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Abstract

Introduction Compassion is a core nursing value that is expected in health care, but it is unclear how rehabilitation nurses practise

compassion in direct care where care demands usually compete for limited resources.

Aim This paper reports qualitative findings from a study on the dynamics of nursing compassion in rehabilitation settings where direct

patient care is provided.

Method This qualitative study was conducted in a specialist rehabilitation unit in a tertiary hospital in south-east Queensland, Australia,
between August and December 2017. A convenience sample of nurses from the spinal injuries unit or brain injury rehabilitation unit

participated in audio-recorded focus group discussions guided by open-ended questions. The transcripts were analysed thematically.

Findings Twenty participants attended one of seven focus groups. The first theme explored the moralities of compassion in rehabilitation
nursing, revealing that compassion was a discretionary aspect of daily practice governed by individual rules in a context dominated by
tasks. The second theme explored the differential compassion in rehabilitation nursing, highlighting both the versatility of compassion

and factors which enabled and depleted compassion.

Discussion Rehabilitation nurses managed potential conflicts between expectations and realities by making choices that sometimes
prioritised tasks and rationed compassion. Some nurses engaged in the additional, complex and less visible work of intervening to

compensate for an observed lack of compassion in a person-centred model of care.

Conclusion Although compassion is recognised as an individual nursing action, it is also an organisational ideal which suggests

opportunities for organisational initiatives to strengthen and sustain compassion in rehabilitation nursing.
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Introduction

Compassion is considered fundamental to professional nursing
practice. Among its many advantages, compassion improves
clinical outcomes and patient satisfaction (C. Strauss et al,
2016), and it also strengthens the nurse—patient relationship
(Sharp, McAllister, & Broadbent, 2016; van der Cingel, 2014).
This makes compassion particularly valuable in rehabilitation
nursing, which regards the nurse—patient relationship as integral
to the long process of supporting patients to achieve their

outcomes (Tyrrell & Pryor, 2016).

How to adequately define compassion continues to be a topic
of ongoing discussion and literature reviews. Nonetheless,
recognising suffering and acting to relieve it are two key
recurring characteristics of the concept of compassion in health
care (Perez-Bret, Altisent, & Rocafort, 2016; C. Strauss et al.,
2016), in nursing (Sharp et al., 2016; van der Cingel, 2014),
and in rehabilitation (MacLeod & McPherson, 2007; O'Reilly,
Pryor, & George, 2015). Compassion has been conceptualised
as a deliberate and virtuous response to a person, to know
them, discern their needs and relieve their suffering through
relationship-based understanding and action (Sinclair et al.,
2018). A multinational study (Papadopoulos et al., 2016) found
that nurses expressed their compassion by giving time to patients,
being there for them and getting to know them. This is consistent
with a review which found that, to patients, compassion means a
sense of togetherness with an approachable nurse who has time
for them, understands their needs and suffering, and keeps them
informed (Durkin, Gurbutt, & Carson, 2018).

While compassion is an assumption and expectation of
professional practice, nurses must also manage many
organisational pressures. Consequently, compassion will be
reliant on professional and organisational support to develop
and sustain compassion in daily nursing practice (Beardsmore
& McSherry, 2017). Indeed, the importance of reciprocity of
compassion between nursing colleagues and between the
organisation and nurses is a prominent international debate
(Dewar, Adamson, Smith, Surfleet, & King, 2014; McCaffrey &
McConnell, 2015).

Concerns about the lack of compassion in hospital nurses who
provide direct patient care accord with awareness that it is a
complex problem that cannot be attributed to nursing alone, and
requires organisational commitment (Francis, 2013). Recent
evidence suggests the practice of compassion is influenced by

psychological factors, structural factors and inter-professional

collaboration (Ledoux, Forchuk, Higgins, & Rudnick, 2018).
Social structural elements that affect capacity for compassion
are particularly important in demanding clinical settings (Roche,
Pidd, & Freeman, 2009). Failure to address such elements in
system-wide compassion initiatives can have a detrimental effect
(O'Driscoll, Allan, Liu, Corbett, & Serrant, 2018). For example,
a chronic shortage of skilled nurses could weaken nurses’
capacity for compassion in a stressful workplace (Beardsmore
& McSherry, 2017). Nursing care and the delivery of health care
is also constantly changing in response to more complex and
costly demands on the system (Theander et al., 2016). Critically,
nurses now work within multiple constraints such as increasing
workloads, performance targets, funding models and workforce
instability (Clarke, 2004; Freshwater & Cabhill, 2010). It is
unavoidable that nurses who provide direct patient care will likely
make pragmatic decisions in daily practice as they negotiate their
roles amidst constraints and top-down pressures (Hoyle, 2014).
For example, if using a computer at the bedside is seen to impede
the nurse—patient encounter, rehabilitation nurses might, in the
moment, resist a policy directive to use computerised records
at the bedside, and use handwritten workarounds instead, even
though it could increase their workload (Burridge, Foster, Jones,
Geraghty, & Atresh, 2018).

Barriers to nurses’ compassion are identifiable at organisational,
team and individual levels. For example, nurses often work in a
culture that values fast work, but this can erode time with patients
and generate pressure that compromises compassion; it might
also be compromised by lack of time to attend to emotional well-
being within the team, or by individual nurses’ limited emotional
capacity to manage demanding or aggressive patients and
relatives (Christiansen, O'Brien, Kirton, Zubairu, & Bray, 2015).
Other barriers include basic human fears and defences that
are activated when dealing with ongoing exposure to pain and
distress, or fatigue due to the investment of emotional labour
(Mannion, 2014).

Compassion is an important but under-researched issue in
rehabilitation nursing for patients with acquired disabilities such
as spinal cord injury (SCI) or brain injury (BI). One study (O'Reilly
et al., 2015) produced evidence of compassion in rehabilitation
following Bl though was unable to explicate how paid carers
manage common barriers to compassion including lack of time,
and organisational demands and priorities at the point of direct
care. Notably, the distinctive nature of rehabilitation nursing
compared to other fields of nursing elevates compassion as a
critical practice issue. Unlike acute nursing, rehabilitation nursing

is characterised by relationship-based, hands-off support over a
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long rehabilitation trajectory where the goal is to restore patients’
self-care (Pryor, Walker, O'Connell, & Worrall-Carter, 2009).
Furthermore, rehabilitation nursing can be intensified by complex
neuropsychiatric issues including cognitive deficits, mood and
anxiety disorders, psychosis and apathy (Rao & Lyketsos, 2000),
which require skilful, consistent and sustained therapeutic
interventions (Mortimer & Berg, 2017). At the same time, nurses
face increasing patient acuity, staff shortages (Beardsmore &
McSherry, 2017) and under-recognition of their professional
status (Bivins, Tierney, & Seers, 2017). In these situations,
nurses may feel pressured to make pragmatic decisions which
do not necessarily align with professional or organisational

expectations.

The incongruity between organisational objectives and
practice in settings where direct patient care is provided is
well documented. Lipsky (1980) first introduced the concept
of public servants, such as teachers and nurses, as street-
level bureaucrats to recognise the regularity of their day-to-
day contact with citizens in the delivery of welfare services
and discretion in dealing with their concerns. A key premise of
Lipsky's Street-Level Bureaucracy theory (2010) (SLB) was that,
despite the best intentions of street-level workers in their day-
to-day dealings with citizens, these were often difficult to carry
out because of policy constraints, organisational pressures and
growing demand on services. As such, workers would typically
have to make tough decisions in their daily interactions about
how they allocated their time and dispensed any benefits and
resources to citizens (Lipsky, 1980). Further, it was deemed
essential for street-level workers to develop localised routines
and practices to manage the challenges of citizen demands that
often exceeded resources (Lipsky, 2010). These discretionary
practices, recognised as choices made within known constraints
(Durose, 2011), can relate to rules, values or work tasks which
address the ability to perform certain routine roles and activities
on a daily basis (Taylor & Kelly, 2006). The issue of discretion is
particularly relevant to nurses who provide direct patient care,
as they are increasingly conflicted by the disparities between
patient expectations and lack of health service resources, yet
their values and tasks are critical to quality patient care (Bolton,
2004). Furthermore, SLB provides a critical lens to consider how
compassion is applied in rehabilitation nursing practice, given
the complex nature of tasks and likelihood of external constraints

of a hospital setting.

This paper presents qualitative findings from a mixed-methods
study on the dynamics of compassion in settings where direct

patient care is provided. The aim of the parent study was to

explore compassion through the perceptions and experiences
of rehabilitation nurses who provide direct care for people with
SCI or Bl. The quantitative component of the study surveyed a
sample of nurses working in SCI or Bl rehabilitation, to measure
their levels of compassion satisfaction, compassion fatigue and
burnout, and their overall well-being. Respondents who attended
a compassion literacy workshop were re-surveyed four weeks
after the workshop. The quantitative results are not reported

here.

Method

A qualitative design incorporating a focus group method
was used. Institutional ethical approval was obtained, and all

participants gave informed voluntary consent in writing.

Participants and setting

The pool of potential study participants comprised 103 full-time
or part-time nurses and included long-term contract nurses with
at least six months’ continuous practice in Bl or BCI nursing in
specialist rehabilitation units in a tertiary hospital in south-east

Queensland, Australia.

Nurses were eligible to attend a focus group if they had attended
a compassion literacy workshop and had completed the pre-
and post-workshop surveys on professional quality of life and
personal well-being. A total of 39 nurses met these eligibility

criteria.

The compassion literacy workshop

A 45-minute  practice-oriented, interactive, small-group
workshop introduced the concept of compassion literacy as a
core competency for rehabilitation nurses. Compassion literacy
synthesises the concepts of compassion and literacy, and
indicates a key element of nursing practice whereby nurses
cultivate the capacity for compassion and proactively show
compassion (Burridge, Winch, Kay, & Henderson, 2017).
Participants explored their understanding of the meaning of
compassion literacy and related terminology in the health care
context, including underlying assumptions and challenges.
Workplace and personal strategies for building compassion
literacy were presented, and participants were invited to try one
of these strategies in their practice context, such as a Clinical
Compassion Café (Winch S et al., 2014) or time-out moments to
acknowledge and respect self-limits. At the end of the workshop,
participants received a self-directed learning (SDL) package that
involved reading, critical reflection and practical activities related

to building their compassion literacy. The workshop and SDL
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activities comprised 1.5 contact hours of continuing professional

development.

Focus group recruitment

A member of the team (LB) provided a verbal and written
explanation of the study to eligible nurses, and invited them to
participate. The recruitment process was monitored to ensure
diversity of opinion based on age, gender and professional

experience.

Data collection

Focus groups of approximately one hour were conducted by
a member of the research team, also an experienced group
facilitator (LB). A discussion guide was developed from the
literature to explore perceptions and attitudes regarding
compassion, factors affecting the enactment of compassion,
and strategies used to encourage compassion in practice. The
discussions were audio-recorded for transcription and analysis.
Standard demographic information was collected to describe

the participants.

Data analysis

Focus group transcripts were analysed for themes (Braun &
Clarke, 2006). In the analytical process, two members of the
research team (LB, MF) first read and applied open coding to
transcript data with reference to the discussion guide topics.
Open coding refers to the initial work of noting concepts that
categorise words or sentences in the text being analysed (A.
Strauss & Corbin, 1990). These codes were discussed and
refined to produce a final coding framework with descriptors.
The framework was applied to all transcripts to identify patterns
and contrasts that provide insights into the study topic, and
exemplar quotes were noted. Disparities were resolved through

discussion.

Ethics

Ethical approvals for this research were obtained from Giriffith
University Human Research Ethics Committee (2016/905),
and Metro South Health Human Research Ethics Committee
(HREC/16/QPAH/594).

Findings

Participants (n=20) attended one of seven focus groups.
The first three groups were conducted between August and
September 2017, while the remaining four were conducted in
December 2017 The participants’ demographic information is
portrayed in Table 1. Almost half (n=9, 45%) held a Bachelor of

Table 1: Participant demographics (n=20)
Characteristic N %

Female 16 (80%)

Mean age: 42 years (range: 26-59 years)?

Practice setting:

Spinal injury unit 15 (75%)

Brain injury rehabilitation unit 5 (5%)

Main position:

Registered nurse 12 (60%)
Enrolled nurse 7 (35%)
Assistant nurse 1 (5%)

Mean time in current position: 9.2 years
(range 1.5-35 years)

<1 year 1 (5%)

1-10 years 14 (70%)

>10 years 5 (25%)
2 1 missing

Nursing degree, and half of the registered nurses (n=6) were in

senior clinical positions.

The two major themes are now presented. Theme 1 is: The
moralities of compassion in rehabilitation nursing; and Theme
2 is: Differential compassion in rehabilitation nursing. Square
brackets within extracts indicate minor editing for clarification,
and non-italics indicate emphasis. Brief extracts within the text

use double quotation marks.

Theme 1: The moralities of compassion in
rehabilitation nursing

The first theme about the moralities of compassion is indicative
of how nurses who provide direct patient care conceptualised
compassion as both a moral and amoral value of professional
practice. This contradiction was connected to the challenges
of carrying out organisational expectations. On the one hand,
compassion was the difference between simply carrying out
the task as opposed to attending to patients with care. For one

participant, this resonated with personal values:

It's not just to tick the box, but like how would you feel
if you were treated like that. You want to treat them like
you want to be treated (P13).

For other participants, it resembled empathy, as compassion was
integral to how any sick or well person would like to be treated,

including family and practising health professionals.

Volume 22 Number1 April 2019 JARNA



[Putting] myself in the person’s shoes, or thinkling] of
them as a family member, like if that was my mum, how

would | react; or my dad, my brother, my sister (P4).

Empathy, [beingl] insightful, caring, considerate, treating
people with dignity and respect and all those values that
we like to be treated with as health workers (P9).

However, the presence of compassion was not necessarily
seen as normative, nor was its absence necessarily seen as
problematic. Compassion was regarded as a personal value that
could be expressed professionally, depending on the situation.
In that sense, it was not taken-for-granted and nurses operated

according to personal rules:

I personally think that it all comes down to personality,
and people are different. Just because someone has
chosen to be a nurse doesn't mean that they carry
compassion for every situation ... You might have it for
some, and not others, depending on the situation or
personality ... some people have a greater capacity for
it (P12).

Other participants found the absence of compassion incongruent
with being a nurse. By implication, it was an obligation for those

to learn as part of professional development:

| think it should be in our DNA; that’s what we do; we're

nurses; we care (P9).

That's good and fine, but | don't think everyone does. Not
everyone is maternal, not everyone has those maternal

instincts. Sometimes they need to be taught (P10).

There was evidence that some coped with this incongruity by
compensating for colleagues who chose to focus on tasks
over compassion. This typically took the form of doing more for

patients, which could lead to resentment:

[Yiou're taking on way more work than you need
to be taking on because you don't want to have to
let that patient be looked after by the one that's not
compassionate. Because they are, they're just going
through the motions, just doing their tasks, and so you're

taking on more, and then you become fed up (P18).

It was clear that there were challenges in complying with an

expectation of compassion in routine practice and, in some

cases, it was an optional extra. Whereas one participant,
remarked: “it’s fair that it's an expectation” (P15), another talked
about the demanding workload that made it difficult for nurses
who provide direct patient care to “allow for those extra little
frills” (P9). Individual nurses had to make choices in the moment
whether to show compassion, knowing it could mean a trade-off

between quality and efficiency:

We have to fight for our own patients because of
equipment and time and space and stuff like that, so
you know, where we've been forced to pick who gets

the most compassion every day | guess in a way (P17).

I find myself often in a position where | suspect it looks
like I'm not as efficient in my job, because instead of
doing all my tasks quickly and efficiently, I'm stopping to
talk to my patients to make them feel better. [It's] tricky,
but how do you explain that to someone? It's very tricky
to explain to someone who doesn't have that [sense of

compassion] (P17).

In summary, Theme 1 suggests that, although compassion
was a professional and organisational ideal, it did not translate
automatically or consistently into the practicalities of direct
care, where nurses made constant micro-decisions about
compassion. It was legitimate to prioritise tasks over compassion
when managing a heavy workload, and colleagues' indifference
was often seen as an unchangeable personal characteristic.
Compassion was a discretionary aspect of daily practice based
on individual rules. Further, it was present and absent in settings
where nurses provide direct patient care in a kind of antinomy
that was accepted rather than explained. What constitutes these
differences in the values and rules relating to compassion is

discussed further in Theme 2.

Theme 2: Differential compassion in rehabilitation
nursing

Theme 2 reflects the complex interactions of multiple factors
influencing compassion in nursing practice. For example, these
included personal rules, duty of care, professional boundaries
and situational issues that influenced what choices nurses
could make about compassion in daily practice. Compassion
was practised in ways that were governed by individual nurses’
rules and, for some participants, the rule was about finding
opportunities to express compassion that they considered was
meaningful for individual patients. Consequently, compassion
tended to be a response based on sensitivity to patients’

preferences:
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Everyone’s different ... we have patients who like hot
showers, the other person likes cold showers; but we
only have one temperature. We can give them the option

to regulate the temperature, not just shower them (P13).

However, nurses could also be conflicted in their choices
because of the dual purpose in their professional roles, that of

respecting different preferences and a professional duty of care:

[Ylou have some nurses that could be considered
compassionate nurses for taking [patients] out on the
veranda and letting them [smoke] and turning a blind eye.
But then you could also be considered compassionate
by not doing that because you're actually taking care of
the patient and their health, but disregarding the patients’
wants ... But it could be taken as “That nurse is a bitch
and she doesn't let me do what | want, and | like this

nurse because she's compassionate” (P16).

Consequently, there was the intersection with professional
boundaries as nurses talked about the need to “have boundaries
too with your compassion” (P11). This was also related to the
longevity of patients’ rehabilitation and the potential for patients
to challenge nurses’ compassion. Nurses at times had to walk a

fine line between compassion and imposing limits:

[We] acknowledge what they're going through ... there’s
a big culture down there about not allowing patients
to swear ... [but] | say to the patients, “I know you're
getting frustrated, | know you're angry, | know that it's
part of you dealing with your spinal injury. It's OK to
swear.” | tell them it's OK to swear; “but as soon as you
swear at me, it's a no-go’, that's off the table and | tell
them from day one (P10).

The longevity of the rehabilitation relationship provided the
unique conditions that could enable or deplete compassion
in day-to-day practice. For example, the complex nature of
patients’ needs could challenge nurses’ resolve to practise their

compassion ethic:

I'm only new to nursing really, I've only been doing it
about two years, but | think in this environment with our
challenging patients | personally often find that | have to
remind myself, he's got a brain injury, it's not personal,
he's not necessarily doing it on purpose. And that
centres me a little bit ... if I'm starting to feel annoyed or
frustrated (P15).

While the example above alludes to the experience of nurses
as an important factor, the interprofessional relationship was
also influential in nurses' choices to exercise compassion.
Good working relationships and being appreciated among your
colleagues were common elements that encouraged nurses’
compassion. The general perception was that a happy team
was not only more functional and productive, but also more
compassionate, although the fluctuations in morale indicated
these optimal conditions could be neither contrived nor

controlled:

When the morale in the ward is high, we tend to be
more compassionate and more efficient, but when the
mood is low, then we're being less compassionate, more

frustrated and actually get less done (P16).

Verbalising genuine mutual appreciation within the team was an

important compassion-enabler that was not taken for granted:

[Jlust saying thank you for a good shift, thanks for a
good day. Thank you for backing me, or for being there
to listen (P4).

Participants also highlighted how the multidisciplinary nature
of the rehabilitation setting could influence how they practised
compassion. Compassion from non-nursing staff could be a

motivator to choose compassion:

If you haven't got compassion being shown from your
senior staff, medical staff, allied health staff, to the other
team members, it's very hard to keep going ... because
they don't share the philosophy that nursing staff are
important and we might need a bit of compassion at
times (P2).

At the same time, the multidisciplinary approach could be
disruptive. Task conflicts involving workloads and the routinisation
of disciplinary practices and therapy scheduling within the
specialist rehabilitation setting was an example. For some, this
conflict reduced patients’ access to core rehabilitation nursing

therapies:

[Therapy] schedules start at ten o’clock in the morning.
[A nurse has] four patients that require bowel therapy,
hygiene care, feeds would be good, um medications,
and that’s supposed to be all attended for the whole
four patients before 10 am ... And you've got all these
schedule conflicts ... that's where your compassion

fatigue and everything comes in ... because the people
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are just so busy trying to get the patients up and out to
do their therapy, and missing the important aspects of
the patient (P19).

The unbelievable workload that we have these days
with digital and everything — | guess that could all have
an impact on the compassion we show our patients ...
And | guess, it's sad to say, but the workload you have
for that day and how you plan your shift, you hope that
nothing adverse comes up [as] that can definitely affect

the amount of compassion you have for that day (P6).

In summary, Theme 2 highlighted more than the versatility of
compassion that ebbed and flowed in practice settings where
nurses provide direct patient care. Nurses occasionally set limits
to manage the points of friction between compassion and duty
of care in a challenging practice environment. This theme also
highlights the compassion enablers and depleters that nurses
encountered. Some were spontaneous and others predictable
as structural inertia. Notably, individual nurses managed
these tensions and rationalised the presence and absence of

compassion according to personal values and rules.

Discussion

This study explored compassion in practice from the perspective
of nurses in Bl and SCl rehabilitation. Assuming an incongruence
between professional and organisational expectations and
practice realities in settings where nurses provide direct patient
care, the specific aim was to uncover how nurses managed
potential conflicts by making choices about compassion
in patient care. The findings demonstrate the compassion
discretions nurses exercise in practice and the personal and
external factors that impinge on their choices. Moreover, the
themes attest to the individuality of nurses’ discretionary actions
based on their own interpretations of professional values and
tasks amid constraints within the setting. The findings highlight
the imperative of creating favourable conditions for nurses to

choose compassion despite the conflicts.

Participants struggled to agree on how to conceptualise
compassion. The lack of clarity identified by Dewar et al. (2014)
makes sense of the contradictory findings of Theme 1 and
makes the presence or absence of compassion conceivable,
from a practical point of view. As rehabilitation nurses worked
under pressure in delivering direct care, they were also making
constant decisions about which patient/s would receive the extra

touches that were recognised as compassionate. With echoes

of the street-level principle that demand will most often exceed
resources in public service delivery (Lipsky, 2010), these choices
resembled implicit rationing in day-to-day practice. Similarly, the
realities of task prioritisation by nurses in acute hospitals due to
resource constraints have been highlighted in previous studies
(Jones, Hamilton, & Murry, 2015). Implicit rationing raises two
concerns: 1) What is being missed in patient care, and 2) Does

this rationing place some patients at greater risk?

Compassion revealed its multidirectional nature in Theme 2.
Rather than seeing compassion as a phenomenon in settings
where nurses provide direct patient care (Schantz, 2007), our
findings concur with recent literature, which acknowledges
compassion as the responsibility of all hospital staff at all levels
of the organisation (Bivins et al, 2017; McMahon & White,
2017). In the realities of practice, however, the compassion of
colleagues in the efficiency-driven organisation (Byers, 2017;
Som, 2009) was thin. Organisational compassion towards
nurses was not a finding. However, recent research (Ledoux
et al., 2018) has identified its important role in removing the
structural barriers to compassion in settings where direct patient
care is provided, rather than simply mandating its practice.
Individualised expressions of compassion are thus but the visible

tip of a collective responsibility.

How nurses managed lack of compassion, or threats to it, was
also explored in Theme 2. As both enabling and depleting factors
could be present, compassion was not guaranteed in settings
where nurses provide direct patient care. However, it was readily
activated when the nursing team functioned well and understood
the value of being respected and appreciated by colleagues, as
others have found (Baggeit et al, 2016; Christiansen et al.,
2015). Likewise, the genuine appreciation of patients and family
members motivated nurses to reciprocate the compassion.
Despite increasing an already pressured workload, nurses’
willingness to intervene to support a patient experiencing lack
of compassion is an important finding because it highlights their
commitment to compassion as a gesture of person-centredness.
It also depicts the complex and less visible work of being watchful,
reflective and flexible enough to adjust the individual scheduling
of work in order to respond spontaneously to new needs. This
raises questions about whether health professionals can learn
compassion. Although opinion remains divided (Geraghty, Lauva,
& Oliver, 20186), the answers must lie beyond and not just within

individual nurses.

Our findings stem from a small sample in one hospital, but

provide insights into how rehabilitation nurses who provide direct
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patient care understand and practise compassion, and how they
managed its absence. We acknowledge that the findings may
have differed with more male participants. Likewise, it is possible
that cultural or ethnic factors could have influenced the findings.
These factors were not explored specifically in the present study
but may be investigated in future research. The key implications
for practice are shared: management and clinical personnel
must collaborate to ensure that compassion can be practised
consistently in settings where direct patient care is provided,

without isolating it as a nursing-only imperative.

Conclusion

Compassion is an organisational ideal that is unavoidably
rationed for rehabilitation nurses who provide direct patient
care, where demands often exceed resources. Nurses made
discretionary decisions about how, when and towards whom
their compassion was expressed, including how to respond
to lack of compassion. Although genuine appreciation from
colleagues, patients and their families can activate compassion,
compassionate nurses’ workload expanded to compensate for
colleagues’ lack of compassion. Organisational compassion
towards nurses remains an under-developed opportunity. This
study provides direction for future initiatives to strengthen and

sustain compassion in rehabilitation nursing.
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