
GLOBAL HEALTH COMPASSION ROUNDS – 04 DEC 2019 
LEARNING SYNTHESIS BRIEF 

 
“Gathering a global community to share experiences, challenge ideas, and spark 

thinking on compassion in global health” 
 

Background  

The Focus Area for Compassion and Ethics (FACE) at the Task Force for Global Health (TFGH) 

supports global health programs in their efforts to cultivate compassion and improve the quality of health 

care services and public health.  The Global Learning Laboratory (GLL) for Quality Universal Health 

Coverage (UHC) at the World Health Organization (WHO) is exploring compassion - with countries, 

global health communities and front-line workers - as a pillar of quality UHC at all levels of the health 

system. Through a co-development approach, the GLL is working to collect experiences, expertise, and 

stories on the interlinkage between compassion and quality service delivery. To further explore the 

linkage between compassion and quality people-centered health services, GLL – in collaboration with 

FACE – launched the Global Health Compassion Rounds series.  

The Global Health Compassion Rounds offers a safe space and aims to unite a global community in order 

to share experiences, spark innovations and challenge ideas around compassion in health service delivery. 

The rounds are thematic and provide an opportunity for participants to listen and learn from experts 

speaking on compassion. Each round will offer time for participants to ask questions and share their 

reflections or experiences on compassion in their setting.  

Objectives of the Learning Synthesis Brief  

The objective of this learning synthesis brief is to summarize perspectives from the first webinar in the 

Global Health Compassion Rounds series held on 4 December 2019, co-hosted by FACE at the TFGH 

and the GLL at WHO. 

Webinar Overview 

Dr. David Addiss, Director of FACE, opened the rounds. He recalled that in 2017, the GLL held a 

webinar entitled Compassion, the heart of quality people-centered health services. “The presentations and 

the discussion in that webinar highlighted for me,” Addiss said, “the growing number of people 

throughout the field of global health who are keenly interested in fundamental questions about the role of 

compassion in our work.” He added that while compassion is a key motivator in our work, many of us 

work in isolated systems in which the role of compassion is not always clear. A global community of 

practice around compassion can help connect us and provide opportunities for collaboration and learning. 

Addiss then introduced Dr. Shams Syed, the Coordinator of the WHO Quality Systems and Resilience 

Unit, who briefly outlined key compassion-focused initiatives at the GLL, and he encouraged colleagues 

to visit the GLL website for a synthesis of this work. Syed then spent a moment discussing the important 

linkage between quality health services, UHC and compassion, stating that “compassion percolates” all 

facets of quality health care, including effective, safe, and people-centered care. This linkage between 

compassion and achieving quality health services is “an area that requires intense exploration,” he said, 

which also requires humility and a safe space to share and challenge ideas, and spark innovation for the 

future. Syed closed his comments with a reference to Director-General Dr. Tedros Ghebreyesus’s 



editorial in the Lancet, which highlighted that “Quality is not a given. It takes vision, planning, 

investment, compassion, meticulous execution, and rigorous monitoring, from the national level to the 

smallest, remotest clinic.”1 

Following Syed’s remarks, Addiss introduced Heather Howard, the Senior Global Health Advisor of 

Alight (formerly American Refugee Committee). Howard presented on the experience of reimagining the 

work of Alight – a humanitarian organization that serves displaced communities affected by conflict, 

violence, and disaster – with compassion at its core. 

  

“[Alight] has been reimagining itself and thinking about how to show 
up differently in the world and how to really answer this growing crisis 
of increasing numbers of people who are displaced.” 
 

– Heather Howard, Alight 

 
 

The realization that Alight’s work needed to refocus on the humans affected by conflict and disaster, 

rather than donors providing funding for the interventions to serve displaced people, prompted Howard 

and her team to initiate the organization’s journey toward more compassionate action. “As Alight has 

made this transition,” Howard said, “I really began asking myself, what does that mean for us in the 

health and nutrition sector? How do we show up differently? How do we really live the values that Alight 

is trying to espouse in the world?” To address these questions and ‘unleash compassion’ in humanitarian 

services, Alight piloted a project called ‘Amandi.’ While this journey is very much on-going, Howard 

shared their progress to-date. 

Amandi grew out of recognition of an important paradox in global health: people are called to action 

based on a deep sense of compassion, and yet ‘compassion’ is largely absent from vocabulary, values, and 

metrics in humanitarian and global health spaces. Howard called attention to the growing body of 

research that points to compassion as central to health. “Research shows,” Howard said, “that patients 

treated with respect recover more quickly and have better health outcomes.” Through a real-time client  

feedback mechanism, Alight discovered that clients actually use the word ‘compassion’ to describe what 

they desire in the care they receive, and staff recognize the power of compassion, signaling an important 

opportunity to encourage, support, and reward compassion at the organizational level. 

Through ‘discovery’, ‘co-creation’, and ‘prototyping’, Amandi has uncovered important insights and 

context-specific pathways to provide more compassionate care in humanitarian settings. Howard shared 

six key insights that emerged through the project: 

1. Clients value compassion and want more of it. 

2. Staff are deeply compassionate. We just need to make space to celebrate and foster more of it. 

3. Compassion is about three things: Being seen. Being heard. Feeling valued. 

4. Aim to delight… and always offer services with a smile. 

5. A calm mind is a kind mind. 

6. For compassion to thrive, it must be embedded throughout all levels of an organization. 

The Amandi project demonstrates that co-creation is a powerful tool in compassion work. Through group 

exercises with thought partners (e.g., Charter for Compassion & Center for Compassionate Leadership), 

staff, and community members, Alight has generated prototypes for fostering compassion through 



initiatives at the client, organizational, and community levels – including prototypes for improving self-

care and self-compassion among staff. 

 

One prototype that emerged from a co-creation exercise in Gihembe refugee camp in Rwanda (pictured 

above), is the idea for a community health liaison. “Can we create ambassadors at the community level 

for compassion?” Howard asked. This would provide a way to identify and train community volunteers to 

help patients navigate the clinic and provide psychosocial support. Another prototype developed through 

this exercise was an non-denominational sanctuary space located on-site at the refugee camp health center 

where people can reflect, pray, meditate, and commune silently with others, drawing on the insight that ‘a 

calm mind is a kind mind.’ Creating this sanctuary for patients, families, and staff would provide a much-

needed place to find joy, solace, and comfort. Alongside this space would be chaplain services in the 

clinic and music in the wards. According to Howard, this prototype was sparked by an idea from a camp 

resident and was met with a very strong positive response by staff and residents alike. 

In closing, Howard invited listeners to provide feedback and challenge Alight on ways they can continue 

to deepen their inquiry. She thanked everyone for the opportunity to present, saying “I’m really delighted 

to be a part of this community that values compassion as much as I do.” 

Invited Reflections from Participants 

Following Howard’s presentation, Addiss called on four participants to provide reflections. The first 

reflection was offered by Dr. Dabney Evans, director of the humanitarian emergency center at Emory 

University. She emphasized the importance of “thinking about compassion in our work as compassion for 

others as well for as ourselves.” She echoed Howard’s comments on the importance of psychosocial 

support, and also called our attention to references of ‘trauma-informed care’ and ‘survivor-centered care’ 

in the webinar chat. 

“I think of health care environments as a microcosm of the world … norms change takes an 
enormous amount of work.” – Dr. Dabney Evans  

Dr. Chintan Maru, an entrepreneur and independent strategy consultant, offered his thoughts on value-

based health care. Reflecting on his day, in which he conducted a workshop on patient-centered TB care 

in India, Maru said, “TB is a great example where there is a clear utilitarian case for compassion.” But he 

also pointed to a powerful dilemma in this approach. “On one hand,” Maru said, the utilitarian perspective 

that compassion can save lives and reduce cost is powerful, as it can “push decision-makers to make it a 



priority” and help us “make a business case to attract more resources” for compassionate, people-centered 

care. “On the other hand,” he said, “I’m having even some self-doubt on that utilitarian framing, and I’m 

wondering if it, in a small way, might undermine our goals and if the better path to organizational and 

cultural change is one that might communicate and prioritize compassion for compassion’s sake?” 

Tara Hopkins, co-executive director at Mali Health, commented on the power of the co-creation approach 

described by Howard, particularly at the community level. Improving the quality of care by “helping 

patients to feel that they are being seen, being heard, and being valued,” is possible even in communities 

that are severely resource-constrained, Hopkins offered. “[This] is really the core of our quality 

improvement work,” she said. 

The final reflection was offered by Dr. Daniel Burssa, representing the Federal Ministry of Health 

(FMOH) in Ethiopia. He commented on the compassion initiatives in the FMOH Health Sector 

Transformation Plan2, which seek to bring compassion and respectful care to the center of health care. 

Burssa described their focus on developing training materials for health professionals at all levels, based 

on the theory that “compassion can be learned” and “we can create a compassionate work force.” Like 

Maru, he also mentioned the importance of identifying metrics for measuring compassion. At present, 

measurement is a challenge because we rely on proxy indicators (e.g., patient satisfaction) rather than 

direct measurements. But given the level of investment in compassion in places like Ethiopia, it is 

important to demonstrate “how directly that investment improves the quality of care and compassionate 

care,” Burssa said. 

Synthesis of Key Themes 

The synthesis below addresses key themes that emerged during the presentation and reflections, as well as 

comments made by participants during the webinar. 

I.  SELF-CARE AND SELF-COMPASSION 

In our work to cultivate compassion in all levels of health care, self-care is crucial. 

Self-compassion was mentioned by Howard and others, including participants who offered comments 

through the chat function of the webinar platform. Neil Pakenham-Walsh, for example, offered the 

following: 

“A compassionate health system needs not only to be client-centred, but also health worker-

centred. The 'system' needs for health workers at all levels to be heard and feel valued. If the 

needs of health workers are not continually addressed, their ability to provide compassionate care 

will be undermined, as will their ability to provide high-quality care in general.” 

Others called for research and training around self-care, citing self-compassion as a tool to protect against 

burnout and empathy fatigue. The importance of self-compassion is a key theme in recent research on 

compassion in health care and humanitarian settings. 

II.  NEED FOR DEEP QUESTIONING 

Compassion requires action, but it also requires deep reflection and interrogation of our work. 



While reflections and comments shared during the rounds illuminated a collective commitment to 

cultivating compassion in global health, a resounding need for deeper reflection on how we approach and 

understand compassion also became apparent. “To what extent do we make a utilitarian argument for 

compassionate health care?” Addiss asked. That is, how much do we emphasize that investment in 

compassion makes health care more cost-effective and more efficient?  “At what point,” he added “might 

that argument become counterproductive? And when might it be useful?” Maru expressed concern over 

the unintended consequences of establishing metrics instead of prioritizing compassion for compassion’s 

sake. 

Another area of reflection that emerged during the rounds is the linguistic element of the word 

‘compassion’ and the meanings embedded therein. What does the word ‘compassion’ signify in different 

settings? How do we define and discuss it? Hopkins directed our attention to how compassion is defined 

“across cultures, contexts, and languages,” and that specific historical legacies are tied to these 

definitions. In our work to cultivate compassion globally, we must be mindful that deep historical and 

cultural meanings associated with compassion may vary greatly from place-to-place, and also attend to 

the meanings we ourselves attach to the word. As a community of practice, our work is cut out for us to 

determine what compassion means. This will inform not only our daily work, but also the way we 

understand compassion and develop tools to measure and foster it. 

III.  COMPASSION METRICS 

To improve quality care through compassion initiatives, we must first develop compassion metrics 

at the patient, organizational, community, and national levels. 

Many comments and questions offered during the rounds pointed toward developing metrics as a key area 

of focus, moving forward. How is compassion currently measured? What metrics are still needed? As one 

participant asked, “what do we know about the impact of interventions designed to increase compassion 

within organizations in general, and health facilities in particular?” Another asked, “how do we teach 

compassion?” 

Howard offered several examples of metrics at the patient and staff level, including the 10-item CARE 

measure, which measures patient-centered care3, the Copenhagen burnout inventory4, and a 12-item scale 

that measures self-kindness and self-judgement5. At the organizational and community level, however, 

metrics are less clear and “may require additional inquiry to determine what metrics are best fit for 

purpose,” Howard stated. 

Syed pointed out that the conceptual clarity needed – through deeper interrogation of compassion – is 

inextricably linked to the strength and utility of our measures. This is “one of those wicked problems that 

we need to solve together,” Syed said. Without the conceptual clarity, compassion will remain difficult to 

measure. We therefore have an important opportunity, as a community of practice, to seek conceptual 

clarity and simultaneously develop tools for measuring compassion at the various levels. On January 8-

10, 2020, FACE will host a meeting on the ‘Epidemiology of Compassion and Love’ at the Task Force 

for Global health, in which scholars and practitioners from around the U.S, Europe, and Ethiopia will 

discuss the epidemiological underpinning of compassion and begin to develop metrics for 

epidemiological study. 

IV.  EXCITEMENT AND ENERGY AROUND COMPASSION 

The time is right to begin cultivating a community of practice around compassion. 



All who spoke during the webinar expressed heart-felt gratitude to be part of a community centered on 

compassion. The enthusiasm for the rounds – indicated by more than 200 registrations and passionate 

comments and questions from participants throughout the webinar – suggests that the time is right to 

develop a community of practice around compassion. As Burssa suggested, “we need to create champions 

that can bring compassion at all levels.” 

A final question offered during the webinar further illustrates that this is the right moment: “There are 

many examples of individuals and organisations that clearly embody compassion in health care. How can 

we give them more of a voice to share experiences and inspire others?” The Global Health Compassion 

Rounds are designed to be exactly this space for sharing our experiences, challenging one another, and 

sparking innovation. 

Conclusion  

A number of countries are moving forward with compassion initiatives by placing compassion at the heart 

of quality health services. Documenting and sharing these experiences widely will help us all learn and 

further refine our approaches and best practices. Inner examination is also required at the organizational 

level in order to explore how to approach compassion, define and discuss it, and how to embed 

compassion across technical areas and entire health systems. This work will require everyone’s 

involvement. Conceptual and practical experiences are emerging, but we need to work together to 

successfully expand our knowledge. Fostering this collaboration and a ‘community of practice’ is the 

intention of the Global Health Compassion Rounds, and we hope this series will be the first step of many 

to create and nourish a community committed to compassion in global health. 

Please visit the WHO Global Learning Laboratory and Focus Area for Compassion and Ethics for more 

information on this work. Interested in Alight? Click here for more information. 
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