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Today we will be exploring the points of connection between two movements that have
recently emerged in global health: Respectful Maternal and Newborn Care, and
Compassion in Global Health. What do these two movements have in common? What
can we learn from each other? What might be possible if we work together more
intentionally? 

We are delighted to bring two communities together with one intention: to think
through how our dialogue can lead to action to save and improve lives across the world.
As we traverse this Global Health Compassion Rounds, I encourage us to remember the
lens provided by our goal: to provide quality of care to people across the world.
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It's wonderful to be here with colleagues and to share the journey of how WHO has
worked on the issue of respectful care and respectful maternal newborn health. I'd like
to share with you a little bit of the history and critical milestones in research and
resources on this topic. I want to start with a terminology issue, because we have been
using different terminology, and I wanted to describe head-on how WHO has been
involved in the way we talk about respectful care. 
 

Özge Tuncalp, Medical Officer, Dept. of Sexual & Reproductive Health & Research, WHO

W H O ' s  S h i f t  t o  P a t i e n t  " E x p e r i e n c e  o f  C a r e "

When we speak of quality of care, we often describe it as the degree to which health 
services for individuals and populations increase the likelihood of desired health outcomes. 
This definition implies that quality of care can be continuously improved, and importantly, the needs and preferences
of patients, families and communities as well as the health workers providing care are foundational to this strive
towards quality. The discourse between these two communities today can lead to positive effects on the quality of
care delivered to mothers of newborns.



In 2014, WHO started with the terminology, "disrespect and abuse," which was the first time WHO made a statement
about this issue. Then we said “Okay, but how do we define this issue?” This led to a systematic review of the literature,
coming from the woman's perspective: how do women view how they are treated during childbirth? This led us to
develop a typology to talk about mistreatment and to try to identify and measure it.

But lack of mistreatment does not mean respectful care. So we used the same approach: to think about what respectful
care means, capturing the voices of women in the literature in a systematic and comprehensive way from low, middle,
and high income countries. As you'll see in a lot of our documents, we now use the terminology, "respectful care."

At WHO we have been doing a lot in terms of research, norms 
and standards, advocacy, and country support. After asking, 
“What is mistreatment?,” we went on to develop a tool to 
measure it. We've done this research in four countries: Ghana, 
Guinea, Myanmar, and Nigeria, which showed us across the 
board, using a standardized methodology, what is happening 
during the time of childbirth. One of the things we were able to 
examine is when certain things are happening. For example, we 
looked at physical and verbal abuse and learned how this was 
happening in the 15 minutes before childbirth. This gave us a 
comprehensive picture of how women are treated, and how 
mistreatment is happening, which led us to inform country 
policies and practices.

What about newborns? A lot of the work we've been doing 
focuses on maternal care. As we move forward, we are looking 
at maternal care and newborn care together, in a more 
comprehensive and cohesive way. In three of the countries, 
we were able to observe 15 evidence-based newborn practices, 
and how many of the practices are not happening. We also looked 
at some of the instances of possible mistreatment against 
newborns and how these instances relate to mistreatment of 
women at the same time. The results highlight where action can be 
taken immediately. However, we hope that this work will help us do 
more in terms of understanding and naming respectful newborn care and how to better understand women's and
families' expectations and preferences. There's work going on now at WHO to dig deeper into this with many partners
in global health.

We have also been thinking about respectful care as a human right. We've been looking at international human rights
and the typology of mistreatment of women during childbirth, and operationalizing a human rights-based approach.
We've been informing and working closely with higher-level bodies like the United Nations Special Rapporteurs and
also the Council of Europe, which issued a resolution on obstetrical and gynecological violence. These are high-level
initiatives, which is a really important component of working towards ensuring respectful care.

With regard to norms and standards, WHO has been thinking about what good quality care looks like. We established a
framework in 2015, where, for one of the first times, we frame the experience of care as a critical component of quality
of care. This led to a lot of the norms, standards, and guidance documents. We started with Standards for Improving
Quality of Maternal and Newborn Care, and then in 2018, we applied the same conceptual framework for improving
quality of care for children and young adolescents. In 2020, we turned our focus to quality of care standards for small
and sick newborns in health facilities. For the first time, instead of prioritizing morbidity and mortality outcomes, we
focused on what matters to women during this very critical period in their lifetime. So our person-centered,
systematic review on the topic of respectful care led to the 49 recommendations in the WHO Recommendations on
Antenatal Care for a Positive Pregnancy Experience.

For the first time,

instead of prioritizing

morbidity &

mortality, we

focused on what

matters to women.

https://www.who.int/reproductivehealth/topics/maternal_perinatal/statement-childbirth/en/#:~:text=The%20WHO%20statement%20calls%20for%3A&text=The%20generation%20of%20data%20related,eliminate%20disrespectful%20and%20abusive%20practices
https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001847
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7348458/
https://www.who.int/publications/i/item/9789241511216
https://www.who.int/publications/i/item/9789241565554
https://www.who.int/publications/i/item/9789240010765
https://www.who.int/publications/i/item/9789241549912


In 2018 we launched the Intrapartum Care for a Positive Childbirth Experience recommendations, again building on the
quality of care framework and the person-centered, comprehensive approach. The first three recommendations in this
guideline are respectful care, emotional support, and effective communication—among all the other clinical
recommendations. And we are doing the same for postnatal care, to be launched in February 2022. 

What does this mean in practice? I want to highlight the Quality of Care Network, which is a broad partnership of
committed governments, implementation partners, funding agencies, and researchers coming together to reduce
maternal and newborn mortality and improve the experience of care. We've initiated this work with 11 countries and
counting, providing an opportunity for us to understand how to measure these experiences within health systems and
within quality improvement initiatives. I want to highlight a number of critical documents, like the Integrating
Stakeholder and Community Engagement in Quality of Care Initiatives for Maternal, Newborn, and Child Health, and our
recently published Evolution, Implementation, and Progress Report. 

Finally, going forward, we know there are multiple multi-level interventions needed beyond service delivery. To really
reduce risk and promote respectful care, we need to account for the systems-level and society-level drivers, like
harmful gender stereotypes, discrimination, power dynamics, and health system conditions and constraints. We must
also consider the importance of caring for carers, with a focus on midwives, and how to enable and empower
healthcare providers within the system to provide quality of care. We need participatory partnerships, and this
dialogue with the compassion movement is a really important opportunity for all of us.

It has been my absolute privilege to work with the White Ribbon Alliance, and to
coordinate the Global Respectful Maternity Care (RMC) Council. For me, this work
started very much as a personal experience. I gave birth 14 years ago, and that is when I
started advocating for respectful maternity care.

Elena Ateva, Advocacy Manager, White Ribbon Alliance
T h e  E v o l u t i o n  o f  t h e  R e s p e c t f u l  M a t e r n i t y  C a r e  M o v e m e n t

The RMC Council is a multidisciplinary group of activists, professionals, including 
professional organizations, attorneys (human rights attorneys, mostly), and also implementing organizations,
grassroots organizations, UN agencies, donors, and others who are stakeholders in this calling. What started as a
community of concern has grown to more than 450 individuals from about 45 countries. And it really shows how
important this issue is and how many people are dedicating their time to finding a resolution. Ӧzge did such a great
job detailing how much we know: we know this is a problem, and we know it's prevalent everywhere. We know we
have different types of abuse and mistreatment. But what we really need to focus our attention on now is what
women want and what the future looks like. I've been doing this work for 14 years, and I've been patient, but women
need decisions and resolutions now, because they're giving birth right now. They're relying on those services today.

We mobilized women from around the world—1.2 million of them from 114 countries—and asked them a simple
question: What do you want for your own reproductive and maternal health care? We saw there's no real difference
between high, low, or middle income countries in terms of what women describe. One of their top demands is
respect and dignity throughout the continuum of reproductive, maternal, newborn, and child care. There's nothing
better than hearing what women want from women themselves:

“Being treated with respect and tact as a human being, instead of as a body, and have the possibility of
being provided with good and vast information about my own health to be able to take the decisions I
consider as the best for me.”   -19 years old, Mexico
 
“I want to be told what is happening, why is it happening, and to be asked for permission before it
happens.” -31 years old, United Kingdom 

“I wish to be treated with love and respect whenever I visit the clinic.”  -35 years old, Nigeria

https://www.who.int/reproductivehealth/publications/intrapartum-care-guidelines/en/
https://www.who.int/groups/Quality-of-care-network
https://www.who.int/publications/i/item/9789240006317
https://cdn.who.int/media/docs/default-source/mca-documents/qoc/the-quality-of-care-network-report-evolution-implementation-and-progress-(2021).pdf?sfvrsn=c358a3f3_5


This movement is older than my own experience, and older than what you might consider the experience of respectful
maternity care. It actually started with the Humanization of Childbirth movement in Brazil (1975), and a very important
WHO conference on appropriate technology for birth (1985). Parallel to that there was a movement in Eastern Europe,
where I'm from, starting with the Childbirth With Dignity Foundation, which employed a very important media campaign
in 1992.

of your contributions. The charter is firmly grounded in established human rights documents. There's nothing new
about the language of the charter—we just put rights that already exist in other documents together in one place, very
much relying on the Convention on the Rights of the Child, for example, which is one of the most widely signed
conventions in the world, as well as the convention on Elimination of All Forms of Discrimination against Women. 

As a community, we have come together to create a theory of change for respectful care, with some overarching
principles. We know that we have to work at the community, facility, and policy levels at the same time to be successful.
We know that, similar to the Global RMC Council, whether we're talking at the national or subnational level, we have to
collaborate in a multidisciplinary group. It's really important that we all work together, because the issue is complex, as
Ӧzge outlined. That's why we need all of us to contribute and look at this issue from different angles.

This is really the strategy: it's a win-win when we're working together for mutually beneficial outcomes. Maybe there's
not one organization that can do it all, but each one of us in our individual work contributes towards one or more of
those strategies. It is how we work together and how we collaborate that brings about change. We know that we have to
work on the demand side to challenge the normalization of disrespect. And we are successful when social and gender
norms are addressed. The RMC Charter has been successfully used to do this, but we know that the first step is really to
make sure that women, their communities, their families, and their providers understand that these are violations—this
is not okay to do.

We know that on the supply side, we need to strengthen the whole system to provide high quality respectful care. It is
not really about the providers only. It's not okay to train them on respectful care and send them back to a system that's
dysfunctional—this would not be productive. We know that we need to work at policy and legal levels and on legal
redress. These changes and mechanisms are needed to ensure respectful maternity care.

The current RMC community of practice was formed in
2009, and that grew to be the Global RMC Council. One of
the most important contributions of the Council was the
creation of the RMC Charter, which was updated in 2019.
This movement has grown organically. We have reached out
and collaborated with those older movements so that we
may be able to advance this together.

The Universal Rights of Women and Newborns, which is the
Respectful Maternity Care Charter, started as a human
rights response to the first seven types of abuse that were
identified. In 2019 we updated the charter, because we
found that, while the charter was focusing on both maternal
and newborn rights, there were some rights that were not
articulated very well for the newborn. We have now
articulated additional rights that apply to the newborn. 

The RMC Charter is a consensus document that was
developed by a group—including so many of you are here on
the call—of maternal and newborn health professionals,
activists, provider associations, human rights experts,
USAID, WHO, UNICEF, and the Office of the High
Commissioner for Human Rights, and we're thankful for all 
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Participatory accountability mechanisms are especially important, where women in the community participate and
give feedback—their voices are really central to the changes. This is a continuous process; it's not a one-time
occurrence. And after something has improved, we need to come back again and ask women what they think about it,
and what else can be changed.

We need champions at all levels. This could look 
like a facility administrator, or an official at the 
Ministry of Health, or someone in the media or 
other champion that has taken up this issue. 
Those champions at all levels are really critical 
for the advancement of respectful maternity care.

We created a dashboard for the responses we 
collected about what those 1.2 million women want 
for their own reproductive and maternal health care, 
where you can search by word or by country. It was 
shocking to see how many times women talked about 
love—there were thousands of mentions of love and 
compassion. I will share some of some of the women's 
words here for inspiration.

What those 1.2 million
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“We need love and good care from doctors
and nurses.”  -Cameroon 

“Love and care from the midwives.”  
-Tanzania

“I want to be treated with dignity and love.” 
 -Nigeria

“Patients need love and care.”  -Pakistan 

“Care and love to newborns.”  -Uganda 

“Show love for the family.”  -Kenya 

“The behavior of the nurse doctor in our
hospital is correct. The doctor's behavior is
so good that he writes medicine with great
love for everyone.”  -India

Thank you so much, Ӧzge and Elena, for those fantastic presentations. There are so
many points of connection that we’re looking forward to exploring. But before we do,
I'd like to share a few thoughts from the movement—or maybe it's a pre-movement—on
compassion and global health. 

As Shams often reminds us, we view compassion as having three core elements, which
are based on insights from neuroscience and psychology. First, in order to respond to
suffering with compassion, we have to recognize that suffering exists. We have a 

David Addiss, Director, Focus Area for Compassion & Ethics
T h e  E v o l u t i o n  o f  t h e  G l o b a l  H e a l t h  C o m p a s s i o n  M o v e m e n t

The last one really made me laugh, but it left such a good
feeling. I want to leave you with this quote from bell hooks,
who we sadly lost yesterday: 

“It is essential to our struggle for self-determination that we
speak of love. For love is the necessary foundation enabling
us to survive the wars, the hardships, the sickness, and the
dying with our spirits intact. It is love that allows us to
survive whole.”



cognitive attunement with the situation of someone else. Second, with that awareness comes empathy—feeling what
the other person is feeling, in a sense; feeling their pain. This is an emotional attunement. And finally, compassion
doesn't just sit with empathy or emotion. It moves into action to relieve or prevent that suffering. We rely on these
three components to guide our thinking and our work in compassion and global health.

Compassion has always been part of global health. It's a motivation for many people who work in the field, but it's not
been part of our discourse. This began to change a few years ago when Dr. Tedros Ghebreyesus, the Director General
of WHO, included compassion as a central element for quality health care. The Global Learning Laboratory that Shams
directs had a seminal webinar on compassion as the heart of quality health care services, and this really launched the
global conversation on compassion in global health.

As envisioned by WHO, compassion is critical at all levels, from the point of care all the way to the global level. We've
already heard about the need for global policies, as well as policies and actions that take place at the bedside.
Increasingly, national healthcare systems are being brought into this awareness, and they're bringing compassion into
their health care plans and policies.

l’d like to share a few reflections on compassion to set
up our conversation with the panel. First, it's
increasingly clear that compassion is essential for
quality health care services, and that compassionate
care has benefits for patients, providers, and health
systems. Second, compassion is a core value of global
health, and it's a source of motivation for many in the
field, yet this compassionate impulse is often lost in
the details and the busy-ness of our work. How do we
stay connected to it?

Compassion in global health is less about righting a
wrong than it is about remembering, revealing, and
nurturing compassion that is already inherent in the
work of health care. Compassion begins from an
experience of shared humanity. It's not just a
technique—it encourages reflection on why we do
our work and how we do it. Compassion must go
beyond merely alleviating suffering to also promoting
human flourishing.

What might an explicit focus on compassion
contribute to Respectful Maternal and Newborn
Care? I can suggest a few things, and look forward to
our conversation together. Compassion is needed at
all levels of the health system. It's not just for 

patients, but also for providers, as Ӧzge mentioned. Compassion recognizes that we all suffer, including health care
providers, and this has never been more obvious than during the COVID pandemic. The three part compassion
framework—awareness, empathy and action—might provide a roadmap for enhancing respectful care, and
compassion might provide the inner motivation and commitment and resource to providing respectful care.

What can those of us who work in compassion and global health learn from respectful maternal and newborn care?
Well, RMC is much more mature as a movement. As we've seen, there are guidelines and recommendations that are
far more advanced than where we are on the compassion and global health side. Respectful care is better defined in
terms of quality metrics than compassionate care. And the human rights approach is also very important and
something we need to attend to in compassion and global health.
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https://cdn.who.int/media/docs/default-source/quality-of-care/who-global-learning-laboratory-for-quality-uhc/webinars/gll-webinar5-slides.pdf?sfvrsn=8725a5cc_4


Shams Syed:  Sheena and Damas, as you've heard these colleagues speak from their various perspectives, are there any
initial reflections that you'd like to share with the audience?

Sheena Currie:  Thank you so much for inviting me to be part of this conversation. I think it's interesting that David
feels the respectful maternity care work is quite advanced. I think it is advanced, but there's still a long way to go. I
think the great work that WHO has been doing in driving this forward, supported by the work of the White Ribbon
Alliance, who have led a lot of the advocacy and listening to women, has really elevated respectful maternity care to an
extent that we're now talking about it all the time. And we cannot talk about respectful care without the underpinning
of compassion. 

Sheena Currie
Senior Maternal Health

Advisor, Jhpiego
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~ Moderated by Shams Syed ~

Finally, what are the themes or concepts that might serve as bridges or points of common ground and understanding
in this dialogue? Shams already mentioned that quality could be such a bridge, and I believe it certainly could be;
people-centered care is one of the major quality domains. Dignity is another, with its inherent linkages to health and
human rights. The ethics of care is also a potential bridge, as is the theme of humanization. I look forward to the
reflections of the panel and our exploration together. 

Damas Dukundane
Consultant Physician, 

King Faisal Hospital, Rwanda

David Addiss
Director, Focus Area for

Compassion & Ethics



When we conduct activities related to respectful care, and I do a lot of this in different countries, we often begin by
asking people, “Why did you become a health worker?” And it's good to ground people, to help them think back to why
they came to medicine, midwifery, nursing. Many will say, “Because I want to help people,” or, “I really care, and I want
to do something for my community.” A few say, “Because I want to make money,” but not many. The majority are
motivated by caring, compassion, and empathy, so that's always a great start. Then things happen somehow in their
journey of professional socialization such that the road of compassionate health work changes. 

Damas Dukundane:  When we talk about compassion, we talk 
about concern for suffering, seeing yourself in the suffering 
person, connecting with that awareness, and taking action. 
Because when you take an action with that awareness, you 
know you are not going to harm, and medicine says, "First, do no 
harm." I think that's the beauty of it, and, like Sheena said, along 
the way we lose that, but I think in the beginning, we all have 
that.

There are so many reasons that people forget this initial 
thinking, because healthcare becomes so complex, there are so 
many things that come between the patient and the person 
who is treating them. And there are so many factors that make 
the person sick in the first place. But we see that health care 
only focuses on the outcome—it doesn't look at other 
intervening factors. So for me, compassion, like David said, is 
the remedy, because it brings back the connection between 
the patient and the doctor. If you have dysregulated emotions, 
if you're not well-centered, you're not going to provide patient-
centered care. You have to be in a state of wellness to be able 
to provide the best care. 

We are talking about maternal health—let us remember that all of humanity is based on how we are raised. The
environment that is the womb, the first world a human being lives in—if it's troubled, what are you going to get out of
that world? That's when the smallest part of our inner core life starts. When we grow up, we are connected to the
environment with our five senses. When we are in the womb, we are connected entirely—very few things do not cross
that placenta. I hope this conversation is going to go a long way towards bringing all of us back to why we do this.

Shams Syed: That's a beautiful description, and thank you for sharing that. We're going to be a little bit controversial in
this panel. Our ethos for these Rounds is to share, but we also like to challenge and spark new thinking. I'd like to ask
our panelists if they have any reflections on key attributes of what they were hearing that could support their efforts,
and also if there are any points of tension between what they were hearing about respectful maternal care, as well as
what they were hearing about compassion.

Ӧzge Tuncalp:  Thanks colleagues. It's fantastic to hear these thoughts and observations. I think it's really important to
not think of these interactions as just between the patient and the provider. From the patient's side, we're not bringing
just our pregnancy or our pre-eclampsia, and from the provider-side, we're not just providing a treatment for pre-
eclampsia or diabetes. What I'm hearing from Damas, David, Sheena, and all of us is to embrace more systems-thinking
—that is really where we are converging. We cannot just try to improve the interactions between individuals. It's
important, but it's not the whole picture. 

When I initially thought of compassion, I thought of it more at the service delivery level. Then David said the
compassion community actually think of it at various levels, from the provider and patient interaction all the way to
the policy-level. I never actually thought of compassion in that multi-system level before, but it is true. So what I
initially thought might be a tension in this conversation between RMC and global health compassion communities
actually seems to be something that we can align on.
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Elena Ateva:  As I think I’m the only one on this panel who's not a medical professional, I've been struck by how
dehumanizing everything from the training to the actual practice of the medical profession actually is. Very often
you're asked to forget or forgo your own human needs—the need to sleep, eat, and go to the bathroom, sometimes in
conditions that are themselves dehumanizing. I’m struggling to understand how we are asking people to give what
they themselves don't have or don't receive. 

It's about supporting

a system of care

that takes care of

everybody, so we

take care of each

other.

It's really about supporting a system of care that takes care
of everybody, so we take care of each other. That, to me, is
central, and I don't think it's controversial. We've come to
accept something that's absolutely unacceptable, and it's
become the standard. I don't know if this standard is
accepted by those in the medical professions, but I think
we have to challenge that this is not normal. We hear from
midwives who have not gone to the bathroom all day,
haven't slept, haven't eaten—this is not human. We cannot
ask people to do that for anything or anyone. 

I'm a human rights attorney. I come from this field, and so
for us, it's very comfortable to say we have these
frameworks, international instruments tied very clearly to
frameworks at national or subnational levels, so if there's a
human rights violation, you know there will be
consequences. It's a very clear structure to see how things
operate. 

When you talk about compassion or love—and I can just
hear my head saying, no, this is all fuzzy and warm—what
are you actually asking us to do?  I think it's very hard for 

people to imagine what that looks like, so I can see how this could be challenging. It's not insurmountable, however. I
think it's really about intention, and where we want to focus attention. Essentially, what do we want to achieve
together?

Shams Syed:  That fuzziness and warmth of compassion is its asset, but it's also something that can be a big challenge.
That's where the science of compassion comes in. It's just the right moment to bring David into this conversation.

David Addiss:  Ӧzge, I really appreciated your comment that what might see like a tension may not actually be a
tension. I think there's some tension still inherent in this challenge we have. We on the compassion side really need to
understand systems and the systems approach. Our biggest barrier is to how to create systems that allow compassion
to emerge, and that nurture and foster it. 

Most of the studies that have been done on compassion, particularly in healthcare, have been done at the individual
level. What types of practices or training might allow providers to become more compassionate or to provide more
compassionate care? Some of this really focuses on empathy: how do we encourage providers to actually feel the pain
of their patients? As Sheena mentioned, we become dulled to that through our training. It's beaten out of us. So how
do we recover that?

Compassion really has this internal element. I don't think we can pass a law that requires people to become
compassionate. We might be able to alter their behavior, but compassion emerges, as Damas said, from an encounter
with another human being and a realization of this connection. While we in compassion work struggle with how to
systemize it, we also recognize there is a degree to which we can't systemize it—we can’t pass it on as a skill
or a performance objective that doesn't come from the person themself. 



So how do we wrestle with the fact that there's something internal or personal about compassion that needs to be
nurtured, and that might, in some ways, be impervious to the best systems? On the other hand, we can have the most 
 compassionate person, in terms of their impulse and their desire, but if you put them in an uncompassionate, abusive
system, it's very difficult. They roll right into moral distress and burnout. 

I think we do need both. In fact, this tension is a point of 
connection, and perhaps a point of mutual exploration 
and insight. But there's also something unresolved about 
those differences that I think we need to find ways to 
bridge.

Sheena Currie: I’d like to step back to pre-service 
education a bit, because that's an area where 
professional socialization begins. I think there's still a 
lot of work to do in pre-service education in low- and 
middle-income countries to ensure that the softer, 
fuzzy issues are valued. At the moment, they're not 
given the same attention as physical care in pre-service 
education. Although we work with the underpinning of 
ethics, both by the International Confederation of 
Midwives and the International Council of Nurses, and 
look at human rights, there are no opportunities for 
learners to really do deep dives and explore these 
issues, because I think often the faculty don't 
understand these issues very well themselves. 

In higher income countries, there's been a lot of 
discussion within nursing and so on, about "caring 
culture." We're privileged that we can discuss these 
issues at length in higher income countries. But I think in lower income countries there's still a lot of work to really
elevate the issues we've been talking about here within the curriculum, within practice, and within the support that
students need so that they’re encouraged to discuss it. We should ensure that students are supported and encouraged
to explore the issues that we're discussing now, and that these issues are given an equal emphasis on the professional
behaviors and the caring behaviors as much as the skills and the knowledge pieces.

I'd like to bring in another dimension that I think underpins a lot of the problems, which is gender. Ӧzge mentioned it,
as did Elena. We know that gender inequity underpins a lot of the power relationships that impact a provider’s ability
to be caring. As much as possible, we have to address gender issues within the curricula for a predominantly female
workforce. With all due respect to Damas and all of my male colleagues, I think you recognize that nurses and
midwives are predominantly women, and they experience inequity on many levels and often struggle to provide care.
Particularly in humanitarian settings, where the culture in many ways is also against them in their ability to be an
empowered woman and to feel they can bring their caring and professional behaviors into their daily lives. Damas said
it very well, he said it's about "being well." I think we've seen this with the pandemic, how it's really affected many
caregivers and the systems that people are working in. 
 
Damas Dukundane:  Listening to all of us, I was trying to bring these things together: compassion in global health and
how we give dignified care. It's not easy to teach compassion, like David said. You have to come to a point where you
realize that regardless of how much science you have, we all suffer, and the suffering is not going to stop. But we can
choose what we do with our time between birth and death. 

People are talking about how we train. When we are training, we are training for endurance. It's like the military—you
have to be tough. I don't think it's necessary to teach you how to be hard on people, but how can we resist? Just
because someone mistreated me, I don't have to mistreat other people. 
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You have to know that you chose this profession. The people who are mistreating you, they want to show you how
much this work is demanding so you know what is waiting for you. But that is not an excuse for me to mistreat other
people.

When we talk about compassion and the systems, we are not going to have a perfect system. But how do you do the
maximum with the little you have? If we don't promote the culture of that compassion, people will do just the
minimum required. We are asked to do evidence-based medicine, but sometimes in developing countries, you have to
go to the second or third option because you can't afford the first one. What is most important is the intention you
have when you're doing that and that you do it for everyone the same way—providing the same care and having the
same attitude for the king and for the beggar. 

For me, compassion is like a compass, it always shows me where north is. It is both the content and the context. It is
the container. How do I deliver what I have? Compassion is that thing that wakes me up. Sometimes I am in a
consultation, and I’m having a bad day. The patient comes in, and I want to reset my compassion. I’m like, okay, where
am I not doing well? I’m probably hungry, but how am I going to talk to this person? That’s how I’ve tried to do it.

We complain about many factors in the system: patients, poverty, and environment.  I focus on what I do in my
consultation room, and how to make sure that the patient understands what I’ve told them, and knows that we are on
the same side. Not putting the program of treatment between us, but holding hands and facing it together.

Moderated by Shams Syed

D I S C U S S I O N

Shams Syed:  Now we’ll switch to some of the questions that are emerging from the audience. There are a number of
points related to anti-racism and to challenging discrimination in health care, and Sheena started to examine this in
terms of equity. When we are thinking about all that has been discussed today—respectful maternity care, compassion
—what thoughts go through your minds when we think about anti-racism, challenging discrimination, and reminding
ourselves that equity is a core domain of quality?

David Addiss:  This is a real challenge for us in the compassion world, because it demands these systems-level
approaches that haven’t been fully developed from a compassion lens. When I look at the inequities of COVID vaccine
distribution, or other global health problems that have particular racial and social inequity dimensions, there's clearly a
need for a systemic change. One of the things that we've also seen in the United States in the last several years is that
we thought that people's hearts had changed through legislation and social progress, but in fact they don't appear to
have changed very much.

To me, the essence of addressing some of these inequities like racism comes to the point that Damas made about
recognizing this deep connection that we have with each other. This is where dignity might be a bridge for these two
movements. We're not going to address racial inequity without respect, without a sense of interconnectedness, and
the compassion that can arise from the desire to alleviate suffering. If we don't care about the other person suffering,
those inequities will persist. How we advance our thinking and our interventions along these lines is an area of active
inquiry and work for us in the compassion world right now.

Elena Ateva: I'll build on what David said, but really focus on those structural issues, because we've had some time to
think about them. They build upon the requests coming from the What Women Want campaign. There were several
things that women particularly pointed to that need to be addressed. First, as many of you mentioned, just
acknowledging that this is happening—that forces like racism, sexism, colonialism, ableism impact us today. 



Very practical steps can be taken to address those challenges, and women said we want to be treated by providers
who look and sound like us. So we need to recruit diverse professionals at all levels, and ensure that women are served
by people who look like them. This includes providing scholarships or educational programs so women have the means
to join these professions and also ensuring women have the support they need to practice. Women also need to be
represented in the regulatory and professional associations—those who set the standards for the professions—
everything from the staff to the boards of those organizations need to reflect that diversity. 

There are also opportunities to work with communities to determine best practices for anti-racism, anti-
discrimination, and bias awareness, and to develop guidelines to improve culturally competent education for all those
who are providing care. Partner with the community, and ensure that communities are heavily involved. Above all,
women need to be acknowledged as experts of their bodies. If a woman tells you it hurts, it hurts—it doesn't matter
what you think about it. Part of the discrimination in the United States comes from thinking that because somebody's
skin color is different than yours, they hurt less than you do. I think individual changes need to happen, but those
structural changes need to happen first, otherwise we cannot see any change at individual level.
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Ӧzge Tuncalp:  I can't emphasize more that real change
might not be in our generation’s time, but this is
something we all need to work on together now. People
are becoming more aware, and talking more, and there's
so much work going on. I'm thinking of reproductive
justice work in academia and advocacy that we can build
on. We can work together to better incorporate this work
and see how we can actually actually work together. 

If you look at the data, it's not just young women or
adolescents; the way women are mistreated increases if
you're young, if you're uneducated, or if you are single—
so it's many different levels of discrimination that come
together. If you look at data from the United States,
women of color are mistreated and have poorer
outcomes. It will be really important to keep analyzing
the data to identify issues and more proactively work
toward solutions. I think this is going to be more and
more important on both the compassion side and the
respectful maternal care side.

Sheena Currie:  I think there is a lot more awareness now.
It's in the media, both the racism issue and the #MeToo
movement. At a country level, we're also seeing a lot
more tribal conflict in many countries I work in— 

Afghanistan comes to mind, where there's been years and years of conflict that is underpinned by tribalism. I think
these are deep-rooted values that are very challenging to change. Damas, I hope you can speak to this, because I think
Rwanda is one country where they've demonstrated how we can move on in a positive way from tribal conflict.

Damas Dukundane:  I think what we unfortunately experienced in Rwanda is what David talked about earlier—that
collision is a starting point of cohesion. Because you are attracted to something that takes away your comfort zone,
and in reorganizing yourself, you find a better position. That comes to another point that I think Elena raised about
diversity. Some people are stuck in one shape of thinking. They don't see what happens somewhere else, and they tend
to keep their routine; but diversity is the source of learning to see that other people are doing something different, and
maybe when you try that different thing, you like it. In promoting dignity and compassion, I think things like increasing
the number of women is important. How are you going to know that a woman is capable if you don't give her the
opportunity?



For example, in Rwanda, I remember when we were in medical school there was a medical student association that
copied things from our Senate and Members of Parliament, where the government stated we needed to have at least
30% women. And actually these women members, they go in and they shine. It validates their confidence, it shows
everybody else that they are capable, and the youngsters learn from that experience. The men who were so mad and
thinking that the woman can't do anything, they are challenged, because she succeeded. Giving women opportunities
to form this human experience validates some of these values we are talking about.

Shams Syed: There have been a number of questions on 
capacity building. Pre-service education has come up, but 
also questions related to addressing compassionate 
leadership and management practices, as well as how power 
dynamics are examined within these capacity building 
efforts. I'd like to turn to the panelists to share their 
thoughts about how we can enhance capacity at different 
levels of the system to advance the cause of compassion 
and respectful maternal and newborn care.

Ӧzge Tuncalp:  I think pre-service training is really, really 
important. Especially in the health field, where once 
something is established or perceived as important or 
unimportant, it's really hard to change that in the course of 
practice if it's not given to you in the beginning. For example, 
one of the things that we looked at is how vaginal 
examinations are done. So many are done without the 
woman’s consent, without actually providing privacy. I 
remember as a medical student training with women who 
volunteer to teach you how to do a good vaginal examination. 
It was such an important milestone in my medical training, in the sense that they were telling me, okay, now you're
hurting me, or now you're doing this, and it stayed with me throughout all of my practice before joining WHO. When
things are highlighted in the pre-service training, it stays with you.  

It’s also important in residency training, because residents see what their teachers or their senior providers are doing,
so they emulate the practice. Then it gets stuck, and changing the practice later becomes so hard. I'm thinking of some
of the maneuvers that WHO recommends against during childbirth that are commonly done even in high income
settings. I think that's why, along the way, it is so important to incorporate these concepts of compassionate,
respectful care, person-centered care from the beginning, from the first year of medical school and then throughout
the clinical journey. And yes, I agree with the need for implicit bias training suggested in the chat.

Elena Ateva:  I think it has to be a whole system approach—it cannot be just one part of the system that changes. Ӧzge
described very well what happens in pre-service training, what happens in service, what is modeled. Many people in
the chat also mentioned what is valued, because soft skills are not valued. I think that's a paradigm change that needs
to happen, and only then can we be successful.

David Addiss:  I think students are hungry for this kind of training. They come in with a sense of idealism and
motivation that they want this, so I think we need to respond to that desire. I think we need to address the heroic
narrative that we have, which we're seeing crumble now in the COVID-19 pandemic. We go into healthcare thinking
we’re the helpers, we don't suffer, we can't afford to suffer, we're tough because we've gone through training. That
narrative no longer serves, if it ever did. We need to dismantle this heroic narrative and recognize that we also suffer,
and we need to attend to that for the patients' benefit, as well as ours. This requires setting aside time and space for
reflection, for sharing struggles, and for helping each other. And there's very little time for that in training right now.
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Damas Dukundane:  I think there should be a clear policy of empowering women as strong members of our society,
and for protection policies for the vulnerable in our system. For compassion, I wish to see WHO and others promoting
compassion in health care. I don't know how you are going to quantify it, but there should be a way that compassion in
health care is monitored. We need to recognize and promote soft skills like compassion, and we need to encourage and
make it safe for people to be compassionate. 

Shams Syed:  I want to take a moment to thank all of the panelists and to colleagues for joining us. This has been a
fascinating discussion. There is a really active chat going on, as well, that feeds into the value of this discussion.

The word love has been mentioned a number of times during this Global Health Compassion Rounds. It's interesting
that we think about different concepts in different ways, but the universality of love is important for us to remember.
Avedis Donabedian, the mastermind behind quality of care, very clearly said, "Ultimately, the secret of quality is love."
That's coming from a hard-nosed scientist recognized for his scientific examination of quality of care. Perhaps that's
something we should be thinking about and taking seriously as we move forward.

With that, thank you again to the extraordinary efforts from our distinguished panelists, and for sharing their thoughts
from different perspectives. As we've always highlighted, we like these Global Health Compassion Rounds to share,
challenge, and spark, and I think we've been able to achieve that through the wisdom of those that have participated.

David Addiss:  Thank you, Shams, and I want to echo your expression of gratitude to the panelists and the audience. I
think we really touched on some things that are essential to what it means to be human. We've seen increasing
challenges with the pandemic, and other factors, such as expressions of racism, that undermine our sense of common
humanity. But there's also a tremendous urge to connect. And the work that's being done in respectful maternal and
newborn care is phenomenal in highlighting that connection and in bringing out the better angels of our nature. 

In addition to the words that I suggested earlier that might be bridges for us to explore more deeply—dignity, quality—I
would add love. I so appreciate the emphasis on love from the voices of these millions of women that you’ve surveyed.
We need to pay attention to that and understand: what would loving care look like, and how do we achieve and build
that? 

We look forward to being in touch with you for our 2022 Global Health Compassion Rounds, and we hope you will join
us for future episodes. Thanks to all. Be well.

Ultimately, the

secret of quality

is love.

Sheena Currie:  Going back to the issue of connections, I think
we need to strengthen connections with the students in terms
of having more level playing fields, and really ensuring that
students are seen as valued members of the team, and can
contribute to the caring and as much as anyone else. So
connecting with their faculty, reducing this power hierarchy
that exists, and connecting with the women they care for.

I want to put in a plug for midwifery-led care. Midwives meet
the women when they're pregnant and care for them through
the pregnancy and through labor. It's the perfect partnership
where they can really develop empathy and feel they’re with
that woman, which is really what midwifery is all about.
Midwifery-led care is moving ahead in some countries now, and
India's just about to take off with this, we hope. It's great to see
a recognition that if we can connect the midwives and the
students with the women, the outcomes and the quality of care
will improve.
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