcare professionals at all levels to include these softer,

but no less important skills (Danos & Daly, 2018).

Building on these views we suggest that in contexts characterised by enhanced organizational
compassion there would be reduced incidents of workplace bullying. This suggestion has the
explicit support of a recent study which found that experiences of compassion among nurses
were negatively associated with experiences of workplace bullying (Zhang et al., 2018). Our
approach differs from other calls for compassion in the healthcare sector in that we shift the
full burden of responsibility for compassion away from the individual carer to include the
organization, arguing that compassion practices are facilitated or inhibited by organizational
elements. Our stance is that while the cultivation of compassion at individual level is
important, it is insufficient for cultivation of compassionate workplaces (Dutton et al., 2006).
We further advocate a broader compassion between caregivers and support staff, rather than
one that is primarily patient focused. Attending to the socio-material structures that
(de)legitimise organizational compassion values and practices is far more important

(Simpson, Cunha & Clegg, 2015). Taking such an approach is consistent with calls for a



structuration theory of safety culture (Groves, Meisenbach & Scott-Cawiezell, 2011), applied

to the context of providing for the safety of healthcare workers.

We also recognise that compassion is complex (Simpson, Clegg, Lopez, et al., 2014), and
even characterised by ethical conundrums (Gallagher, 2013), with some arguing that
compassion can undermine effective healthcare practice (Faust, 2009; Jeffrey, 2016;
Silverman, 2004). Issues of concern include sentimentality as well as the well-documented
issue of compassion fatigue among care-givers (Figley, 1995, 2002; Sabo, 2006). While these
arguments are beyond the scope of this paper, we hold that such concerns can be addressed,
for example, by recognising that compassion is paradoxical, laden with tensions between
sentimentality and rationality, weakness and strength, or individual feeling and institutional
policy (Araujo, Simpson, Marujo & Miguel, 2019; Simpson & Berti, 2019). Organizational
scholars hold that paradoxical tensions made salient can be synergistically integrated and
transcended to achieve even greater power than that achieved by emphasising any one of the
paradoxical poles (M. P. e. Cunha, Simpson, Clegg & Rego, 2018; Smith & Lewis, 2012).
Recommendations for transcendence within the context of organizational compassion include
Habermasian coordinated communicative action between different parties (Araujo et al.,
2019), as well as the cultivation of compassion in conjunction with additional positive virtues
of wisdom and courage (Simpson & Berti, 2019). The model we assert in this paper which
presents compassion as not just empathy (which is emotional and could be viewed as
sentimental) but also as assessing (cognitive and rational) as well as responding (which can
draw upon courage) is compatible with these recommendations. We next present an overview
of the organizational sub-processes and mechanisms with the objective of presenting a model

for developing organizational compassion within the healthcare sector.

Four NEAR Sub-processes and Ten Mechanisms

10



Noted above, the sub-processes of Noticing, Empathising, Assessing and Responding
(NEAR) to a colleague’s suffering form the foundation of compassion present in
organizations. Noticing a co-worker’s strains and struggles is the initial sub-process from
which the others unfold (Kanov et al., 2004). It begins with acknowledging a co-worker’s
struggles without yet forming an awareness of their suffering. Noticing initiates awareness,
either intuitively, through active listening or through information searching (Way & Tracy,
2012). Empathising, which tends the be the manner in which psychologists define
compassion, is enacted through fellow feeling or “suffering with” another person (Lilius et
al., 2011). In contrast to the cognitive focus of noticing, empathy is felt within the
(metaphorical) ‘heart’. Assessing comprises appraisals of the conditions and circumstances
causing a co-worker to suffer. In this fact-finding or sensemaking (Weick, 1995) process
evaluations are formed regarding the sufferer’s level of responsibility for their situation, and
is situated primarily in the (metaphorical) ‘head’. Important considerations include whether
or not the colleague ignored early warnings, their access to personal resources for addressing
their circumstances, and the compresence of contributing factors over which they have little
or no control (Simpson, Clegg & Pitsis, 2014). Responding is the enactment of practical ways
of mitigating a colleague’s suffering, through strategies of either eliminating, alleviating, or
at least helping with tolerating the pain (Lilius et al., 2011). Workplace responding generally
involves providing emotional, material, or scheduling flexibility support (Dutton et al., 2014;

Lilius et al., 2008).

Mechanisms. Dutton et al. (2006) analysed an empirical case of compassion following a fire
that affected organizational members revealing six principles of social architecture and four
compassion competencies that operate as organizational compassion mechanisms. Worline
and Dutton (2017) have further expanded upon these ten mechanisms in a recent publication.

To date, no attempt has been made to systematically link these mechanisms with the four

11



NEAR sub-processes that define organizational compassion. In this paper, we integrate the
organisational mechanisms and NEAR sub-process proposing the NEAR Mechanisms Model
of Organizational Compassion, a practical heuristic device for guiding compassion
organizing in healthcare (See figure 1). We suggest that the six aspects of social architecture
are most relevant to the sub-processes of Noticing, Empathising and Assessing (NEA), while
we view the four competencies as most relevant to the Responding sub-process. We discuss
each of the ten mechanisms individually, contextualising them to specific NEAR sub-
processes, paying attention to the broader objective of increasing organizational compassion

in healthcare settings.

Insert figure 1

‘NEA’ sub-processes are supported by six mechanisms of social architecture

Social architecture underlying organizational compassion is an amalgam of six mechanisms:
social networks, roles, routines, culture, leadership, and stories told (Dutton et al., 2006;
Worline & Dutton, 2017). While Dutton et al. (2006) have implicitly acknowledged that
social architecture supports the N and E sub-processes, we make this connection more
explicit and further suggest that it also supports A. Accordingly we view the six mechanisms
of social architecture, combined with human endeavour, as critical in enabling the NEA sub-
processes of compassion organizing. We discuss each of the social architecture mechanisms

1n turn.

Social networks. Social networks comprise clusters of people who connect on account of
common interests, values and identity (Kilduff & Tsai, 2003). The importance of social

networks for quality healthcare is recognised in the literature (Christakis, 2004; Freshman &

12



Rubino, 2004; Meltzer et al., 2010). Organizations with high compassion are characterised by
many clusters of people who share high-quality connections and know one another well
(Dutton et al., 2006). Signs of suffering such as being unusually distracted, delayed, short-
tempered, or hiding injuries are most likely to be picked up by colleagues within a social
network. They can then reach out to offer personal presence or communicate with others in
the social network to mobilise other personal or institutional resources. The following quote
from a member of a US healthcare organization is illustrative of how social networks can

mobilise compassionate support for suffering colleagues:

If there’s somebody having a hard time with their house, or their family, or financially
or anything, word just spreads and we all just pull together and help each other out

(Lilius et al., 2011, p. 874).

Healthcare organizations can facilitate the development of social support networks by
providing communal spaces that facilitate group interaction, organizing communal events and
gatherings such as townhall meetings, bringing members together in work-teams or
committees, and by providing resources for work-related interest groups and clubs (Cornwell
& Goodrich, 2009). Social media platforms can also facilitate the coordination of social
networks for enhanced connectivity between healthcare providers (Kamel Boulos & Wheeler,

2007).

Culture. Organizational culture is the sum of the members’ shared patterns of meaning,
assumptions, behaviours and practices. Schein (1984) observed three levels of organizational
culture: level one comprises visible artefacts such as corporate branding, logos, colours,
buildings, uniforms, brochures; level two comprises espoused values found in mission
statements, value statements and codes of conduct; level three comprises subconscious
assumptions, beliefs and values. Despite the rhetoric of mission and value statements

promoting humanistic values (i.e. level two), bullying remains widespread even in healthcare

13



settings, suggesting that level three, representing members’ hidden subconscious values,
assumptions and beliefs (Worline & Dutton, 2017) may be the most relevant for
organizational compassion. Low compassion organizations tend to assume that people are
expendable human resources and accordingly treat them as such. Espoused values are
nonetheless important, particularly when they are underpinned by compatible beliefs and
assumptions. In 2010, the UK Department of Health published a National Health Service
(NHS) Constitution, with the objective of establishing the values and principles that underpin
the public health service. The constitution was accompanied by a number of pledges, one
specifically relevant to compassion, including towards co-workers as an integral aspect of

nursing care:

Compassion...we respond with humanity and kindness to each person’s pain, distress,
anxiety or need. We search for the things we can do, however small, to give comfort
and relieve suffering. We find time for those we serve and work alongside. We do not

wait to be asked, because we care (Department of Health, 2010, p. 10).

Compassionate organizations put a high emphasis on articulating and promoting values that
prioritise the human wellbeing, respect and dignity of both their healthcare workers and their

patients, above considerations of efficiency and profitability.

Roles. Organizational roles are patterns of behaviour associated with and expected of specific
positions (Katz & Kahn, 1978). Roles identify a person with a recognisable organizational
position. Internalised role expectations, reinforced through social interactions, inform
personal behaviour. Leading organization compassion scholars Worline and Dutton (2017)
highlight distinctions between approaches of role taking and role making. In role taking, a
person learns a new role; there is recognition of the difference between the role and the
person assuming the role (Iannotti, 1978). In compassionate healthcare organizations each

person has the mandate to recognise, reach out and take time to support another co-worker in

14



distress. Additionally, there are designated supervisors and counsellors that workers can turn
to for support. Role making comprises people creating or innovating new aspects within their
existing role. Role makers change learned role expectations. In high compassion healthcare
organizations, workers are given autonomy to see caring for each other as part of their role
regardless of their job title. This contrasts with low compassion healthcare organizations,
where workers tend to view caring for co-workers as the job of a designated supervisor, or

caregiver.

Routines. Organizational routines are repetitive interdependent behavioural patterns members
adopt in accomplishing their work tasks (Feldman & Pentland, 2003). While compassion is
an individual trait, it can also be systematised and integrated into all aspects of organizational
policies and routines. Routine practices of hiring, training, development, performance
reviewing and rewarding can also be designed to incorporate values of caring and
compassion. Hiring selection processes should include an assessment of individual
compassion capabilities using multiple data sources including quantitative measures and
qualitative semi-structured interviews (Straughair, 2012b). Teaching and training programs
should include modules for developing compassion capabilities (Firth-Cozens & Cornwell,
2009). Promotion and reward schemes should publicly recognise and reward healthcare staff
who demonstrate exemplary compassionate behaviours towards colleagues. Conversely,
workplace incivility must be managed with warnings and independent investigation
procedures that have real consequences for individuals and organizations. Performance
review and evaluation processes should also explicitly reference expectations of compassion

towards colleagues.

Leadership. Leadership comprises planning, coordinating, motivating and inspiring members
towards achieving organizational objectives (Dover & Dierk, 2010). Leaders often occupy

positions that afford them control and authority over considerable organizational resources.
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Members particularly look to leaders as role models of behaviours expected within the
organization. Accordingly, scholars have advocated for the importance of leaders being role
models of compassionate care (Dutton et al., 2002). We hold that high compassion healthcare
organizations are led by people who regularly highlight the importance of care and
compassion for healthcare workers, both within their words and in their deeds. Leaders in
healthcare organizations must be seen to model compassionate behaviours in recognising
signs of suffering, showing empathy, making sense of people’s struggles and responding to
address the distress (Firth-Cozens & Cornwell, 2009). This does not mean that leaders should
not be strict in ensuring that standards are upheld, which are of course important in a
healthcare context where decisions have life and death consequences. It means they should be
sensitive in helping health workers deal with the stresses and struggles of their personal and

professional lives.

Stories told. Stories told in organizations convey values and knowledge, infer systems of
meaning, as well as build trust and inspiration and motivation (Czarniawska & Joerges,
1997). Organizations are, after all, social constructions that depend on symbols, histories and
assumptions for maintaining and stabilising culture. Stories communicate understanding
about a specific organization and its members, thereby informing individual members about
their role expectations as an employee of a particular institution. In high compassion
healthcare organizations members can easily recount stories of managers or other colleagues
making special efforts to provide support to another member in a suffering condition. For
example, the following two stories appear in a publication by Lilius et al. (2008) about a
highly compassionate unit in a healthcare organization. The first is told by a recipient of

compassion from her colleagues:

One Friday late afternoon I was swamped with phone calls to patients and finishing

paper work that had to be completed. It was 5:45pm, and I felt close to tears, but tried

16



to hide it. Two co-workers took their coats off and spent 10—15 minutes helping me
finish. Their act of compassion was most appreciated. I can’t remember feeling like

this before or after that day at work. I love my job! (p. 205).
A second story concerns a group effort to provide compassionate support to a co-worker:

A co-worker’s mom and dad both had cancer. She needed to take leave to care for her
parents. Our department donated vacation hours and personal hours and was able to
present her with a check for over $1000.00. We also donated meals that we delivered
to her, and spent time sitting for her so she could run errands or rest. My friend is
back to work, but as her mom’s cancer progresses I’'m sure she’ll need to take off
again and we’ll all be there to help. What comes around goes around. We have to be

here for each other (p. 204).

In high compassion healthcare organizations such stories will be widely known amongst the
staff. Conversely, in low compassion healthcare organizations, such stories are difficult to
recall. To the contrary, when asking for exemplar stories of compassion from the
organization, workers will instead volunteer stories of bullying and harassment. Healthcare

organizations can also publish stories of compassion in internal staff newsletters.
‘R’ sub-process is supported by four organizational compassion competencies

Up until this point we have presented the mechanisms most relevant to the NEA sub-
processes while recognising they also overlap with the response sub-process. Unless and until
a response is undertaken, the process is incomplete as organizational compassion. While
psychology tends to perceive compassion as essentially an internal feeling, organizationally
compassion is viewed as a practical enactment seeking to alleviate a colleague’s suffering.
The accomplishment of a response is what sets compassion apart from empathy (Dutton et

al., 2002). The variance among four response mechanisms indicates whether the competency
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of an organizational compassion response is high or low: speed, scope, scale and

customisation (Dutton et al., 2002; Dutton et al., 2006). We discuss each of these in turn.

Speed. Speed in providing support concerns the amount of time that passes between the
points where a colleague’s suffering has been noticed and responses are deployed for
alleviating their suffering (Dutton et al., 2002; Dutton et al., 2006). More time taken to
respond indicates less speed in compassion organizing; conversely, the less time taken to
respond, indicates a faster speed of the compassion organizing. Healthcare work
environments where patients’ lives are at stake can be highly stressful and straining on
workplace relationships; compassionate healthcare organizations are therefore quick to
recognise and attend to signs of their care provider’s suffering. While healthcare
organizations might have a zero tolerance policy regarding workplace bullying, the process of
determining what constitutes harassment and bullying can become overly legalistic and
delayed, giving rise to an experience of “status limbo” (Dzurec, 2013, p. el). Delays in
responding to employee concerns can come across as the workplace protecting the
organization rather than for supporting the employee, where the overall effect can be a sense
that the organization does not really care about the individual (Simpson, Cunha & Clegg,
2015; Simpson, Cunha & Rego, 2015). In organizations that prioritise noticing and
compassionately responding to employee suffering such delays are less likely to occur. Due
to the culture of compassion, employees at all levels are aware of the legitimacy of taking
extraordinary measures to respond to a co-worker or subordinate’s suffering, with ongoing
permission to suspend usual routines to address the concerns of a suffering colleague. The
other competencies and principles discussed below can help with speeding up the noticing

and responding to employee suffering.

Scope. The scope of support provided by compassionate organizations is a consideration of

the variety of resources available for alleviating the suffering of colleagues (Dutton et al.,
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2006). A greater variety of resources available for providing support to alleviate a colleague’s
suffering, the greater the scope of organized compassion. High compassion healthcare
organizations are able to access a vast array of resources to address an employee’s suffering
(Straughair, 2012b). Available resources can include the providing of counselling and
psychological support to address emotional or psychological distress, including that caused
by workplace bullying. They may also take the form of arranging legal advice to help with
criminal, relational or other workplace safety issues, once again, including workplace
bullying. For healthcare workers facing financial hardship, support might take the form of
paying their wages a few weeks in advance to address a pressing financial concern. For those
with family challenges such as a sick child or spouse support might take the form of
providing flexible work hours, or opportunities to work from home. The following quote is
illustrative of how colleagues and a department supported a nurse and a mother undergoing

cancer treatment:

A co-worker was diagnosed with breast cancer. We all decided how to best handle the
absences of the co-worker who was a single mother, so it was important to help her at
home during her chemo. Our department set up a rotating schedule to bring the family
dinner each night for a six-week period, and to cover her work activities as well

(Lilius et al., 2008, p. 206).

Illness or bereavement are cases where the provided support might take the form of a period
of extended paid leave. These forms of support are largely dependent upon being integrated

within the healthcare organization’s workplace policy.

At a personal level, there are relational resources of time and presence that colleagues and
supervisors can offer in support (Lilius et al., 2011). It can take the form of just noticing signs
of suffering in a colleague’s disposition or behaviour, enquiring after their welfare and being

present for them to talk about their experiences. Or it may involve sending “get well” cards to
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those who are ill, or making a collection for those who have been robbed. In situations of
illness or injury temporarily incapacitating a healthcare worker, colleagues may help by

taking turns in providing child-minding support or in cooking meals.

Scale. The scale of support provided in compassionate organizations concerns the quantity of
resources provided for alleviating the suffering of colleagues (Dutton et al., 2006).
Compassionate healthcare organizations are able to address employee suffering on an
ongoing basis across many instances because they allocate resources for employee care
(Straughair, 2012b). More than paying mere lip service to an employee’s distress, these
organizations invest significant physical and emotional resources into addressing healthcare
worker suffering. In contrast, low compassion organizations might provide compassionate

support as a rare episode rather than as a general mode of practice.

Customization. Customising of support in compassionate organizations contributes towards
ensuring that the provided support matches the specific needs of the colleague who suffers
(Dutton et al., 2006). Differences in personality, circumstances and modes of distress suggest
the need for varied response types. High compassion healthcare organizations are therefore
able to customize their care according to the unique situation and needs of the employee who
is suffering (Lilius et al., 2011). Some workers will respond best to the institutional forms of
support whereas for others it will be the personal support that will make the biggest
difference. Understanding the type of support that would best address the needs of the
individual healthcare worker involves actually asking them about the type of support that
would best help their situation and making an effort to see how that can be provided within
institutional policy frameworks. Importantly, even after support has been offered, ongoing
efforts should be made to check on how the recipient’s situation has evolved (Simpson, Clegg
& Cunha, 2013). Depending on how the situation has unfolded it may also require adjusting

the arrangements of support to meet the individual’s changing needs.
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Discussion and Conclusion

In this paper we have argued that promoting compassion for co-workers as well as patients
within healthcare, is a positive way for addressing the persistent problem of workplace
bullying in the sector (Huppert, 2017; Zhang et al., 2018). We are not suggesting that
organizations dismiss traditional approaches to managing workplace suffering such as
adhering to standards of occupational health and safety, implementing bullying and
harassment policies, or providing conflict resolution ombudsmen processes. Instead, we are
proposing that the important role played by compassion in healthcare organizations should be
additionally recognised and systematised. We assert this approach as an important application
of POS applied to the provision of healthcare and associate it with a positive endeavour to re-
humanise care organizations. We have accordingly presented the NEAR Mechanisms Model
of Organizational Compassion by integrating organizational compassion sub-processes and

mechanisms to support the conscious cultivation of compassion in healthcare organizations.

While the suggestions posited in the article are steeped in tangible, operational action for
healthcare organizations, broader questions remain concerning which parties would be
responsible for embedding compassion within their organization’s structures. We offer a few
suggestions. From a governance perspective, each of the many different layers of staffing
types present in healthcare organizational hierarchies have a role to play in embedding
compassion. In the first instance, organizational compassion is of a key concern for the
workforce stewards within healthcare organizations, including human resource management
divisions, wellbeing teams, as well as executives and divisional managers. These parties play
key roles in framing the employee experience, and thus can shape, instil and promote
compassion through targeted staff recruitment, skills training, educational campaigns,
performance reviews, and promotions etc. From a business performance perspective, these

stakeholders will likely see the macro benefits generated through compassion, for example in
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a reduction of workplace bullying and compensation claims, better patient care, higher levels
of morale, greater resilience, and potentially also lower levels of sick leave (as staff support

each other, at work, through trying experiences).

Healthcare organizational line managers; directors of nursing, chief surgeons, senior allied
health professionals etc. also bear responsibility in informally cultivating and role modelling
compassion across the teams they manage. Notwithstanding this, employees themselves are
the most salient stakeholder in the wholesale adoption of organizational compassion.
Compassion, inevitably, is a choice for which employees have agency in deciding when to,
how to, and to what extent they notice, assess, empathize with and respond to suffering.
While those frontline healthcare employees who have experienced compassion from
colleagues may in turn feel encouraged to reciprocate this behaviour when confronted by the
suffering of others; instilling compassion across the frontline employees of healthcare
organizations will require acts of altruism. As postulated above, while programs that cultivate
organizational compassion may be encouraged from hierarchies present within healthcare
settings, individual and personal transformation may be required for staff to overcome
cultural norms and normative forces concerning the application of compassion to address the
suffering of colleagues (which is, as argued in this paper, different from that of patients). We
accordingly invite healthcare leaders at all levels to take the NEAR Mechanisms Model as a
draught framework by adopting and adapting this model to the contexts of their respective

organizations.

The arguments we have offered in this paper can be summarised as two groups of
recommendations for designing compassion within healthcare organizations. First, support
the NEA sub-processes by creating the social architecture of the healthcare organization.
Identify natural social networks and find ways for the organization to foster and strengthen

them through the promotion community events, interest groups and societies. Ensure the
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organization’s espoused values underscore principles supportive of a culture of care and
compassion. Incorporate compassion practices into new role descriptions and support holders
of existing positions in reflecting on re-making their roles by integrating more care and
compassion. Update recruitment, induction, evaluation and reward routines, to emphasise fit
with a culture of compassion. Select and promote /eaders on the basis of the candidate’s
demonstrated compassion competencies. Broadcast stories of episodes where members have

risen above workplace expectations in responding to the suffering of other colleagues.

Second, measure your social architecture’s performance in promoting compassion R against
the following compassion capabilities criteria: What is the speed of your organization’s
responses to employee suffering? Does the scope of your organization’s support
accommodate a wide variety of personalities and circumstances? Is the scale of the resources
your organization invests in providing support sufficient? Is the support offered to employees

in distress customisable to address specific needs?

Finally, while the ideas put forth in this paper make intuitive sense, investigations of
organizational compassion in healthcare settings are still in their infancy and have yet to be
studied quantitatively in any depth, using validated measures of the constructs. For the most
part, the existing body of literature on organizational compassion is qualitative in nature
(Huppert, 2017). An important next step for organizational compassion research is testing
current findings using quantitative methodologies and valid and reliable measures. This
process is already underway with the NEAR Organizational Compassion Scale, which
demonstrates strong validity and reliability (Simpson & Farr-Wharton, 2017). A scale of this
sort ought to be used along with validated scales of organizational bullying to evaluate the
effectiveness of interventions aimed at enhancing compassion capabilities in healthcare

organizations.
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Table 1: Organizational compassion NEAR subprocess and ten mechanisms.

Organizational Ten Supportive Mechanisms
Compassion NEAR Sub-
Processes Social Architecture Compassion Competencies

Noticing Social Networks Speed

Empathising Culture Scope

Assessing Roles Scale

Responding Routines Customisation
Leadership
Stories Told

Figure 1: The NEAR Mechanisms Model of Organizational Compassion: An integrated
model of four organizational compassion NEAR sub-processes and ten mechanisms.
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