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Abstract

Inadequate care and compassionate practice have been blamed for failings within the
NHS. UK healthcare legislation can be criticised for its failure to provide meaning or
clarity of practical compassionate care. Consequently, hindering the ability of NHS
Trusts, service delivery managers and employees to interpret and implement policy
recommendabns regarding compassionate practice at a local level. To support the
implementation of compassionate legislation, the study sought to understand the
perspectives of those in receipt and those delivering compassionate practice. The
research aimed to emnstruct a context specific definition of compassion and identify

commonly recognised compassionate behaviours.

Co-production underpinned the qualitative methodological inquiry and design of the
research. Eleven focus groups were conducted, five with #narapadiographers,

three with cancer patients and carers and three with student therapeutic radiographers.
On completion of thematic analysis from those groups, thrgegamtuction workshops

were conducted, integrating the data to ensure thraducedindings were equally
representative of the perspectives of the three participant groups.

The coeproduced definition conveys how compassion can be recognised by the intention

to help, achieved through recognition of individuality and a tailored approaucbdb

WKH SHUVRQYTV LQGLYLGXDO QHHG $Q XQGHUVWDQGLC(
through the construction of a conceptual framework. The findings indicate four
components are essential for compassion demonstration and perception of
compassionatdisplay: 1) attitude, 2) behaviours, 3) understanding individuality and the
appreciation of needs and 4) practices. Collectively these four components enable the
therapeutic radiographer to behave in a manner which facilitates a connection with the
patient whilst denoting their intent to be compassionate. Consequently, expression of

intent enables the patient to perceive the practices as compassionate.

This coproduced definition, underpinned by a conceptual understanding of
compassionate display, wikilitate the translation of policy into practice.
Recommendations are made which aim to equip the profession with therapeutic
radiographers that hold intent to be compassionate, are motivated and have both the
confidence and opportunity to be compassiemata supported culture which shares the
vision for persorcentred compassionate care. Consequently, this should improve the

quality of compassionate care received by patients.
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Glossary of terms

Thefollowing terms have been used for the purpose of this thesis.

Concept analysis:The review of literature and associated resources which address a
complex concept to provide clarity. This process enables it to be distinguished from
other similar conceptand identifies all aspects of the concept. These outcomes provide
practical understanding of the concept and how it is conceptualised within a specific

context.

Co-production in research: Recognition of the value of multiple perspectives and the
incorpordion of those perspectives into the joint production of new knowledge between

different groups in society and the researcher.

Co-production workshops: Practical sessions where the different societal groups
work together alongside the researcher to slhie perspectives and complete tasks,
resulting in the generation of new knowledge which is representative of the different

groups.

Carer: A family member, friend or partner of an individual diagnosed with cancer.

North Trent Patient and Public Involvement Group: An established patient and
public involvement group who worked alongside the researcher (see patient and public
involvement). The group consisted of individuals diagnosed with cancer or are a carer

for an individual diagnosed with cancer.

Patient: An individual diagnosed with cancer who has been under the care of the
National Health Service (NHS)

Patient and public involvement: The engagement of the patient and public in the
design, development and dissemination of research. Its purpose is taeseateh and
findings that are meaningful to those being researched and to improve the quality of the

research design.

vii



Partners in Learning: A collective group of individuals diagnosed witAnceror a

carer for an individual diagnosed with cancer whaked in collaboration with the host

higher education institution. They were involved in the academic design and delivery of
WKH UDGLRWKHUDS\ DQG RQFRORJ\ SURJUDPPH WR SU

treatment.

Student Therapeutic Radiographer:An individual enrolled on a higher education
institution programme training to become a Health and Care Professions Council

(HCPC) registered Therapeutic Radiographer.
Therapeutic Radiographer: A HCPC registered allieddalth profession trained to

effectively and safely treat and care for people with cancer, offering support while using

highly advanced technology to target and destroy cancer cells with radiation.
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Chapter 1: Introduction

Overview

This chapter will provide the underpinning rationale for the research, outlining the

current deficit in compassionate practice and the consequences of this shortfall. The
chapter will progress to identify causation, addressing the limited understanding of
compassion within the radiography profession and the implications of this. Ttercha

will then propose that in order to enhance the delivery of compassionate care it is a
necessity that a econstructed shared definition of compassion is developed. The
FKDSWHU ZLOO FRQFOXGH ZLWK FRQVLGHUDWLRQ RI W

The deficit in compassionate care

The importance placed on compassionate care within the United Kingdom (UK)
healthcare legislation has amplified since the start of the decade follawingrease in
patient complaints corroborated by Care Quality Commission reports of substandard
care. h recentyears several highprofile incidentshave been reported on cases of
malpractice, poor care and neglect. Aadequacy in care and compassionate practice

has been blamed for reducing quality of life and resulted in patient deaths [1

Although @mpassion was traditionally perceived to be congruent with the core values

RI WKH 8.1V 1DWLRQDO +HDOWK 6HUYLFH 1+6 &RQVWLI
which summarised the public inquiry into the malpractices at Mid Staffordshire NHS
Foundation Truspropelled the concept of compassionate care back into the forefront of
discussion. His report portrayed a bleak picture of an NHS Trust that was systematically
failing both its patients and its staff by adopting an ostrich culture, burying its head

whilst SDWLHQWY ZHUH QHJOHFWHG DQG DW ULVN RI H[SF
Francis made 290 recommendations encompassing several themes. Not simply a list of
what went wrong but like any inquiry, lessons to be learned and actioned to help
preventtheir recurrence [6]. The most pertinent recommendation was that the NHS as a
collective needed to put the patient first, ensuring they are the number one priority, and

receive services from caring, compassionate and committed staff [2].
1



Tackling the comassion deficit has been placed at the centre of government initiatives

[7-8] alongside improving patient experience, another important facet of UK

Government policy [84] as compassionate behaviours are considered synonymous

with patientcentred care [715-16]. The policies and directives placed the

responsibility on both higher education institutions and NHS Trusts to instil and

develop core caring and compassionate skills in the future and current healthcare
workforce. Collectively, proposed changedliied moving the focus of professional

practice towards a system that places compassion and the values of dignity and respect

at the heart of a new code of conduct [12,17] rather than a-tzagetl system

[2,16,18]. To realise this ambition, higher edumainstitutions needed to align their

pedagogy with the government values of patmaitred care, considered as the golden

thread that should run through all pEgyistration education and continuing professional
development [19]. Furthermore, itwasGu HG HVVHQWLDO IRU 7UXVWYV \
VWDII" WR SURYLGH FRPSDVVLRQDWH FDUH > @ DQ
LOQVWLWXWLRQV WR DWWUDFW DQG -EeqQtiéRp@dagdgidalr UL JK V

programmes.

However, the pyposed changes were fundamentally flawed as the supporting policies
and directives failed to provide explicit information to assist achievement. No definition
of compassion within a healthcare specific context was provided or indication of how
compassiontsould be displayed, nor did they testify how to develop compassionate
skills or behaviours in future and current health professione8s 7211, 14, 23] or

clinical practice.

7KH p6L[ &TVYI DGYRFDWHG E\ WKH "HSDUW®PbeQWe R +HLC
a fundamental part of healthcare structure and is now the cornerstone ofbzseds
recruitment [9]. Compassion, alongside care, competence, communication, courage and
commitment are the six core values which registered health professionals and

supporting staff must possess and display in their daily practice. The policy explains

W KDW W K Hgives [arveasiyXuHdérstood and consistent way to explain our values

as professionals > @ 1R GHWDLO RU FODULILFDWLRQ RI WKH
however provided, instead it indistinctly describes compassiomoas Care is given

through relationships based on empathy, respect and dignity @ ,QVWHDG RI D
definitive meaning providing easily understood clarification, this definition meragy ai
confusion, simply providing a 'buzzord' list of values without explanation. Neither

the pre nor post Francis policy has changed this trend, with either ambiguous definitions

2



[7, 24] or no definition at all [12]. Many simply refer to the definitioo\pded by the

Department of Health with no additional explanation or common understanding [22].

Whilst supporting the compassion in practice directive, many have criticised the
'"HSDUWPHQW RI +HDOWKYV SROLF\ EHOLHY LeQdlu§v KDW |
that underpins all the others, not as a distinct and separate entity [25]. Wider criticisms

of the policy have also ensued with many arguing that communication is not a value,

but an essential clinical skill [288], casting doubt over the eligiiyl of the document.

dZ & ]}PE %ZC % E}( *+]}v[s E *%o}ve &} §Z &CE

The necessity to develop and subsequently utilise caring and compassionate behaviour
ZLWKLQ WKH KHDOWKFDUH ZRUNIRUFH LV FHQWUDO WHF
5DGLRJUDSK\TV RZQ SURIHVVLRQDO ERG\ UHFRJQLVHG
for its members and their professional practice. Although acknowledging radiographers
were not specifically under scrutiny as a result of recent failings, the collaorat

network in which they practice and the duty of care they have to patients meant

standards needed to be examined to ensure patients continue to be protected and receive
the care they are entitled to as their human right. In response to recommendations,
ZKLFK SODFHG LPSRUWDQFH RQ pSXWWLQJ WKH SDWLF
Radiographers (SCoR) revised their code of professional conduct. The updated code
placed the safe and compassionate care of its patients at its heart, delivered as standard
practice by professionals who are fully accountable for the quality of that compassionate
FDUH > @ 7KH 6&R51TV FR Bebt ddreStéahy thiad patieiRsZcawbeH 3
assured that your practice in undertaking examinations and/or treatments is

compaswnate” D QEH¥Y W FRPSDVVLRQDWH FDUH DOVR PHDQV
paramount, including measures to control infection, radiation safety and general health

and safety > @

Although the professional body advocates compassionate care as an iegp@hent

RI' D UDGLRJUDSKHUYV SURIHVVLRQDO SUDFWLFH WKH
part of effective treatment delivery and patient safety. It could be considered that these
two components are within the general scope of practice [30], bapaoifically

compassionate care. The assumption perhaps is that radiographers know what



compassionate care is, and therefore the code fails to consider what compassionate care

is, what it encompasses and how it should be delivered.

The current challengetcompassionate practice

The limited definition and explanation of compassion and its meaning has led some to
consider whether the complex construct of compassion is fully understo82]ahd

if not, how can it be successfully promoted in practice 33535].

Importantly, despite reactive policy there continues to be a surfeit of failings, which are

all too often considered to be inevitable{36]. The NHS has been criticised for

promoting a culture amongst its staff which is more focused on cawyirte

VI\VWHPYTV EXVLQHVV UDWKHU WKDQ WKH SDWLHQWYV L(
guestions regarding the ability of NHS trusts, service delivery managers and individual
employees to understand and implement policy recommendations regarding
compassionate practice at a local level. Thus, subsequently hindering their ability to

design and develop infrastructures which supports the implementation of policy.

Defining compassion

7KH FRQFHSW RI pFRPSDVVLRQY LVeWts bevshbpatt ardH DQ G
influenced by the environment and the objects in which they are situated [39].

Dictionary definitions are in abundance, but these frequently include terms such as pity,
empathy and sympathy, each of which has their own unique defgit@iften, each of

these terms is assumed to share the same meaning or value and they are frequently used
interchangeably, creating further ambiguity around the true meaning of compassion

[40].

A recent concept analysis has identified there is no one adediedion of compassion,

and those currently in use have been assigned a meaning based on previous literature
and dictionary definitions rather than being developed within an appropriate healthcare
context [41].



Compassion in healthcare

Compassion andompassionate care have become a prominent and debated topic within
healthcare with an abundance of publications, opinion papers and counter arguments
flooding the academic arena in addition to the tabloid and media coverage. Most

published literature carentrates heavily on the nursing and medical professions [32,

42- @ RIWHQ IDLOLQJ WR UHIOHFW WKH FRQWULEXWLR
pathway and care.

Compassion in Radiography

Although the volume is not comparable withirsing, over recent years there has been
an increase of research into the concept of compassion within radiography. Three
distinct research themes have emerged: compassion fatigue, compassion pedagogy and

understanding compassionate care.

Compassion fague and burnout

The first theme, compassidatigue and burout in the current and future radiographic
workforce. These studies addressed the concept within a clinical context; with empirical
works that investigated the current levels of fatigue antkegfiess for management

within therapeutic radiographers (TR) {82]. Consequently, they did not define or

attempt to understand compassionate practice beyond the scope of compassion fatigue.

Compassion pedagogy

The second theme investigated the develemt of pedagogical approaches to address
FRPSDVVLRQ LQ UHVSRQVH WR WKH IDLOLQJV KLJKOLJ
critical review of compassion aimed to outline the importance of including

compassionate practice in radiography curriculum, basets necessity in clinical



practice [53]. Although situating the discussion in the profession of radiography,

Hendry acknowledged that the critical review focused on the nursing profession.

Despite many aspects of the study transferable to radiograpitergider health
professionals, it must be acknowledged how TRs undertake a distinct and specialised
role that requires care of the patient throughout their radiotherapy pathway [49]. As the
continuity of care required by cancer patients undergoing rauategtls may differ from

the care occurring in other settings across other healthcare professional roles the need
IRU FRPSDVVLRQDWH FDUH PD\ GLIITHU 7KXV VRPH RI
regarding what compassion should look like in both clinical praaticeeducation may

not be transferable to TRs. In addition, Hendry bases the critical review on the
GHILQLWLRQ SURYLGHG E\ WKH '"HSDUWPHQW RI +HDOW

as established, is limited.

Hodgson et al., report on a collaborateducational project between higher education
institutions and cancer patients and carers [54]. Although the project focused on
compassionate pedagogy, meaning and understanding of compassion was not explored,

subsequently providing limited contributiom knowledge of the concept.

The literature review by Bleiker et al., aimed to explore the radiographic context in
which compassion was currently found in policy, protocol and academic and research
literature [31]. Its findings are important to this resbaais they demonstrated that
despite the term being commonplace, its use implies a shared understanding when
actually there is no clarity or definition to the term. Subsequently, strengthening the
necessity for research to define and aid understandiogngbassion within

radiography in order to promote compassionate practice within the profession.

Compassionate care

The third theme evaluates research that explores how compassionate care is understood
[55-57]. Bolderston et al., investigated what TRs47) understood by the terms care

and compassion [55]. Focus groups identified that these concepts were seen primarily as
a part of supportive relationship with the patient, but they were unable to agree if the
technical aspects and procedures were censitla part of caring. The research failed to

validate if these were the behaviours which patients themselves perceived as



compassionate dorehavioursthey wished to see in professionals caring for them in the

radiotherapy department.

In their research, alkett & Kristjanson explored the patient perspective on the role of

TRs by conducting senrstructured interviews with breast cancer patients (n=34) [57].
Patients felt TRs played a central role in enabling them to achieve a sense of emotional
comfort. Paknts also acknowledged that although TRs performed a technical role, they
also needed to remain aware of their role in providing patient care and take appropriate
steps to ensure that they can assist patients in feeling comfortable during their treatment.
The findings identified the importance that patients place on the caring and not just the
technical element of the role of a TR. The research did not however aim to directly
explore patient understanding of compassion and compassionate practice; sulysequen

it did not explain or define what compassionate practice is within a clinical context.

The nonjudgmental acceptance of diversity is considered by Bleiker, et al., to be a facet
of compassionate care [56]. Aiming to explore this facet of compagsiaritiie
SDWLHQWTV SHUVSHF Wdtr¥dtursd inteiviend GitH pate RR(N=3H P L
undergoing diagnostic imaging. Their research established how diversity is not limited
to the common classifications of age, race, etc., but also includes eahstates,

beliefs and characteristics. Although this research investigated the patient perspective
within radiography, it did not explore how patients would define compassion or how it
should be displayed, only considering diversity as a facet of coropassiportantly,

the researchers did not establish from which evidence base the concept of diversity as a
facet of compassion had been established. Assumptions were instead made based on

professional policy, thus failing to validate if diversity is in fadacet of compassion.

Implications for the research

Although the scope of the findings is limited, the lack of additional research in this area
means any conclusions drawn must be based upon what has been conducted.
Predominantly, Bolderston et al.,[5&8nd Halkett & Kiristjanson [57] identified there is

a lack of clarity around the meaning of compassion in the TRs professional role both
IURP WKH 75V DQG SDWLHQWYfV SHUVSHFWLYH 7KHUH
fundamental process of delivieg radiation is part of compassionate practice.

Furthermore, neither studies nor Bleiker et al., [56] sought to directly explore the
7



meaning of compassion and how compassion is displayed within the context of
radiography. Subsequently there is no empigcastablished understanding of
compassion within the profession.

This raises some fundamental questions, if compassion in radiography (radiotherapy in
particular) is not specifically defined, how can it be understood and implemented by:

X NHS Trusts in tk design of their organisation and services
X The management of departments and services

X TRs engaging and incorporating compassion in their practice

The need for a shared understanding of the concept

%OHLNHU HW DOTYV > @ UHVHDUFK LGHQWLILHG KRZ
FRQFHSW KDV EHHQ DVVXPHG WKLV LV VXSSRUWHG IX
work only explores TRs perceptions and Halkett & Kristjanson [57] only exploring
patLHQWVY SHUFHSWLRQV

Mirroring this trend is research exploring the concept of compassion within nursing,
medicine and allied health professions cancer context [462b&\cross the research

only one perspective is explored, and to date, understantling oconcept has never

been ceconstructed. In research which has considered perspectives of both the health
professional and patient have not focused upon compassion rather genegalingre

skills [63]. No research has been conducted which has expjointly TRs and
SDWLHQWVY SHUFHSWLRQV RI FRPSDVVLRQ DQG FRPSD

cancer care services.

By conducting research on the different perspectives independently, researchers have
failed to consider the relationship betweka tifferent perspectives of compassion.

7KLV KDV FUHDWHG D VLOR HIIHFW WKDW IDLOV WR JU
assigned meaning. Thus, meaning and understanding of compassion has been assumed,
creating a dissonance between what jgeeked from patients and what TRs are actually

delivering.

Equally, the perspectives of student therapeutic radiographers (STR) have not been

explored or considered to aid understanding of the concept. STRs are in a unique

8



position, situated Hbetween higer education institution and clinical departments.

Their perspective on compassion is shaped through their own experiences, those
HWDXJIJKWYT WR WKHP WKURXJK SHGDJRJ\ DQG WKRVH uc
training. Their inclusion in developing afagtion and understanding is essential to

provide a third perspective to connect meaning between academic and clinical

perspectives.

Consequently, three problems are faced:

1. Compassion has never been defined in the context of radiotherapy

2. Compassionatdisplay has never been described within radiotherapy

3. Construction of a definition and understanding of compassionate display has
never been undertaken to include the perspectives of those in receipt (patients
and carers), those delivering it (TR) ahdge who are being trained to deliver it
(STR).

To promote and develop compassionate practice within the current and future

therapeutic radiography workforce, a context specific definition of compassion and
understanding of compassionate display neetle eveloped. The definition and
understanding must be -coeated by the three participant groups who are situated
ZLWKLQ WKH UDGLRWKHUDS\-8QMIURQEBHQWWD R GIURIY R
compassionate care. Thus;@mnstruction is a central tenettbfs study.



Potential Impact

There are three aspects to the research outcomes of this study:

1. This study will present a ecreated definition of compassion and conceptual
framework that provides a 'real life' meaning of compassion, allowing NHS
Trusts, service managers and TRs to interpret and implement health care
legislation [9,1314,17,20,64] ito 'real world' practices.

2. The conceptual framework will provide the basis of a pedagogical approach,
presenting higher education institutions with an opportunity to develop their
curriculum to increase the likelihood of students completing programities w

skills that will ensure good quality compassionate patient care.

3. There is the potential to enhance the compassionate care delivered by current
and future TRsAs consequence, this should improve the quality of
compassionate care receivad the culivation of patienicentred carand
reduce the failingexperienced previously by patients undergoing care and
treatment within the NHS.

My position in the research

Professionally | am a TR, qualifying in 2006, then moved into academia in 2012 and

into research in 2016. During my days of clinical practice, | always had a strong
LQWHUHVW LQ SDWLHQW FDUH DQG HQVXULQJ SDWLHQ
this difficult time in their lives. | was always interested in the patient voice andthow i

should be used to shape the services and we offer to patients. This interest was
strengthened further when completing my MSc dissertation, as | had the opportunity to
undertake focus groups with breast cancer patients to hear their views on what they

would want from an immobilisation bra. During the data analysis and write up stage |

10



was quite moved by what the patients were saying and the way in which the behaviours
of TRs, my colleagues, peers and friends have positively and unfortunately negatively
influenced their radiotherapy experience. At this point | decided | wanted to incorporate
research (somehow) into my professional role. | was lucky enough to secure a lecturer

position later that year.

The move to academia although meant a loss in dirdenpabntact, provided me with

a unique opportunity to shape the profession and influence the students on the
programme. Although involved in the wider programme, patient care and management
became my main areas of teaching. | also ensured that anyezttleing incorporated

patient care, for example when teaching the fundamentals of imaging and verification |
emphasised the importance of explaining to patients what they were doing, how keeping
them informed would help to reduce their anxiety and aid timenobilisation. A year

after joining the university | became involved with the service user education
SURJUDPPH SDUWQHUV LQ OHDUQLQJ ZKLFK LQYLWHG
students in developing their patient care skills alongside tuheierstanding of the

impact a patients clinical experience including the treatment and interactions with TRs

could have on their emotional, physical and psychologicateziig.

In a desire to continue with my own academic development | decided undestake

PhD, to which | began looking into the idea in 2014. | was really interested in the
PHITHFWVY WKH SDUWQHUYV LQ OHDUQLQJ SURJUDPPH Z
skills and so decided to make this my area of interest. Compassion as a prafessio

skill kept on being discussed during the sessions with students and in the literature. The
period in which | was investigating my ideas was the year after the Francis report, so
compassion was at the forefront of discussion and the need to develogr &mihance

the levels delivered by professionals within clinical practice was deemed of paramount
importance. | therefore decided to try and investigate whether having the partners in

learning sessions was increasing the compassionate skills of thetstoéhe course.

The starting point was to establish what compassion was so that | could design a study
WKDW ZRXOG PHDVXUH DQ\ pFKDQJHY LQ FRPSDVVLRQ
learning programme as an intervention. This was when it became ripiharte

compassion could not easily be defined and that what had been defined was in a general
context and not healthcare (or radiotherapy) specific. So, what | was trying to measure

had not clearly been defined. This led me to readdress my PhD. Insteakiod at

11



how compassion could be increased in TRs, stripping it right back to what compassion

is and how it can / should be displayed by TRs.

Personally, | feel compassion is an essential component of a TRs role and one that is
lacking in the practicesf some TRs (only a few though | would add). | believe as a TR
our purpose and goals are to be there for the patient, not just for the safe and technical
delivery of radiotherapy but for the patient holistically, although everyone is human, we

should nobe failing our patients in any way.

7KH GULYLQJ IRUFH EHKLQG P\ UHVHDUFK KDV EHHQ P\
compassionate display our patients want to receive how can we effectively deliver it,

subsequently, is what we think we are deliverieglly compassion?

Chapter Summary

This chapter has identified how some of the current failings in patient care have been
attributed to a lack of compassion by healthcare professionals. Although responsive
government action has ensued, failure to prouitigerstanding and clarity of the

concept has meant Trusts, managers and health professionals do not understand and

subsequently cannot effectively implement the policy into practice.

Further barriers to implementation are that there is no one agreeiia®fimo
definition which has been developed within a healthcare context or developed

collectively with individuals who have a lived experience of compassion.

Therapeutic radiography specific research has only explored perspectives of those with
lived experience independently, never collectively, thus failing teeate a definition

within a radiotherapy or cancer healthcare context.

Subsequently the research wishes to address this gap in knowledge and by the process
of co-production to ceconstruct a sred definition of compassion and explore
understanding of compassionate display by those who are both in receipt and

responsible for its delivery.

12



Thesis overview

This thesis presents to the reader a study undertakerctinstruct a shared
understanding and definition of compassion. The next chapter presents a concept
analysis, this provides the thesis with the current understanding of compassion within
the literaure base with a specific focus on how compassion is displayed. Chapter three
provides the methodological approach and philosophical position of the research.
Chapter four details the research process, the methods utilised for data generation,
capture, angsis, integration and synthetisation in the three phases of the research.
Chapter five outlines the findings of the research, the generatsmhstructed
radiotherapy definition of compassion and conceptual framework. The discussion
chapter presents thumderpinning theory behind the findings, exploring how the
understanding generated by the conceptual framework can enhance the delivery of
compassionate care by TRs. Chapter seven concludes the thesis, culminating with

recommendations for practice ane tey take home messages.
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Chapter 2: Literature review and concept analysis

Introduction

This chapter details the concept analysis which examined the current literature base,
situating the thesis with the understandingaipassion and compassionate practice

within healthcare. The rationale for the use of a concept analysis rather than a

traditional literature review is addressed. The chapter concludes with a summary of the
FRQFHSW DQDO\VHV FR QWheth&dsldgica §ppwakh& Krd nubthatdH D U F

Literature review

To ascertain the current understanding and evidence base specific to the concept of
compassion the research was designed to incorporate a review to examine published
materials and literature [65]. As the previous chapter established, there is no singular
consensually agreed definition of compassion within use, those which are in use are not
healthcare, nor radiotherapy or cancer care specific. The literature review sought to
establish what was already known and understood about compassion and the

mechanisnof its display by professionals working within the context of healthcare.

An initial scoping search identified several fundamental papers whose key words were
used to develop search terms in conjunction with database specific indexed control
vocabulary, mcluding The Medical Subject Headings terms (MeSH) (Table 2.1).
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Table 21: Search terms for literature review

Concept: Compassion compassion*, "compassion* care*"
AND

Context: Healthcare professionals healthcare, "health profession*", medic’

within a healthcare environment "clinical medic*", "Medical care*",

"nurse* practice", "allied health
profession*", "multidisciplinary team",
hospital*, "professional carer*", "health
service*" "healthcare organisation”,

"health person*".

AND

Display: Healthcare practice "Professional behav*" "practitioner
patient relation*", "nursepatient
relation*", "patient car*", "person
centred car*", "professiongdatient
relation*", "relational practice", "staff
client relation*, "relationshipcentred
car*", "professional issues", "patient
centred car*" Behav*, behavio#r,

attribute*, trait*, relation*, attitude*.

The following databases and journals were searched as part of the review; Medline,
Cumulative Index to Nursing aridlied Health Literature (CINAHL) complete,

Scopus, PubMed, PsycINFO, Science Direct, Cochrane, Database of Abstracts of
Reviews of Effects (DARE), Journal of Radiotherapy in Practice, Patient Education &
Counselling, Journal of Medical Imaging and RadiaOncology and the Journal of

Medical Internet Research.
15



A building block approach provided the foundation to the search; facets were connected
or eliminated by using BOOLEAN operators [66]. Truncations were used to widen the
search for example: compass* retrieved compassion and compassionate. Similarly,
wildcards allowed for variances in spelling of common words, for example behavio#r or

behavio?r.

Inclusion criteria were established to encompass resources which:
¥ Were written in English

T Published between 1995 and 2015

¥ Reviewed compassion and its concepts within healthcare

¥ Discussed and/or examined compassionate behaviour in healthcare

Exclusion criteria were established to encompass resources which:

¥ Reviewed compassion outsidelhafalthcare practice

¥ Addressed seltompassion

¥ Investigated/reported approaches to reduce compassion fatigue

¥ Solely addressed the management of patients receiving End of Life/Palliative
Medicine

¥ Related to professional practice issues outside opession for example,

medical errors which are not due to poor compassionate care

¥ Addressed other behaviours for example medical skill levels which are not

attributable to compassion.

The review was not designed to exclusively consider evideased matrial as the

concept of compassion is fluid and open to individual interpretation. The literature

review therefore wanted to capture the wider discussion around compassion and as such
included norresearckbased material including discussion papers, contanies, letters

to editors, book chapters etc. Google and Google Scholar were used as method of

16



searching grey literature and as a supplementary tool in conjunction with reference

searching from seminal papers respectively.

Practical challenges

The dahbase searches generated an extensive number of returns. Despite the
application of the inclusion and exclusion criteria some of the database searched
retrieved over one million articles each. The process of reviewing the articles, including
the assessmenf supporting references identified further articles which met the

inclusion criteria. The volume of articles was deemed too high and a review of the
search terms was undertaken. The decision was made to remove the terms which
searched for literature adgssing the display of compassion (C) as the literature which
addressed the practices of healthcare professionals was being captured when searching

for literature on the context (B) (Table 2.2).

Table 22: Modified search tems for literature review.

Concept: Compassion compassion*, "compassion* car*"

AND
Context: Healthcare professionals healthcare, "health profession*", medic’
within a healthcare environment "clinical medic*", "Medical car*", "nurs*

practice”, "allied health profession*",
"multidisciplinary team", hospital*,
"professional carer*", "health service*"

"healthcare organi#ation”
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Despite modifications to the terms, the numbers retrieved from the database searches
without searching the supplementary grey literature wasstile tharone million.

This volume of literature was deemed to be too high and unmanageable. The
investigatian into alternative approaches to review the literature established the

employment of a concept analysis to be the most suitable method [67].

Concept analysis

Rationale

The concept analysis was originally completed in response to the practical amlleng
created by the volume of literature on compassion. Whilst conducting research into the
rationale for its use, the compatibility and suitability of this form of review became

evident.

As established in chapter one, the concept of compassion is vague, thus limiting the
ability to both understand it and to establish the differences between it and associated
concepts. This thesis focuses on compassion in radiothesapgrcarea physich
environment; it therefore requires understanding of the practical components of
compassion. Due to the volume of published works covering too wide a spectrum of
subjects on the topic, a traditional literature review is not considered to be an
appropriatanethod to achieve conceptual understanding [65]. Even with the strict

search strategy, the literature review did not enable compassion to be distinguished from
other concepts and limited its ability to clarify the meaning of compassion and its

suitability to generate understanding of the components of compassionate display.

The concept analysis required the inclusion and review of sources wider than journal
articles to provide understanding of the defining attributes of the concept, allowing for
the synthseis of existing views [67]. This enabled compassion to be distinguished from
other similar and associated concepts thus resolving gaps or inconsistencies in
knowledge [68]. For these reasons, concept analyses are commonly undertaken within
the nursing pradssion, as the theoretical knowledge base they provide allow for links to

clinical practice to be established [68].

18



To aid development of the method, a further aim of the concept analysis was to integrate

the findings with the concurrent pilot focus granghe design of the study.

Concept analysis method

7KH PRGHO E\ :DONHU DQG $YDQW(YV ZDV XVHG DV WKH
[67]. Their eightstep process (Table 2.3) was modified and simplified from the original
model by Wilson [69]. Thiprovided a more pragmatic and procedural format than

other models which often place more emphasis on the philosophical and conceptual
approaches [70,71]. By using this structured egjap framework both a connotative
(theoretical) and denotative (opeaoaial) definition that reflects the theoretical base

meaning of compassion was developed [68]. Thus, identifying those practical

components associated with compassion and its physical display. This process achieved
clarity on the abstract and-tlefined oncept of compassion [72], helping to gain

construct validity [67].
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Table 23: Eight steps of Walker and Avant's concept analysis [67].

Step
One: Select a
concept

Two: Determine the

purpose of the analysis

Three: Identify all uses

of the concept

Four: Determine the

defining attributes

Five: Identify a model

case

Six: ldentify
borderline*, related
cases and contrary
cases

Seven: Identify
antecedents and

conseqgwences

Eight: Define empirical

referents

Method

Compassion is the focus of the Pabd selected in

accordance.

Compassion is the focus of the PhD and selected in

accordance.

Resources incorporated into the concept analysis were

reviewed.

Resources incorporated into the concept analysis were

reviewed.

A model case was created by using a clinical example
within a healthcare context. Behaviours, actions and
responses associatetthwcompassion identified in the
literature were incorporated into the case to provide a
practical example of compassion, where all five attribu

of compassion were being displayed.

Additional cases were created by using clinical examp
within a healthcare context. Behaviours, actions and
responses associated with compassion ane non
compassion identified in the literatusere incorporated
into the case to provide practical examples. Behaviour
and responses were omitted which represented three
five defining attributes in the related case and all five
within the contrary case.

Resources incorporated into the concept analysis wers

reviewed.

Resources incorporated into the concept analysis were

reviewed.
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Data collection was undertaken, utilising several resource types (Table 2.4). The

databases were searched from October 2015 to June 2016 using the comprehensive

search strategy and inclusion/exclusion criteria designed for the literature review. This

straegy was applied to ensure only papers relevant to healthcare and with a focus on

compassion were included. The Twitter search used #compassion to capture current

discussion over an elewelay period, providing a broader meaning to the term outside

the pubished healthcare context by collating accounts and posts from individuals,

newspapers, charities and organisations (Appendix 1).

Table 24: Resources categories used in concept analysis

Resource category Details

Dictionaries

Social Media

Databases and

Journals

Internet

Books

Doctoral thesis

Online Englishlanguage

Nursing, medical, and psychology

Twitter

Medline, CINAHL complete, Scopus, PubMed, PsycINFO,
Science Direct, Cochrane and DARE

Journal of Radiotherapy in Practice, Patient Education &
Counselling, Journal of Medical Imaging and Radiation
Oncology and the Journal of Medical Internet Research.
Google and Google Scholar

Websites including the Department of Health (BGBV),
INVOLVE, The Kings Fund

Book chapters on human values and characteristics

http://ethos.bl.uk, Database of over 40,000 theses
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Results from each literature source were collected and examined indepe(iEigntly

2.1). Rincipal points were documented, collated and compared across the categories
allowing for the development of key themes and generation of a thematic map. A
Wordle was produced documenting key words and phrases used in conjunction with the
concept of compason (Figure 2.2). This contributed to the development of behaviours
and attributes associated with compassion, forming the basis of its antecedents.
Saturation was reached once the literature sources generated no new themes.

Articles collated Additional articles
through database collated through
search hand searching
n=3562 n=27

Number of articles

n=3583

Exclusion criteria
applied and
duplicates
removed

Full texts assessed for eligibility
n=320

v

Number excluded
after abstract and
title review
n=67

\f/

Excluded during
review process

n=85

[ A .
TW|tt|_2r accounts Articles included Additional
identified n=108 ) . resources collated

= n review through other
Included n=25 n=228 g
sOUrces

—

Tweets included n=28
=15 l
(Total: n=40) /
Total number of resources
n=296

Figure 2.1: Stages tife concept analysis review process.
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Figure 2.2: Wordle of phrases and words associated with compassion derived from the resources. larger font denotes
more common terms found in literature

Findings

Step 1: Concept

Identification of an area odfterest:

The concept of compassion in healthcare was selected. The concept was not limited to

radiotherapy or cancer care specifically, as the analysis wished to gain a broader

understanding of compassion in healthcare generally.

Step 2: Purpose of trenalysis
An outline of why the analysis is being undertaken:

To understand what compassion is and how it is displayed within a healthcare context

by health professionals.
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Step 3: Uses of the concept

Identification of all uses of the term both within and external to the chosen context,

allowing for validation of defining attributes:

Eleven terms on the concept of compassion were identified within the literature. Six of
them were included to form thi®ncept analysis and were considered to reflect
accepted use of the concept within healthcare: compassion, compassionate,
compassionate care, compassion satisfaction, compassionate practice and

compassionate caring.

The other five terms were excluded frans concept analysis. Compassfatigue and
selfcompassion (innecompassion) are heavily discussed in relation to compassion and
compassionate care, but their focus is on the self rather than towards another. The terms
compassionatove, compassionefeave, and compassionaise, although possessing

a focus on another rather than the self, represent the love of a partner or spouse, a policy
of authorised leave from work or the prescription of-ioensed drugs respectively.

Step 4: Defining attrides:

Defining attributes are characteristics of the concept identified repeatedly through the
literature. These enable the classification of the occurrence of a specific concept as

differentiated from similar concepts:

The literature examined idengfi compassion in healthcare as comprising of five

defining attributes:

1. 5SHFRJQLWLRQ &RJQLWLYH UHFRJQLWLRQ RI DQRW
physical, psychological or emotional wellbeing.

2. Connection: Personal connection with another based on autoadtientic and
genuine thought.

3. Altruistic desire: Altruistic desire to aid another.

4. Humanistic response: Humanistic, pergoiperson, understanding of what it is
to be human

5. Action: Undertaking of an act or responsive behaviour
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Although these occur segntially and each attribute needs to occur, the individual who
is to display compassion may need to move between the attributes depending on the
situation (Figure 2.3).

5: Action 2: Connection

4: Humanistic 3: Altruistic
response desire

Figure 2.3: Defining attributes of compassion in healthcare

Step 5: Modetase

A model case demonstrates all the defining attributes established from the literature. It
provides insight into the internal structure of the concept, allowing clarification of its
meaning and the context. The model case was based upsxptréences shared on
Twitter by Dr Kate Granger. In her tweets she recalled both negative and positive
experiences of care during the terminal stages of her cancer diagnosis. Some of the
positive experiences were collated, reviewed and modified to pravigedel case to

display the five defining attributes of compassion during her care.

Kate was deteriorating; she had been diagnosed with advanced cancer and had been
admitted to hospital, very ill with a serious infection. Kate was distressed and felt ver
poorly. The nurse who was looking after her could see (1) how vulnerable and
frightened Kate was, so he gently placed his hand on her arm, knelt down beside her
bed (2) and said to Kate we're going to look after you (3). Kate relayed her experiences

to her friends and followers on twitter, tweeting about a number of similar events over
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the course of her stay as anpatient. She recalled her nurse ran her bath it was a hot,
deep, bubbly bath, just the way she liked it (4, 5). On another evening shenee noi

the nurse that she had been struggling to sleep to which the nurse had replied don't sit
awake in the night, just buzz me and I'll come and sit with you until you fall back to
sleep (4,5).

Stage 6: Additional cases:

Borderline case:

A borderline case contains most but not all the defining attributes of the concept:

Michael had been diagnosed with an extremely rare cancer 18 months ago and he was
meeting with his consultant to discuss the results of his latest MRI scan. His consultant
delivered the devastating news that it was no longer responding to conventional
treatment and he was going to stop his current care plan. He knew no other treatments
were available and the realisation had just hit him that it meant that his tumour could
notbe controlled any longer; his symptoms would worsen, and this cancer would soon
be the cause of his death. Michael started to cry and began to beg his consultant to see
if there is anything else, he could do. The consultant felt uncomfortable andtlstdated

he was out of options; he would however refer him to the palliative care team and see
him again in two weeks. The following week Michael received a phone call from the
medical secretary asking him to come in for an appointment with his consultant the
following morning. The consultant started his consultation by explaining that he had
been doing some research and had been in contact with a medical colleague at another
hospital who had recently referred a patient for a course of unlicensed drugs. He had
been thinking about Michael (1) and felt that this was a possible option for him to try

(3,4,5) but knew there were no guarantees of its effectiveness
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Related cases

Related cases are instances of the concept that are related to compassiontbut do no

contain all its defining attributes:
Case 1

Clive a Therapeutic Radiographer for 20 years, was chatting withyea8old patient

called John who was about to start radical radiotherapy for testicular cancer. John

ZDV WHOOLQJ KLP WKDW KHTG DOUHDG\ KDG WKH WXPI
KHTG KDG WR PDNH WKH GLIILFXOW GHFLVLRQ DV WR Z
before he started radiotherapy. John told Clive that it has sparked him and his

girlfriend to think about their futures together and decided to get married. He

confessed he was worried and kept on stressing over whether the sperm banking

process may not have worked and that he was worried how his fiancée would take the
QHZV LI WKLV ZzDV WKH FDVH &OLYH VDW DQG OLVWHQ
he knew hevas there for him to talk to (2). Clive fully understood how John was

feeling (1), not only had he treated many patients like John over his professional career,
but when Clive himself was 22 he had received the same diagnosis so knew what John

must havéoeen going through.

Case 2

Claire a specialist urology nurse was asked to go and be present at Mr Jones post
surgery consultation, where the news of whether his surgery had been a success or not
would be discussed with Mr Jones. Claire had just stastéftland hadn't had time to

review any of her case notes for the day but knew her role was to be there to support the
consultant and the patient should they need anything. Claire walked in saw Mr Jones
sat on his own in the room, she felt he lookedyeshall and frightened (1), without

saying anything to him or giving him the opportunity to speak, she walked over gave

him a hug (3,5).
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Contrary case

Contrary cases are examples where compassion is clearly not being displayed:

Frank was attending his weekly review with the specialist radiographer; he had a
UHYLHZ HYHU\ ZHHN DV SDUW RI KLV UDGLRWKHUDS\ W
worried for some time about problems he was experiencing with his erection and had
wanted to ask someone, but he had felt too embarrassed. His wife had told him that he
must speak to someone at his next appointment as it was becoming a problem for them
asa couple. Towards the end of his review the radiographer asked him if there was
anything else she could help him with. Frank told her about the problems he and his
ZLIH ZHUH H[SHULHQFLQJ ZKHQ WKH\ WULHG WR KDYH
just an effect of his diagnosis and the radiotherapy treatment. Frank expressed that he
knew this, but his original consultant had said there were some options and maybe some
PHGLFDWLRQ KH FRXOG WDNH 5HOXFWDQWO\ WKH UDC
her area and so would go and ask a colleague for some advice. The radiographer

exited the room into the main waiting area; leaving Frank sat alone with the door open.
Whilst Frank was waiting he could hear laughter, listening in he heard his specialist
UDGLRJUDSKHU VD\LQJ ODXJKLQJ «, NQRZ WHOO PH I
\HK JRRG SRLQW ,1Y00 WHOO KLP WR JRRJOH LW WKHUF
NLQG RI WKLQJ««ZHOO \HK , VXSSRVH ZKDWHYHU IORELC

Sep 7: Antecedents and Consequences

Antecedents

Antecedents are events or incidents that must occur prior to the occurrence of
compassion. Figure 2.4 displays the antecedents established for each of the five

attributes of compassion.

28



( Recognition \

Distress,
Suffering,
lliness,
Loss,
Grief,
Psin,
Disability,
Misfortune,
Worry,
Stress,
/ Sadness, ? \
Berezvemeant, .
Victimisation, Connection
Mutilztion, Proximity,
Action Deterioration, Exposure,
. llktreatment, In-attendance,
A cauah!llt\rta act, Deprivation [social, economic), Attentiveness,
Authority to act, Fear. Presance,
Knﬂwl;dsge of appropriste \. _) Active communication skills,
y panzals) Understanding,
An environment that enzbles o
response, Imzgination,
Emotional energy. Recognition,
Identification,
Information,

T Professionzl role,

Humanistic response
Comprehension,

Advanced communication &
clinical listening skills,

Caonfidence and zbility to manage

difficult situations, Altruistic desire
Genuine;"authentilcfna‘tural desire, |nnate characteristics,

Cﬂ"”EC“.ﬂ”- Religious and/or spirituzl baliefs,
Selfreflexive, Practice culture,
Selflasmess, Personzl experience.

Esthetic knowing,

Instinctfintuition,

Cultural understanding, 5

Engagement,

Invalvement,

Interconnectedness.

Figure 2.4: Fivdefining attributes of compassion and their antecedents

Consequences

Consequences are the events or incidents that occur as a result of occurrence of

compassion:

Figure 2.5 details the consequences which transpire for patients when the five defining

attributes of compassion occur.
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Action
Altruistic
=3 desire
Connection

Recognition

Figure 2.5: Consequences of the fiveriieg attributes of compassion

Step 8: Empirical Referents

Empirical referents are categories of actual phenomena whose presence demonstrate the
defining attributes and help determine the occurrence of compassion. The concept

analysis ascertains the empirical referents of compassion can be structured into three

4 )

Consequences

Comemment
Feeling of being cared for
Recovery
Seif-awareness
Relationship
Bond
Connectedness
Hope
Trust
Strength
Attachment
Patiert-satisfaction
Self.
satisfaction/rewarding
Being known
Coping
Feeling respected/mutual
respect/seif-respect
Love
Happiness
Quaility of life

i 7

caegories: norverbal, verbal and professional practice.

Nonverbal display

Compassionate behaviours included: eye contact [73], engaged body language [74],
listening with full attention [47, 75, 76], and facial expressions which matched the
subject of conversation [77]. All of these were deemed to display commitment and
devotion by the health professional to what was being said, the significance of the topic

and therefore demonstrated they were vested in them [78,79].
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Verbal display

Compassionate behaviours included: being provided with cleafjangon, individual
patienttailored information, being given time and the opportunity to ask questions, not
being spoken over, the professionals asking questions of them about their preference
and level of understanding [43,77,7880)]. The tone of voice and the language used
was of particular importance in a professional's ability to portray compassion due to the
effects of an imbalance of power between the health professional and thé patien
[75,87]. Belittling, judgemental attitude, oversimplifying and not taking the patient
seriously were all perceived as uncompassionate behaviours [88, 89].

Cutting across both verbal and reerbal display was a display of warmth through

touch, tone ofoice and body language. Warmth made patients feel comfortable and
gave the feeling of being 'cared for' even if the health professional was not actively
involved in their treatment [43,90]. Also underlying throughout was a desire for the
health professinal to show respect to the patient [91]. Patients wanted to feel like their
opinions, beliefs and preferences were not only known but valued by those responsible
for their care [74,76,82,88,98R]. Patients wanted interactions in all formats to be non
judgemental and be both understanding and accepting of the circumstances surrounding
their needs [93].

Professional practice

Compassionate behaviours included undertaking and completing any required standard
tasks as part of the patient's pathway andrreat [86]. By ensuring that all process
components have been completed prior to appointments prevents the patient facing
additional distress of waiting, worrying about delays and being fearful of the
consequences such delays could have on their progiRaignts want the health
professionals to understand and appreciate the impact their current issue (diagnosis,
bereavement, treatment etc.) is having on the physical, emotional and social rudiments
of their life [46,47,76,77,94]. Furthermore, the praziif elementary tasks is deemed to

be compassionate when delivered in such a way where a patient's dignity is maintained

and considered as paramount [43,76].
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One of the five defining attributes of compassion was a personal connection between
the two paties [55,82,87,95]. Often this is based on shared experience, knowledge or
understanding of the current situation. There are caveats however within this, as some
level of professional boundary is required for health professionals to make balanced,
informed decisions about the care they provide which are not based on previous emotive

events, beliefs or feelings [92].

Limitations

Despite the implementation of a rigorous search and review strategy, consideration
needs to be given to omission of possiblerses which may have limited the rigour of
the findings. However, a saturation of themes occurred across all of source categories

denoting that further sources would not have brought additional themes to the analysis.

It may be argued that the use of Teestdid not align with the original aim to review
compassion within a healthcare context. Twitter however provided a broader meaning
to the term outside the published healthcare context as the Twitter hashtag collated
accounts and posts from a wide ranfendividuals, newspapers, charities and
organisations. Both Twitter and the dictionary definitions underpinned the review,
clarified compassion outside of the healthcare environment by identifying patterns of
use [39]. As such, this provided a boundanyudnderstanding the differences between

the concepts of compassion when used in different environments.

Summary

Employment of a concept analysis has distinguished compassion in healthcare from
other contexts, establishing it to be composed of five attributes: recognition, connection,
altruistic desire, humanistic response and action. Where compassion has previously
been the focus of the concept analysis, the defining attributes have failed to be identified
[40]. Classification of these not only enables the concept to be distinguished from other
similar concepts [67] but by inclusion provides a model of compassidakery to

identify if each of the five attributes of compassion is being displayed. This model of

delivery can act as an exemplar of practice aiding professionals to understand the
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mechanisms of compassionate delivery. These practical and preselaiaapte of
compassion within healthcare have unfortunately been omitted in previous concept
analyses [9©8]. Associated meanings and behaviours have been outlined aiding an
understanding of compassion. By providing antecedents and consequences which are
derived from and relevant to health care practice gives real world contextual meaning to
the findings. The findings however highlight the complexity of the term and subjective

nature in which it is displayed and in turn perceived.

Contribution to the tlesis

The concept analysis:

x Enabled the concept of compassion in healthcare to be distinguished from other

concepts and from within other contexts.

x Collated current understanding of what compassion is and how it is displayed
within a healthcare context by health professionals. Providing the thesis with an

in-depth review of the literature.

x Importantly, the sources utilised conceded there is no gnreed definition of
compassion in use, displaying congruence with the rationale for the research.
Those which were referenced across the sources were generic dictionary
definitions and not healthcare specific. Although some studies sought to
understand aopassion within healthcare, they did so from a singular cohort
perspective either patients or healthcare professionals, not jointly.

The analysis confirmed that the concept of compassion is complex and subjective. To
permit understanding of its differefaicets those aiming to define it need to consider
perspectives from both sides of its delivery. This flaw in other studies supports the
necessity to undertake research that aims to not only develop a healthcare explicit

definition of compassion but one th@s been caonstructed.
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Research Aims

Based on the findings of the concept analysis the research aims to:

1. Generate a shared healthcare definition of compassion within the context of

radiotherapy.

2. ldentify how compassion sonceptualised and displayed within radiotherapy

3. Develop a conceptual model of compassion

Research questions

The thesis will achieve its aims by addressing:

1. How is compassion understood by patients and carers, student therapeutic

radiographers andhérapeutic radiographers?

2. How do patients and carers, student therapeutic radiographers and
therapeutic radiographers believe compassionate behaviours are

demonstrated?

Contribution to the research design

The concept analysis identified a gap in thielence base; empirical work which sought
to define compassion explored only a singular cohort perspective. The necessity to co
construct a shared definition became a key tenet of the thesis. Tramstouction

using a ceproduction approach became gahto the methodology and procedural

design of the method utilised.
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The findings provided a framework for the research method in the focus groups. A
scenario resource was created from the contrary case and empirical referents were

established as prompts.

The outcomes of the concept analysis became the basis for comgatingntrasting
the findings of this research with what was already known [99].

Reflexive account

Undertaking a literature review is a time to get excited as it marks the start of the
UHVHDUFK MRXUQH\ DQG JHWWLQJ e MridetWdyHW K| LQW
however, | found it frustrating and at times overwhelming due to the volume of

literature the searches were producing. Every article | reviewed added another ten or so
more articles to the list to review and the pile was multiplying ratherdkareasing.

Despite a lot of hard work, | was getting nowhere fast. It was looking like the PhD

would become a systematic review rather than a qualitative study. Adding to this
frustration was the knowledge that literature reviews are traditionally paeepf every

research process due to their importance in addressing the current knowledge base and
situating the research. | was concerned that not following the tradition could be

detrimental to the project.

Once | had investigated the process andofiseconcept analysis, | started to feel much
more comfortable with the decision to move away from the traditional approach. From
a practical perspective the staged process made the literature more manageable,
allowing me to draw out the key elements valat to each stage. From a research
perspective the findings from the concept analysis were highly valuable. Instead of
looking at the concept overall it enabled the examination of the practical facets of
compassion and the healthcare context in which dleeur. The findings were therefore
relevant to healthcare practices. These advantages were not at the expense of those
advantages typically gained through a literature review. As the concept analysis still
required an extensive review of a wide rangktefature sources, | had full confidence

in the ability of the analysis to be credible and reflective of the concept. Similarly
reviewing each source independently facilitaaedlysisjncluding reviewing the

methods of investigation and the conclusidresvn. On its completion | was happy that
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I had made the decision to undertake the concept analysis and confident in its

contribution to the research.

Chapter Summary

The chapter demonstrates how the concept analysis was important for obtaining current
understanding of compassion within healthcare. It illustrated how researchers who have
previously sought to define and understand compassion have failed to consider the

importance of developing a-gowoduced shared understanding of the concept.

The principes of ceproduction are central to the thesis. The next chapter will detail the
WKHRUHWLFDO SRVLWLRQ RI WKH UHVHDUFK SURYLGL
design.
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Chapter 3: Methodology

Introduction

This chapter presents the interpretive framework and philosophical position of the
research. It details the rationale and congruence of the methods of data collection
employed within the interpretive framework.

Method of inquiry

A qualitative approachnderpinned by social constructivist philosophy was adopted.
Focus groups and garoduction consensus workshops were the methods employed;
both are consistent with the principles ofamstruction. The following discussion

justifies this approach.

Rationde

Although compassion is a central concept within healthcare and healthcare politics,
chapter one identified its definition within this context is contentious and limited. A
more pertinent issue is that it has never beedaimed by those with lived eerience

of compassion. To address this knowledge gap, the research sought to explore
compassion and compassionate display from the perspectives of the three participant
groups. The aim was to @mnstruct a definition and gain understanding of those
behavours which reflect compassionate practice from multiple perspectives. Qualitative

inquiry was established as the most appropriate approach to achieve the research aims.
Creswell, describes qualitative inquiry as an approach for,

%xploring and understating the meaning individuals or groups ascribe to a social or

human problem > S @
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Compassion within radiotherapy is a social phenomenon, its occurrence or absence
derived from the meaning those in receipt or delivery assign to it. By empowering
individuals to share their story and convey the context of their views qualitative inquiry
facilitates an exploration of experience [100,101]. Exploration permits the researcher to
gather the meaning those individuals assigned to their experiences of the phamdm
compassion within their social world [102]. The language used within the participant
voice can answer the what, how and why of the compassion phenomena [103].

7KH DLPV ZHUH QRW WR PHDVXUH TXDQWLI\ RU HQXPH
compassion 7KH UHVHDUFK ZDV FRQFHUQHG ZLWK H[SORUD
perceptions of those experiences rather than quantifying how many experiences of
compassion they had received. Unlike quantitative approaches, a qualitative

methodology would permit the pboration, description, interpretation and presentation

RI WKH SDUWLFLSDQWVY YRLFH DV D FRKHUHQW GHILQ

its presentation.

The following discussion sets out the philosophical assumptions and interpretive
framework whch characterised the nature of the research and the underpinning
methodology [104,105].

Interpretive frameworks

Social Constructivism

The research adopted a social constructivist philosophical perspective. This perspective
is congruent withresearch into the social sciences and is based on the principle that
reality is socially constructed within a particular context. Social constructivism provided
the theoretical lens of the study, shaping how the research problem was viewed and how
the datawas interpreted [104,105].
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Philosophical assumption

It is important as a qualitative researcher to have an awareness of the personal beliefs
and theories which inform the work. There is also a need for transparency, sharing of

the knowledge with otherof the process and any personal bias [99,104]. The
philosophical assumptions of the thesis are based upon prior experiences, and the works
and opinions of leading qualitative researchers, alongside discussions with key
stakeholders. Together these inflaes have led to the consideration of how philosophy

may inform the theories that influence the research process.

On this premise, this next section will detail the four philosophical assumptions which
underpin qualitativeesearchontology, epistemolog axiology & methodology [104].
Providing this thesis with an explanation of how each has influenced the approach to the

research process and their alignment with the adopted philosophical position.

Ontology

3All knowledge and therefore all meaningfahtity as such is contingent upon human
practices being constructed in and out of interaction between human beings and their

world and developed and transmitted within an essentially social cqt@xtp42].

In social constructivism the ontological nagwf reality is one of multiple perspectives
[104]. For every individual, constructs including objects, relationships and events have
multiple and varied meanings. Each construct is shaped by personal experiences and

social interactions [107].

Each partipant having encountered and lived through their own experiences will
construct their own meaning of their world and the concepts within it. The individuals
own perception of compassion will therefore be unique to them. It is on this premise
that the resarch could not align itself with the objectivist position. The individuals
under investigation will not share one single or objective reality, neither is there one

perspective of compassion shared by all waiting to be discovered [103,105].
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Qualitative inguiry promotes exploration of these constructs through a process of
discovery. By bringing the participant groups together, the researcher will hear the
different individual viewpoints of compassion. This grants the research with an
understanding of theiealities, each shaped by the world in which they live and work

[104]. Allowing for the ceproduction of knowledge based upon multiple realities.

The participants array of life experiences may potentially traverse the different

participant groups. Aninde XDO SDUWLFLSDQWIV FRQVWUXFW RI
on multiple perspectives including their time as a student, their clinical practices or

from being a patient or carer. Each of these will shape their reality of the concept of
compassion, enhancingetliversity and richness of their own reality and the findings

of the research [103,105].

Social constructivism emphasises the importance of culture and context, understanding
what occurs in society and constructing knowledge based on this understanding
[108,109]. Interaction between participants allows the exploration of compassion within
radiotherapy and will provide a context specific understanding of human behaviour
[103,105].

Epistemology

To be able to claim the knowledge generated from the resisarahd, consideration of
epistemology is vital [103]. Within social constructivism, justification of knowledge
YDOLGLW\ UHTXLUHV WKH UHVHDUFKHU WR pJHW FORYV
exploration of the phenomena [104]. Using qualitathethods of data collection will

promote immersion into the concept under inquiry. Enabling the participants to attempt

to understand their own construct of compassion, whilst the research attempts to

understanding the participants own subjective meaniwcgrapassion.

Exploration and immersion must also occur within an appropriate context. By recruiting
participants with lived experiences of radiotherapy will generate data of the construct of

compassion within the appropriate context.
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Axiology

When considering axiology and the role of values, it is important the researcher
acknowledges research is valaden and that biases are present [104]. Social
constructivism embraces these differences in values and worldviews. This embrace of
diversity stengthens the benefits of qualitative research, collating data which is rich

from heterogeneity of opinion.

,W LV DOVR LPSRUWDQW IRU UHVHDUFKHUV WR pSRVLW
Specifying and acknowledging their own beliefs and values andiewshape the

research process.

7KH ILQGLQJV ZLOO SUHVHQW DQ LQWHUSUHWDWLRQ R
compassion and its presentation. Qualitative research enables the demonstration of
transparency, portraying the relationship between esnéthemes and the data

collected by using direct quotes as evidence [104]. It must be acknowledged how the
ILQGLQJV ZLOO QRW RQO\ UHSUHVHQW DQ LQWHUSUHW

compassion, they reflect the researchers position hele ireiearch [104,110].

Methodology

Coproduction

Social constructivism acknowledges that whilst individuals create their unique
understanding of life, the process of interaction can generate a shared understanding that
represents accepted meaning. Tésearch is congruent with the philosophy that

underpins cgproduction, aiming to develop a consensual definition and understanding

of compassionate radiotherapy practice. The next section will outline the principles of
co-production, how it aligns with bbtqualitative inquiry and social constructivism and

its relationship with participatory research.
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Principles

Co-production has traditionally been used for and associated with public services design
and delivery rather than a methodological approachgearch. As an early adopter,

Ostrom advocated goroduction would allow for a mix of activities that both public
servant agents and citizens could contribute to for the provision of public services [111].
Co-production within public services has supersktie traditional design and delivery

by professional and managerial staff in public agencies, moving towards services which
are codeveloped by users and communifie$2,113]. Ceproduction within healthcare

is underpinned by the premise that patients are not simply users of the service, instead
should be regarded as active agents in their care [114]. As such, patients should be
collaborated with during the design aelivery of services as engaged participants

rather than passive subjects [111,115].

Within this research, collaboration was paramount, ensuring the findings were mutually
reflective of those individuals with lived experience of compassion in radiotheflap
facilitate a collaborative design, the TRs were engaged in the process as professional
public service agents, the STRs as future professionals and the PaCs as citizens who
desired to enhance the quality of the services they use [116,117]. Theuofipavas
therefore sought to take advantage of the underpinning principlesppbdaction by
transferring its philosophy of collaboration into the research setting.

Through exploration of the experiences of the three different stakeholder groups an
understanding of compassion and compassionate practice could be gained. Concordance
then being sought across the three groups through the exchange of ideas and
understanding during a collaborative process. Each group would provide their unique
perspective omompassion and compassionate care as a constructed concept, enabling
the emergence of a shared definition and mutual understanding of compassionate

display.

As compassion is something received during the use of the healthcare service, it could
be arguedrte research employs the traditional intention epomduction as a process of
service review. The delivery of compassionate practice therefore designed by those

receiving and administering the service.
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Although a distinction between the three particiggoups has been applied, there is a
limit to what extent. Across society and indeed within the context of this research the
argument can be made for fluidity of the groups through multiple life experiences.

Published works focus on the traditional use@production in service design. Their
principles however can be transferred and utilised to suppguntochuction as a

methodological process.

Relationship with qualitative inquiry

Qualitative inquiry studies individuals in their own social setting, aiming to provide
understanding of the meaning those individuals bring to their situation [118].
Positioning the research within a-pooduction methodology enables meaning to be
explored and constructed through and by multiple perspectivegr@auction as a
methodology wields strength from the diversity of individuals, recognising how
knowledge held by all parties although different, is valuable and carries equal weight
[119]. These pnciples align with ceproduction as the overarching methodology as it
supports the ethos of the research and its ambition to bring together a range of
participant groups to develop a shared understanding of compassion.

The diversity which can be achiel/through ceproduction enables a wide exploration

of concepts across multiple realities providing rich data. This richness increases further
when participants are selected for recruitment based on their experiences of the concept
under inquiry. AligningZLWK WKH SHUFHSWLRQ RI pH[SHUWYV E\ |
knowledge held by participants through their lived experience(s) [119,120]. As reality is

the mental construct of individuals and as such cannot exist outside of the minds that
create and Hd them. Diversity of participants can result in many constructed realities,

some which may be conflicting and incompatible [121}.gfaduction enables local

consensus, an agreed truth amongst those participants at that given time and place.

The researclvas not only congruent with the philosophy that underpingroduction,
but its key principle of collaboration resulted in integration into the research method
design. The construction of a shared definition and understanding of compassionate

practice rguired the participants to wotkgether to construct these findings.-Co
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production consensus workshops created an efficacious process, permitting the

occurrence of collaborative working and@anstructed findings.

Co-production is an inductive methodc&amethodological approach. Through
exploration of the participant voice(s), findings are shaped, and subsequent phases of

inquiry can be designed.

Relationship with participatory Inquiry

The involvement of participants in researching a topic basedeorothin experience
suggests that eproduction is based on the same principles of the three strands
participatory inquiry, cooperative inquiry, participatory action research and action
inquiry [122,123]. Overarchingly, participatory inquiry like-pooducton has an
epistemological focus on experiential knowledge [103]. Addressing how the research
can gain value from knowledge and individual understanding of how their reality is

socially constructed based on their own experiences.

Whilst there are similaties, there are also differences betweepmzuction and the
traditional participatory inquiries. Participatory inquiry is based on the premise that
participants are equal partners with the researcher [119]. Especially within cooperative
inquiry, where geryone involved in the research is classed as both a researcher and a
VXEMHFW > @ ,W LV LPSRUWDQW WR pJHW FORVHYT W
understanding. However, it was not the ambition of the study for the researcher to
contribute to dicussions, simply attending to facilitate data generation. Similarly,
although designed with the input of patient and public involvement, the operational
design of the research is not to be completed with the participants as full researchers
[122]. For itwas not the aim for the participants teamstruct or collaboratively

undertake the research. Instead the research sought to generate a mutuality of meaning
by using their individual constructs of compassion t@i@ate a definition. As such-co
producton is situated in the centre of a qualitative research spectrum for participatory
involvement. At one end participants are merely subjects there to be studied, whilst at

the other participants are-tesearchers.

Traditionally associated with researchingh groups who are undeepresented,

participatory action research sees the role of the researcher as one which liberates
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communities by research shifting the balance of knowledge [103,122]. Although at
present, there is limited research that addressepassion within radiography from a

PaCs perspective, this participant group would not traditionally be classified as under
represented. There already exists a plethora of research on the care and experiences of
cancer patients. Participatory action reskaims to produce understanding that is

useful for the group that are being worked with. Understanding of its display, alongside
a definition of compassion within radiotheraganeercaravill provide its participants

with knowledge that can be translkteack into clinical practice. Subsequently aiming

to enhance the compassionate care received by patients.

Action enquiry involves a conscious approach to action and change [103]. Once
generated, the findings may identify the need for clinical practicelsange if what is
currently advocated does not align with the conceptual framework. But this is not
guaranteed; the purpose of the research was collaboration to gain understanding not to
evoke a change.

Like other participatory research methodologiespruduction creates empowerment

for the participants [103,122,124]. Alongside, promoting participants to undertake
research that is not only important and of interest to them it places them and their voices
at its heart. This is not only communicated #otigipants at the beginning of

recruitment but reemphasised throughout the organisational process of the research. By
providing an appropriate arena-pmduction enables participants to make a valuable
contribution to knowledge, possessing the potetdiahape care and delivery of care

for future patients.

Summary

The ethos of cgroduction is to bring individuals together to share perspectives and use
any collective knowledge generated to facilitate a partnership and to work in
collaboration. The gal of which is the development or enhancement of services for
mutual benefit. The previous two chapters highlighted the current gap in the current
knowledge and evidence base. No definition or understanding of compassion within
radiotherapy has been esiabkd that has been-constructed. C@roduction as a

research methodology displays congruence with the sommtructivism framework.

By acknowledging and respecting each individual and collective participant groups
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construct of compassion, the reséacan connect participants antilise this wealth of
rich and diverse data to goduce a mutuality of understanding and conceptual
framework. The development of this will improve the compassionate care and clinical

services delivered to patients.

Methods of data collection

Focus groups and garoduction consensus workshops were to be employed in the
research. This section discusses their alignment with the philosophical position of the
thesis and the rationale to employ these methods over othersavhaiso traditionally

associated with qualitative inquiry.

Rationale

To facilitate exploration of the multiple perspectives of compassion, the method of data

collection needed to achieve these key objectives:

1. Generate data by stimulating tbarticipants to discuss their own social

constructs, perspectives and experiences of compassion.

2. Allow the generation of data to occur within each of the three respective

participant groups independently.

3. Enable the research to capture thesespectives in a format that would be
reflective and true to the participant voice.

4. Support a process of analysis which established themes reflective of each

participant group.

5. Generate findings independently representative of the three participaps grou

6. Facilitate the caconstruction of findings, integrating the participants in the

process of cgroduction.
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Focus groups

A focus group method was selected over questionnaires and individuig-one
interviews. Focus groups benefit from the sociabdconversation promoting
discussion. Group interactions create a mowepth level of interaction between
participants causing a higher level of disclosure compared with interviews [125,126].
Hearing the experiences of others can trigger participameall and share memories,
making comparisons. Focus group can also aid their comfort to disclose through the
confidence displayed by others or by it indicating it is a safe environment to do so
[127]. Questionnaires were discarded from use due t@#seof social stimulus failing
WR SURYLGH WKH ZLGH EUHDGWK RI GDWD 7KH\ FDQ D
direct questions then failing in ability to folleup or explore the participants answers.
This reducing their capability to delve deep#@bithe concept of compassion.

A distinction between focus groups and other forms of group inquiry was required to
ensure the selection of the correct method subtype. Morgan & Krueger broadly defined

a focus group as:

%a technique that collects data thigiugroup interaction on a topic determined by the

researcher who typically takes on the role as moderator S @

Based on this understanding, nominal and Delphi groups and the observation of
naturally occurring groups were excluded. Delphi studieate no actual group

interaction. Consensus is reached through selection rather than through exploration of
perspectives. This is contrary to the principles of socially constructing an understanding
of compassion. In naturally occurring groups the topiawestigation is not defined by

the researcher, therefore potentially generating data which is not suitable to answer the

research questions.

Like focus groups, group interviews encompass both requirements, but the role of the
researcher as moderatorchsanged. The desire is for a moderator to be a passive
observer, simply there to oversee and guide the flow of discussion. Through the delivery
of direct questions, they instead become the leader of discussion. The method needed to
present the opportunitp explore complex attitudes and behaviours by the freedom of

discussion rather than control the direction of discussion.
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It is argued that focus groups can limit the research to only collect verbal data [126].
Verbal data on experience and perceptiboommpassion was however sought rather

than natural inquiry of compassionate display. Observation of practice would have been
inappropriate as the research sought to understand and define compassionate practice as
this knowledge does not currently exigthin the context of radiotherapgancercare.

Without this understanding, interpretation of observed behaviour as compassionate or
non-compassion would have been unachievable. Therefore, causing the data collected to
be ineffective in answering the resgaquestions. Throughout the focus group

discussions, descriptive examples of behaviour, alongside opinions can be disclosed
which broaden the range of data obtained. As opinion cannot be observed, only
researcher interpretation of behaviour would beegibhrough observation.

Additionally, observation would not enable the perspectives of PaCs to be explored only
the TRs and STRs. Fundamentally, eliminating a crucial dataset on the construct of
FRPSDVVLRQ IURP WKRVH LQ PUHFHLSWY RI FRPSDVVLF

The research method also needed to be appropriate for the topic under discussion. The
appropriateness of using a focus group to discuss the topic of compassion needed to be
considered. The research was requesting participants to discuss matters @inoealth

times of emotional and physical stress. Recall could have potentially been distressing to
participants. Some researchers however consider focus groups are indeed a more

suitable method for collecting data on sensitive topics than other qualitativedseth
6HQVLWLYH LVVXHYVY PD\ PRUH HDVLO\ GLVFXVVHG E\ IR
LQ QXPEHUVY ZKHUH UDLVLQJ D SRLQW FRXOG EH OHYV
[102,103,128]. Some information though may not be so easy to disclosesdroertgin

groups and consideration must be given to the ethical impact of any disclosures [103].

A pilot focus group which is detailed in chapter four was conducted to explore this

issue.

JRFXV JURXSV ZHAFHR QMR DE ) D &SNRiH@Ad Khie @imary means of
generating qualitative data [126]. The aims of the research need to be carefully
considered so the format utilised will be effective for generating data appropriate to
answer the research questions. This places additionqddass upon the research

design, the detail of which is provided in chapter four.

The spontaneity and synergy of focus groups engages the participants in conversation,

and then by working together they-construct discussion that forms a rich data set

48



[129]. As such, the principles of focus group align with the philosophy-of co
construction and the interpretative format of the research [123,37)9

Summary

Focus groups were incorporated into the methodological design of the research due to
their ability to generate a wealth of socially constructed data. Their undertaking
established findings that would be utilised to design, develop and undertake co

production consensus workshops.

Coproduction

As well as being the methodological approach to theares, ceproduction was also

employed as a method for integrating anetoastructing the findings.

A process of integration was required to amalgamate the three independent sets of
findings generated from the focus groups for both research questibasnethod
needed to engage participants in a collaborative process, supporting them to co

construct a shared definition of compassion and compassionate practice.

Standard integration of findings conducted purely by the researcher on behalf of the
participants would not have aligned with the principles of @mmuction methodology.
Participants would have been consulted on the findings rather th@mstructing

them. This practice would have reasserted traditional roles and divisions present in
reseach instead of following the principles of collaboration through dialogue,
LQWHUDFWLRQ DQG QHJRWLDWLRQ > @ 7KH ILQGLQ
of the perceptions of the three participants groups rather the construction based on

mutualunderstanding and agreement.

Co-production workshops benefit from thosedapth interactions traditionally
associated with focus groups [125,126]. These benefits enable-phediation
attendees to share their opinion of the findings based on theisasially constructed

perspectives and work together to integrate and construct the findings34B2T his
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results in an enhancement to the quality of the research through the inclusion of

experiential expertise [135].

Chapter summary

The aim of thetsidy was to construct a shared meaning of compassion and
compassionate behaviours. Thus, the chosen underpinning philosophy is social
constructivism where multiple perspectives exist and are shared within a group. So, if
the concept of compassion create=aming to social groups it is-@@nstructed.

Methods that align with coonstruction principles include the focus group and co
production workshops. The focus group brings people together who have a common
interest and allows different perspectives tdbard (i.e. PaCs, STRs or TRS). In order

to create a shared understanding across these three participant grgupguction

with heterogeneous composition allows concepts to be discussed and constructed as a
collective understanding. The value of consting a shared social principle is that it is

more likely to be adopted in wider social settings.

The next chapter details the research process and procedural elements of the methods

employed.
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Chapter 4: Method

Introduction

Chapter foudetails the research processes undertaken across the three phases of the
study. It describes the operationalisation elements of the research, including approvals,
recruitment, data collection and analysis. The rational and development of each of the
phase is addressed. Procedural elements of the method will be outlined, and the chapter
is supported by reflexive commentaries providing insights into key decisions and

challenges.

Method overview

The method consisted of three phases. A pilot focus groupnwestaken in phase one,
followed by the substantive focus groups in phase two and tpeodoiction workshops
in phase three (Figure 4.1).
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Research Approvals

The research process aimed to ensure the welfare of participants was maintained, all
ethical approvals were obtained and protocols followed. Host higher education
institutions research ethics 20616/HWB/HSC/36 (Appendix 2) and Health Research
Authority (Appendix 3) were granted in addition to local research and
development/innovation approvals at the three NHS Trusts involved in the study
(Appendix 4).

To maintain confidentiality and anonymity, all corresponding documents were stored
safely and securelg LWKLQ D ORFNHG FDELQHW DW WKH KLJKH!
premises. Site files were maintained and stored securely at each of the three clinical
VLWHY $00 GDWD zZDV DQRQ\PLVHG DQG VWRUHG RQ V

password protected computerd backedip each evening on their secure network.

Phase one: Pilot focus group

A pilot focus group was undertaken in phase one of the research process (Figure 4.2).
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Purpose

The pilot aimed tanvestigate the feasibility of focus groups as a method of data
collection [136,137]. Providing the opportunity to test, develop, refine and adapt the
prospective tool employed for data collection ensuring the method was purposeful and
reliable [138]. Theaim was to explore the thoughts of individuals, representative of the
PaC community, regarding their involvement in a focus group. As established in chapter
three, compassion as a topic of discussion may hold sensitivities. The pilot wished to
establish whther the participants perceived compassion to be an appropriate topic to
explore within the focus group method. The pilot also presented a personal
developmental opportunity. Although experienced in qualitative research and
conducting focus groups, it sghot to ensure the skillset employed would warrant that
necessary to achieve the level of facilitation required for the research
[102,103,130,131]. For the pilot, a supervisory team member acted as moderator and
provided feedback on the facilitation skitlssplayed [131] (Appendix 5). In addition, a
transcript of the pilot enabled the trialling of thematic analysis to ensure the method of

data analysis also aligned with the topic under discussion [139].

Setting

The pilot included participants who had heiagnosed with or were a carer for an
individual diagnosed with cancer. This allowed exploration of the topic amongst
individuals who had firshand experience of compassionate or-oompassionate care
within cancer services, although not limited toiotlaerapy. This would mirror what

was being proposed in the main study [102]. Based on this criterion the decision was
made to utilise the partners in learning group involved in the academic delivery of the
pre-registration radiotherapy and oncology piengmes at the host higher education
institution. This group was composed of individuals from across the UK who had
received a diagnosis of and treatment for cancer alongside carers of individuals who had
received a cancer diagnosis. Members of the grarp mvolved in academic

programme delivery, sharing their diverse range of lived experiences with the students

across the three years of the programme.
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Ethics and Recruitment

Host ethical approval was obtained for the pilot (Appendix 2). Members oathreeps

in learning group were invited by email to be part of the focus group. A convenience
sample was used to select members who were planned to attend the university as part of
timetabled academic delivery [102]. This provided both an appropriate safnple
attendees, whilst reducing any expenses or inconvenience associated with attendance
[131]. On receipt of an email response indicating their interest, the group members
were sent via email, a participant information sheet (Appendix 6) and consent form
(Appendix 7). These detailed the purpose of the focus group, what the pilot would
entail and information relating to its voluntary nature. Informed consent was obtained
on the day of the pilot with attendees given the opportunity to ask any questiohs abou
their involvement prior to signing the form. At tlsggetheir right to withdraw at any

time was reiterated.

Structure

A focus group guide was utilised incorporating ideas from the concept analysis
(Appendix 8). This provided clarity of the todmr discussion and structure to the

session, whilst still allowing the attendees to have open and fluid dialogue [103,131].
The pilot was facilitated by the researcher and a moderator. The pilot was audio
recorded and transcribed by the researcheerbaim [102]. Thematic analysis was
undertaken utilising Quirkos data management software [140]. Notes were made during
the pilot by the facilitator and the moderator to record key points and attendees body

language where appropriate to aid data analysis.

Results and findings

A total of five participants took part in the pilot focus group, for the duration of
approximately seventgix minutes. Sixty percent were female (n=3) and forty percent
were male (n=2). All participants had received a diagnosisnafecathe site of
diagnoses were breast (n=2), testicular (n=1), kidney (n=1) and myeloma (n=1).
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Three themes emerged from the data: topic, method and skills, the next section will

discuss each respectively.

Topic

During theirdiscussionsthe participants used examples from their own experiences to
support their thoughts around the meaning of compassion. Participants recalled their
experiences of professionals, sharing both negative and positive examples of
compassion and the circumstangewhich they arose. Despite the personal nature of
discussion, the topic did not generate any negative emotional response from the
participants. Potentially indicating the topic could foster discussion without the

participants becoming distressed orians.

Method

Overall, the participants were positive and supportive about the use of focus groups as a
method of data collection. Participants could see the value of bringing together
individuals to collectively discuss the topic. They voiced their appreciation of how
together their different perspectives fuelled discussion, which would allow exploration

of the topic in more depth. The participants acknowledged how hearing the views of
others had triggered their own memories and thoughts. Giving acknowledgement to

how multiple viewpoints and the stimulus of others had contributed to the richness,
diversity and complexity of the discussion.

However, one participant expressed that they had found it difficult at first to share their
thoughts as they were different frothers amongst the group. They had not wanted to
upset others or be upset themselves by stating a conflicting opinion. A second
participant expressed similar feelings but had attributed this to knowing the other

participants in the pilot.

Overall, the parcipants found the focus group a safe environment to share their
experiences. These thoughts were mirrored by the facilitator and the moderator who
noted how respectful of each other they had been even when opposing opinions had

been shared.
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Skills

twaV GXULQJ WKH SDUWLFLSDQWVY GLVFXVVLRQ RI WKI
on the specifics of the focus group format. They liked the use of the two definitions and

the request for their comments on each of these respectively, in turn apprémating

these gave the pilot a structure whilst keeping the topic broad. Their comments

indicated they had valued this approach, allowing them to talk about what was

important to them rather than the direction of discussion being led. The moderator had

also dentified this approach to be positive, commenting how the use of two definitions
Jromoted discussion, this was particularly effective as participants discussed and

debated different viewpoints

The format of the session was explained to the participanite start of the pilot and
ground rules were established during this time. As part of this, it was identified how
there was no right or wrong answer, the research was only interested in their honest
opinions. The participants spoke of how being imfed of this had positively

influenced their involvement in the pilot. Reporting how this practice had made them
feel comfortable to speak out without concern of being judged. This discussion also
SURPSWHG WKH SDUWLFLSDQWYV fidrdhcitDrayNmakete X W puDJF
focus group if the facilitator had their own agenda. Although they knew and understood
the pilot was based on the aim to develop the research method, the participants felt the
agenda was not forced or used to influence the digrus3hey were positive about the
role of the facilitator and the way the pilot had been conducted. They said skills were
demonstrated when their comments were picked up on, listened to and followed by
prompts to elaborate. The participants commentethaigtice had been performed

with the right balance, stimulating discussion without influencing it.

Although not the purpose of the pilot, there were also some general findings from the
analysis which are worth noting. The participants commented theihdéglhad
benefited from attending. Reporting how they had learnt something about involvement

in focus groups and the topic of compassion.

Interestingly, the participant who spoke of their initial reluctance through fear of upset
later reported a therapéubenefit. Exposing themselves to that situation had ended up

giving them confidence to speak up and disagree with the opinions of others.
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Several themes specific to the attendees understanding of compassion and their thoughts
of the existing definitionemerged. These were used to support the background and
rationale of the next phase of the research.

Reflexive Discussion

The pilot provided the opportunity to explore the feasibility of focus groups for data

collection within the research settingv€&ikey considerations were identified.

Although participants spoke about their own experiences it did not appear to evoke a
strong emotive response. It must be considered that the participants attending the pilot
were all part of the partners in learnin@gp. As part of their involvement with the
academic programmes they talk to students about their experiences of professionals and
care, so are accustomed to talking about potentially emotive topics without becoming
distressed. However, potential parteniys attending the focus groups in phase two may
not have the same emotional levelling as those in the pilot and may respond differently

in this environment.

The dynamic of the pilot remained balanced, with no one individual domineering or
becoming disreggtful. As the participants are actively involved in the programme,
they already know each other, in some cases for several years. This may have altered
the dynamic of the discussion as they have previously developed friendships and
working relationships7 KH P R G H U D W R UthBugi thel gaMichhants in this

group were interested in the topic and showed a lot of respect for each other, which
perhaps may not be the case with a different gfoup X U W K H Bmy WIDhééd @ J 3
prepare for situations faere some participants dominate or have difficulty voicing their

views’

Some members of the group did not contribute as much to the discussion as others, but
they identified this was through choice and not inopportunity. The moderator however
commented h@ ID F L O leh¢dui&de® garticipants who had said little to share their
views, and this came over as very supportive and ensured all opinions weré heard
Indicating if more challenging individuals are present in the focus groups, effective
facilitation skills would be required to balance discussion, ensuring all participants

voices are heard.
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The participants were positive about the facilitation skills displayed. But as these
individuals were known and had been worked with for several years, thisanay
influenced the dynamic and/or the feedback given. There was the potential for an
unequal power balance, with the participants possibly perceiving the facilitator to hold a
position of power due to the university role and leader of the researchs3umswas
accounted for by addressing it within the participant information sheet. It was explained
the pilot was voluntary, was not related to academic sessions and their attendance or
nonattendance would not influence future group involvement. This tkessed further

within the introduction to the pilot where the points were reiterated.

After working with the group for over three years, a relationship between us had
developed and in consequence there was potential for the participants to provide

answes which they felt were acceptable rather than their own views. The transcript (|
believe) identifies that this did not occur. There were several debates and conflicting
opinions expressed throughout the pilot and times where participants were hesitant to
speak out for fear of causing conflict amongst the group. Demonstrating the
SDUWLFLSDQWVYTY FRPPHQWYV ZHUH UHDO KRQHVW DQG

Similarly, there was also potential for increased facilitator involvement due the

infuence f UHODWLRQVKLSYV 7KH PRGHBDyW&ks MtR serigeH U FR
users and has good communications with them, and | was struck how as focus group
IDFLOLWDWRU VKH DGRSWHG D PRUH pGLVWDQWY FRPF
SDUWLFL S D®R.\8He\heYek ekgre8dRdd a viewpoint but acknowledged each
SHUVRQYV FRQWULEXWLRQ~

.QRZLQJ WKH RWKHU SDUWLFLSDQWY ZDV IHOW WR KD"
open with their thoughts. They indicated this was through fear of conflicting opinio

that would cause upset, rather than not sharing information or experiences through

being uncomfortable to disclose. Some participants in the PaC focus groups may

already know each other due to recruitment occurring through local support centres.
Additionally, the STRs and TRs will know each other through training and working

together clinically. Overcoming the influence of those relationships needs to be
considered when designing the focus groups as well as any personal relationships of the

researcher vt the STRs and TRs established during training or clinical working.

Many comments about the success of the session as a method for data collection were

related to the format of the pilot, specifically the way it had been designed and
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implemented by theatilitator. Perhaps then indicating the focus groups expediency

would be a result of the existing skills of the researcher.

Considerations for phase two

Employment of a pilot focus group affirmed its appropriateness for data collection.
Although thefindings indicated no significant modifications to the research design were
required, its undertaking generated several points for consideration when designing the

focus groups.

Support

In order to reduce the potential for a negative emotional response:

x Ensure all written and verbal information is informative and clear.

x Inform participants that they can leave the focus group at any time.

x Ensure information relating to support services is available to participants.

x Build time into the end of the sessiom #odebrief allowing the participants to
talk as a group or with the facilitator or the moderator privately if they want to
raise any issues.

x Inform participants that the focus groups are safe environment (part of

introduction/ground rules).

Format

To ersure the focus groups effectively promote open, natural and participant led

discussion:

X Begin the focus groups with an introduction and ground rules. Findings
demonstrated this provided important information on the format and gave

patients reassurances abtheir role.
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x Keep the format developed for the pilot, utilise definitions/statements/scenarios.
The pilot demonstrated this approach focused the topic and promoted

conversation whilst keeping the discussions open and fluid.

Skills

Ensure thdollowing skills are effectively employed:

x Observe and review the dynamic of the groups.

x Balance the discussion to promote inclusivity of all participants.

x Consider using Hdirect interventions if required to-direct the focus of
discussion.

x Similarly, dynamics may obstruct discussion with some participants not feeling
comfortable to initially discuss. This could be overcome by the development of

prompt questions to initiate discussion.

Phase one summary

The pilot established focus groups were arrapate method of generating discussion

on the topic of compassion. The completion of the pilot aided the design of focus
groups. Feedback from the participants and the moderator alongside analysis of the
transcript were considered during the focus grdeyelopment stages. These inclusions
which enhanced the effectiveness of the method during data collection are positioned in

the next section.

Phase two: focus groups

Focus groups were completed in phase two of the research process (Figure 4.3). Their
purpose was to explore how STRs, PaCs and TRs would define compassion and obtain

their perceptions of compassionate display.
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Figure 4.3: Phase 2 of the research process

Sampling and Recruitment

Sampling strategy

A purposeful strategy was employed in the selection and sampling of participants. The
method was designed so that the focus groups were undertaken independently of one
another, i.e. with no mixing of the three different participant groups. Three sesetsate

of findings were anticipated to facilitate-construction in phase three. To obtain
experiential data required for exploration of the concept of compassion, the narratives of
those recruited needed to represent and have experience of the phend®éjhon
Narratives come into existence not as a product of an individual, but as a facet of
relationships or as part of a culture [141]. TRs, STRs and PaCs form part of collective
cultures by their involvement in the radiotherapy environment. Subsequently,

individuals from each group were purposefully identified as those who would have

opinions of compassion in cancer care which could be explored [103,104,126].

The selection of participants would provide data from perspectives across three distinct
groups:i) TRs as allied health professionals responsible for the effective delivery of
compassionate care, ii) PaCs for whom there is an expectation to receive compassionate

care, and iii) STRs to provide a unique third perspective to the data. The STRs not only
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have their own experiential understanding from prior experience, but they are also being
MWDXJKWY KRZ WR EH FRPSD \éhir&d@dare/yibddnQhe higheO LY H U
education institution and the clinical setting in which they train.

A conveniencapproach to sampling individuals situated within each of the three
groups was employed [104]. Thought to be sufficient for exploratory studies, a
convenience sample enabled all eligible participants to volunteer for the focus groups
(Table 4.1). This ineasing the volume of relevant data on the topic being generated
[103].

Table 45: Focus group participant inclusion criteria

Participant group Inclusion
Therapeutic Radiographers Health and Care Professions Coumedistered
Therapeutic Radiographer
Working at one of the three clinical sites
Ability to provide informed consent
Ability to speak and understand English
Student Therapeutic Student Therapeutic Radiographer enrolled on
Radiographers Higher Educationnstitutions PreRegistration
Radiotherapy and Oncology programmes
Ability to provide informed consent
Ability to speak and understand English
Patients and Carers Patient who had received a diagnosis of cance
and/or family members, friends partner of a
patient who had been diagnosed with cancer.
Recruited via local cancer support centre and r
the hospital.
Ability to provide informed consent

Ability to speak and understand English

Recommended participant numbers for focus groups vaytlsliacross the literature,
with most advocating small, modest groups of arou8d402,103,130,131]. Each
focus group aimed to include five participants, a strategy of@geuitment provided a
contingency for attrition and nesittendance. The ambitiavas for each of the three

categories of participants to have a planned total participant number of fifteen to thirty
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six [125,129131]. Quoracy was considered on an individual focus group basis but

required a minimum number of two participants for ihtd follow an interview design.

Alongside inclusion criteria, issues of accessibility were also considered. In addition,
individuals across the three participant groups would not be traditionally classified as a
difficult to reach, highkrisk participant§104] or naturally fall into the Mental Capacity

Acts category of vulnerable participants [142]. By addressing these factors this reduced

any potential barriers to ethical approvals and recruitment.

Participants in attendance at the focus groups werel daslammplete a demographic
questionnaire prior to commencement (Appendix 9). Diversity of participants within the
groups, although desirable, was not essential as the researcher acknowledges a

representative sample across all the demographics could captuged.

Recruitment strategy

The following strategies were employed for the recruitment of participants:

Student Therapeutic Radiographers

Approximately one hundred and eighty STRs were invited by email to take part in the
research. Thisumber incorporated all students enrolled in years one, two and three on
the preregistration Radiotherapy and Oncology programmes at the host higher
education institution. Students were asked to contact the researcher if they were
interested in being inveed.

Recruitment also occurred through presentation at an-extregular research seminar.
The students were asked to leave their name, email address and year of study on a form

provided.

Students who expressed an interest through either method weledetma STRs
participant information sheet (Appendix 10) and a copy of the consent form (Appendix
11).

A date for the focus group was also provided at this time so the students could check
their availability.
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Therapeutic Radiographers

Registered TRs ephoyed at the three NHS clinical sites across the north of England

were invited to attend a focus group at their site.

To be able to recruit TRs as a principal investigator at clinical site A, a research

passport was obtained. TRs were invited to atteaddcus groups by email and
WKURXJK PLOQXWLQJ WKH UHTXHVW IRU UHFUXLWPHQW
meeting. TRs were asked to contact the researcher if they were interested in being
involved. Those TRs who expressed an interest were egrthié TRs participant

information sheet (Appendix 12), a copy of the consent form and a date for the focus
group.

At sites B and C, recruitment was completed by a principal investigator employed as a
research radiographer at the respective clinical Bite.same recruitment strategy as

site A was employed at both sites. Those TR who expressed an interest were emailed

the TRs participant information sheet, a copy of the consent form and a date for the
IRFXV JURXS E\ WKHLU UHVSIkg&W.LYH VLWHYV SULQFLSEL

Patients and Carers

PaCs were recruited at the three clinical sites, viaMid® support centres located on

hospital grounds.

At site A, contact was made with the management team at the local support centre. They
were provided with details ofé research and an agreement made for their consensual
involvement in the research. A recruitment poster was placed at the support centre
(Appendix 13). Arrangements were made for attendance at a monthly coffee morning to
speak to potential participants.v&rbal lay summary of the research was provided
alongside a date for the focus group. Potential participants were provided with the PaC
participant information sheet (Appendix 14) and consent fBarticipants were

informed they would be eligible for mmbursement of any travel expenses to cover the
cost associated with attending the focus group. The name and contact details (email
and/or phone number) were obtained from those who expressed an interest. With their
consent, PaCs were telephoned twdoty to forty-eight hours prior to the session as a

courtesy reminder.
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The same procedures detailed above were undertaken at sites B and C by their

respective principal investigators.

Consent

As detailed, participants were provided with their respectideRIX STV SDUWLFLSDC
information sheet during recruitment. Participants were invited to ask questions
throughout the recruitment process and on the day of the focus group. Informed consent
was obtained from each participant prior to the start of the facwgp@nd their right to

withdraw consent at any time was reiterated.

A carer who attended the focus group at site A was registered as partially sighted, but
this had not been disclosed prior to attendance. The participant had attended alone so to
ensurehe principles of informed consent were maintained the participant information
sheet and consent form were read aloud. On receipt of verbal consent from the
participant, the facilitator signed the consent form. This process was witnessed by the

moderatorm attendance.

Powerimbalance

During phases one and two the researcher was employed as a senior lecturer at the host
higher education institution. Working in this position could potentially create an

unequal power balance. Undertaking both an acadamdi@ research role could have

led to a perception of coercion through an exertion of pressure on the STRs. Several

measures were undertaken to limit this perception:

STRs were informed that the choice to participate or not would not affect their academic

training, grades or continuation on the programme.

Information and communication were open and honest throughout the whole process.
STRs were informed how expressiag interest did not contract them to attend, the
focus groups were voluntary, and they could change their mind at any time.

Transparency extended to other lecturers and colleagues involved with the programme,
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who were provided with information regardinggtresearch. This allowed for students

to be able to discuss any concerns with a member of the wider academic team.

All elements and timings of the study were designed to create minimal impact upon the

students learning experience.

Psychosocial support

Compassion can be an emotive subject to discuss and trigger negative experiences. In
the focus groups, PaCs were going to be asked to disclose and discuss personal
H[SHULHQFHVY UHODWLQJ WR WKHLU RZMRY, BeORYHG F
TRs and STRs were invited to share their experiences of treating and caring for patients
with cancer. Discussing a topic which refers to times of ill health, emotional and

physical distress could potentially cause psychological upsle¢ iparticipants.

As outlined in the pilot study, the decision to undertake focus groups considered the
sensitivities around the topic. It was imperative the recruitment and procedural delivery

of the groups respected theses sensitivities.

The voluntarynature of the focus groups was reiterated at each contact with the
participants, including face to face, email and telephone discussions regarding their
involvement. Participants were informed they could leave at any time. Needing some
time-out and wishig to return or wanting to abandon their involvement were both
acceptable and in their rights as a participant. Information relating to local support
centres was available for the TRs and STRs. The PaCs focus groups were purposefully
conducted within theilocal support centre where counsellors and centre staff were

present to provide support if any distress arose.
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Data Collection

Segmentation

The method was designed so that the focus groups were undertaken independently of
one another, with no mirg of the three different participant groups. Three separate
sets of findings were desired to facilitateaanstruction in phase three; to enable three
distinct perspectives of compassion to be incorporated in the construction of the

definition and congetual framework.

Conducting them independently allowed the voice of each participant group to emerge
and findings to develop that were reflective of that group. However, identification of
differences or similarities between the three groups was not linaiksenportant

distinction which needed to be made. The research was not concerned with making
direct comparisons across the three. However, it was important that variable and

disparate findings could be established to facilitate thgroduction of findhgs.

Similarly, the STRs focus groups were conducted as year groups, with no mixing of
years. It was felt this would make the students more at ease by removing the power
imbalance intermixing years could create. Each year group may have held different
perceptions of compassion, influenced by academic delivery on compassionate care and
increased exposure to clinical practice during their trairtigdents may have felt

pressure to make their insights conform to students in higher academic years or vice

Versa.

Homogeneity within a group can create safer environments for discussion [102,103].
The three participant groups each held different social roles regarding compassionate
practice. As social differences could induce variance, who attends can aféaes wh

said in the session [103,126,143]. Undertaking the focus groups in this manner removed

some potential powambalances across the participants groups [102].

It was anticipated the PaCs would give reference to the care received during clinical
experiaces as had occurred in the pilot focus group. Positive and negative
compassionate examples were shared contribtditige richness of the data.

Discomfort at disclosing negative experiences in a mixed group may have influenced

what was sharedPotentially fearing repercussions on current or future treatment,
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concerned at being labelled as difficult patient or not wanting to appear as ungrateful for

care they received.

Mixing STRs with TRs at the clinical sites could have formed an imbalance of power.
TRSUHVSRQVLEOH IRU D VWXGHQWYV FOLQLFDO WUDLQL
feel reluctant to disclose personal examples regarding their own perceived failings.

There was also the potential of being judged by the TRs, or their disclosure effecting

their clinical training or qualification.

It is however recognised that all potential powebalances cannot be removed.

Different grades of TRs may attend, creating a managerial hierarchy, which creates a
fear of repercussions. Furthermore, negative ek@srgf compassionate care provided

by TRs may be about a colleague of TRs present. They may have feared being branded
as a whistlenlower for what they had disclosed. The ground rules outlined later, sought
to address these possibilities by establishisgeet and confidentiality amongst the

group alongside equality of opinion.

Conducting the focus groups

Location

All focus groups were conducted in a quiet and private room. Years two and three
students conducted at the host higher education institution. Due to timetabling demands
a mutually convenient date for the year one students could not be arranged during term
time. This took place instead at clinical site C with the STRs who were on placement
there. It was reiterated that attendance was voluntary and not part of academic or
clinical requirements. Focus groups with the TRs were conducted at their respective
clinical site and the PaCs at the A9HS support centres located at the three clinical

sites.

To accommodate attendance and reduce the impact on staffing in department, two focus
groups with TRs were conducted at sites B and C. Eleven focus groups ofstess

were therefore completed.
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A moderator attended each focus group, serving two functions. Firstly, to ensure the
welfare of participants was maintained acting as an impatrtial attendee, secondly to be a
note taker.

Focus group guide

A focus groupguide was utilised in all sessions (Appendix 15). The methods
demonstrated for strengthening the rigour and value were incorporated into the focus
group design. The concept analysis played an important role in the development, the

review of the literaturereated the framework used in the research method.

The guide provided structure to the sessions, aiming to foster interaction and stimulate
discussion of an appropriate depth allowing exploration of compassion in radiotherapy
[131]. The same guide wasagsfor all eleven focus groups, so the format did not

deviate between groups. This process ensured the findings were not biased across the

groups by the facilitator providing varying information of the topic.

The guide was reviewed by the North Trent &#tand Public Involvement group prior
to use. The group reviewed all documentation including consent forms and patient

information sheets, to ensure they were suitable for lay use.

Focus group format

To ensure participants understood the purpose anthf@f the session, the guide
provided a brief introduction to the research and the format to be undertaken.
Housekeeping provided participants with health and safety (fire alarms, exits etc) and
comfort (toilets, refreshments etc.) information. Grounédswere established, and
agreement made amongst the group for respectful behaviour and confidentiality of
details discussed [143].

The focus group was designed as two sections to ensure the focus group would generate
data to answer research questionsamgktwo. This allowed enough time for discussion
without stopping the flow to move on to the second part. Cusfogt discussion could

bias the findings by preventing the emergence of new topics. Adequate time ensured
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the participants could speak fhg@bout the topic until saturation of discussion

occurred.

Part one of the focus group

In part one the structure was designed to be broad, in the first instance asking
SDUWLFLSDQWYV 3ZKDW GR \RX WKLQN FRPSDVVWLRQ LV
general understanding and opinions of what compassion is, generating data for research
question one. This question intended to outline the topic of interest without influencing
discussion, ensuring the interactions were spontaneous and participdisealso

eased the participants into the session [144]. Prompts were included in the event that
discussion was not triggered by the initial question, as focus groups rely on interaction
WR SURYLGH GDWD > @ 7KH SURP SWieve ba@Wweu ZHUH EU
heard the term before” WR HQVXUH WKH TXHVWLRQ GLG QRW KR
the response.

Part two of the focus group

On discussion drawing to a natural close, the second part was introduced. The
participants were asked to read the scenarip ptU Dt@eNedintrary case developed in

the concept analysis (Text box 4.1).
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Frank was attending his weekly review with the specialist radiographer; he had a
review every week as part of his radiotherapy treatment for prostate cancer. He'd
been worried for some time about problems he was experiencing with his erection
and had wanted to ask someone, but he had felt too embarrassed. His wife had told
him that he must speak to someone at his next appointment as it was becoming a
problem for them as a couple. Towards the end of his review the radiographer
asked him if there was anything else, she could help him with. Frank told her about
the problems he and his wife were experiencing when they tried to have intercourse,
to which she replied it’s just an effect of his diagnosis and the radiotherapy
treatment. Frank expressed that he knew this, but his original consultant had said
there were some options and maybe some medication he could take. Reluctantly the
radiographer nodded and replied this wasn’t her area and so would go and ask a
colleague for some advice. The radiographer exited the room into the main waiting
area, leaving Frank sat alone with the door open. Whilst Frank was waiting he
could hear laughter, listening in he heard his specialist radiographer saying,
(laughing)...I know tell me about it and it his age it....(laughter), yeh good point I'll
tell him to google it there be plenty of stuff on the internet for that kind of

thing... ..well yeh, I suppose whatever floats your boat (laughter).

Textbox AW &} pe PE}IP% » v E]} Z&E& vI[ §Z }vSE EC

$IWHU UHD Grlagky DVEKRHX B/D|W W L F L SAibh&) &veyorHhokyh biNHisG 3
event'” 7KLV VHFWLRQ DLPHG WR VWLPXODWH WKid SDUW
HISHULH@mRK® BEQEG RIITHU FRQWUDU\ VXJJHVWLRQV IRU
was to generate discussion on those behaviours synonymous with compassion for

research question two.

Prompts had been developed if participants did not naturally if€ommendations for

WKH 75V EHKDYLRXU 7KH IDFLOLWDWRU LQIRUPHG WI
demonstrated compassion could be displayed through verbal behavicugrbah

behaviour and practical tasks. They were asked to think about lineseclassifications

and offer suggestions what the TR could have done instead to display compassion.

Stage one data analysis

Phase two of the research involved completing eleven focus groups across the three
distinct participant groups and led to stage analysis which entailed thematic

analysis.
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There are three distinct processes involved in qualitative data analysis: preparing and
organising the data, reduction of data into themes through a process of coding, and the
representation of data [104]. Likening the analytical structures that undetpin d
DQDO\VLVY WR pVFDIIROGLQJY 6SHQFHU 5LWFKLH 21

the right structures in place to enhance rigour [145].

Preparation and organisation

The focus groups were audio recorded and transchibegrbatimto conferrigour

[102]. In verbatimWUDQVFULSWLRQ SUHVHUYHV WKH UHVSRQG
their own individual experience [146jh verbatimalso enabled a return to the data

during stage two analysis [143]. The eleven focus groups conducted dreated

hundred and ninety minutes of audio recording. With nearly ten hours of data, a

pragmatic decision was made to use the services of a professional transcriber in order to
reduce the time burden [102]. The transcriptions were anonymised, with anfiabknt

details removed where appropriate.

Notes were made by the facilitator and moderator to record any salient features of group
dynamics and impressions of key points which engaged participants [143]. These were
converted in to detailed descriptive aoats used to supplement the data analysis

process [102].

Integration of the data from the three participants groups was designed to occur at phase
three (ceproduction). The transcripts were organised into three groups PaCs, TRs and
STRs, so each type participant group was collated together. Each group was analysed

as a collective set of data but independently of the other groups (Figure 4.4).
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Figure 4.4: Categorisation and groups for data analysis
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Quirkos data management software was employedgldata analysis of the focus

group transcripts. Quirkos enabled the eleven transcripts to be housed and organised
within their representative groups. Full visual display of the transcripts provided easy
access and quick interchangeability between thereéifit participant groups.

Quirkos features tools which aided the process of organisation and analysis. Text was
KLIKOLJKWHG GLUHFWO\ IURP WKH WUDQVFULSW XVLQ
systematically reviewing the transcripts new cotbdked Quirks were created by

highlighting and inserting relevant text. Where commonality of discussion occurred

extracts from the transcripts were added to existing Quirk(s).

Familiarisation with the data

In order to compensate for the loss of famidiation associated with sdlanscription
> @ VHYHUDO VWHSV WR SURPRWH pLPPHUVLRQY LQ\

Step 1 Every transcription was read in conjunction with listening to the audio recording
to review the accuracy of transcription and ensure the reliability of the data
[102,147,148]. Correct words and phrasesjarbatim pauses/laughter/questions and

the corretdifferentiation between facilitator/moderator and participants were all
verified. A significant number of errors were identified during this process, which
resulted in the transcripts being returned to the company for corrections. In order to
ensure nodrther errors were present on the transcriptions all recordings were reviewed

and then returned.

Step 2 On review and confirmation of transcription accuracy, it was uploaded on to

Quirkos data management software.

Step 3 The audio recording and transdigm were reviewed simultaneously [130],

creating familiarisation with the data [149].

Step 4 The transcription was reviewed without the audio enabling focus to be on the

written text.
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Thematic analysis

Thematic analysis sought to identify and forattprns of meaning across the data set,
aiding understanding of, and explaining the phenomena of compassion [102,139,150].
In accordance with the inductive nature of the research approach, categories emerged
over the period of analysis directly from thetdis group transcriptions. In this phase the
analysis was not looking to identify a consensus regarding how compassion is defined
or what behaviours reflect it [151], simply aiming to explore the differences of opinions
across the individuals and participgnoups. Thematic analysis was undertaken to
examine, commonality, differences and relationships across the participants and
participant groups [152].

Process of analysis

Thematic analysis did not begin until the completion of all eleven focus grasips,
sequential analysis was not required. It was not the intention of the analysis to develop
hypotheses or modifications which could be made to the remaining focus groups [102].
The research process sought consistency in the delivery of the focus gmdupsir
generation of data to ensure equity across the different participant groups in alignment

with the principles of cgroduction.

Two strands of data analysis occurred. The first to answer research question one, the
second to answer research digstwo. The analysis strategy was originally designed

so that the two research questions would be analysed simultaneously, but the vast
number of codes emerging from the data made this process too complex. There was a
risk the two research questions fimgis could become intermixed because of the

volume of codes and limited number of colours within the software making it difficult

to differentiate between them, potentially jeopardising the validity of the data analysis
[149].

The analysis of the transptions was undertaken in two parts.
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Part one: coding

The following procedures were undertaken to complete the analysis:

X A line-by-line review was undertaken, any relevant text was highlighted, and a
pH4aXLUNY FRGH FUHDWHG EDVHG RQ WKH FRQWHQW

x Discussions perceived to be related to the same theme were added to existing
quirk categories [149].

x New Quirks codes are created when appropriate.

X This process was repeated a further four times to ensure data saturation of each
transcript.

X The same process was repeated with each of the transcriptions. For example,
year one STR followed the above process then year twidhan year three
(Figure 4.4.). Additional Quirk codes were created when new themes arose
within the discussions.

X Where themes were starting to emerge, codes were organised into loose clusters.
This process organised the data into codes/themes for adicippat group, for

research question one (Appendix 16).

The process was then repeated for research question two (Appendix 17). Due to the
experiential nature of the data, there was overlap across the two research questions.
Discussion regarding particPQWVY YLHZV RQ ZKDW FRPSDVVLRQ L
by examples of compassionate practice and vice versa. Where this occurred, the data

was coded and assigned accordingly, sometimes integrated into the Quirk codes of both

research questions.

Part twa development of themes

The data codes for each participant group and each research question respectively was
then reviewed. During the coding of the transcripts, emergent Quirk categories were
labelled with language used by the participants. Atdfage,the categories were

relabelled where appropriate using inclusive language, aiming to incorporate as many

distinctions in the data as possible [102]. It was important at this stage to review each

75



JURXSYV GDWD FRGHV WR HVW Dea@iheVtKe velialbilie/ldMhé F U R V \

data analysis independent review of the transcripts was undertaken [147].

Using Quirkos, a system of indexing was established, visually reviewing the categories

to establish, similarities, contrary and interconnectivity leetwcategorigd02]. The

pPGUDJ DQG GURSYT IXQFWLRQ ZDV XVHG WR PHUJH VLPL
LGHQWLILHG DQG GHVLJQDWH FDWHJRULHY DV D puSDUI
assigned to each code were examined to ensure they were repiresehtae theme. If

felt to not be reflective of the theme, these were removed or reassigned where

appropriate. If a discrepancy between the researcher and reviewer occurred, a discussion
of the theme/code ensued which was supported by the participaasgany decisions

were based on a mutual agreement.

Part two of the analysis process created thematic maps presenting the key themes and
subthemes for each group for research question one (Appendix 18) and research
guestion two (Appendix 19). The craatiof these maps aided organisation of the

themes and enhanced conceptual understanding of the datarfid@ktail of the

thematic maps will be provided in chapter five.

,W LV LPSRUWDQW WR QRWH HDFK JURXSYTV WHeHPDWLF
second part of the analysis as integration was to occur during-fireaoction
workshops in phase three.

Data representation

The thematic maps were used to visually display the themes which had emerged from
the data for each respective group. meps represented what the participant group felt
were the key components required to define compassion (research question one) and
what represented compassionate display (research question two). Each theme within the

map was supported by dialogue exteactlirectly from the transcripts.

A report was generated for each research question from Quirkos which collated all the
guotes associated with each theme and subthemes. This data source contributed to the

second stage analysis undertaken following thproduction workshops in phase three.
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Qualitative validity and trustworthiness

Qualitative validity requires the researcher to check the accuracy of findings through
procedural implementation [149]. Thus, ensuring the findings are correct from the
standpoint of the researcher and the participants [153]. The following procedures were
implemented to enhance qualitative validity.

Procedural implementation

7R HQVXUH DXWKHQWLFLW\ DQG FUHGLELOLW\ RI WKH
focus goup design, with strategies developed and implemented into the research

process to ensure validity of the data and any emergent findings. Where appropriate this
section is supported by a reflexive commentary demonstrating the implementation of

strategiesn practice.

Facilitation and moderation

7KH UHVHDUFKHUTY IDFLOLWDWLRQ DQG OHYHO RI HQJ
balance [125,143,154,155]. Too much involvement can direct discussion, findings could

be deemed as influenced and biasedo little can lead to discussions becoming too

broad and removed from the research topic. A recurrent criticism of focus groups is

their limited rigour, due to them being driven by the researcher as facilitasoargued
howeverthere is no hardvidence to suggest the impact of the researcher on the data is

any greater than in other qualitative methods [126].

The focus group guide would only be successful in enhancing rigour if used in
conjunction with effective facilitation. The facilitator neglto manage the group,

stopping findings becoming weighted from the effect of negative group dynamics and
the domination of discussion by individuals [156]. Balancing the discussion and
ensuring equality without interfering with its natural flow or inflegng discussions can

be challenging but is essential. Effective facilitation skills needed to be employed across

each of the eleven focus groups [143].
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Disagreements and arguments deemed to be a potentially problematic situation for
facilitators to encouser [144]. It can be argued how these situations are still producing
valuable data for the analytical process [143]. Not so advantageous to the findings are
those participants who dominate or interrupt the opinions of others or those who do not
contribute. Competent facilitation can #flealance equality across the group by inviting

other participants to speak and voice their opinion.

A key strength of the focus group method is its adaptability towards a personal research
purpose [126]. By providing focus@ips with a topic for discussion makes the data
succinct with the research aims. The level of control the facilitator has on the
discussion can however introduce bias. Heavily directing or influencing the discussion
reduces the authenticity of the datagcbming researcher led instead of participant

generated.

Ensuring the participants remain on topic is important, but deviation from the main
topic should not always be considered as a negative occurrence. Over facilitation can
lead to the loss of valuabt#scussion and potential findings by preventing participants
to generate their own questions and concepts [126,130].

Accepting silence and ignoring the pressure to rush into using prompts is key,
participants may be considering and formulating their @ans\sing a prompt too soon
may stifle and foreclose discussion [157].

All focus groups were conducted by the same facilitator to ensure any impact created by

their style of facilitation was equal across all groups [158].

Sampling

The purposeful seleoin of participants alongside small sample sizes can affect the
credibility of the findings. Transparency and understanding are required, recognising

that the data is not fully generalisable to the wider population. By acknowledging the
practice of segmeation and accepting the findings are representative of only a small
sample of participants selected due to their experiences clarifies and enhances the rigour
of the findings [147]. In this thesis, it is accepted how theroaluced discussion is

only amomgst those participants who were involved in the focus groups at that given
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time and place. The analysis however demonstrated strength and recurrence of themes

suggestive of commonality and this will be addressed in the chapter seven.

Where possible and ppopriate, opportunities to widen the participant pool were taken.

Criteria for inclusion within the participant groups although was specific to them being
a TR, STR or PaC was broad. Invitation was open to participants of all genders, races
etc. all grads of TR and anyone with a relationship to an individual diagnosed with

cancer.

The process was designed to include three clinical sites spanning across the North of
England instead of a singular site to obtain a wider representation. Although tHis is sti
limited compared to the total number across the UK, many TRs will have worked or
trained at other centres before working at their current centre. STRs represented not
only the three academic years of the programme but attended from across the higher

edwcation institutions nine clinical training sites across the UK.

'LWKRXW VHIPHQWDWLRQ RI uDSSURSULDWHY SDUWLFL
generated which is not of value to the research. For example, if members of the general
population hadbeen recruited, they may not have experienced radiotherapy or a cancer
diagnosis, so may not be able to discuss compassion within this context. Segmentation
creates homogeneity which itself stimulatesfilea/ing discussion due to commonality
within the goup [126]. Homogeneity can provide the opportunity for comparisons to
be made across the findings of different segmentations and this was apparent across the

three participants groups.

Data analysis

Incorporating a strategy for secondary review ofdat and its emergent findings
enhanced the rigour of the research and reduced the potential obteterariability.
Ensuring misinterpretation of the participant discussions did not occur therefore the
emergent findings were true to and reflectivéhef participants discussions
[102,147,151].

Involving another person to undertake a secondary review can have its limitations. It
would be expected that the researcher has their own unique insight into the data, which

would not be shared by someone who is independent [159]. The reviewer may ¢herefor
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construct and assign their own meaning to the data base, creating their own
interpretation. This may not however be a negative, instead adding analytical depth to
data interpretation [102].

As will be identified later in this chapter, the-pooductionworkshops were to serve as
a process for obtaining member checking [147]. The tasks incorporated summaries of
the focus groups key findings. This presented the research with the opportunity to

ensure the emergent themes were reflective of the discussions.

Using Quirkos further enhanced the trustworthiness of the findings. The software works
by allowing the user to highlight text and use a elagdrop method to allocate it to its
relevant Quirk code. All quotes relevant to that code are there for ddedssiclicking

on the Quirk. If any difference of interpretation between the two analysists occurred, the
participant quotes could be easily accessed and utilised to aid discussion until a

consensus of meaning and interpretation was reached [147].

Peerdebriefing and reflexivity

Debriefing has occurred throughout the research process between the focus group
facilitator and moderator and the supervisory team. Open discussions have ensured the
findings have emerged from the data, helping to ensure rbseantegrity is

maintained [147].

Completion of a research journal has provided a reflexive trail of the developing themes
supporting the development of emergent categories and providing the opportunity to

make comparisons across the data collection aalysis process [151].

Reflecting on the focus groups

Practicalities

Focus groups are reported to be a relatively quick, effective and convenient way to
generate a lot of data in a short space of time [103,126]. The perspectives of multiple

participaits can be obtained in one session which may take weeks or months with other
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methods. As focus groups were to be undertaken at three different clinical sites with the
three different participant groups, consideration needed to be given on the best method
to maximise the effectiveness of the data collection. As the PhD was being completed
on a partime basis; limited time was available to travel to different sites frequently, so
this had to be considered. Although a valid point, convenience does not sony

from being able to access multiple participants in one session. The volume of time and
administrative effort that is required for the organisation of a single focus group is high
[103] and often not appreciated. Many logistical factors can influatieadance, issues

of participant availability, work and social commitments, access to locations etc. By the
nature of the participant groups some patients and/or carers may have comorbidities
affecting their ability to attend [160]. Additionally, thenme &osts associated with their
completion, personal travel expenses, room hire, refreshments and travel expenses

where appropriate.

To accommodate attendance and reduce the impact on staffing in department, two focus
groups with TRs were conducted atsiBeand C. Eleven focus groups instead of nine
were completed, accentuating to demands on time and resources. The use of principal
investigators at two of the clinical sites reduced some of the workloax/érll, the

focus groups were time consuming and challenging to arrange.

Focus groups were the most valid and valuable method for data collection, their
undertaking would not change but consideration would be given to streamlining or

potential reduction in numbe

Facilitation skills

Although experienced in qualitative inquiry and facilitating focus groups, it was

essential to certify facilitation skills were adequate to ensure the focus groups would

yield sufficient data [102,103, 130,131]. Pilot testing peaided the opportunity to

obtained feedback on the method of facilitation employed. This had been favourable
ZLWK WKH PRGHUDWRU FRPBYHRWIL®H RREERPRG-IEN OH W\ W
D Q G 3 werlittle apart from asking individuals toex@gG RU FODULI\"

The moderator commented how respectful the participants had been of each other,
H[S UHVYV lp&rkdap¥ ey Wot be the case with a different group Amy will need to
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prepare for situations where some participants dominate or have diffiailting their
views’ 7KLY IHHGEDFN ZDV DGGUHVVHG DQG DOWKRXJK
practice, numerous guides on how to undertake effective facilitation were consulted.

The moderator provided feedback on each focus group and the metliacistation

XVHG DW HDFK VXEVHTXHQW GHEULHIhaQdledth®y ZDV FRP
S D UWLFL S Dé&pithée didduBsivn balancedD eeclively facilitated the group
ZKLOVW UHPDL QL Q JWahtie Rdfripldtien bbdadh fadls gppcame an

increase in confidence to undertake the next.

Phase two summary

The focus groups generated discussion on the topic of compassion and compassionate
display within radiotherapy. This discussion provided a large volume of data, sufficient
for a comprehensive process of analysis to be undertaken. The analysis resulted in
findings to be established which separately reflected the perspective of the three
participant groups for both research questions. Thus, enabling the research process to

take forward and ceonstruct the findings in phase three.
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Phase three: Gproduction

On completion of the focus groups analysis, a method to integrate the findings from
each of the three participants groups was required. During this process, it was vital the
voices of each participant group would be independently heard whilstafag co
production of mutually agreed emnstructed findings. An expansive volume of data

had been generated across each of the groups, so this phase also served a secondary
purpose of data consolidation.

Phase three was designed to follow phase tvinigiwwas three cproduction

workshops, with the aim of gaining consensus across the participant groups. As a
means of triangulation, the intention was to take the findings from the workshops to the
North Trent Patient and Public Involvement group (Figukg. The following section

will detail the processes involved, addressing their role in trenetruction of

findings and second stage analysis.
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Figure 4.5: Research procegshase three
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Coproduction Workshops

Overview

A co-production workshop was undertaken at each of the three clinical sites where the
focus groups had originally taken place. Having multiple workshops aimed to promote
attendance by increasing their accessibility to the participants. Participants were

required to work in groups to complete three tasks.

Sampling and Recruitment

At the end of each focus group in stage two, the participants were informed of the co
production workshops and their purpose. They were asked if interested in participation,

to leave their name and contact telephone and/or email.

On securing a date anddilities, those interested participants were invited to attend via
email or telephone. Contact was made by the principal investigator at each clinical site.
The invite was also open to those who had originally expressed an interest in attending a
focus goup but were unable to take part at that time. Participants were informed how
participation was voluntary and they could refuse to attend at any time. Travel expenses

were offered to those choosing to attend.

Workshop format development

Until phase twavas completed, the level of integration required was unknown.
Similarly, what findings would require integrating could not be established. The process
however needed to promote consolidation without diluting or losing valuable findings

through over synthigation.
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The design of phase three was based upon four objectives:

1. To facilitate the collective working of the three different participants groups to
agree and coonstruct the findings.

2. Alignment to the philosophical principles of knowledge anderstanding being
socially constructed.

3. An ability to integrate the nature of the findings emerging from the focus

groups.

4. The ability to generate responses to research questions one and two.

To ensure all four elements were achievedpmmuction varkshops were inductively
designed based on the findings of phase two. They incorporated three distinct tasks,
each generated emphatically from the focus group data [112].

Task la: Exploration of compassion themes

During the focus groups, the PaCs shared their experiences of communication. It
emerged from the data the ways in which TRs and healthcare professionals
communicate bad news to patients and those attending with them can differ
significantly. Three extrastspecific to these experiences were taken directly from the
transcripts. Within two of these, the communication styles were perceived to be
unmistakeable. In one, the participants who discussed this example clearly felt the
KHDOWKFDUH S U RuHtaY hdhRoQrip@s§ivndteH Kekibyox 4.2). Whilst the

other was regarded as compassionate by those attending the focus group (Textbox 4.3).
The third however appeared to be ambiguous. The participants attending that focus
provided different interpretationR| WKH KHDOWKFDUH SURIHVVLRQDC
4.4).

The extracts were modified slightly to ensure patient anonymity, remove any repetition
and details which attendees may have found distressing. The structure was tweaked to
make them easier to readd understand during the-pooduction workshops in

accordance with the principles of fayember involvement [161].
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Discussion of these extracts was to serve two purposes. Firstly, used as an opener,
intending to stimulate the participants within theugr® who may not know each other

to begin the conversation. Secondly, the extracts provided some context and background
to the findings from the focus groups. The extracts gave an indication of some of the

key themes on compassionate practice which hadgemdrom the data, thus, helping

the participants to situate themselves within the topic area.

Task la was designed so that each of the groups within the workshop would review one
extract within their group, discussing how it did or did not signify compassd then
feed back to the collective workshop participants.

Extract 1:

“I was on my own with the Radiographer, she said "vight I need to do an
appointment for you for your result, can you come in next Wednesday at
such and such a time?" and I went “no, I can’t, I'm in a meeting at
work”,. She replied, “well you should come back for your result” and 1
said “but we’d been told that even if you have to have all these tests it
doesn’t mean anything until you get a definitive diagnosis and that you
shouldn’t worry, so there should be nothing for me to worry about as
they haven't even checked the sample yet”. She looked at me and said
“having looked at your radiogram I'd be worried, I have done lots of
these and looking at what I can see I'd be worried. Do you want that
appointment next Wednesday?”

Textbox 4.2: Extract tnon-compassionate communication

Extract one was selected as it was felt by the patient who shared it and other participants
in attendance to represent roompassinate practice. The participant believed her
GLDJQRVLV ZDV QRW FRPPXQLFDWHG LQ DQ DSSURSUL
resulted in the patient being unprepared to receive it, further adding to her distress. This
was attributed to the way the ragrapher had delivered the information. The
SDUWLFLSDQWY EHOLHYHG LW ZDV RXWVLGH RI WKH U]
FRPPXQLFDWH WKLYV SHUFHLYLQJ LQVWHDG LW WR EH
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Extract 2

“The consultant came down, he was fantastic. He was a big lad, fit as a
fiddle, he said I'll explain to you "look you 've got a choice, I can operate
on you, but to be honest with you I'm a super fit healthy person and he
said the operation I'm going to do, if I did it on myself1'd have a fifty-fifty
chance. I don’t think you ve got know, maybe one percent and even if you
do come through, you know, you’ll have a bag sitting in a chair". He was
honest with her about what was going to happen and he said "what do you
want to do?" and she said "okay, just don't treat me, I won’t have the
operation" but he made it all her choice. He didn’t explain it in all this
techy rubbish. It was just "if it was me, 1'd be petrified having it and I'm
super fit" so it was all that. My wife was dead relaxed about it and said
"I’d rather have a little bit more time" because she’d got the Cancer, she
knew she was going to be sitting in a chair. He came in when I brought
my children up, he had a special meeting with them as well and explained
it all to them and that’s when I think it was my daughter said, "well how
many months has she got?" He said "no, no, we 're not talking months
we re talking days" but he did it so nicely that we thought, oh well that’s
nice. A nicer way of telling us and they were really good”.

Textbox 43: Extract 2 compassionate communication

Extract two was selected as a compassionate example because the carer expressed how
Yood” WKH FRQVXOWDQW ZDV DW FRPPXQLFDWLQJ WKH
and later to their family. The carer attributed this todinectness of the information

and honesty afforded to them. This coupled with the consultant understanding what his
wife wanted and most importantly her being provided with a choice.
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Extract 3

“I went to nuclear medicine for my bone scan; 1'd worked on nuclear
medicine for three months as a volunteer, so I knew the staff. The girl who
did my scan was a lovely girl and afterwards she could not hide her
disappointment at the result of the scan. She didn't say anything; she was
very professional. But her body language told me that the actual bones
were affected by the cancer, without even having to say anything at all.
She actually said something along the lines of “I hope everything is all
right in the future”. I think she probably really wanted to comfort me, but
she couldn’t because that would have then betrayed what she knew”.

Textbox 4: Extract 3 ambiguous compassionate communication

Extract three was chosen as an ambiguous case because although the healthcare
professional had not directly shared any information to the patient, he perceived her
verbal and noiverbal communication had informed him of the bad news.

Task 1b: Constructingdefinition (Research question one)

Research question one aimed tecomstruct a definition of compassion across the three

participant groups.

Analysis of the focus group transcriptions created three thematic maps. Each map
contained the components which each participant group believed defined compassion.

Across the three groups there were nineteen components in total.

This task was designed achieve integration of the components which reflected the
WKUHH JURXSVY GHILQLWLRQV (DFK JURXS LQ WKH ZF
combined nineteen components emerging across the focus groups as defining
compassion (Figure 4.6). The participanteach group were instructed to work

together to select which, if any, they felt they would choose for their collective

definition of compassion.
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Figure 4.6: Task Hlineteen components defining compassion

Task 2: Agreeing Compassionaisplay (Research Question Two)

The focus group analysis of research question two generated three thematic maps, one
for each participant group. These contained categories of behaviours which each
participant group felt represented compassionate displese were collated and
combined, totalling onundred and twentthree. Whilst becoming a collective list

and providing an overarching view of the key themes, this data however did not identify
if there was a consensus of opinion amongst the threeiparti groups. Orbundred

and twentythree categories were also felt to be too many, hindering the development of
a concise and effective conceptual framework. This task therefore was designed to
establish a collective consensus on the key elements glassmnate display whilst

eliminating those which may not be representative of it.

The participants in each group were provided with thelamelred and twentthree
categories. They were asked to work together to collectively agree the top twenty which
they felt were representative of compassionate display (Figure 4.7). Those selected were
included in the analysis of the workshops (stage two analysis), those not selected were

eliminated.
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Figure 4.7: Task 2, categories of compassionate display.

In addition to facilitating the c@onstruction of findings, tasks 1b and 2 also served as a
process of member checking. The key themes and findings emerging from the data
were presented to participants who had originally been involved in the focus group.

This provided an opportunity to review the authenticity of the themes developed [147].

At no point during the tasks were the participants informed from which participant
group the findings had emerged from. This aimed to reduce any potential bias of

participarts selecting the key themes which had emerged from their own respective

group.

Qualitative validity and trustworthiness

Many of the principles of qualitative validity identified within focus groups can be
applied to the c@roduction workshops. Althoughe central aim was not to generate
primary data, the outputs from the tasks and associated discussion still had to be
captured to support the gooduced findings. Subsequently all tasks were designed to
provide a physical output either written or diagraatic. Attendees were encouraged to
make notes and the workshops each had a facilitator and two moderators present to
record any supplementary information.

Equality, ceoperation and participation are essential to create meaningful involvement

within co-production, and appropriate structures must be in situ to support those
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involved [162]. By knowing their opinion and contribution is valued, enhances
attendegf V OHYHO RI HQJDJHPHQW DQG FDQ DGGUHVV LVV
attendance [112].

Individual skills and abilities needed to be accounted for in the designprbdaction

tasks. For example, reading and writing skills may have differedsattresttendees

and this had to be considered especially as the attendees were required to undertake the
completion of tasks [102]. The design aimed to ensure no participant was
disadvantaged. The same strategies for inclusivity employed during focus grere
transferred to cgroduction.

Undertaking the workshops

The three workshops took place in a private and quiet room away from the main clinical
department. The workshops were scheduled to last for three hours; this included a

break for food and refreshments which were provided for the attendees.

On arrival tle participants were purposefully given a table to sit at, allocating them to a
group. This was done to ensure there was an equal mix where possible, of STRs, TRs
and PaCs within each group. This aimed to ensure that when completing the tasks there
was repesentative voices from each participant group. Each table had a moderator
allocated to support the group work. Each group were provided with flipcharts, pens and

sticky notes to aid completion of tasks and record discussions and ideas.

A co-production guile (Appendix 20) was utilised to direct the structure and timings of

the workshops and tasks.

At the start of each workshop a brief overview was shared with the participants of the
research conducted thus far. This provided the context and purpose esgioms. It
also served as a potential memory refresher for those that were able to attend the focus

group and aid understanding of the research for those who were not present.

The format of the workshops was explained, addressing the expectation faothem
complete three tasks and the collaborative nature of the tasks. It was explained that
details related to each individual task would be given prior to the undertaking of each.

This aimed to reduce the burden placed on the participants by providingitto
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information at once [163]. Mirroring the focus groups; housekeeping provided
participants with information on health and safety (fire alarms, exits etc) and comfort
(toilets, refreshments etc.).

Ground rules were established and agreed amongstdhp tp ensure respectful
behaviour was maintained. It was expressed how no opinion, theme or finding was more
influential than another. Privacy amongst the group and the information discussed

inside the room was agreed.

The participants were informed thHagcause the tasks had been developed from the
findings of the focus groups it meant some of the things they may have discussed as an
attendee could be voiced today. They were made aware these had been anonymised, but
if they wanted to reveal it was the@xperience or comment there was no obligation to

do so, it was their decision. This also meant the participants needed to be aware that
difficult conversations may arise, and emotive topics discussed. They were informed

they could leave at any time anditlinformation relating to support services would be

provided if required.

It was explained how the facilitator and moderators were there to listen and help, not
give their opinion, it was the participants voice, their experiences and their opinions that

mattered.

Site B workshop

The first coproduction workshop took place at Site B. Participant numbers were
enough to create three groups. Feedback from the participants alongside observations
from the facilitator and moderators influenced modificationhéoremaining two

workshops. A summary of the key points of the workshop is now provided.

Task 1a

Once each group had finished reviewing their extract, the other two extracts were

provided for them to read. This action was not designed to stimuldteif inrdepth

discussion. It aimed to provide the groups with a context of the other two extracts in

preparation for coming together as a collective group to review and feedback. Receipt of
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the contrasting extracts however provoked much additional discuabout their
original scenario, providing them with a comparison. The timings on the day were
altered to facilitate the participants to continue with their discussions as it appeared
counterintuitive to the aim of the workshops to supress this. Thesesdions were
captured on flip charts created by the participants and notes by the facilitator and

moderator.

Due to the volume of rich discussion and data to support the categories during the
deliberations of extract three, the decision was made {ithte¢ subgroups would
review and discuss all extracts in the remaining two workshops. Modifications were
made to the timings, as the workshop at Site B had demonstrated all tasks could be

completed within the allocated time.

At site B the participants dabeen provided with one copy of the extract per group. It
was observed how this practice increased the time taken to review as the participants
had to pass it around the group to read. It also made it difficult for participants to
refresh their knowledgef it if another member of their group was reading it. To reduce
the time required to complete the task and aid discussion at the next two workshops a

copy of each extract was provided for each participant.

Task 1b

All groups were provided with the thmatic maps containing the components each
participant group believed defined compassion. They were also provided with an
envelope containing those same defining components of compassion cut into nineteen
individual segments. The groups were asked to wagkther to select which ones, if

any, they felt defined compassion. They were asked to use their flip charts to organise
how they wished and tape their chosen segments down so a record of their choices

could be kept. Like in task 1a, this task promptedhmiiscussion amongst the groups.

Participants had been asked to leave any comments or feedback they had on sticky
notes. One comment indicated there had been some confusion about this task (Textbox
4.5). In preparation for the following workshops thdrinstion for the participants were
made clearer. In addition, a copy of them was provided to each group so they could
refer to if required.
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“I thought the task where we had to order the words together which we felt
dealt with compassion and a patients experience could have been
elaborated on a little more. I think some of the people in my group

misunderstood the task”.

Textbox 4.5: Site B participant feedback

Task Two

The groups were provided with the one hundred and twen#e categories emerging
across the focus groups to represent compassionate display. The groups were asked to
discuss and collectively select the twenty of them that most highly reflected

compassinate practice. They were informed those not selected would be eliminated.

Some participants found this challenging, expressing their guilt at eliminating categories
thought to be important by others. Other participants however were happy to eliminate
cakgories, some of which they felt held similarities with others or were simply not

representative of compassionate practice.

All participants within the groups worked together to select their twenty. They openly
and respectfully discussed each categdiyey followed a process of discarding several
categories immediately, deciding on potential categories that required further
conversation and a group they had established as definitive.

Overall structure

It was observed how participants in the groupre@en by the facilitator often directed
their discussion towards them. This appearing like the participants were seeking
approval or opinion on what they were saying. It was reiterated to the participants that
it was their opinion that was of interestuliSequently, for the next two workshops the
facilitator did not stay with one group, instead they rotated round the groups to observe

the discussions.
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Site A workshop

The second cproduction workshop took place at site A. Participant numbers were
enoudp to create three groups. The workshops followed the modified format which had
been developed on completion of the workshop at site B.

In summary, he modified format worked well, there were no further comments or
feedback about limited understanding af tasks demonstrating the modification had
been effective. Each task ran to time, resulting in all tasks being completed.

Due to departmental staffing levels a couple of TRs and STRs had to leave before the
end of the session. Fortunately, they werénallifferent groups which meant there was
enough numbers within each group for their discussion and tasks to continue. There
were also other TRs and STRs in those groups, So a representative voice was

maintained. The discussions across all the tasksnedrand indepth

Site C workshop

The final workshop was undertaken at site C. All tasks were completed in the allocated
time. In comparison to the previous two workshops, this one was challenging to conduct
with incidents and behaviours occurring,iefhhad not been present in the previous

two. These included issues with attendance and some dominance within the group, the

issues around these are detailed below.

Participant attendance
7TKHUH zZzDV D OLPLWHG QXPEHU RI DWWHQGHHV Q D\

(n=16) and site B (n=15). Participant numbers were originally enough to create two

groups. The workshop was also affected by several issues related to recruitment.
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Patients and carers

'XULQJ OLDLVRQV ZLWK WKH VLWHIV SULQFLSDO LQYH
production workshops had been discussed. The importance of representation from each

group had been established and incorporated into the recntistnategy.

On the day of the workshop the principal investigator had explained there would be no
PaCs from the focus groups in attendance. There would however be two department
volunteers who had direct carer responsibilities for a family member witeigan

however they did not attend. This meant the perspectives of the PaCs were not

represented during emonstruction at site C.

Therapeutic Radiographers

Attendance for the TRs had been agreed with the head of radiotherapy and
arrangements made to rmmise disruption to service delivery. These arrangements had
unfortunately not been communicated to the participants or the department. Many felt
they had to leave the session early, feeling pressure from the clinical colleagues to

return to their dutiesThis had a significant impact upon the format of the workshop.

This coupled with the small number who had been able to attend resulted in the groups
being merged after task 1a. TRs continued to leave and by the end there were only three

participants remaing (Figure 4.8).
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Figure 4.8: Structure and modification of workshop groups.
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Dynamics

There was a significant difference in the way the groups worked together; the dynamics
were not the same as what had been experienced at sites A and B. Otharrival
attendees sat down and immediately got out their phones, there was no engagement or
discussion with other people on their table. At Sites A & B all the participants had
started chatting to one another, introducing themselves and having general

convesations etc. (Table 4.2).

Table 4.2: Differences in dynamics across the three sites.

Site C SitesA&B

On-phones Friendly

Heads down, closed body language = Open body language

No chat Chatting/engagingfinding out about
each other

As the participants worked together, they maybe did not need to introduce themselves
or feel the need to initiate general chat and the atmosphere in the workshop appeared to

feel eeld-andimpersonal whereas the other workshops felt welcoming and friendly.

Disrespectful Behaviour

During tasks 1b and two, the facilitator and the moderator were uncomfortable with one
of the TR participants who becamery domineering in the decisiemaking process.

In the previous cgproduction workshops, all the group members worked collaboratively
and mutually agreed their decisions. At Site C, one group member had tried to make all
the decisions, instead of engagingess they made decisions on behalf of others. The

facilitator and moderator tried to engage the other participants in discussion.

When reading out some of the behaviours arising from the focus groups that were
reflective of the PaCs themes the participdrgnged the tone of their voigsithough it

was not disclosed which behaviours came from which group, the language and phrasing
used e.g. "I'm a human being", I'm not a statistic" and "l want normality" indicated they
were from a receiver of compassicgrgpective. It appeared like the participant was

mocking and being dismissive of those themvksst placing them on the exclusion
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pile. The TRs behaviour appeared disrespectful towards the other attendees indicating
their opinion did not matter. It wa$sa discourteous to the focus group participants as

these categories had emerged directly from their perspectives. Their behaviour
VXJIJHVWHG RWKHU SHRSOHTV RSLQLRQV RQ ZKDW GHP

not valid or as important as their own.

This behaviour influenced the way the group worked together compared to those the
other workshops. Discussion was sometimes controlled by the one individual rather
than being shared and they appeared to not listen or be interested in the opinion of

others.

Professional behaviour

At the end, the group were asked if they felt the workshop would have been different if
PaCs had attended. The TR who had dominated the discussion believed it would have

been different in the following ways:

x They would have hunfjack and not spoken so much.

x They would have let the PaCs express their answers as they have received direct
experience of compassion within a healthcare environment.

x They would have been more respectful.

x They wouldn't have used some of the language wthiey had used.

x They would have made notes about what the PaCs were saying so that they
could learn from their experiences.

x It would have altered the dynamic.

Although welcoming to hear the TR indicate they wouldn't have behaved like that if the
PaCs had éen in attendance, it may be argued how this does not excuse or nullify the

disrespect they showed to the opinions of others whether present or absent.
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Reflexive account

The workshop at site C was challenging to undertake and | had to work hardr® ensu
that everyone had the opportunity to provide their point of view. The moderator and |
conversed about the domineering TR and how they had made us feel uncomfortable. We
could tell though the body language and the low level of engagement from the other
TRs and STRs in attendance the individual was making them uncomfortable to speak up

and share their opinion.

Student Therapeutic Radiographers

A power imbalance was demonstrated during the tasks. One stuaewas firmly
disagreed with by the TR did not speak again after this had occurred. A second STR
tried to voice a differing opinion but then simply agreed with what the TR after they

spokeover them.

Therapeutic Radiographers

The TR was a higher grade than any of the other TR who attended, creating a hierarchy,
potentially reinforced by their specialist role. The TRs may have felt like they would be
perceived as being naxompassionate they expressed a conflicting viewpoint.

Why it was important for patients and carers to attend

Although processes were put in place to limit hierarchical impact, all povEiances

could not be eliminated from the research. Involvement of the PaCs however | feel
would have reduced the impact of hierarchy by the necessity for the TR to behave more
professionally in front of the PaCs. The answers the domineering individual gave when
asked this | feel demonstrate this.

Throughout the session it was apparent that the discussion and opinions given were very

working/practical/role focussed. This saisrobvious as those in attendance were either
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working as or training to be a TR. Not having the PaCs in attendance made this issue
PRUH SURPLQHQW )RU H[DP &l e d&vtkat amysv@y'thdfSUHV VH G
standard and 'that's part of the rolé At no point did they consider that a PaCs may
consider that element as compassionate and therefore is required to be undertaken as

part of their role.

To me it was clear that having the PaCs missing from the workshop altered the
outcomes of the tasks dwelr perspective was not always represented in the
SDUWLFLSDQWVY FKRLFHV , W DOVR DOWHUHG WKH G\

| also found the noattendance of the PaC disappointing for several reasons:

x The feedback received from the workshapsites A & B identified how much
enjoyment the PaC had experienced by attending. They also expressed the
gratitude they felt for being invited to take part. They were happy their views
had been welcomed, valued and respected and they were contributsgarch
that they felt was important. It's was very disheartening to think this opportunity
had been taken away from the PaC at this site.

X ILVWHQLQJ WR DQG OHDUQLQJ IURP LQGLYLGXDOV
their experiences, belief systemsd values are at the heart of social
constructivism. To eliminate a voice from the construct opposed the ethos and

the purpose of the research. Going against what | was aiming to achieve.

Volunteers in cgoroduction

It has been proposed that peoptdyosolunteer to be involved in goroduction because

they have a material interest in doing so [113]. Theroaluction attendees were not

offered a financial incentive to be involved. The PaCs were offered travel expenses to
attend the focus groups argetworkshops. Each PaCs however refused to accept or
FODLP DQ\ PRQH\ 7KH\ H[SUHVVH G irnp&@iipiecc®@ ¥ ROY HP H Q
ZRURDV Bofolr” DQ@ward LQ LWVHOI

During the recruitment phase it was commented by patients how frustrayefe it
when there were no clinical trials open to them. They explained this desire for
enrolment was not down to a potential benefit for themselves (e.g. the chance of

drawing the new drug arm etc.) rather the opportunity to improve the treatments and
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care for future cancer patients by generating the evidence base. This was mirrored by
carers, friends and family members who welcomed the opportunity to be involved in
research that could help others as traditionally research was not accessible to them. The
numbers of PaCs volunteering to be involved during the research process, alongside the
positive comments and gratitude received was often overwhelming. Hearing the level of
support for the research affirmed the importance of the topic of compassion within
radiotherapy and the potential impact its findings could have.

7KH JUDW b&nh¥aBdhedlR WR EH LQYROYHG DOVR FRQILUPHG
undertake a cproduction method. Being involved in-pooduction programmes is

believed to make an importanRCQWULEXWLRQ WR SHRSOHfV SK\VLF]|
[120]. Coproduction provided PaCs with an opportunity to contribute to a topic they

felt passionately about, giving them a means to help others which to them was their

reward.

Coproductionworkshops summary

Despite the challenges faced at site C, the use of the three tasks aptbdurion
workshops successfully integrated and consolidated the phase two findings. Although
no PaCs representatives were present at Site C, this daffexitthe conclusions drawn
from the ceproduction stage as the findings were considered and combined across all

the three sites.

Coproduction data integration

Three ceproduction workshops were conducted; seven groups across the workshops
completedlie tasks, generating seven sets e€anstructed findings. A second stage of
data integration was required to collate these sets-ofeaied definitions and mutually
accepted categories of compassionate display. All notes made during facilitation of the
sessions alongside those created by the participants were incorporated into this process

adding to the richness of data.

Task 1b had enabled the participants to choose the components which they felt defined

compassion. Once reviewed and duplicates war®ved, seven components had been
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selected. Although these components were felt to define compassion, they were not a

coherent definition which could be applied and understood.

Across the groups one hundred and forty categories of compassionate display wer
selected in task two. After duplicates were removed gixtybehaviours remained.
Participants had expressed during the workshops there were similarities in some of

those categories chosen. Seven categories were merged with another category felt by the
participant to represent the same behaviour (Table 4.3). Althchegk for

understanding andpersoncentred had not been selected during the workshops the
decision was taken to merge with check understanding and patient centred respectively.
This wouldensure the inclusion of the data from the focus groups would be

incorporated into stage two analysis.

Table 43: Post ceproduction workshops category mergers and rationale.

Original Combined with Rationale

Taking time  Spending/giving Bothrepresent allocating your time for another.

time

Hear me Active listening Hearing an individual is part of Active listening
to hear and acknowledge what is being said to
you.

Not making  Non By being noAudgemental you are not jgohg or

me feel guilty judgemental assigning your own beliefs on to that person to
make them feel guilty.

Check Check for Both are the same thing; you are checking that

understandin¢ understanding they have received and understood the

information communicated to them

Appreciation Caring for Both are the same thing; you appreciate what

and support  carers those in the wider network of the patient are go

of family through and aim to care for those individuals a
well.

Identification Appreciation of Identification is part of the definition outline by
of needs needs the work, whereas this is a different concept to
appreciate them not just find out about them
Patient Persorcentred  Aligns with the humanistic element of the work
centred focusing on the person rather ththe patient.
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After the categories were merged fifiye behaviours remained (Figure 4.9). Although
the behaviours which the participants felt were representative of compassion display
had been established the breadth of these was broad. There wemmonality or
relationship displayed across the findings and this was required to aid conceptual

understanding.

Collective total emerging
from focus groups
n=123

. ¢ ) 2 $

Selected at Site A co- Selected at Site B co- Selected at Site C co-
production workshop production workshop production workshop
n =60 n =61 n =19

t T Duplicates

~  removed
n=78

t T Categories

merged
Total: n=7

g
-+
¥

Figure 4.9: PRISMA diagram of exclusion process of compassionate behaviours

The North Trent patient and public engagement

Following the ceproduction workshops and process of integration, theocstructed
findings were taken tthe North Trent Patient and Public Involvement grotipis

process served two purposes, firstly, to bring coherence to {medaced definition.
Secondly, to help establish themes and relationships across tHeséfhyehaviours,

aiding the development of a conceptual framework. It is important to note how the
opinions from the group members were not designed to overrule the findings from the
focus groups which were emnstructed during the garoduction workshops. Its

purpose was to support the stage two analysis, not to generate new meanings or

interpretations of the findings.
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The North Trent group had been involved to provide a lay perspeamtithe research
design throughout the process. Bringing strength to the method by having a strong
patient and public involvement plan, designed to span the length of the work [161,164].
The group is welkstablished, composed of people who have expertikecancer as a

patient or carer.

Engagement event format development

Task one (research question one)

In the workshops all seven groups had seleickedtification of needs, understanding

of the personandmeeting needgo form part of their definitio of compassion. This
occurrence indicating all gproduction participants believed these three were
fundamental in defining compassion. These three behaviours became definition one, the

core definition of compassion (Figure 4.10).

Identification
of Needs

Meeting \ Understanding
the needs ‘ _ the person

Definition No: 1

Figure 4.10Definition one- Core definition of compassion

Communication, connection and listening emerged from all participants groups as codes
during the focus group analysis. They became part of themes across the groups not
distinct themes in themselves. Despite Ipeing part of the original nineteen themes

which emerged from the analysis, all the participants in the workshops noted these three
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were a component part of compassion. Theses perceptions were unanimous across the
workshops.Communication, connectionandlistening subsequently became part of

the themes alongsiagempathy which had also been selected. Their relationship with

the other behaviours and preference of selection in the workshops was reviewed. These
four were then used in combination with e definition of compassion to develop a

further four definitions of compassion (Figure 4.11).

Identification

of Neods Identification

of Needs

i ‘ @
the persen

the persen
he needs Wosiog
the needs

Definition No: 2
Identdication
Identification o .
of Needs
Understanding Understanding
the person the person

Definition No: 4 Definition No: 5

Definition No: 3

Figure 4.11: Definitions two to five of compassion

The five definitions were produced to provide the North Trent attendees with cohesive
andmanageable information. Members of the North Trent group were asked to review
and discuss the definitions and consider how the seven components could be integrated

to bring coherence to the-gooduced definition.
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Task two (research question two)

Thefindings consisted of fiftyfive behaviours which participants considered to

represent compassionate display. In preparation for the North Trent event these were
arranged into loose cluster groupings (Appendix 21). These groupings were based upon
stage onanalysis of the discussions/themes from the focus groups gmwdoction
workshops. The groupings were intended to be very loose and not definitive, aiding

visualisation of the fiftyfive individual behavioural categories.

Undertaking theengagement event

An agenda for the day was established (Appendix 22) and distributed to the group. The
group members were also provided the extracts which were used for task 1a (Textboxes
4.2, 4.3 & 4.4) in the cproduction workshops. The event startathvan overview of

the purpose and format of the event. This was followed by a discussion of the extracts.
Mirroring the workshops, its purpose was to provide some context and background to
the study and the focus group findings. The extracts gave aaiioti of some of the

key themes on compassionate practice which had emerged from the data. Thus, helping

the participants to situate themselves within the topic area.

Summary of the engagement events key points

For task 1, the attendees worked in paoineview and discuss the five definitions.

Together the group then deliberated each definition and the independent components of
each. The attendees recorded their thoughts on the definitions and notes of the
discussion were made by the facilitator. Cdilely the group integrated those seven
components, creating a-constructed definition of compassion and this will be

presented in chapter five.

During task 2he attendees firstly worked in pairs to review the fiitee behaviours in
their respectivelusters. The group then collectively discussed their perspectives of the

position and relationships of these within compassionate practice. The group worked
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together to establish four themes. They also made a recommendation for the exclusion
of three behviours. Their feedback was incorporated into stage two analysis.

Stage two analysis

Stage two analysis was undertaken to consolidate the findings from phases two and
three. As integration of the definitions occurred during thproauction workshops
and gained coherence at the North Trent engagement event further analysis was not

required for research question one.

Research question two findings needed to be considered within the context of the
classifications and feedback proposed byNbeth Trent attendees. At this phase in the
research the behaviours did not provide the findings with an understanding of how or
why the participants felt these promoted or demonstrated compassionate display. This
understanding was required for the devealept of a conceptual framework.

Process

Four sources of data were integrated during the analytical process (Figure 4.12).

2. Tasks la & 2:

Coproduction
workshops

Figure 4.12: Data sources utilised in stage two analysis.
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Source one: Focus group analysis

Each of the thematic maggnerated for research question two were reviewed to
identify from which participant group(s) the behaviour had emerged (Appendix 19). A
mind-map was generated for each of the fiftye behaviours, this displayed the codes
associated with each categonddrom which participant group they had emerged

(Figure 4.13). Direct quotes by the participants were used to support the analysis.

[rorermgy v
Engagement
=

Professional attitude
(TR)

Attitudes
===

Take seriously
(STR)

Taking their needs seriously
(TR)

Figure 4.13: Trust mind map

Source two: Gproduction workshop tasks la and 2

Notes made by the participants duringkga$a and 2 were examined. These provided
supplementary information regarding the perceptions of participants on the meaning and
importance of the behaviours. These included notes the groups made during the
discussion of the three extracts and additionéés participants made during task two.

An example included a definition of person centred which the participants at site B in

subgroup three constructed from the categories of compassionate display.
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Source three: Task Two North Trent ExtRetiew

The four classifications of behaviours and notes made by the attendees obtained during
the North Trent event were all utilised during the analysis. These were supported by
QRWHY PDGH E\ WKH IDFLOLWDWRU RQ Wastsl DWWHQGH|

Source Four: Facilitator & Moderator notes

Any relevant notes made by the facilitator and moderator were used to supplement the

analytical process.

Process of analysis

All data sources were reviewed independently and then considered collectively. Each of
the behaviours were summarised, any raeggeliminations or groupings were

identified during this process.

Chapter Summary

The three phases of the research incorporated robust methods of data generation,
capture, analysis, integration, synthetisation and consolidation. Through a process of
transparency, these procedural and analytical methods have ensured the data and
subsequent findings addressed in the next chapter have maintained qualitative validity.
Adhering to the fundamental principles ofpmduction has enabled the-co

construction bknowledge and understanding of how compassion can be defined and
displayed within radiotherapy. Chapter five provides a comprehensive overview of the
findings for research questions one and two. It concludes with the development of a
conceptual frameworfor compassionate display which emerged from the second stage

analysis.
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Chapter 5: Findings

Overview

This chapter presents the findings. The first part details the demographics of phases two
and three. The second part presents a sli@fedtion of compassion (research

guestion one) and the behaviours that reflect compassionate display (research question
two).

Demographics

Focus groups

Eleven focus groups were conducted, a total of sgiyen participants attended. On
average eaclotus group lasted fiftjour minutes, generating fiieundred and ninety
minutes of data (Table 5.1).

Ten percent of the participants were male (n=8), eiglght percent were female

(n=58), and two percent did not disclose (n=1) (Figure 5.1). TRs JraeZdunted for

the highest percentage of attendees, followed by STRs (n=24) then PaCs (n=16) (Figure
5.2).

Sixty-nine percent (n=11) of the PaC participants classified themselves as a patient and
thirty-one percent (n=5) as a carer (Figure 5.3). ManWoKH puSDWLHQWY SDUW
however indicated they also had caring responsibilities. A range of ethnicities were
represented, with participants recording their ethnicity as; vritesh, blackAfrican,

mixed white & Latin American, Pakistani, Indian, m&kand Scottish/Irish.
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Table 56: Focus group attendance

Participant
group
Year 1 STR

Year 2 STR

Year 3 STR

TR

TR

TR

TR

TR

PaC

PaC

PaC

Total

Location
Clinical site C
Host higher
education
institution
Host higher
education
institution
Clinical siteA
Clinical siteB
Clinical siteB
Clinical siteC

Clinical siteC

Clinical siteA

Clinical siteB

Clinical siteC

Participant

numbers

11

67

111

Duration
(minutes)

47

40

41

30

61

40

71

44

58

106

52

Moderator

Higher education
institution lecturer
Higher education

institution lecturer

PhD supervisor

Higher education
institution lecturer
Local principal
investigator
Local principal
investigator
Local principal
investigator
Local principal
investigator
Cancer support
centre team
member

Local principal
investigator
Local principal

investigator



Gender Participant group Patient or carer

W Male
M Patient

o Female
W Carer

m Not disclosed

ETR
HSTR
PaC

Figure 5.1: Focus group participants gender Figure 5:2 Focus group participant classification Figure 5:3 Focus group patient and carer
classification

The research aimed to explore compassion and generate findings within the context of
radiotherapy. The analysis of the focus group transcriptions established that
SDUWLFLSDQWVY GLVFXVVLRQV ZHUH QRW UHVWULFWH
recolections of PaCs involved experiences of theirs and others whole disease trajectory;
from diagnosis to end of life. These experiences promoted reference to a large spectrum
of health professionals who had been involved in their care or indeed the tragi of

loved ones. The personal experiences or observations of compassion from the TRs and
STRs also included healthcare situations and professionals outside of radiotherapy.
However, the findings detail how compassion was defined relevant to the ragigthera
context and what TRs behaviours were believed necessary to engage in to demonstrate
FRPSDVVLRQ +HDULQJ WKH SDUWLFLSDQWVY SHUVSHF
the richness of the data. It permitted exploration of compassion in the widexkicof

cancer care and encompassed a broader spectrum of professional practices. Nonetheless,
radiotherapy and specifically TRs, were the professionals under the lens of

investigation. Only the perspectives of TRs and STRs, alongside PaCs were explored
during the focus groups, and not other healthcare professionals.
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Coproduction

Three ceproduction workshops were conducted, a total of tinrhe participants
attended (Table 5.2).

Table 57: Attendance at the cproduction workshops

Site  Participants Numbers Moderator(s)
A Patient and carers 4 PhD supervisor
Cancer information & support
centre manager
A Student Therapeutic 4
Radiographers
Therapeutic Radiographers 8
B Patient and carers 6 PhD supervisor
Local principal investigator
B Student Therapeutic 3
Radiographers
B Therapeutic Radiographers 6
Patient and carers 0 PhD supervisor
Local principal investigator
C Student Therapeutic 2
Radiographers
C Therapeutic Radiographers 6
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Research question one: Defining compassion

Phase one of the study wareparatory in nature and is evident in the concept analysis

and pilot focus group. This section therefore details the findings of phases two and three

related to research question one and presents the consensus definition of compassion.

lllustrated in figure 5.4. is thenethod of data generation, integration, analysis and co

construction of the findings for research question one.

Therapeutic
Radiographers:
7 themes J

Phase two 7 thermes

'S i
Patients and carers:
\ \

Student Therapeutic )

Stage one
analysis

Radiographers:
5 themes J

|

Co-production
Workshops:
19 themes

#L

7 themes selected at
co-production
workshops

Phase three

7 themes
Morth Trent

¥

Consensus definition
of compassion

S

~

-

3themes added by
participants

Stage two
' analysis
3 of the phase two
themes merged

Figure 5.4: Method of data generation, integration, analysis andaststruction for research question one.

Phasdwo: Focus group findings

On completion of the thematic analysis of the focus group transcriptionsuoxeed

and eighteen codes emerged that defined compassion. These were clustered to form

nineteen themes across the three participant groups. Eaoh wesmdentified by the

different participant groups to be a component of compassion.
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Therapeutic Radiographers

Seven of the themes emerged from the focus groups with the TRs (Appendix 18). These

themes were formed from a total of fettyree codes (Tae 5.3).

Table 58: Research question one themes and codéwerapeutic radiographers

Theme Number of Codes
codes

Antecedent (event) 2 Positive

Negative
Understanding the 3 Individuality
person Knowing/awareness

Relate
Meeting those 7 Having/taking time
needs Doing something

Make things better for them
Extra mile
Being supportive

Being there for them

Helping
Identifying what 5 Taking onrboard
the person Taking theirneeds seriously/not judging
wants/needs/prefers Listening

Allowing them to speak/express
Communication
Conditions that 7 Natural
promote connection Perception
Being professional
Not tokenistic
Respect/dignity
Time

Professional standards

Attributes thataid 5 Confidence
connecting Humanity
Being caring
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Empathy
Patience
Presentation 9 Little things
Inclusivity and nordiscriminatory
How you are acting
Emotion
Show/display
You be
You have
Treat

Give

Antecedents

The TRs believed compassion was a response to a stimulus, this could be either a

negative or a positive event.

36R LW ZDV MXVW WKDW H[WUD WKRXJKW WKDW KDG JF
chocolates: she really thought about whaekded and how it was working in my
HQYLURQPHQW DQG LW ZDV UHDOO\ QLFH’

TR Site C2

8, QRWLFHG VKH zZzDV VWUXJJOLQJ DQG HYHU\ERG\ zZDV
VWUXJJIOLQJ LQ KHU ZKHHOFKDLU"

TR Site B2

Understanding the person

The TRs agreed thah aspect of compassion was understanding someone as a person

and not just a patient; an appreciation of who they are as an individual and different to
anyone else.

STKDWYV ZK\ SHRSOH ZKR ODFN FRPSDVVLRQ DQG VWU

because W KH\fUH QRW UHODWLQJ WR WKH SDWLHQW VR W
DQG ZKDWYV QRW EHFDXVH WKH\ GRQTW KDYH WKDW (

TR Site B2
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STKHUHYV REYLRXVO\ VWUHVYV JRLQJ RQ EHFDXVH ZH N
like that, EXW WKH\ DUH MXVW XQGHU D PRPHQW RI VWUHV'
GRHV VKRZ PRUH LI WKHUHTV QR FRPSDVVLRQ WKDQ ZI

TR Site C1

Identify what the person wants/needs/prefers

Participants believed compassion requires theWWlR LGHQWLI\ ZKDW WKDW S
DUH WR QRW DVVXPH WKH\ ZLOO EH WKH VDPH DV HYH
8, WKLQN WKHUH DUH VRPH SHRSOH ZKR GRQYW ZDQW

have as little conversation, title contact as possible, and then there are other people
WKDW UHDOO\ QHHG WKH VXSSRUW VR WKH\ DUH WKH

TR Site A

S$UH ZH EHLQJ FRPSDVVLRQDWH DW WKLV PRPHQW LV
actually trying to achied ITURP XV DQG WKDWYTV WKH KDUGHVW S

TR Site B1

Meeting those needs

The analysis identified that a component of compassion is attempting to meet the
SDWLHQWTTV LQGLYLGXDO QHHGYV 7KLY FRXOG EH GHP

3ZKLOVW , NQRZ LQ KHU EHVW LQWHUHVWY UDGLRELRC
WUHDWPHQW RWKHUZLVH \RX NQRZ LWTV JRLQJ WR EH
effectiveness of this treatment, | am not about to go and bolt her down on thedbed a

PDNH KHU GR KHU WUHDWPHQW WKDWYfV FOHDUO\ GLV
WKDW VKH FDQMTW EUHDWKH VR WKDW LV FRPSDVVLRQ

TR Site A
SNQRZLQJ KRZ WR UHDFW WR WKDW VLWXDWLRQ WR Kl

them feel more comfortabH KHOS UHDVVXUH WKHP LWYfV DOO DE
UHFRJQLVH’

TR Site B1
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Conditions that promote connection

Compassion was regarded by the participants as forming a connection with the patient,

a connection which is natural, built upon digraind respect and part of their

professional role.

SEXW \RX ZHUH VD\LQJ WKDW \RX JHW WR NQRZ WKH S
OLNH DQG \RXU FRPSDVVLRQ EXLOGV"’

TR Site B1

3DQG , WKLQN D ORW RI SHRSOH ZKR VRUW tRkFKRRVH

innately they are compassionate on the whole. | think | can maybe count on two or three
ILQJHUVY FHUWDLQO\ DFURVV WKH UDGLRWKHUDS\ DSSF

TR Site B2

Attributes that aid connecting

The participants felt that compassion utilises attribtitat are inherent to individuals as

human beings to form a connection to the patienése include having confidence,

humanity, empathy and patience and being caring towards others.

SWR KHOS VRUW RI|I PDNH WKHP | Hdinforiabtie\h@igHeéasser® NH W |
WKHP LWV DOO DERXW FDULQJ DQG EHLQJ DEOH WR
TR Site B1

3. WV DXWRPDWLF LVQIW LW EXW LWV MXVW MXGJLQ

them how you would want to be treated as well and be doing thiaiggai would
DSSUHFLDWH WR WU\ DQG KHOS WKHP WKURXJK WKH V

TR Site C2

Presentation

The TRs perceived that how they present themselves to others can convey compassion.
They regarded it as something that is possessed and therefore given, skaoschdo

a patient.
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SWKH SDWLHQW SHUFHLYHV WKDW \RX DUH VKRZLQJ FR

TR Site A

Student Therapeutic Radiographers

Five of the themes emerged from the STR focus groups (Appendix 18), developed from
a total of fortythree code¢Table 5.4).
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Table 59: Themes and their associated code3tudent therapeutic radiographers

Theme

Event

Recognition of

needs

Presentation

Meeting needs

Descriptive

definitions

No. of codes Codes Sub-codes
2 Negative

Positive
5 Emotionalintelligence

13

Relationship/friendship
Understanding
Knowing the patient
Creating a bond

Role expectation * *Value, Policy,
Something you be Professionalism,
Something you do Radiographer (4)

Universal compassion
Genuine

Something you have
Something you show
As a human/person

Different for different

people

Hard work

Individualise

Patient outcome* *Personal benefit
Thinking about them (2)

A desire + Suffer with, Feel
Concern for with (2)

Emotional intelligence ~ More than caring
Being there Being patient
Empathy+ centred, Whole
Care/comfort ~ care (3)

Relate to

Sympathy

Humane response
Caring with a purpose
Being kind
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Event

Mirroring the TRs viewpoint, the STRs albelieved compassion was a response to a
stimulus, either a negative or a positive event.

SVKHYV QRW WKDW ROGHU WKDQ PH DQG LI LW ZDV PH
double mastectomy and she had like chemo, the whole shebang and | wadkdike if

was me and then people had told me well actually your whole Christmas is going to be

UXLQHG DV ZHOO , ZRXOG EH OLNH RK P\ JRG , ZRXOGC
ZDV QRW JRLQJ WR OHW LW OLH"

STR Year 3

3, WKLQN DFW XD O O\ositive hhvhatdh@ okireHp@rsdhkstexgeriencing
WKHQ , WKLQN XOWLPDWHO\ WKDW PDNHV XV EHWWHU
LW WR KHOS SHRSOH JHW EHWWHU DQ\zZD\~

STR Year 1

Recognition of needs

The STRs believed compassion entails reciggithe needs of the patient. Recognition

LV DFKLHYHG WKURXJK DQ XQGHUVWDQGLQJ HVWDEOL
the patient.

3, QHHGHG WR OLNH WHOO WKH VWDII WKDW LW ZDVQ
was quite differentThere was another member of staff who was also a really

FRPSDVVLRQDWH PHPEHU RI VWDII VKHfV ORYHO\ DQG
So we went got him to see a doctor and | went with him.

STR Year 2
83<HV OLNH LWV QRWODNNH RPEHOPOWHNMQWNKLRQIW ZD

have to be able to like read people and know that some people just want facts and some
SHRSOH GRQYW ZDQW FKLW FKDW DQG VPDOO WDON ,\

STR Year 1

Presentation

Like the TRsthe STRs perceived compassion as something that is possessed and

therefore given, shared or shown to a patient. The STRs perceived that meeting the
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SDWLHQWVY QHHGV LV IXQGDPHQWDO WR D 75V SURIH\
display.

3% HFDR?PH VWDII ZLOO FDUH EXW WKHQ DV VRRQ DV L\
WKH\fUH OLNH FRPH RQ FRPH RQ MXVW KXUU\ XS %X

VD\LQJ ULJKW OHWSfV VLW GRZQ KDYH D GULQN ZDLW
the comDVVLRQDWH WKLQJ WR GR”’

STR Year 2
3, WKLQN KH ZDV ORRNLQJ IRU PRUH RI RI PRUH FRPSLE

STR Year 3

Meeting needs

7KH 675V SHUFHLYHG D FRPSRQHQW RI FRPSDVVLRQ LV
individual needs; and may be derstmated or achieved in several ways.
S, WV KDUG WR MXVW ORRN DW LW DV WKRXJK \RX FDQ

QHIJDWLYH EXW WKHUHfVY DOZD\V ZRUN WR EH GRQH DC
VXSSRUW’

STR Year 1
3, WKLQN LWVRRHY RXAINNH LQ D URXWLQH DQG \RXfUH L
questions, its then like adapting it to the patient, like we said before. Anyone could just

OLNH DVN OLNH TXHVWLRQV LQ D VHW RUGHU EXW LW
givenyoX EDFN’

STR Year 2

Descriptive definitions

A number of definitions were discussed that considered compassion as a holistic

process that encompasses the whole of the patient. In addition, the STRs felt

compassion should have an outcome for the patient.

3/LNH \RX FDQ MXVW FDUH IRU VRPHRQH E\ SURYLGLQJ

doing all those things, but to actually like be compassionate, is to like take it a step
IXUWKHU DQG , WKLQN WKDW WDNHV D ORW PRUH’

STR Year 2
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3,W IHHOV OL N purpd3d) yoQ dreZchiickwih a purpose of getting a positive
RXWFRPH RU PDNLQJ DQG LPSDFW DV VXFK’

STR Year 3

Patients and carers

Seven themes emerged from the PaCs focus groups (Figure 5.7). These themes were
formed from a total of thirtgwo codes (Tale 5.5).
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Table 510: Themes and their associated coddatients and carers

Theme Number of Codes

codes
Negative event 1 Negative event
Empathy 7 Pity

Understanding
Human to human
Different fromsympathy and empathy
Sharing pain/emotions together
Sympathy
Fellow feeling
Presentation 9 You receive
You need
You be
You feel
You show
You have
You give

Desire to alleviate

Genuine
Either presentor 3 Levels
not Received
Subjective
Identification of 1 Getting to know you/relationship
needs
Action 5 Simple things
Do something with sympathy and empath
Putting yourself out there
Above and beyond
Helping
Expectation ofa 1 Caring
Therapeutic

radiographer
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Negative event

Despite also believing compassion was a response to a stimulus, the PaCs opinions
differed to the TRs and STRs, only discussing its trigger to be a negative event. Despite
all three participant groups discussing compassion within the context of
radiotherag/cancer care, this disparity may be attributed to the TRs and STRs

reflecting of the positive impact compassionate behaviours rather than what has
triggered their occurrence. The PaCs also believed that it should be evident throughout

their experience.

SVRPHWLPHY IRU DQRWKHU ZKR LV VWULFNHQ E\ PLVIF
WR DOOHYLDWH WKDW VXIIHULQJ"

PaC Site C

35, WKLQN LWV FRPSDVVLRQ DV ZHOO IURP WKH IURP W
SHUVRQ \RX FRPH WR ZKHQ \RXfUH GLDJQRVHG

PaC Site B

Empathy

The PaCs perceived compassion to be a form of empathy, a sharing of the situation
together. Whilst believing this, they also acknowledged that despite similar traits the

two were different.

SKH VDLG ZHOO P\ GD XJH &vididbe tehlly hafe€ §oirig ltb ROEpItRS,

VKH KDWHYVY KDYLQJ DQ\ LQMHFWLRQV VKHfV DOZD\V E
that and | would strongly, strongly advise her to go for it and | thought that was really
helpful in a way, sort of just, h@Q RW TXLWH WKH VDPH , GRQfW NQR

classed as compassion or not, but it was very much sort of like trying to put himself in
P\ VKRHV’

PaC Site A

S7TKH\fUH QRW JRLQJ WR NQRZ KRZ WR DSSURDFK WKH
to WKHP %HFDXVH ZHYYH EHHQ WKURXJK LW ZH NQRZ 7
QRW WR VD\ WR XV~

PaC Site C
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Presentation

Aligning with the perception of the TRs and STR, for the PaCs compassion was seen as
something that is possessed and thereforengsleared or shown to a patient. The PaCs

also spoke in terms of it being received.

SP\ VWD\ LQ KRVSLWDO , ZDV VKRZQ YHU\ OLWWOH FRP
PaC Site A

SRWKHUV VKRZLQJ FRPSDVVLRQ DQG UHFHLYLQJ LW~

PaC Site B

Either present or not

For the PaCompassion was seen as a distinct occurrence; either being displayed or not.
They identified no middle ground, TRs cannot be a bit compassionate, it was either

present in their practice or not.

S7TKH\ ZHUH JUHDW VR \RXYYH JRW ovekldcé dndriRsBesis V V L R (
WR PH LWV WKH RQHV WKDW FDQ~

PaC Site A
3<RX NQRZ YHU\ FOHDUO\ ZKHQ LWYV QRW WKHUH"

PaC Site B

Identification of needs

&RPSDVVLRQ LV FRQFHUQHG ZLWK LGHQWLI\LQJ SDWLE
be achieved through the development of a relationship, permitting the TR to understand
them and what their needs might be.

37TKH\ DFWXDOO\ ZDQW W BeylcahGefR el youlaQdbyRnding &UR

that and then doing that, that is the compassion side of it, as opposed to just a carte

EODQFKH RU ,fP UHDOO\ VRUU\ RU \RX NQRZ LW LV D
right, I want to find out howlcanHVW KHOS RXW WKDW SHUVRQ’

PaC Site B
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3<HV , WKLQN LW JRHV EDFN WR ZKDW \RX VDLG HDUO
XQGHUVWDQGLQJ ZKDW \RXJUH ZDQWLQJ DQG ZKDW \R

PaC Site C

Action

The PaCs believed that compassion invoh@®a. This theme was similar to meeting
needs which emerged in both the TRs and STRs focus groups. The PaCs however

believed those actions needed to go above and beyond normal practice.

87KH\ KDYH WR DFWXDOO\ WDNH DQ DFWKRB® {WKDFMVXEB &
PHDQLQJIXO DQG ZKDW KHOSV DQG ZKDW LV DSSURSUL

PaC Site A
3, WKH\ DUH QRW IROORZLQJ WKURXJK WKDWY{YV WKH H

PaC Site A

Expectation of a therapeutic radiographer

The PaCs expressed how they expected compassion, it being something that must be

practiced by a TR (and students).

87KHUH ZHUH RQH RU WZR QXUVHV WKDW \HV EXW WK}
ZKHQ WKH\ DUH FDULQJ SURIHVVLRQDOV’

PaC Site A

3, hdught that, that was pretty general for all professionals, that that would be their
DLP’

PaC Site C

As detailed in chapter four, the nineteen themes were collated and presented to the
participants at the eproduction workshops in task 1b with the aimagfeeing a
definition. The next section details the findings of thgpoaduction workshops.
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Phase three: Gproduction workshops findings

A total of twentyfour themes thought to be a component part of compassion were
agreed within the eproduction wokshops during task 1b. Once duplicates were
removed, seven themes remained. Table 5.6 represents the strength of the theme at co

production.

Table 511: Themes selected across the three workshops

Theme Site A: Site B: Site C: Total
Number Number Number

Presentation 1 1 2
Identification of 2 1 1 4
needs

Meeting needs 2 2 4
Understanding 3 1 2 6
the person

Recognition of 2 1 1 4
needs

Empathy 1 2 3
Action 1 1

Analysis of the cgproduced work created by the groups during task 1b identified the
participants had annotated how they believed communication, connection and listening
were component parts of compassion. The groups had included these on their lists
alongside those selected from the nineteen presented to them.

Communication, connection and listening had emerged across all participants groups as
codes during the focus group analysis. They each had become part of another theme not
a distinct theme in itself. This was due to the analysis illustrating they were

compassionate behaviours relevant to question two rather than research question one.
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The perceptions were unanimous across the workshops with notes indicating how the
groups felt they formed part of a definition of compassion. Communication, connection
and ligening subsequently became themes which participants felt were a defining

component of compassion. This increased the number of themes to ten.

Based upon the feedback of the participants, several of the themes were merged, as it
was felt some themes heltk same meaning (Table 5.7). The merger of three decreased

the number of themes down to seven.

Table 512: Themes merged at guroduction

Original Merged with Reason
Recognition of Identification of Participants felt these both reflected
needs needs HVWDEOLVKLQJ ZKDW

compassionate needs were.

Action Meeting needs Action would be one of the ways
compassion could be displayed wher
meeting needs.

Presentation Meeting needs Compassion could be presented by t
SURFHVV RI PHHWLQJ

The coconstructed findings encompassed seven themes, defining compassion as:
understanding the person, identifying their needs, meeting their needs, empathy,

communication,istening and connection

The definition however did not provide coherence or understanding of the relationship
between the themes as components of compagasd this, the@ven themes from
the coproduction workshop were presented to the North Tgemip (Figure 5.5).

Details of this are presented in the next section.
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Understanding
the person®

Identification of

eeds*

Meeting needs™

Communication+

Figure 5.5: Findings of the-pooduction workshops. *Original theme presented apcoduction, + Theme arising
from coproduction supported by focus group stage anelysis

Phase three: North Trent findings

Collectively the North Trent group perceived empathy, connection, communication and
OLVWehpadgpd FRPSDVVLRQ Hheio@nalrdmporditr 3

Whilst identification of needs, understanding of reeadd meeting needs are the
Physical representation R1 F R P S Ohé\éxi&r@l cémponent

7KH SDUWLFLSDQWY EHOLHYHG ZLWKR X WwffaatikeH R.Q W H U C
worthwhile” DQG VR FRXOG QRW EH FODVYV hdllcehtpobeyitsF R P S D
unite the three forms of presentation providing meaning to their undertaking (Figure

5.6).
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External Presentation:

Identification
of needs

Internal

embodiment:

Empathy, Connection,

Communication &

Listening. nderstanding

of needs

Meeting needs

Figure 5.6: Visual representation of how North Trent attendees would define compassion

Consensus definition of Compassion

Through a process of amnstruction and consensus a definition was created.

Compassion can be defined #& intention to help, by identifying and understanding

the individual with the aim of meeting their needs. It is characterised by unique

interactionthat promotes connection between individuals and is reflective of a genuine

desire to help

131



Research question two: Compassionate display

This section details the findings of phases two and three for research question two. It
presents the eoonstricted conceptual framework of compassion and understanding of
compassionate display. Figure 5.7 illustratesnie¢hod of data generation, integration,

analysis and cgonstruction of the findings for research question two.

Phase two Total emerging from the eleven focus groups Stage ane
n=123 analysis

( Selected at Site C Co-

production workshop

p
[ Selected atsite Ao~ ][ Selected at Site B Co-
production warkshap production workshop

L n=60 JLe n=61 n=19 )
Ty
Total n=140
- ™y
JRERERN———— Duplicates removed
N=T8
.
Phase three Total n=62 Stage twio
B B analysis
~ ~ Merged with other
mesecosccescscccanh
. behaviours
s n=7 |
North Trent Group - ~
n=55 - -
. Merged with other
'_b behaviour
n=1
( Conceptual L /
framewaork
. n=54 J

Figure 5.7: Method of data geration, integration, analysis and-c@nstruction for research question one

Phase two: Focus group findings

A total of threehundred and fifteen codes emerged during the thematic analysis of the
PaC (n=131), TR (n=79) and STR (n=105) focus group transcriptions. During the
review process some were amalgamated where appropriate. This createchdresl

and tweny-three themes which depicted behaviours the participants felt portrayed
compassionate display (Appendix 23). To limit duplication, the behavioural themes
were collectively formed from the findings of each participant group where the theme
had emerged. Wie appropriate, themes were relabelled to aid understanding during

the coeproduction workshops.
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Research question two aimed to identify how the participant groups perceived
compassionate behaviour is displayed. Stage two analysis however identifadicmet
onehundred and twentthree themes could be classified as a behaviour. For example,
DEDO\VLVY VKRZHG PHPSRZHUPHQWY u,TP QRW D VWDW
of behavioural display. The analysis established that they instead felhiatof three
classifications; aattitude, behaviour or practice. These three classifications formed the
basis of the conceptual framework which will be discussed later in this chapter.

The onehundred and twentthree themes were presented to th@m@mlction
participants in task two. The following section details the findings of the@duction

workshops.

Phase three: Gproduction workshop findings

One hundred and forty behaviours perceived as compassionate display were agreed and
selected acroste seven cproduction workshop groups. After duplicates were

removed, sixtytwo remained.

The sixtytwo behaviours selected in the workshops were incorporated into stage two
analysis. At this stage similarities in some of those themes chosen by tbipatt

ZHUH LGHQWLILHG WKLY SURPSWHG WKH PHUJHU RI VI
XQGHUVWDQGLGHQMUGH @ HKID\AGRQRW EH HJMHB HFWHG (
ZRUNVKRSV EXW WKH GHFLVLRQ ZDV VWLOO PDIGH DPD
PSDWHHIMWIUHGYTY UHVSHFWLYHO\ 7KLV ZDV WR HQVXUH
included in the analysis of both themes. This meant the total number of themes

presented to the North Trent group was fiitye.
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Table 513: Rationale for merger of attributes, behaviours and practices

Original Combined with Rationale

Taking time Spending/giving Both represent allocating your time to another.

time
Hear me Active listening Hearing an individual is part of active listening. To
hear and acknowledge what is being said.
Not making Non- By being norntjudgemental you are not judging or
me feel guilty  judgemental assigning your own beliefs on to that person to make
them feel guilty.
Check Check for Both are the same thing. You are checking that they

understanding understanding  have received and understood the information

communicated to them

Appreciation | Caring for Both are the same thing; you appreciate whathose
and support carers in the wider network of the patient are going
of family through and aim to care for those individuals as well.

Identification  Appreciation of Identification is part of the definition outlined by the
of needs needs work, whereas this is a differentconcept to actually
appreciate them not just find out about them.

Patient- Personcentred = Aligns with the humanistic element of the work

centred focusing on the person rather than the patient.

A matrix was generated (Appendix 24) displaying those-fiftg categories, site and
frequency of selection withilhe each of the workshops. As the number of groups

within each workshop differed, the number of times each theme was selected by a group
is not comparable across the matrix. However, whatidteix does demonstrate the
consensually agreed popularity of the theme. The next section details the findings

following the North Trent patient and public involvement event.
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North Trent findings

On review of the fiftyfive themes, the Nortfirent attendees collectively felt three of
the themes chosen by participants during thproaluction workshops could be
H[FOXGHG IURP WKH ILQGLQJYV 7KHVH ZHUH pKRSHY p

The group also perceived the themes could be grompedour classifications:

Hospital environmenttcontext where compassion is delivered,
Communicationzdelivery of compassion,

Empathy/Rapporttcharacteristics of TR and health care professionals,

S

Enhancing knowledgetthe consequences of receiving casgion.
All of the recommendations provided by the North Trent participants were incorporated

into the stage two analysis. Details of overall findings for research question two which

emerged from the analysis are provided in this next section.

Stage tw analysis findings

Following the process of analysis detailed in chapter four, four themes were excluded
from the findings (Figure 5.8). In addition, a total of ten themes were merged with other

themes, these are illustrated in Table 5.9.
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Empowermen

Figure 5.8: Themes eliminated during stage two analysis

Table 514: Merged attributes, behaviours and practices

Theme(s)
Reassurance
Reacting & adapting
Caring for carers
Not another number
Not a blanket
approach
Awareness of the
person

Holistic

Sympathise
Patience

Doing something

Merged with Theme name
Encourage Encourage
Considerate Consideration
Caring Caring
Persorcentred Persorcentred
Empathy Empathy

Spending/giving time Being there

Meeting needs Meeting needs
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Eliminated themes

Hope, Realistic and Honesty

$WWHQGHHY DW WKH 1RUWK 7UHQW HYHQW EHOLHYHG
positive outcome, resulting in patientsoping there will be &enefit",creating the

"potential of giving false hopehich could be dangerolusThe North Trent participant
GLVFXVVKRQMWN fu D QfSo ptichHl&e«d n&geliveRAews. The attendees
H[SUHVVHG WKDW EHLQJ pUHDO hotbwdy§wares SURYLGLQ

Conflicts between the three themes emeryaihg the second stage of analysithe

PaCs had demonstrated during their discussions how they wanted honesty, to be
informed of the truth about their situation. In combination with tmey talso wanted
professionals to be realistic, to not amplify the positive elements of the information.
Whilst at the same time giving them hope that it is the positive elements of what the
professional is telling them that could be the reality. Withieathcare context the

three appear to be incompatible. It would be difficult for a TR to be honest and realistic
whilst putting a positive outlook on the information they are providing without giving a
patient false or unrealistic hope. Achievement oféh®s TRs would be very difficult

due to the variances and balance required, thus contraindicating their place within
compassionate display. It is also a professional requirement and part of the process of
informed consent to patients to be provided withdsd and accurate information. To

not undertake this as part of routine practice would oppose both professional and moral
codes of conduct [29]. Based on the conflict between the themes and the feedback from
the North Trent participants, the three wermelated from the findings.

Empowerment

Empowerment was eliminated as the analysis established it was not a form of
compassionate display. Instead it may be a consequence gained by the PaCs when a TR

IS compassionate.

8 DQG VRPHWL P HNtant driel WalrR fadtsFIRv@nYinformation. | want to be
DEOH FRQWURO P\ OLIH FRQWURO WKH FDQFHU DQG ,

PaC Site B
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After the completion of the second stage analysis oty categories remained,
forming the conceptual framewodetailed in the next section.

Conceptual framework

Through a process of consensus andaustruction a conceptual framework has been
developed (Figure 5.9). The framework provides understanding of the attitudes which
drive, behaviours thanable and practices which demonstrate compassionate display.
The rest of this chapter provides an overview of the framework and the themes from

which it was developed.

Professional values Cultural Values
Trust, respect, non- Person centred, intent,
judgemental, dignity, open, caring
privacy &
confidentiality

~“Embodied connection™\_ s =2 = Indicative
Personal touch, perception, communication
genuine, recognise my Tone, body language,
' circumstances, active listening,
N\ consideration, rapport _A\ welcoming

Characteristicexpression
Being there, empathy,
attentive, sensitivity,

N\ reacting & adapting

Meeting Needs
Give me a choice, checking how | am, go the extra mile, make comfortable, choose
your words carefully, enhancing my knowledge, signposting, check for
understanding, bedside manner, encourage, continuity of care, supportive.

Figure 5.9: Gaonstructed conceptual framework of compassionate display

Thefirst part of the section will focus on the attitude component of the framework.
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Attitudes

7KH ILQGLQJVY GHPRQVWUDWHG WKDW DWWLWXGHV XQ ¢
compassion. Professional values and cultural values emerged as two alasssiof

attitude, both of which should be supported by and reflected in the environmental ethos

of clinical departments.

Professional Values

Professional values became the collective category for six main themes (Figure 5.10).

The analysis GHPRQVWUDWHG D VWURQIUXNVOW EHSLZ IPH § \U K
MXGIJHPHQWDO SURIHVVLRQDOLVP DQG pSULYDF\ DQG
to form part of professional practice and be an expectation of TFR#&. possession

shows cohesiowith professional standards. If absent, compassionate practice cannot
occur as compassionate display is influenced through the possession of a professional
attitude.

Trust

o~ -,
- .,
- o,

Figure 5.0: Professional values
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Trust

Trust emerged in all three participants groapd is composed of two facets. Firstly, it
reflected the PaCs desire to trust the competence of the TR to take theirs or their
IDPLO\YV QHHGYV VHULRXVO\ DQG WDNH DSSURSULDWH
3)LYH WLPHV , ZHQW EDFN WR DVN KHU L ltestKd¢calBeX O G H
| was having this pain. Five times | went and | have been going since October to now

and she finally examined me a month ago and her whole demeanour was completely

different as she had given me a sort of physical examination and she s gefiee for
XUJHQW FROSRVFRS\’

PaC Site A
3+H HQGHG XS KDYLQJ OLNH D KHYV KDG D '97 DQG LW

EORRG FORWY LQ KLV OXQJV DQG WKDWTTV ZK\ KHYG KL
which everyone had juss LVPLVVHG’

STR Year 2

Secondly it reflected the sensitivities around the diagnosis of cancer and the necessity

for the TR to respect these sensitivities. This could be on a personal level, with the
3D&V WUXVWLQJ WKDW WKH 75seB xhéncdpring/theirX GJH O D X
interactions.

3% HFDXVH WKH\ KDYH PHQWLRQHG DOO VRUWY WKHUH
VWLOO GRLQJ LW’

TR Site C2

37TKDW FRXOG DIIHFWLYH OLNH QRZ WKH\YYH ODXJKHG

any problemsW PLJKW DIIHFW KH SUREDEO\ ZRQYW VD\ DQ\\
H[SHFW WKDW VDPH UHVSRQVH DJDLQ"

STR Year 1

In addition, it could also be on a professional level, PaCs wanting to be secure in the
knowledge the TR would not break their trust by stgamformation with others
unnecessarily.

36R \RXYYH JRW WR EH FRPSDVVLRQDWH LQ HYHU\ zZD\

whoever that was about its still inappropriate to discuss in ear shot of any patient
UHJDUGOHVYV RI ZKR DQG ZKDW LW ZDV”’

TR Site B1
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Thedata suggests that patients perceive trust as an essential aspect of compassionate
practice regarding it as fundamental to healthcare and quality of life. The PaCs were
however accepting that health care professionals are not infallible.

S(YHU\ER&DWQY KI¥HU\ERG\ PDNHV PLVWDNHV’

PaC Site B

The PaC discussions demonstrated their ability for forgiveness and to overlook a failing

when it had been a genuine mistake.

Respect

Respect emergddom discussions across all the three participant groupalyais of all

the focus group transcriptions identified respect as ffadgted, an umbrella term

which encompasses the act of being respectful.-Bradidysis demonstrated there were
multiple ways to be respectful. These were not in relation to the iggagectan be

shown; rather there are multiple different ways TRs need to be respectful of the patient.
The findings show how every patient is unique and ralittiensional. The participants
identified that each dimension may require a different modesplectand set of

corresponding behaviours and practices.

Through the analysis it was identified the patients need to be respected in fours ways,

as:

1. A humanbeing

3% XW WKH FRQVXOWDQW GLG QRW HYHQ VSHDN WR PH
GLGQTW VD\ WR PH , DP JRLQJ WR GUDZ RQ \RX EHFDX)
KRSH \RX GRQTW PLQG WKH SHQ PLJKW EH FROG ZKD\
and you are just lying there feeling a bit abused really because you are just lyiag the

DQG VRPHERG\YV MXVW FRPH DQG GUDZQ RQ \RX DQG =

PaC Site A

8 DQG , WKRXJKW , ZDV EHLQJ KHOSIXO ZKHQ , VDLG =
LWV EHKLQG P\ KHDUW $QG KH VDLG ,fP QRW KHUH W
totakkanxUD\ Rl \RXU KHDUW $QG , IHOW VR HPEDUUDVVFE

PaC Site C
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In these two examples the healthcare professionals were dismissive in their language
and behaviours. Analysis demonstrated these behaviours made the patients feel
uncomfortable as if they wefeolish for expecting some level of interaction or to be
treated like a humaheing. Their accounts demonstrate how they wanted to be treated

as an equal and be respected as such.

2. Anindividual with their own wishes, desires and preferences

3) H H QikeQ¥du know best as a consultant and you know, overriding the wishes of the
SDWLHQW’

PaC Site A

3<RX NQRZ \RX IHHO OLNH \RX ZDQW \RXU RZQ YRLFH W
think it would help if people just actually listened to what you ayeng.

PaC Site A

Analysis identified howPaCs desire to be respected as an individual person with their
own preferences and wish&sscussions highlighted how respect should be present at
every interaction regardless of whether they were significantyues in their treatment

or general dayo-day clinical situations.

3. As an expert in their own health, body and mind

3:KDW , DP WU\LQJ WR VD\ LV WKDW WKHUHYV WRR PXF
VR WKLV GRHVQTW DSSO \pWwred\i®mide. WieR D tKa/first $ukg&wWI V KL
went to, | was fortygix at the time and he says you are too young for it to be anything
VLQLVWHU DQG \RX NQRZ ZH VKRXOGQTW EH WUHDWH(
set of symptoms, well statisticsselR X DUH WRR \RXQJ VR ZH GRQYW (
NQRZ WKH\ VKRXOG WUHDW \RX LQGLYLGXDOO\"

PaC Site A

3, WKLQN P\ ZLIH ZDV XQOXFN\ EHFDXVH VKH ZHQW DQC
you have only got a little, no its only just a tiny little luthpre, nothing to worry about

and twelve months later it was the size of a golf ball because she just happened to have
RQH RI WKRVH IDVW D IDVW JURZWK RQH VR EXW WK

PaC Site A
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The PaCs felt it was showing disrespéeldtfiehaviour when professionals did not take
their health concerns seriously. The behaviour peaseived as dismissive and
patronising. The analysis demonstrated the impact of hierarchies and potential power

imbalances between PaCs and professionals.

4. A patient who needs their help and care

Analysis highlighted the vulnerability patients can feel by being reliant upon

professionals to take care of them and provide medical treatment.

3(YHU\ VLQJOH GD\ WKH\ ZRXOG EULQfheK thé&fobR Rabld S XW
go cold and nobody would feed her, and the food would just get taken away untouched.
(YHU\ VLQJOH GD\ , ZRXOG ZDWFK WKLV ZRPDQ DQG , F
like hooked to everything and ill myself and | kept sayindRn@Hefding that woman,
WKDW ZRPDQ NHHSYV JHWWLQJ IRRG JLYHQ WR KHU DQC
LW KHUVHOI DQG RQH RQHTVY FRPLQJ WR IHHG KHU RU |
ZDV VWLOO \RX NQRZ IRU GD\V d @RIn%\of ddlgdRafiov KH S U
DQG VWDUYDWLRQ LQ WKH HQG"’

PaC Site A

Participants felt it was degrading when patients became reliant upon another to help

them complete the basic functions.

300 DVLFDOO\ WKLV JX\ KDG FRPH LQ DQG g thélraiides KLV F
were going to do it but never did, but basically they were having a conversation

between one another in clinic, they were sat in the waiting area saying why should we
KDYH WR GR WKLV \RX NQRZ EOD 7KH\YYmHinoxab KHD U C
the clinic rooms coming out and | said are you alright because the daughter looked very
angry and she then said well we overheard you speaking earlier saying why should we
KDYH WR GR LW VR ZHYYH FRPH LQ DQKDAH VKHR CR@®! 1A
have happened and obviously action was takert,fbut that patient and his family

obviously felt awful. | mean the poor patient, all he wanted was his colostomy bag
HPSW\LQJ DQG REYLRXVO\ WKDW ZDVQIWngWRYLGHG W
EHFDXVH RI WKH ZKROH IDFW WKDW SHRSOH ZHUH WDC

TR Site B1
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,Q WKH SDUWLFLSDQWY{YV H\HV UHVSHFWLQJ D SDWLHQ
through the completion of tasks and caring for the patient was compassion.

As a registeed healthcare professional TRs must behave respectfully towards the
SDWLHQW LQ RUGHU WR PHHW WKH SDWLHQWTYV H[SHF\
compassionate care. Similarly, personal respect is also required for compassionate

display, respecting the pant as a human being and an individual person in their care.

Nonjudgemental

Nonjudgemental emerged from the transcriptions of the STRs and TRgrduyes
discussed situations where they thought TRs (and other health professionals) had
displayed judemental attitudes towards patients. Although their discussions showed a
strong consensus that this behaviour was wrong and unprofessional, it was clear
however from their discussions that they sometimes found it diffizuibot pass some

form of judgemen

% HFDXVH REYLRXVO\ LWV LPSRUWDQW QRW WR MXG

TR Site B1

The cause of their judgemental behaviour was attributed to the spectrum of patients
attending departments who may differ from themselves and the way they live their

lives. These situations highlight individual differences within people as hneiags
anddemonstrate the complexities around caring for patients from across sddiety.

findings reveal how the underlying attitude of the TR can cause them to be judgemental

of the patient and in turn influence whether they are compassionate or not towards them
36RPHWLPHV \RXU RZQ RSLQLRQV FDQ NLQG RI LQIOXH!
the radiographers just thought well its free healthcare and like why would you complain
DERXW WKLV WUHDWPHQW WKDW \RX DUH JaWiWLQJ IRL

kind of just thought about it from a treatment point of view, like well you need to have
WUHDWPHQW VR DQG WKHQ FRPH IRU \RXU WUHDWPHQ

STR Year 3
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Whenthere is variance between the TR own values and those displayed by the patient,

for example a lifestyle choice or the way the patient handles the situation, an internal
dissidence occurs.

3% ORRG LQ KLV VWRROV EORRG LQaKdpvobélyaDthe DQG RW

time the(TRy) VRUW RI VDLG \HV WKDWITV QRUPDO $QG WKF
DW KLP DV D OLWWOH ELW RI D D ELW QHHG\ D ELW R

TR Site B2

The TR in this example knows they should not be judging a patient wittheir
professional practice, but they can find it hard when it conflicts with their own
individual beliefs.This dissidence creatasbarrier to compassionate display, as the TR
sees a person with an element they may not like (e.g. their persoredligs Vbeliefs,

behaviour etc.) rather than a patient.

The findings however demonstrate that what is compassionate is when the TR ignores
their internal dissonance and aids or respects the patient despite a conflict between their
EHOLHIV DQ Glifastylel. Fih&pd itsQonidihowever be argued that this is a
professional obligation rather than a choice.

3/RRN DW WKH 7RPRWKHUDS\ DQG KHDG DQG QHFN SDW
society. But we still, | think the way people on Tomotnedeal with it, with their
SDWLHQWYVY LWV MXVW LWYV H[HPSODU\ ,W UHDOO\ 1L

WR KDYH WKH VXSSRUW RI WKH SDWLHQWV HYHQ WKR
probably still drinking, still smoking, stillgottH KDELWYV WKDW JRW WKHP L

TR Site B2

Privacy and confidentiality

This theme emerged from discussions across all participant groups. Analysis established
KRZ DQ LPSRUWDQW DVSHFW RI FRPSDVVLRQDWH GLVS
privacy and confidentiality. It was perceived to represent that the TR was being

respedul towards the patient and their dignity. Failure to do so was perceived by all
participants as unacceptable and4sompassionate.
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8, QVWHDG RI SXWWLQJ XV VRPHZKHUH \RX NQRZ VRPH
DQG PH DQG P\ PRP W KrigW gk.Hh&DVEre roredtRéMt fOr his brain

FDQFHU ,QVWHDG RI SXOOLQJ XV RXW VRPHZKHUH WK
FXUWDLQ DURXQG XV DQG HYHU\ERG\ KHDUG ZKDW ZHL

PaC Site A

3/HDYLQJ WKH GRRU RSHQ I|Rihd @ leatkek h®patidntFeelipy HUV D W
H[SRVHG"’

TR Site C2

W zZzDV DOVR VHHQ WR LPSDFW XSRQ D SDWLHQWYV DE

potentially contraindicate their future experiences of care.

Dignity

Dignity emerged as a category acrosshake of the participant groups. The
participants felt that clinical situations and the practices of professionals could make

patients feel uncomfortable or vulnerable.

36R WKHQ HYHQ LI ZHfUH MXVW WU\LQJ WR FKtBaW DZD\
ODVW QLJKW DQG WKH\TYH WKLQNLQJ ZHOO ,YP ODLG
JRW VRPH \RXQJ ODG\ VWLFNLQJ WKHLU KHDG LQ P\ SH
DVNLQJ PH DERXW P\ WHD”

TR Site B1

Dignity was perceived by thgarticipants as something that should be preserved and

that it was the responsibility of TRs to preserve it through consideration of their actions.
The participants believed that TRs could choose whether or not to maintain dignity,
therefore, its preservah being a conscious decision based on the TRs attitude of this
practice.

3 VKH OHIW WKH GRRU RSHQ DQG WKLQJYVY OLNH WKDW

DERXW WKH SDWLHQW LQ IURQW RI WKH SDWLHQW DQC
leaVW FORVHG WKH GRRU RU VRPHWKLQJ OLNH WKDW’

STR Yearl
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3<RX KDYH WR WDNH \RXU WRS RIl <RX DUH O\LQJ RQ I
ZUDS WR SXW DURXQG \RX DQG WKHQ WKH\ RSHQ LW R

PaC Site A

Consequently, it was regarded as the responsibility of the TRs to ensure their actions or
clinical practices did not promote this negative affect. For example, to try and maintain
WKH SDWLHQWYV GLJQLW\ WKLV VWXGH @QwheRatidri ORRN F
the odour was nothing to be embarrassed or apologetic about.

3% HFDXVH KHU VNLQ zZzDV EURNHQ LW ZDV YHU\ YHU\ 1
XQSOHDVDQW EXW VKH ZDV OLNH LWYV RND\ \RX FDQ

me, ldoffW ZDQW \RX WR VPHOO WKLV LWV QRW SOHDVD
DERXW LW $QG VKH ZzDV DSRORJLVLQJ DOO WKH WLPH

STR Year 2

By TRs recognising the undignified situation the patient is facing and themdesi
preserve it through their practice was deemed to be compassionatedsdgnition or
even worse, choosing to ignore their undignified situation was perceived-as non

compassionate. This behaviour would also be deemed as unprofessional.

Professionksm

Professionalism emerged from the discussions within the focus groups across all three
SDUWLFLSDQW JURXSV 7KHVW & BitP P NMOQRNUMA F/V S HEFSAUIL YOG
confidentiality D Q G p Gallke@érged from same discussions from which

professionalism was formed. When the participants discussed compassionate-and non
compassionate display, reference was also given to them being professional or
unprofessional.

37KH FRQVXOWDQW FDPH DQG VDLG ZbvallFkiBWWLQJ WE
SUREDEO\ ZzDVQTYW YHU\ SURIHVVLRQDO EHFDXVH KH ZI
FRXOG DOO KHDU DQG WHOOLQJ KHU ZH KDYH IRXQG V
with you. We need to do some radiotherapy and they moved her out dredt put

VHSDUDWH URRP WKHQ 6R WKDW SURYDEO\ ZDVQTW S|
WKH\ ZHUH WHOOLQJ KHU ZKDW ZDV ZURQJ ZLWK KHU 2

PaC Site A
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S7TDONLQJ EHKLQG KLV EDFN LWV UHDOO\ XQSURIHVYV

STR Year 1

The analysis established the participant groups perceived a relationship between the
two; to be compassionate is to be professional, and to be professional is to be

compassionate.

The TRs discussed the professiaomguirement to be compassionate to altepting

and not judging differences between themselves and the person within their care. TRs
experiences often involved being on the receiving end of hostility from patients. Their
discussions demonstrated how they felt compassion is displayed not fhetrby

behaviours, but by overlooking negative behaviour towards themselves.

86 KH FDPH DFURVV D OLWWOH ELW DJJUHVVLYH DQG VI
VKH ZRXOGQMTW JR LQ IRU KHU UHYLHZ VKH ZRXOGQYW

got argry when it was breaking down. And we just sort of supported her all the way
WKURXJK DQG GHDOW ZLWK HDFK VLWXDWLRQ GLIIHUH

TR Site B2

By looking beyond the actions of patients and continuing to treat and care, displays they
areaFRPSDVVLRQDWH SURIHVVLRQDR X & RDRHIGHUDX®HO ¥ | L
HSULYDF\ DQG FRQGLGHQUQWLWOLWOO FRQVWLWXWH D Sl
attitude is one which the analysis has shown is not only an expectation of a proficient

TR but one which is mandated by professional regulations [30].

Professional values summary

7KH ILQGLQJV VKRZIMXGHWUPHRWID QR RQVUXVWYT upSULYDI
D QG uG L Jfpaieasighabvdlles. Each value was mutually agreed during co

production as a form of compassionate display. The values were thought to reflect an
attitude which fosters a professional and considered approach towards patients. When

the patient can identify those explicit professional values in the TR who is trying to

uphold them in their behaviour, it signifies they hold an attitude which is congritent w
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FRPSDVVLRQ :KHQ WKLV FRQJUXHQFH LV QRW HYLGHQ

behaviour would not represent compassion.

Cultural values

7KLV FODVVLILFDWLRQ LV FRPSRAFHHBWRIHIGK UuE QW H ORI
HFDULQJ®B.1)LIXUH

Not

Not a Awareness
another bl of the Holistic
number approach person

.\\\ \ ‘
“a ‘-7-7{__7_7_,__
Person-
centred

Caring — —— Intent

S
Caring
for

carers

Figure 5.1: Cultural Values

Person centred

During the analysis perscstRHQWUHG EHFDPH WKH FROOHFWLYH FD
DOQRWKHU QXPEHUY pQRW D EODQNHW DSSURDFKY pD:

Not another numberPHUJHG ZL WA Q WWWWIHVERIQ HPHUJHG IURP WKH
three participant groups. It was formed from the belief that patients should be treated as

individuals, that their diagnosis should not define who they are.
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3, WKLQN \HV MXKMDWHXHO\ R RYDLG WKHUH LWV W
LQGLYLGXDO <RX NQRZ QRW MXVW DV SDUW RI D URR
especially justontheore-RQH DSSRLQWPHQWV’

PaC Site C

3%HLQJ RQ D SHUVRQDO OHYHO &Zdtilg s Wdéhv@&ok be® TW LW
VI\VWHP’

TR Site C2

A loss of individual identity was blamed on clinical environments and the behaviours of
TRs who practice within them. By cataloguing an individual person to a collective, they

become just one of many.

3 DQG VKH vDLG ZHOO WKDW RQHYVY DPEXODQFH WKD
ZDV PH’

PaC Site C

S:HYYH JRW WR VHH WKHVH OLNH WXPRXU VLWHV LQ Wi
WXPRXU VLWH QRW WKH SDWLHQW”’

STR Year 2

Numerous examplesf how this could be overcome were discussed across the groups.
These included, chatting with the patients, getting to know about them as individuals

and calling them by their first name.

8 DV ZH KDYH MXVW VDLG E\ DFNQR2a®¢ ®wib®J VRPHERC(
DFNQRZOHGJLQJ WKHP DQG SHUKDSV VKRZLQJ VRPH FF

PaC Site A
3<RX GR FDUH DERXW WKHP DQG DOVR WKHLU OLIH DW

STR Year 2
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A central component of maintaining individuality is the need for TRs to consider that
how each patient wishes to maintain their individuality may be different to the next and
that this must also be acknowledged within their practice.

Not a blanket approach (merged with persentred) emerged from the discussions

across the STRs and $Rarticipant groups and builds upon the concept of

individuality discussed above. Rejecting the use of a blanket approach enabled the
SDWLHQW WR SHUFHLYH D 759V DFWLRQV DV FRPSDVVL

the patient is an individual artden applying a behavioural response to match.
3 ZKDW NLQG RI FRPSDVVLRQ WKH\ ZDQW IURP \RX”~

STR Year 3

The participantshought that byknowing the patient, the TR can apply their
understanding of them during their actions and interactions togettesr. Th
compassionate response then becomes tailored to the patient in front oh#teaad, of
D WURQH VL]H ILWV DOOT

Awareness of the person (merged with persentred) emerged from all three

participant focus groups. It is also based upon the conceptient individuality and
EXLOGV XSRQ WDLORUHG GHOLYHU\ 3DUWLFLSDQWYV E
provides TRs with the knowledge to facilitate the delivery of a tailored response to each
individual patient.

36R KRSHIXOO\ E\ WK Ho Heat@ndtRatient, euknswirhow to
DSSURDFK WKHP LI \RX NQRZ VRPHRQHTV SDUWLFXOD
throughout the treatment you know how to approach them and how to get them settled

down you know, nervous patients stuff like that, as yotodetow them you know what
\RX QHHG WR GR”’

TR Site B1

8, VSHQW PRVW RI P\ WLPH ZLWK WKLYV SDUWLFXODU FF
DQG KRZ , ZDQWHG WR EH WUHDWHG WKDWY{V ZKHQ Wi

PaC Site B
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Communication was regarded as key to achieving awareness as this enables the TR to
engage with the patient and find out information about them.

3So,, WKLQN LWYV EHLQJ DEOH WR HYHU\ GD\ MXVW OL
with patientsand X VW UHPHPEHULQJ VRPHWLPHV BKDW PD\EH

WKH\TYH VDLG WKDW RQ WKH ZHHNHQG WKH\ ZHUH JRL
WKHQ \RX FRXOG DVN RQ WKH ORQGD\ WKDW LQGLYLGX

TR Site C2

3,1 SDWLHQWY WHOOI YRIXIRWLMQAW [ELWHQUKHHYHQW FRPL
even remembering that the next time they come in and just asking them about what they
said. | think even that shows a bit of compassion because it shows that you are listening

WR WKHP 7KDWIVWKBWRWYKHRXZDQWZDQW WR EH OLVWE
NLQG RI WKHUH IRU DV ZHOO"

STR Year 2

By acting upon this information, the TR demonstrates to patients they are known.
&RQYHUVHO\ ZKHQ WKH 75 GHPRQVWUDWHGQ®R DZDUH

S7TKDWTV EHFDXVH WKH\ GRQfW JHW WR NQRZ \RX~

PaC Site A

Analysis identified how knowing the patient aids the TR to exhibit compassion through
personalisation. Whether the TR decides to utilise this information is what distinguishes

their behaviour asanpassionate or not.

7KH ILQGLQJVY LOOXVWUDWH KRZ pyDZDUHQHVV RI WKH
EODQNHW abBcasmponkidifiduality and personalisation. All three being key
components in the process which supports the TR to engagenpassion (Figure

5.12).

The three components of this process occur both sequentially and simultaneously. Thus,
enabling the TR to know the patient, appreciate their individuality and then tailor their

practices to theiindividuality, enhancing thelality of the TR to be compassionate.
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& %
¥ o Not another @Q¢o¢
& e,
S 3 number %, %
& @“’Q ' A" %"
Not a Awareness
blanket of the
approach person

-

Appreciate their
individuality

Figure 5.12: Process of personalisation.

Therefore, each theme in isolation does not represent compassionate display, but as a
collective process they support the TR to demonstrate compassion. Importantly, the
achLHYHPHQW RI WKH SURFHVV RI SHUVRQDOLVDWLRQ L
be perceived by the patient as compassionate through them recognising the efforts to

maintain their individuality.

Holistic (merged with perseoentred)emerged from the STRs and TRs focus groups.

The transcripts demonstrated they saw a link between holistic and care, but for care to
be compassionate it must not simply focus on the physical delivery of treatment. Instead
the participants advocated theea TR provides should consider and address the whole

of the patient and their wider needs.

5 QRW MXVW DERXW OLNH WKH DFWXDO FDULQJ IRU Wi
ZKROH OLIH DQG KRZ LW DIIHFWV WKHP’

STR Year 3
3 NLQG RI WKMHULKH ZXROMWMXVW ZKDW \RXJUH WUHDWLQJ

STR Year 2
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$SSUHFLDWLRQ E\ WKH 75 RI WKH SDWLHQWTTV LQGLYLC
UHFRJQLVH WKH SDWLHQWSYfV LQGLYLGXDOLW\

Considering the process of personalisation presented previously, the data suggests a
holistic attitude is required to support this pes. To portray a personalised
FRPSDVVLRQDWH DSSURDFK 75V PXVW GHPRQVWUDWH

just issues specific to the radiotherapy delivery (Figure 5.13).

> %
& Not another % 0
{@ & ’)o/,_ 4
Sy number %, %
S P \ %
& <
Not a Awareness
blanket of the
approach person

-

Appreciate their
individuality

Figure 5.13: Process of holistic personalisation

Second stage analysismonstrated the discussions by the PaCs from which person
FHQWUHG KDG HPHUJHG KROHVWKRTVPPHRHWHOYV RI V
DQRWKHU QXPEHUY DQG HNQRW D EODQNHW DSSURDFKT

The PaCs examples of compassion, which they regarded as-perdoed,

demonstrated that TR engaged in the process of holistic personalisation.

5, 1P QRW JRLQJ WR FRPH DQG KDYH D FXS RI FRIIHH DC
\RXU ILIWLHWK ELUWKGD\ DQG \RX NQRZ WKLQJV OLNF

PaC Site A

154



Comparatively, where the TR had not been persarired, they had not engaged in the

process and their behaviour was subsequently classified angassionate.

320QH PRUQLQJ , IHOW DEVROXWHO\ VKRFNL@go , KDG W
around and say you know, can you get up please? Not, how are you feeling this

morning, do you feel up to sitting out? It was you get out of bed and | have to say that
throughout practically more of my stay in hospital | was shown very little corhfRs3 -

PaC Site A
3, DP HOGHUO\ ,9G JRW LQFRQWLQHQFH DQG , GHVSHU

FDOOHG PH LQ DQG , vVDLG ,fP UHDOO\ VRUU\ ,TYH JRW
\RX GR WKDW |, ZRQ TW-rays tdl&Osd | WeR WWRD KBIL\WR X U [

PaC Site C

The findings demonstrate being a persentred TR signifies engagement in the

process of holistic personalisation and consequently endeavours to treat the patient as an
individual. Although the absence of a persamtred approdcwould not necessarily

block engagement in the process, there would be no genuine intent for their behaviour

to be personalised to the individual. Subsequently any outcomes resulting from the
process would be superficial or a generic approach, not madiased on a genuine
MLQWHOQW T -arRred, lds @il e \AdRI@ssed later. As a result of the analysis,

person F H Q Wetah@ fhe collective term encompassing those attitudes which

promote and enable a compassionate response which is-gerdosd

Caring

Caring emerged as a theme during the discussions in all three participants groups who

felt having a caring attitude displayed the TR was compassionate. Caring was felt to be
multi-faceted, the term becoming an umbrella to encompashifteeent ways TRs

could care for patients physical and emotional (including mental) needs.
S\WhereasVRPHRQHYfVY FDUH \RX KDYH WR VRUW RI FDUH IR
SK\VLFDOOV\"

STR Year 3
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A caring attitude was thought by all participants to be portréyedigh behaviour, i.e.
how caring behaviours are delivered influence whether it is interpreted as
compassionate (or not) by the participants. Thus, how compassionate care is

demonstrated is paramount.

3<HV , WKLQN LWV MXVW DERXW & RKAL®H UW MDY GR R Y
PaC Site C

8 ZKDW WKH\ WKRXJKW DERXW WKH FDUH WKH\ UHFHLY

TR Site C2

+RZ WR GLVSOD\ FDUH ZDV WKRXJKW WR EH GHSHQGHC
Participants felt physical needs should be addressed with physical actioegingel

practical tasks would display a caring attitude to patients.

37KH QXUVH ZzDV WKHUH VKH VDLG RK FDQ , JHW \RX D
FRPSDVVLRQDWH WKLQJV WKH\YfYH EHHQ WDXJKW WR G

PaC Site A

The discussions indicated however that emotiaealds require a more complex
delivery. For a caring attitude to be displayed the patient would need to be supported

and comforted.

8 WKH QXUVH ZDV FRPIRUWLQJ DQG VXSSRUWLQJ KHU”
PaC Site B

S6R LI \RX{bdd, | ZRXIOGBIWU\ WR FRPIRUW WKHP DV ZHOC

STR Year 1

The findings would suggest the ability to support patients on this level signifies the TR
has a deeper understanding of the patient. This enables them to undéestand

emotional needs and tailor a response which correlates to need.

: D@P®zZD\V JLYLQJ WKHP WKDW OHYHO RI FDUH DQG Ql
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TR Site C2
3 SURYLGLQJ WKDW FDUH WKH\ UHFHLYH’
STR Year 1

It was felt emotional caring, could be displayed through physical touch, a friendly
bedside manner and engagement in communicatioch shows congruence with

compassion.

3, WKLQN VRPHWKLQJ ZKHUH OLNH WKHUHYYV DFWLRQ
RU VKRXOGHU RU JLYLQJ \RX D WLVVXH RU SDWWLQJ \F

PaC Site A

S3<HV LW LV WLPHIin#H@face Rxa bdplangddde, and you know that
WKH\fUH DFWXDOO\ FDULQJ DERXW \RX~

PaC Site B

Therewerehowever contraindications associated with the delivery of physical touch by
TR which led to its elimination from the findings during theproducton workshops.
Although all participant groups felt touch displayed to another that you care, it was felt
there was a potential for blurring of professional boundaries, this will be discussed in

chapter six.

By appropriately tailoring their deliveryt8 DWFK SDWLHQWVY QHHGV ZDV

participantgo represent the TR having a caring attitude towards the patient.

3, NQHZ WKDW VKH FDUHG IRU PH”’

PaC Site B

3% HFDXVH LW LV VKRZLQJ WKDW \RX DUH FDULQJ IRU W
STR Year 2

Caring it would appear cadiinot simply be inferred, it needed to be shown.
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Caring for carers (merged with caring)

Caring for carers emerged as a theme from the PaCs and TRs focus groups. Discussions
addressed how any display of compassion must be extended towardeetise

(including friends, family etc.) of patients. Participants outlined how the patient is the

centre of care, whereas carers are an observer on the periphery of care, and often
overlooked, not receiving any support during their time of need.

3$QG DRORWPHY \RXJUH \RXJUH JHWWLQJ DOO WKH FDI
people you can talk to and go to see if you have an incident or phone your breast cancer

QXUVH RU FRQVXOWDQW RU ZKDWHYHU 7KH\ KDYH QRE
HDFK RWKHU EHFDXVH LW XSVHWV HDFK RWKHU’

PaC Site B

8 DQG FOHDUO\ WKLV LVQTW MXVW DERXW KLP QRZ LV
DQG KLV ZLIH ZzDV REYLRVXO\ WKH FDUHU DQG QHHGHC

PaC Site C

The participants provided nunoers examples of behaviours and practices which TRs

could undertake to demonstrate they are caring for carers. But the analysis demonstrates

it is the process of recognising that carers have needs and are affected by their loved
RQHTV GLDJQRMYdonpassibrKk UHIOHF

3, WKLQN WKH FDUHUV QHHG DV PXFK DWWHQWLRQ LQ
ZKRYVY EHHQ GLDJQRVHG”

PaC Site B

3(YHU\ERG\ JLYHV HYHU\WKLQJ WR WKH SDWLHQW ZKL
HYHU\ERG\ UHPHPEHUYV WKW KRHW KIHW KKDDAOTT Y VI MK IYWQ J D C
TR Site C2

The findings demonstrate the TR needs to consider caring for carers as important, this
enables their behaviours to be inclusive where appropriate of carer needs. By
UHFRJQLVLQJ D SDWLHQW(fV ZLGHU QHHGV L H WKH Q
caring attitude. The decision was subsequently made to incorporate caring for carers

into the category ofaring.

158



Open (previously called permission to open up)

This theme emerged from the PaCs discussions, their insights addressing a desire to be
openin discussing matters of importance to them. Participants believed a compassionate
environment which is influenced Iphysical and human components enables them to
openup. Both components are important and need to work in unison to demonstrate an
environnent which promotes both professional values and compassionate practice.
Frequently, the PaCs would discuss actions that were or could be undertaken by TRs to
reflect it was safe for them to be open.

3% XW WKH VLPSOH WKLQJ WK Htékvoluld yov Ratlievde, 8ddiR SOH L
you prefer to have some privacy and be on your own or would you like to carry on

EHLQJ ZKHUH \RX FDQ VHH PRUH SHRSOH DQG SRWHQW
do, LVQITW LW"

PaC Site C
36 KH VDLG DUH \RX VXUH \RXJUH RND\

PaC Site B

In the participants examples the TRs actions demonstrated they considered the patients
preferences and provided them with a platform to be open. Thus, indicating the TR is
interested, it is safe for them to talk, and their disclosures @vifldalt with

professionally.

To display compassion the TR must possess an attitude which considers this aspect of
WKH SDWLHQWTV H[SHULHQFHVY WR EH LPSRUWDQW 7K
they are seeking to actively promote and create ama@maent where patients are
FRPIRUWDEOH WR EH RSHQ $ GHFLVLRQ zZDV PDGH WR
RSHQ XB§ H&Mispaptured clearer the meaning of the category.

Intent (previously called willing)

7KH WKHPH WHUP H G froi th® STIR® drffl TRB fétlis gr@ups. It was
perceived to be part of the attitude held by a TR which displayed commitment to the
SDWLHQW OXFK RI WKH GLVFXVVLRQ ZDV EDVHG RQ )

the TR to address his concerns and engages care.
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S, WV WKH UHOXFWDQF\ ELW DV LI RK ZHOO , KDYH QI
TR Site A

3 WKH ZD\ WKH\ UHVSRQGHG WR WKH SDWLHQW OLNH
QRGGHG LQ UHSO\ DQG VDLG LW ZDVQIW WKHLU DUHD"’

STR Year 2

$V LOGLFDWHG LQ FKDSWHU IRXU WKH 1RUWK 7UHQW
from the findings. The group believed TRse being paid, so you would hope and

expect that they would be willingAlthough the focus group participants felt

invovePHQW LQ p)UDQNYVY FDUH LV LPSRUWDQW WKHLU
is not purely the undertaking of the action. Analysis demonstrates willing relates to the
desire of that individual TR to undertake the task supported by the physicay ditpla

that desire through their behaviours. For the participants the TRs reluctance displayed a
ODFN RI FRQVLGHUDWLRQ DQG DQ LQDELOLW\ RU ODFN
was going through.

8<HV VKH SUREDEO\ ZRX0OG RO WRUYK SUCRELDEIOW R DKYHHC
FULHG , UHFENRQ’

TR Site B2

3<RX JHW WKH WZR NLQGV RI SHRSOH PD\EH WKDW VR
WKDWTV LW VR KH ZzDV UXGH WR PH WKH ILUVW WLPH
with thepatient now. Whereas other people would be like, will kind of probe more and

WU\ DQG KHOS PRUH DQG WU\ DQG XQGHUVWDQG ZK\ W
PRUH FRPSDVVLRQDWH’

STR Year 2

This desire is better represented by intention and when istprgsent in the attitude of
the TR their actions are perceived to be genuine. The decision was made to rename the
FDWHIRWHOQWYT LQ RUGHU WR EHWWHU UHIOHFW WKH P
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Cultural Values Summary

The findings demonstratg S H UAVMHR@QW WABYLQJY MRSHQYT DQG pLQWHF
considered by the participants todétural values. Each value was mutually agreed

during ceproduction as a form of compassionate display. The values were thought to
reflect an attitude which fosters an attentiwel personalised approach to patients.

Those same principles apply to cultural values as they did with professional values.

When the patient can identify the TR considers cultural values to be important and is

trying to uphold them in their behaviour signifies they hold an attitude which is
FRQJUXHQW ZLWK FRPSDVVLRQ :KHQ WKLV FRQJUXHQF

subsequent behaviour would not represent compassion.

Environment (previously called treatment environment)

This theme emergeddm all three participant groups. The name of this category
changed from treatment environment to environment. Treatment environment was
thought to imply the clinical nature of an area whereas the category related to the

collective ethos and practice tioise within an environment.

The STR and TRs discussed how the radiotherapy environment could enhance their
ability to be compassionate.
3+RZ SRVLWLYH WKLY SODFH LV FRPSDUHG WR \RX NQ!

but yeah, | was struck by ttt RVLWLYLW\ WKDWY{fV KHUH DQG , WKLC
ZD\V WR EH FRPSDVVLRQDWH DJDLQ WRZDUGV SDWLHQ

STR Year 1

This benefit was attributed to the physical design of the department and the practices of
the TR to promote professional and cultwa@ues. The design included elements which
promoted privacy and the maintenance of dignity or enabled patients to engage in chat

and develop friendships.
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8 WKH\ JHW FKDQJHG DQG WKHQ ZDLW LQ WKH ZDLWLQ
in the waitirg room whereas here the patient gets changed in their own cubicle and they
GRQYW KDYH WR VLW ZLWK HYHU\RQH HOVH" %HFDXVH
EXW LWV RQH WKLQJ WR NQRZ WKDW \RXfUH DOO WK&F
someae without their clothes and in a gown, it sort of takes away their identity and just
SXWV WKHP DV D FDQFHU SDWLHQW RU VRPHWKLQJ 6 |
IRXQG LW TXLWH GDXQWLQJ WR WKLQN LI WKDW zZDV P
gothere because | just think it takes another piece of them away whilst they sit like an
animal waiting for slaughter or something.

STR Year 1

S, W ZDV OLNH D OLWWOH FOXE 7KH\fUH DOO FKDWWLQ
HISHULHQFH"

PaC Site A

The findings from stage one analysis of the focus groufpally appeared to focus on
the physical aspects of its design, how it integrates or isolates patients. Analysis of the
discussions of the eproduction in stage three however, identified chhic

environments are perceived to reflect whether TRs care about a patient and their needs.

The ceproduction participants and members of North Trent expressed how they will

always remember the location and setting of their treatments. The Nerthgroup
VXJIJHVWWE MDKIDRHOW HQYLURQPHQW LV DQ DGMHFWLY
Furthermore, the physical environmentdnlL,HZ WR WKHP UHSUHVHQWYV D

culture and what it stands for.

An environment which is poorly kept was one exampleided at the North Trent

event to represent something deeper than it just being superficially unclean or untidy.
Insteadthis was felt to imply indirectly that TRs don't care about the patients by not
EHLKotheted DERXW ZKHUH W K HsetbnB Bxdrhplé Waslit depaidments
ZHUH QRW XVLQJ WKH HQY L pRack &h@ snfidl&ntidlitidiavd/grH S D W |
dignity was maintained then it could be perceived that staff do not think this is

important. Again, this would signify the departmeniture and those staff who work

within it, do notcare about these values.

Second stage analysis of the focus group transcripdisptayed insights into the
concept of culture and its role within compassionate dispglajture was felt by the

participants to be reflected in the behaviours of the radiotherapy team. There were many
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examples of behaviours and how they represented the culture. The analysis identified
the significance of the outwardly portrayed culture of the environment that could

manifestcompassion.

% HFDXVH WKH IDFW WKDW WKH\TfUH WDONLQJ WR DQR
WKLV LV QRW WKH ILUVW WLPH WKDW WKH\fYH KDG WK

PaC Site B
3.LQG RI D GRGJ\ ZRUN FXOWXUH LQOWKDNMWSWRBMW \R&F
NQRZ LQ GHSDUWPHQW ,W VRXQGY OLNH LWYV TXLWH

whole department if it was like that, the way that the staff were being managed and the
VLWXDWLRQ ZzDV OLNH LWV H[WUHPH

STR Year 2

One TRvoic&cs WKH\ IRXQG FRPSDVVLRQDWH SUDFWLFH pGL
language and cultural barriers making it challenging for them to understand and adjust

to the individuality of each patient.

3, WKLQN WKDW WKH ELJIJHVW §dJdeda@dy Bnd.compadsshoXi® O O\ ¢
WKH GLYHUVLW\ RI WKH SDWLHQW \RX JHW :HYUH WUH
per unit. How do you actually find out which one out of those forty times six, is it six

units, five units okay, finding out exactly thepecifics okay and at the same time,
DGMXVW \RXU FRPSDVVLRQ OHYHO WR HDFK RQH RI WK

TR Site B1

The TR put forward the notion of compassion fatigue and burnout and how it may
LPSDFW RQ D 7591V FRPSDVYVL Ri{gipamsireSgdriziedvgwifiyito 7KH R\

their comments and there was a noticeable change in the atmosphere of the group.
3% XW \RX GR LW QDWXUDOO\ WKRXJK \RX SUREDEO\ M.
TR Site B1

3) %XW ZH DUH SURIMNRXRQGROW DXQYCHQHZH VZLWFK RII
ZH WDNH RXU XQLIRUP RII DQG KHDG KRPH"’

0 $QG KRZ RIWHQ FDQ ZH NHHS WKDW XS WKDWY{V ZKL
) 7KDWYV ILQH , GR LW HYHU\ GD\~
TR Site B1
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There became an alliance between the other sticipants and the individual who had
disclosed this. The collective appeared upset that a member of their team was apparently
not displaying the same level of compassion as others within the focus groups, and the
wider team. This phenomenon demonstratedotission and pride the TRs held for
delivering compassionate care. The idea to them that within their department a

colleague may not be practising to their standards was upsetting to them.

If TRs and the department in which they practamlectively sign up to support values

to achieve a culture of compassion and appreciate the importance and impact culture has
then it signifies they hold the associated values as important. If they then behave
accordingly, it demonstrates that theirtatlie is congruent with compassion. In

contrast, where they do not consider these values are important, then their attitude is not

congruent with compassionate practice.

Attitudes summary

The findings have demonstrated hpmfessionahndcultural value$oth need to be
present for compassionate attitude to be portrayed. It is these values that are
fundamental for establishing intent, an innate desire within the TR to be a
compassionate professional and hurbaimg. The findings, however, indicate thattho
sets of values are influenced by the environment in which the TR is practising (Figure
5.14). Their attitudes are shaped by both the collective culture and ethos within the
environment and what the physical environment depicts about that cultureugtitho

not technically an attitude, the environment needs to align with those attitudes in order

to create a setting that promotes compassionate behaviours and practice.

Cultural Values
Person centred, intent,
open, caring

Professional values
Trust, respect, non-
judgemental, dignity,
privacy &
confidentiality

Figure 5.14: Conceptual framewotlttitudes.

This next section reports on the fings of the second component of the framework;

behaviours.

164



Behaviours

Behaviours are the observable activity in which a TR must engage in order to undertake
compassionate display. Their undertaking is influenced by and symbolises that the TR
upholds those professiorahd cultural values. Subsequenthg behaviours enable the
patient to recognise and interpret that the response is influenced by an attitude

congruent with compassion. Three behavioural classifications were established through
theanalysisshu.HPERGLHG FRQQHFWLRQY pFKDUDFWHULVWLF
FRPPXQLFDWLRQY (DFK FODVVLILFDWLRQ DQG WKHLU

order in this next section.

Embodied connection

Embodied connection is composed of $igrhes, genuine, perception, recognise my
circumstances, personal touch, reacting and adapting, consideration and ragpat (F
5.15).

Genuine

Rapport

Embodied
Connection

Consideration

/

Reacting and
adapting

Figure 5.15: Embodied connection
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Genuine

SecondVWDJH DQDO\VLV GHPR QWi enevydd Bod & PRAHGZOSL Q H
groups,is not in itself a compassionate display. Instead, to be considered as
compassionate, the attitude, behaviour or practice presented by the TR must evidence

genuinenes

S$FWXDO DFWLRQV , WKLQN \RX KDYH ZLWK FRPSDVVLR
DERXW LW’

PaC Site A

([DJJHUDWHG RU pRYHUEORZQY EHKDYLRXUV ZHUH WKF

portrayed the TRs as disingenuous.
3<RX FDQTW RP RYNVIWVRQDWH FDQ \RX" <RX{YH JRW WR

PaC Site C

SBDUWLFLSDQWY JDYH H[DPSOHV RI ZKHUH SURIHVVLRQ
doing or saying what they thought they should or been told to do. This signified

insincerity rather thn responding to the needs of that individual patient.

83<HV HYHQ WKH FRQVXOWDQW ZKR VD\V WKH ULJKW W
UHDOO\ PHDQ LW~

PaC Site B

Participants discussed how this often occurred when asked by professionalsyhow the

were feeling; disclosing they could tell if the professional was interested or listening to

their replies.

3<RX NQRZ WKH GLITHUHQFH ZKHQ VRPHRQH VD\V KRZ \
ZKHWKHU \RX FDQ WHOO ZKHWKHU W KrishoRdeDt@the W RU \

next person, oh are you really. No and then they start to, there is a way you can tell the
GLIIHUHQFH"

PaC Site B
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In a genuine display, the PaCs would want the TRs to respond in a manner which

demonstrate desire or a regard for the psepaf the task.
3 DQG ,fP JHQXLQHO\ LQWHUHVWHG”

PaC Site B

The findings demonstrate for PaCs to perceive TRs behaviours and practices as
compassionate, they need to be based upon a desire to undertake them as part of a
compassionate response. Where bihas or practices are undertaken because it is a
professional expectation or delivered superficially does not signify genuine intent.

Perception

Perception emerged from the PaCs and STRs focus groups. Analysis revealed
perception is a twaided concept. Firstly, it addresses the need for TRs to have an

awareness of their own style of interaction and engagement with the patient.

The participants felt a genuine intent to be compassionate may be present, but the TR

may notknow how to display it. This was termed spérception.

8/LNH \RX FDQ VHH WKDW WKH\ GR WU\ WR PD\EH GR VF
FRPH DFURVVY DV LQ WKH ZURQJ PDQQHU VRPHWLPHYV’

STR Year 2

Secondly the professional must also have an awssasfehe individual patient with

ZKRP WKH\ DUH HQJDJLQJ ZLWK 7KLV HQDEOHV WKH S
personcentred. This was termed perception of others.

3, FDQ WKLQN RI WZR FDVHV WZR SHRSOH ZQWX\Y @ \WKI
husband and the news he received from the consultant he received the same way as you

GLG« 7KH RWKHU RQH ZDV P\ IULHQG ZKR KDG WKH V
different kinds of people and she received the same kind of informatioMeiy HUH Q W O

PaC Site B
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Analysis shows the two concepts of perception are naturally linked. Participants
insights highlighted there needs to be a congruence between both concepts for any
action to be recognised as compassionate.

So, LWV QRW MXVW DERXW JLYLQJ FRPSDVVLRQ LWTV

PaC Site B

The TR may hold selperception i.e. be fully aware of their own style, and therefore

believe their behaviour represents a compassionate display. However, if they do not

hawe a perception of others i.e. awareness of the personfront of them, then their

behaviour may not be perceived by them as compassionate.

3% HFDXVH LW LV LWYfV QRW DOZD\Vydn, gdiigipamt) EHW ZHH C
saying the way the consu@WV PLJKW VSHDN WR \RX \RX GRQTW 1

NQRZ ZKDW \RXYfUH KHDULQJ LV ZKDW ,fP WU\LQJ WR V
QHFHVVDULO\ ZKDW LV KHDUG”

PaC Site B

In contrastthe TR may have awareness of the individual in front of them biuselé

perception. They would then fail to consider how their behavioural style is exhibited

and their behaviour may not be interpreted as compassionate.

3% XW LWV DOVR WUDQVPLWWLQJ WKDW WR VRPH SHU

feelit. YouUFDQ IHHO IRU WKHP EXW GR WKH\ NQRZ WKDW \R
PDWWHU"’

PaC Site B

Perception relates to the ability of a TR to understand and appreciate what behaviour is
required as a compassionate response from two perspectives, thamaire
individual patient. The two must occur harmoniously, for when a dichotomy exists the

intent of the TR attitude to be compassionate unfortunately can be lost.
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Recognise my circumstances

This theme emerged from the discussions in the PaCs focus groups and gave insight

into their interactions with different health professionals. During the analysis it emerged
how the patients particularly liked when professionals had an appreciation of and
considered their circumstances during treatment.

3:KHQ , KDG , WKLQN LW zZzDV WKH ILUVW VHVVLRQ , W
ZDV TXLWH SRRUO\ $QG IRU VRPHRQH WR VD\ ZKDW(YV

DQJU\ %HFDXVH \RRBHRER &\ ZIK\OWMRK ZURQJ ZLWK \RX
and you can see it as well.

PaC Site C

S0 HFDXVH \RXTUH JRLQJ WKURXJK VR PXFK DQG WKHQ
KLIJK DQG \RXYfUH VR VHQVLWLYH WR WKDWIIWLPH VRPI
KDSSHQHG WR \RXUVHOI’

PaC Site C

Participants reported that on some occasions there had been little regard for how they
were feeling. Professionals addressed the completion of tasks, whilst failing to consider
their physical and emotional health.

3 9% Xovwexample in the morning you know if you put the lights on at half past seven and
you are actually out of bed, regardless of how you felt you had to get out of bed, make

WKH EHG DQG \RX KDG WR ZDVK E\ D FHUWDLQ WLPH D
PXFK RI LW LV JRYHUQHG E\ WDVN RULHQWDWLRQ"

PaC Site A

The participants felt it demonstrated the professionals did not know them as an

individual person, thus demonstrating their attitude waperstoncentred.
3,WTV D ODFN RI| DSGEHE VYD DRRKEQ @I G

PaC Site C
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Similar to perception, this theme relates to the ability of the TR to consider the
individual patient during their behavioural response. However, where this category
differs is that consideration relates specifically to theasitim those patients are facing.
They want TRs to understand how much impact the diagnosis of cancer has on their

whole experience.

Personal touch

All three participant groups perceivpdrsonal toucho represent a compassionate

behaviour, believing ito have a positive impact on patients.

8, WKLQN LW KDV DQ LPSDFW DQG , WKLQN WKDW GLG |
ZHQW DQG WDONHG WR KHU ZKHQ , FDPH EDFN WR SOD
STR Year 2

The theme considers a TRs approachréopgnising the patient as an individual

humanbeing.

S2EYLVRXO\ LWV QRW DOZzZD\V SRVVLEOH WR UHPHPEHU
every patient because there are a lot in the dayustt you know, being able to pick up

on certain thingsW KDW RK ZHOO WKDW SDWLHQW LV WKH RQ

life and you can ask them bout that and | think they like it because they just find it more
OLNH D SHUVRQDO WRXFK WR WKH WUHDWPHQW~

TR Site C2

Analysis identified that personal tducs displayed by knowing the patient not only as

an individual patient but as an individual huntaging and responding in a manner

which recognised their individuality. Insights from across the transcripts identifies that a
personal touch requires the T®complete a foustage cycle, of recognition and
interpretation, knowing, remembering and displaying (Figure 5.16).
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1. Recognition
&
appreciation

&

[ ®

Figure 5.16: Cycle of personal touch

In stageone,recognition and appreciation, the TR must start by recognising and
appreciating th@atient as an individual.

S6LPSOH WKLQJVY OLNH ZKHQ \RXJfUH DVNLQJ WKHP D T>
ZHHNHQG RU MXVW DERXW WKHLU OLIH LQ JHQHUDO~
STR Year 1

Stage two knowing, in which tHER must begin to know the patient, establishing

details relating to their lives as a person, not only a cancer patient making their
behaviours perseoentred. This was thought to be achieved by employment of effective
communication skills.

37 R SLF Nitke$hiryg®like that and just things like if a patient normally comes with

VRPHRQH OLNH D SDUWQHU RU D IULHQG DQG WKHQ LI
VR QRWLFLQJ WKDW~

STR Year 1
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Remembering is stage three, where the TR needs tedhmeamber and recollect those

details shared by the patient during their interactions.

Stage four involves displaying, where the known and stored information is then

recalled, the TR then adapts their behaviour appropriately for this patient.

3. W ZD¥LRA\WKGD\ DQG , KDG D SLFNOLQH LQ EXW DW W
was trained to take bloods from the pic, so | have to have it taken from a vein and the
QXUVH VSHFLDOLVW« VKH VD\fV EHFDXVH LWV \RXU

pic line as opposed to being stabbed and she would even give you a birthday card
VLIQHG E\ KHU DQG WKH FRQVXOWDQW’

PaC Site A

Analysis identifies without the completion of each stage within the cycle, the behaviour
of the TR would not represent a compagssate attitude. As a result, it would not be
persoarFHQWUHG IDLOLQJ WR DOLJQ ZLWK WKH SDWLHQW

Reacting and adapting (merged with consideration)

Similar to persofctentred, this theme emerged from all the participant groups and
addresses the need to appreciate every patient is different. This should then prompt a
reaction appropriate to their individuality.

3, WV UHDFW L Q JbelrakiduQattoQpihghRX hédw they would like you to
PDNH WKHP ITHHO EHWWHU"

TR Site A

31RW OLNH GHOLYHULQJ RQH VHUYLFH RQH VDPH VHUY

STR Year 3

Second stage analysis demonstratésitheme shares the same underpinning principles
as perso-centred. This reflects the attitude required for a genuine compassionate
response to be fostered. Reacting and adapting however was shown to be behavioural,
illustrating the manner TRs should conduct themselves when desiring to deliver a

compassionateesponse.
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This understanding was established from the TRs and STRs discussions where they

used descriptive examples of behaviours to illustrate compassionate display.

37KDW ROG ODG\ HDUOLHU VKH VWRRG ZDLWLE@J LQ W
just, she were miles away and she came half way to the desk, so | took her name and

then instead of saying to her, | actually just got up and walked round and spoke to her.

She was seeing the Dr first, and | said if you want to just take a seat oveb#oause

you are seeing the Dr first this morning. | say, and then if you just come back to the

desk and we will make sure you are booked in your treatment. But just doing sort of
OLWWOH WKLQJV OLNH WKDW LI WKHUHYTW DREZIBDEWR GE X\
DOzZD\V SK\VLFDOO\ VWDQG XS LI , DP RQ UHFHSWLRQ

TR Site C1

3, WKLQN LW JRHV EDFN WR LI \RXJUH LQ D URXWLQH I
questions, its then like adapting it to the patient like said before. Anyone could just

OLNH DVN OLNH TXHVWLRQV LQ D VHW RUGHU EXW LW
SDWLHQWY JLYHQ \RX EDFN"’

STR Year 1

In their examples, adaptation centres upon two areas: a TRs level of engagement with a
patient ad the level of information they provided to a patient.

3, WV SUREDEO\ GHSHQGHQW RQ WKH LQGLYLGXDO DV
care to somebody who really wants to talk to you about something specific but then

other people might notwanttd/ DON VR PXFK DQG ZDQW WR NLQG R

so therefore you might be compassionate if you just adhere into that as well to make
VHQVH’

STR Year 3

37KH SDWLHQWV WKH\fUH D OLWWOH ELW PRUH VHQVL)
that woutl want to know the facts whereas you know, you kind of can filter your
LQIRUPDWLRQ DQG WDLORU PDNH LW WR WKDW SDWLH

TR Site C2

Their discussion demonstrated how they use their knowledge of the individual patient to
adapt their communication style.
3Sq choosing the right words once again is crucial in actually getting an

understanding and getting him to talk, to break that wall by himself rather than you
JRLQJ WKHUH ZLWK D EDWWHULQJ UDP DQ XQZDQWHG

TR Site B1
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Reacting and adapting is the observable activity undertaken by the TRs based upon their

disposition to bg@ersoncentred.

Consideration (previously called considerate)

M &R QV L enetg&l\ivdrfdiscussions within all three participant groups. The TRs
shDUHG VRPH GLIILFXOW VLWXDWLRQVY WKH\ KDG IDFH(
patients had disclosed intimate details about their sexual function or were struggling to
hold their bladder during treatment.

3, WV UHDOO\ LPSRUW Bw,\lkewatghéd/alobgQhit |, waRiKey@u K

NQRZ QR LW LV D TXDOLW\ RI OLIH LVVXH <RX NQRZ
TR Site B2

3<RX KDYH JRW WR EH FRPSDVVLRQDWH DQG \RX GR E
7TKHUHTV S D W wit@gtovwas thémakeNes)bécause they are trying to hold and
WKH\ FDQTW’

TR Site C1

7KH 75 IHOW LQ WKHVH VLWXDWLRQVY FRQVLGHUDWLR
was currently facing. Their insights demonstrated if TRs are thoughtless and

incorsiderate to the needs of patients and fail to consider the impact of the situation,

they are actually being nasompassionate.

87KH\fYH VRUW RI PDGH WKLY IHHO D ELW OLNH D QXL

TR Site C2

The data shows when being considerate, a modificatibel@aviour occurs based on

ZKDW WKH 75 KDV LGHQWLILHG WR EH WKH SDWLHQW T\
consideration is a behaviour exhibited by TRs as part of a compassionate response. It is
driven by the desire to jEersoncentredas the TReonsiders the patients predicament

and modifies their response, portraying they are sympathetic and sensitive to their

situation.
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By considering the patient, the TR can influence their own behavioural response to
denote a compassionate display. The amaijlustrates how this theme shares the same
principles ageacting and adapting

The two categories were subsequently merged and titled consideration, reflecting a

thought process with has been actioned through behaviour.

Rapport

Rapport emerged fro the discussions within PaCs focus groups. It was perceived by

the participants as a form of engagement, a means to build a connection between the TR
and themselves.

3, WKLQN WKDWTV UHDOO\ LPSRUWDQW KDYLQJ WKH VL
sR \RX FDQ VRUW RI EXLOG XS D OLWWOH ELW RI UDSSI
PaC Site A

3$QG , WKLQN KRZHYHU ORQJ \RXU DSSRLQWPHQW LV
ZKDWHYHU LW LV IRU D PHGLFDO SURIHVVLRQDO \RXT
KDYHRXWSUHWW\ TXLFNO\ 6R WKDWfV D WHFKQLTXH"

PaC Site C

Although rapport did not emerge as a main theme within the data, it was popular during
the coproduction workshops. It was selected at all threproaluction sites in four of

seven groups, makingtite fourth highest category, equakiapreciation of needs and
sensitivity (Appendix 24).

Secondary analysis identified that the characteristics of rapport are illustrated within

other behavioural categoriesQ S D U W L F X @Ibrdsidg peBaIR/IRRW K K i
MSHUFHSWLRQYT MIJHQXLQHY pUHFRJQLVHIlRitaBlis FXPVW
behaviours essential to both develop and demonstrate a connection with the patient.
&RQQHFWLRQ HQDEOHYV 75V WR UNQRZY DERXW WKH SD

knowledge to shape their practice.
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Embodied connection summary

7KH EHKDY LR XU D @& FFERDOAVH G L IF ot paEdapLttikentes that

symbolise those behaviours which enable a TR to display attitudes which promote

cultural and professional value$he six behavioursf which embodied connection is
composed were perceived by the participants to reflect a tacit knowingintiieual
SDWLHQW DQ LQWXLWLYH pWRIJHWKHUQHVVY HQDEOLC
those behaviours enable the patient to recognise and interpret the response as a

compassionate display.

Characteristic expression

Figure 5.17 presentsdtour themes of this classification.

Spending/
giving
time N
Being
th
E ere
Patience

Empathy

A

Sympathise

Figure 5.17: Behaviour&haracteristic expression
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Attentive

HEWWHQWLYHY HPHUJHG IURP WKH GLVFXVVLRQV RI Wk
experiences, the PaCs expressed that when they perceiwmgadssion had not been

delivered, the professional had been distracted and did not give them their full attention.

8, ZDV WDONLQJ WR VRPHERG\ HDUOLHU WRGD\ DQG Wt
to explain how | was, and as | was explaining they were looking over there and

something was happening over the®e,l, they drifted in and out of the conversation.
So,\RX FDQ WHOO VWUDLJKW DzD\’

PaC Site B

7KH SDUWLFLSDQWVY LQVLJKWYV GHPRQattemibbWHG WKD\
signifies that other people or things are more important. Although the PaCs appreciate
everyone has needs, during their inteawtiwith TRs they want to be the focus of the

attention.

8, \RXJUH WDONLQJ RU GHDOLQJ ZLWK RQH SHUVRQ \I
DPRXQW RI IRFXV’

PaC Site B

Distraction may also mean the TR is lacking in due care and attention, and as a result,
may not be diligent in their duties.

37KH QXUVH ZKR zZDV JLYLQJ PH WKH FKHPRWKHUDS\ V
had children at home. And she carried on iggvme theehemotherapy butlking to the
SHUVRQ DERXW KHU FKLOGUHQ DQG , VDLG DFWXDOO\
burning. And she looked round and said sorry, Oh its fine and the carried on talking.
$FWXDOO\ LW ZDYV Qdugh arid\wheir Bl td sfop &l flwsiKahd she left the

room crying, embarrassed because she had not given the time to the person she was
dealing with, which was me, that was raympassion.

PaC Site B

The participants insights demonstrated a lack of atteméiss, which represents a lack

of intent to be compassionate as the TR is not committed to them.
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Empathy

This category emerged from the discussions by the STRs and PaCs. Discussions
regarding empathy were prominent during the focus groups with partisipelieving
empathy is a core component of compassion. The STRs felt strongly that compassion
could not occur if empathy was not present. In some instances, students thought them to

be so inteldependent; they were believed to be the same thing.

37 K Hr&d®dmpassionate in the sort of sentence | was using | could easily switch it out
IRU HPSDWKLVH RU HPSDWK\”’

STR Year 1

%RWK SDUWLFLSDQW JURXSVY IHOW WKH DELOLW\ RI D
SDWLHQWYT SURYLGHV WKH tRreugliRtheiey€s LiwWasWiiRonaHtib W K H

them that they could have a level of insight into PaCs lives.

8% XW LW zZzDV YHU\ PXFK VRUW RI OLNH WU\LQJ WR SXW
WKDQ MXVW’

PaC Site A

3y ou think about what they are goifgdugh and put yourself in their position and
then how would you feel and how would you want to be tréated

STR Year 3

Placing themselves in that position enhances the TRs ability to appreciate and
comprehend what the patient is facing, all of which was perceived to facilitate

understanding.
S8QGHUVWDQGLQJ VRPHRQH \RX NQRZQ ZKDW WKH VLYV
STR Year 2

8<HV KH GLGQfW XQGHUVWDQG ZK\, EHFDXVH , ZDV E
ERWKHU DQG UHIHUUHG PH WR WKH RQFRORJLVW WR J

PaC Site A

178



The importance placed upon the concept of understanding has been common in the
analysis of the focus group transcriptions. The participants in both groups articulated
that empathy as an aspect of compassionate practice was in the understanding of that
SHUVRQYV FLUFXPVWDQFHY +RZHYHU WKH DQ@O\VLV
promote compassion, the TR needs to utilisethtderstandingf the patient to shape

their practice.
3$QG \RX DUH IHHOLQJ VRPH XQGHUVWDQGLQJ DQG \RX
PaC Site C

8 SXW WKHPVHOYHV LQ WKH tHduyhKiRhhMvafRnue Mk Tke/ PR P H
KRZ FRXOG ZH SRVVLEO\ ZRUN LW VR’

STR Year 3

Empathy aligns with those concepts identified within the theme peesaned, which
incorporate values associated with personal individualised care. Upholding those

values, he TR shows congruency with an attitude which desires to engage in
compassionate display, distinguishing their behaviour from obligation to genuine intent.
Participants appreciated that no amount of empathy will allow TRs to fully comprehend
every issue osituation the patient faces, this being unrealistic.

S3<HV , WKLQN LWV MXVW DERXW VKRZLQJ WKHW \RXTUFE
QRW JRLQJ WR XQGHUVWDQG ’

PaC Site C

3<RX FDQ SXW \RXUVHOI , WKH SDWLHQWY VKRZV WR D

STR Year 1

It is the ambition to try to achieve understanding, i.e. having an intent, which displays

the TR is engaging in compassionate behaviour.
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Sympathise (merged with empathy)

Sympathise emerged as a theme across the discussion of all three participant groups.

The participants likened sympathise to empathy. They believed it formed part of
XQGHUVWDQGLQJ DQG EHLQJ FRQVLGHUDWH WR D SDW
S5bHODWH WRXWKHPIRW H[SHULHQFHV RI \RXU RZQ \RX
VD\ WKDW LWV QRW MXVW WKHP JRLQJ WKURXJK WKL\

VWUXJJOH ZLWK HYHQ LI LWV QRW D FDQFHU GLDJQR
diagnosisWKDW \RX FDQ UHODWH WR LQ RWKHU ZD\V’

TR Site C2

Relating to a patient allows a TR to understand the patient, their recollections helping to
LQWHUSUHW KRZ WKH\ IHOW RU ZRXOG IHHO LQ WKH VI
insights demonstrated, by obtaining understanding places TRs in a pasitientify

what help or support the patient needs. Subsequently demonstrating they are
sympathising by having the desire to help as they appreciate their circumstances.

3<RX WKLQN DERXW ZKDW WKH\ DUH JRLQJ WKURXJK D(
WKHQ KRZ ZRXOG \RX IHHO DQG KRZ ZRXOG \RX ZDQW \
STR Year 3

7KH 675V VSRNH RIWHQ DERXW SXWWLQJ WKHPVHOYHYV
TRs it was about the ability t X Q GHUVWDQG DQG UHFRJQLMWB WKH SI
was perceived to be part of being able to read the patient, be aware of their current

issues, wanting to make things better or at least no worse. Analysis shows the intended
outcome for each of these is to demonstrate to the patient how they hold insirggit of
situation and the desire to aid as part of a sympathising response.

Due to the parallels between empathy and sympathise, the decision was taken to merge

the two categories, collectively named empathy.
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Sensitivity

The themesensitivity emerged from the focus groups of all three participant groups.
Analysis across the groups identifieow sensitivity as part of compassionate practice

can be twofold; an awareness of others and the way you treat another. An awareness of
anotheraligns with the principles aggmpathy outlined aboyé¢he ability or inclination

to understandhe patient and their current predicament. To reduce repetition, this facet
of sensitivity is not detailed, considering only the way you treat another wihiikin t

theme.

During their treatment the PaCs had desired for the professionals to be sensitive to them
LQ GLIIHUHQW ZD\V 3DUDOOHOV HDEFHEMIBISDZQ ZLWK
demonstrate TRs need to display sensitivity to patients in three fofuthfacets of

respect. Being sensitive to them as a huimaing (1), as someone with thoughts and

feelings, who experiences pain and emotions.

3<RX WKLQN DERXW ZKDW WKH\ DUH JRLQJ WKURXJK D
then how would you feelanrdRZ ZRXOG \RX ZDQW WR EH WUHDWHG
STR Year 3

They desire the professionals to be sensitive to the fact they know their own mind, body
and health and should be considerate of this, not dismissive (3).

37KLV SHUVRQ GRLQJ P\ ELR SVt\wERDEFIDneédhH WASKNHAgoRyH SW G
ZLWK WKH EORRG\ QHHGOH JRLQJ LQ DQG RXW~

PaC Site A

Sensitive also of the fact they need their help and are in a vulnerable position (4). So
rather than ridicule or use them as a personal form of amusement, be sensitive to their
situation respect them and care for them.

3$QG ZH FDQTW EH RHWN DDERWWHVKUHHJIWD DKRTV MXVW

said just now, to then leave a room and then to be joking about even if it was another
SHUVRQ LV VR LQVHQVLWLYH’

PaC Site B
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All participant groups agreed, sensitivity (or insensitivity) towards a patiesthought

to be displayed through the behaviours and actions of TR and health professionals.

3, {YH KDG SDWLHQWYVY WKDW GLVFXVV ZLWK PH VHQVLW
hand on the shoulder, on the back makes them much more comfortaldanyost

VHQVH LW VRPHWLPHYVY LQ WKH ZD\ WKH\ DSSURDFK WK
DVNLQJ WKH TXHVWLRQ \RX NQRZ LWYV VD\LQJ WKH UI

to approach it. Would you like to be moved to somewhere more privage tladéim here
DQG WKHQ WDNH LW DZD\ LWV MXVW ILQGLQJ WKDW

TR Site B1

3, fYH KDG D SDWLHQW RQ WKH EHG EHIRUH RQ /$ RE
the bottom of the maze and you might have &bitNH « FRPLQJ LQ DQG DVN
patients getting of the bed or whatever, she might crack a joke, you can hear them
ODXJKLQJ RXWVLGH EXW ,1P LQ WKH URRP VHWWLQJ D
ODXJKLQJ /LNH WKDW TV £nat\dbouMtkerh, BUDtWel, eb@ SHll Ne@ R ZV L
WKDW DQG WKDWYV QRW YHU\ QLFH IRU WKH LV LW" 7|
SUREDEO\ GRHVQfW ERWKHU WKHP EXW LW ERWKHUYV F
even the patient, so | would thengo@Q G DVN WKHP WR EH TXLHW EHF
VKRZLQJ FDUH DQG FRPSDVVLRQ’

TR Site B1

The analysis demonstrates however, that sensitive behaviour cannot occur without
understanding. As @R cannot display and respond to patients in an appropriate and
sensitve manner if they are not sensitive to and understanding of their situation.
Although based upon the same principle of understanding another, the theme differs
from empathy as it considers specific behavioural display which represents the TR is
sensitiveto the different aspects of a patient.

Being there (previously called spending/giving time)

Being there is a muHkilimensional theme; it emerged from the discussions across all
three participant groups. Following the-gmduction workshops, two themesW DN L Q J
WLPHYT DQG pVSHQGLQJ JLYLQJ WLPHY ZHUH PHUJHG

The discussions across all the focus groups highlighted the allocation of time to an

individual patient was a compassionate response. Analysis shows a compassionate

display is not simply illustratedytthe apportionment of time. In the discussions from
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ZKLFK WKLY WKHPH HPHUJHG EHLQJ 3SWKHUH" ZDV D Nt
the participants.

3(YHQ LI VKH zZDV LQ DQ\ SDLQ EHFDXVH VKH NQHZ WK
would listenWR KHU’

STR Year 2

3$QG , WKLQN WKH PDLQ WKLQJ LV EHLQJ MXVW EHLQJ
DQG EHLQJ D JRRG OLVWHQHU"

PaC Site B

Spending time with the patients provides the opportunity for the TRséactively
listening, but particignts believed it also indicates to the patients that active listening is

occurring.
37TDNLQJ WLPH RXW WR OLVWHQ WR WKHP’

STR Year 1

All participants believeactive listeningaffords TRs with the opportunity to identify

needs, consequently enabling the TRs to meet those needs.

3% HFDXVH \RXTYH KDG WKDW WLPH WR VLW GRZQ ZLWHK
address their issues, find out exactly what makes them laughR#tIMQ fW PDNH WKt
ODXJK DQG WKH DSSURDFK”

TR Site B1
S, WV MXVW WR EH WKHUH IRU WKH SDWLHQW DQG VHH

STR Year 1

,Q DGGLWLRQ WR PEHLQJ WKHUHYT SURYLGLQJ WKH RSS
also signified a closeness betwéleem and the TR. As a result, the PaCs felt secure in
the knowledge the TR could be relied upon if they were needed. But when this

closeness was not present the PaCs felt alone and abandoned.
8, NQRZ VKHYV WKHUH"

PaC Site B
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5% XW DW WKH WLFReh RO ZHVAIWHCGHUH IRU PH”

PaC Site A

Being there was shown by the analysis to promote the formation of a relationship.
Affording both parties with the opportunity to get to know one another and potentially

connect.

36KH JRW WR NQRZ PRX/Q ®H BI) Gl IVHDENVKLQJ’

STR Year 1

8, ZDV UHDOO\ DEOH WR EXLOG XS D UHODWLRQVKLS E'

STR Year 2

Hurrying patients was seen by TRs and STRs to damage relationships. Feeling rushed
portrayed to patients that they were not important, merely another patient treated as part

of their workload.

3:H ZHUH WU\LQJ WR JHW WKH Wi ydukddw, ke,Nying ELW Q
make up some time. And the lady got on the bed and she said why are you trying to rush
PH ZKHQ \RX ZHUH WKH RQHV EHKLQG"

TR Site B2

5, MXVW ZDQW D FKDW , MXVW ZDQW WR FKDW WR VRP
her HQRXJK WLPH \RX NQRZ IRU KHU WR H[SODLQ ZKDW

STR Year 2

H%HLQJ WKHUHY VLIJQLILHG VHFXULW\ WR WKH SDUWLF

personal approach and commitment to the individual.
36 KH MXVW VWD\HKGDMQVH RN UZL W R XRH F

PaC Site A
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The STR insights indicated continuity of care is key to forming a relationship /

friendship with the patient.

S7TKDWTV ZKHUH , WKLQN WKH WLPH ZKHQ \RXTUH JHWW
VR YDOXDEOH"

STR Year 1

S6RPHRQHYV JRLQJ WR KDYH WR EULQJ WKH SDWLHQW
HDV\ WLPH WKDW \RX FDQ VKRZ VRPH FRPSDVVLRQ DQC

you know, remember those things. | think just bringing the patient round is sagnethin
WKDWYV JRW WR EH GRQH DQG LWV VXFK DQ HDV\ WLI

STR Year 2

The decision was made to change the theme name, as spending/giving time merely
denotes the allocation of time to the patients during their practice. WheiedsL QJ W KH U
depicts the behavioural aspect of the category which permits the TR to connect and

demonstrate their commitment to the patient.

Patience (merged with being there)

This theme emerged from the TRs and PaCs focus groups transcriptionsftea@sit

that instead of being shown patience, they were rushed. Negative language was used to
describe how the health professionals would cut short their interactions. Some of the
PaCs experiences illustrated even a sense of hostility from professional

3, WV YHU\ DEUXSW DQG WKH\ ZDQW WR JHW \RX RXW F
PaC Site B

36R DQG WKDW ZDVQIW D QLFH HQGLQJ DQG ,fG KDG \
WKDW :RQGHUIXO FDUH DQG WKHQ RQ WKH ODVW GD\

PaC &e C
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The PaCs insights of their experiences demonstrated these behaviours represented
KHDOWK SURIHVVLRQDOVY GLVLQWHUHVW 7KH\ IHOW C
professionals made assumptions about them and the care they neededsd fedythe
TXDOLW\ RI WKHLU LQWHUDFWLRQ ZDV UHGXFHG KLQG

effectively manage the patient and respond to their needs.
<RXTUH UXVKLQJ WKURXJK VRPHWKLQJ DQG \RX MXVW

PaC Site B

From a préessional perspective the concept of requiring patience with patients who

may be demonstrating challenging behaviours emerged from the TR discussions. They
expressed the need to uphold their professional and cultural values when patients are
rude, aggresee and purposefully nenompliant towards their care. They aimed to deal

with these patients by persevering and having patience.

3%\ QRW UHDFWLQJ DJDLQ WKDWTTV VKRZLQJ FRPSDVV
vD\ ZHOO ,fP QRW GR@MWMWWHRD WRDBRRW KLP SDUWLFX

E\\RX VRUW RI DFFHSWLQJ E\ WXUQLQJ WKH RWKHU F
FRPSDVVLRQDWH , WKLQN"

TR Site B2

7KH DQDO\VLV LOOXVW UM B G hy BRI RIehtintheidfQIL ILHG p
DWWHQWLRQ WR WKH SDWLHQW 3DWLHQFH ZDV VXEVI

Characteristic Expression Summary

7KH EHKDY LR XU D 6 KDOIDVWWAL HIUADAWLLREQH i S EhidovhigdsR QT ZDV
MEHLQJ WKHUHY pHPSDWK\Y puDWWHQWLYHY DQG puVHQ
enables TRs to express the capacity to understand the patient in their care. Their
presence symbolises that a natural and unconscious, caring approany edogited.

Together they demonstrate how compassion is traditionally expressed through an
awareness of what a patient is going throlgfually these behaviours enable the

patient to recognise and interpret the response as a compassionate display.
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Indicative Communication

This classification was composed of five themes (Figure 5.18)

Communication

Figure 5.18: Indicative communication

Tone

This theme emerged from the discussions across all participants groups. Tone was felt

to form part of a compassionate dispéayit can influence the meaning or genuineness

of what is being communicated. Subsequently it influences whether the patient deems

TRs words to be compassionate.

3,1 \RX DUH YHU\ HIKDXVWHG WKH WRQH LQ ZKLFK \RX \
interpreted & either negative or defensive or aggressive, depending on how the other

SHUVRQ LV IHHOLQJ RQ WKDW GD\ VR LWYV DOO WKHYV
FHUWDLQ LOWHUSUHWDWLRQV’

TR Site B1
8<HV <HV DQG LWYV QRW DOXRXVVDKDW \RXVWD\R KW IYWRI

TR Site C1
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Although the words consciously or subconsciously chosen to relay information or
communicate will dictate meaning, the TRs and STRs felt the vocal tone will influence

the intent of the behaviour.

3, WKLQN WRR RIWHQ , VHH VW Dodf aindst oinSiotd) wikbPIHQ W V|
consider to be like baby mode and just sort of treat them like, oh are you alright, you

NQRZ 1RW HYHU\ERG\ QHHGV WKDW OHYHO RI DQG WK
\RXfUH QRW UHDGLQJ WKHP DV D SHUVRQ"’

STR Year 2
36RR SHRSOH DUH MXVW UHDOO\ VKRUW ZLWK WKHP~

TR Site C2

Discrepancy between tone and the intent of the spoken word has the capacity to create a
conflict. The words used and the information communicated may be considered as a
standard display of compassiomit if the tone denotes there is no intent to be
compassionate then it will not be considered as such. Independently, tone does not
display compassiorinsteadjt is a component afommunication. Tone and

communication therefore must be congruent in otdeharacterise compassionate

display.

Welcoming

Welcoming was not a key theme, emerging only from the discussions of the STR.
During the ceproduction workshops, it was however selected by two of the three sites
and in three of the groups (Appen@#). The theme reflected how TRs can engage
with a patient to help make them feel comfortable and relaxed. The participants felt
there is a need to make patients feel welcome, understanding often the clinical

environment is alien to them.

S, UHWXUQWGZDIK)H U LQ WKH GHSDUWPHQW DQG , VDLG
STR Year 2

37KH\ PLJKW MXVW OLNH D OLWWOH KHOOR"~

STR Year 2
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Their insights portray welcoming as a communicative behavioural display, signifying to

patients the intent to improve the circumstaribey are currently facing.

$OWKRXIK QRW D NH\ FDWHJRU\ puZHOFRPLQJYT LV VWU
categories. For example, the STRs discussions demonstrated they werecpetsah

through their ability to read patients cues. Within tegamples they expressed how
RIWHQ WKH\ KDG LGHQWLILHG SDWLHQWVYT PHQWDO VW
of this had then influenced their behaviour to identify and subsequently meet the needs

of the patient. By adapting their behaviour to c#tm patient and make them feel

welcome by being friendly and welcoming, they were trying to reduce their anxiety

(identification of needs, meeting of needs).

Body language

This category emerged from the discussions of all three participant groupgbeie
encompasses the different forms of nambal communication. The perceived
components of body language were discussed frequently throughout all the focus
groups. This section will be structured to briefly detail what the participants felt
constitutecompassionate body language and how the participants felt each signified
compassion. Unless stated the discussion will have been across all three participant

groups.

Analysis demonstrated the participant groups believed facial expressions andsgesture
demeanour and eye contact were the three main types of body language.

Regarding facial expressions and gestures, the participants believed facial expressions
denoted the attitudes, thoughts or feelings of a TR to another individual by displaying

them vsually.
87KH UDGLRJUDSKHU VRUW RI VWRRG RYHU KHU DQG S|

STR Year 1
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A need to achieve congruence between the spoken word and facial expressions appeared
to be essential for a TR to demonstrate their attitude is congruent with a compassionate

intent.

3, GLGQYW NQRZ ZKDW WR VD\ EDFN \t&®ewsabdjusv R DO O
nod. | tried not to make the facial reaction to what he was saying to me even though in
P\ KHDG , ZDV WKLQNLQJ ZHOO RNDV\’

TR Site B1

Any conflict between verbal and naerbal potentially creates doubt regarding the
sincerity of the behaour.

8<RXU IDFLDO H[SUHVVLRQ DOVR QHHGV WR VRUW RI JI
RXW EHFDXVH WKHQ FDQYW ORRN VKRFNHG DQG WKHQ
ZLWK WKDW H[SUHVVLRQ~

TR Sit B1

Whilst neutral or appropriate facialgressions was perceived to demonstrate the TR

was being professional, showing respect and not passing judgement on the patient.
3&DQ \RX NHHS \RXU IDFLDO H[SUHVVLRQ WR D SURIHV'

TR Site B1

Positive facial expressions and gestures weradelisplay compassion, by their
portrayal of traits of someone who is kind and caring, approachable and friendly.
3, WKLQN VPLOLQJ LV GHILQLWHO\ D ELJ WKLQJ OLNH ,

morning, they were like seeing your smiling face dk P\ GD\ DQG VWXII WKD
OLNH DK”’

STR Year 1

8<HV LW LV WLPH DQG \RX FDQ VHH LQ WKH IDFH DV I
WKH\TUH DFWXDOO\ FDULQJ DERXW \RX"

PaC Site B
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Whilst gestures were thought to indicate acknowledgement of the paegembnstrating

to them they are present, hear what the patient is saying, appreciates their issues and is
supportive of their needs.

S5 HVSRQGLQJ MXVW D QRG RI WKH KHDG WR VD\ WKDW
VD\LQJ’

TR Site C2

Despite demeanouraditionally characterising facial expressions, the participants used

the term to describe how the TR presented themselves to the patient.

S6R REYLRXVO\ \RX WKHQ KDYH WR \RX GRQYW UHDOL
FKDQJHV WRZDUGV WKHP”

TR Site B1

The participants described the ability of a TR to display an open body language, to them
this typified compassionate display; whilst closed body language created a barrier to
compassionate display.

Like you said about body language, been open, just, [dINNQRZ KRZ WR H[SOCL
body language, not being closed off and just being willing to listen.

TR Site C2

37KH SDWLHQW ORRNV FRQFHUQHG DERXW VRPHWKLQJ

STR Year 3

7KH SDUWLFLSDQWVY LQVLIKWYV G ddnRr@ailerrV¢ HG KR Z |
thoughts and feelings.
37TR EH KRQHVW KH VRUW RI WROG PH P\ LQIRUPDWLRC

made uncomfortable by my reaction, because he was trying to get out of the room as
IDVW DV KH FRXOG”’

PaC Site B

To look at,give and maintain eye contact with the patient ducmgmunicatiorwas
felt to be a compassionate form of body language. Eye contact represented to the
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participants the TR was engaged and interested in what was being conversed, whereas a

lack of eye cordct portrayed disinterest.
3/RRN OLNH \RX DUH DFWXDOO\ LQWHUHVWHG LQ ZKDW
STR Year 3

37KH\ DVN \RX D TXHVWLRQ ZKLFK LV DOPRVW URXWLQ]
QRW ORRNLQJ DW \RX DQG \RX WKLQN ZHOO FULNH\"

PaC Site B

The data dmonstrates that body language is not a singular action, the three aspects of
body language often occur simultaneously, as a consequence they cannot be considered

independently of one another.

Analysis indicates body language forms part of a compassidigilay by providing
affirmation of professional and cultural values, therefore evidencing congruence to a

compassionate attitude.

Active listening

This theme emerged from discussions across all three participant groups. All
participants felt stronglyegarding its importance in compassionate display.
S6RPHWLPHV MXVW OLVWHQLQJ WR VRPHERG\ ZKLOH W

WKH\ KDYH JRW RIl WKHLU FKHVW 7KDW PDNHV D ELJ (
what, part of whatF RPSDVVLRQ LV~

TR Site C1

The term active listening was adopted rather than listening because analysis showed
what the participants were describing signified something much deeper than just the
human mechanics of hearing.

8 ZKHUH \RX DUH EHLQJ WDXJKWtt RdieltsRellihg yow HQ D QG

things and what difference it makes if you are compassionate to their experience as a
SDWLHQW”’

TR Site A
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All participant groups believed active listening could be demonstrated by the TR being
there and taking time to listen; thast reflecting confirmation of their commitment to

the patient, to be there on a conscious and physical level. The allocation of time to a
patient enables the TR to truly hear and process the information, aiding comprehension
and fostering the abilty o WKH 75 WR PHHW WKH SDWLHQWTV QHHC(
3$QG \RX NQRZ WKDW WLHV LQ ZLWK WKH OLVWHQLQJ
IRU SHRSOH’

TR Site B2

It was perceived by the PaCs to not only enable the meeting of needs, but in its
undertaking could be aay needs were met. Participants reported a therapeutic benefit

from being listened to.

3$QG VRPHWLPHY KDYLQJ WKH WLPH WR OLVWHQ LV PR
SRWLRQV LQ WKH ZRUOG"

PaC Site B

3, W MXVW PDNHV D SHUVRQ IHADU®G VNEHH R R X WHQ FRZX TNURHP |
OLVWHQLQJ WR WKHP -XVW OLVWHQLQJ WR VRPHERG\
PaC Site C

By actively listening, the TR can pick up on the verbal andvesbal clues which may

signify a conflict between what is being spoken and Hapiatient really feels. This

again displays a deeper understanding of the individual patient and contributes to a
personcentred approach.

3$ ORW Rl SHRSOH GR VD\ WKLQJVY DV D MRNH EHFDXVH

you have to also listen, Bkyou did, to check that is it a joke or is it something that
WKH\fUH WU\LQJ FRPPXQLFDWH ZLWK \RX’

TR Site B2

Inadequate or ineffective listening was thought by all participants to be a barrier to
compassionate practice; believed to hinder the TR in régsiagrand subsequently

working towards a resolution to help the patient.

S,W GHVWUR\V DQ\ FRPPXQLFDWLRQ WKDW WKHUH ZDV
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PaC Site B1

<RX NQRZ \RX IHHO OLNH \RX ZDQW \RXU RZQ YRLFH WI
WKLQN LW ZRXOG KHOS LI SHRSOH MXVW DFWXDOO\ OL

PaC Site A

The PaCs insights indicated they could tell if a TR was truly listening to them or simply
involved in a superficial process. The latter portrayed to the PaCs the ®Rwsglimg

to listen and do not have intent to be compassionate.

3,700 DFWXDOO\ OLVWHQ WR ZKDW \RXYfYH MXVW VDLG
ZLWK SHRSOH’

PaC Site B

35, MXVW WKLQN IRU RQH VOLFH RI RQH VHFRQG OLVWF

PaC Site B

Body languagevas thought to be a strong indicator of whether active listening was
being practiced. Those behaviours outlined in the previous theme demonstrated

attentiveness to the words spoken by the patient.
37KHUHTV WKLQJV \RX FDQUBE ROWRWHRDQWKDW \RX

STR Year 3

7KH GDWD VXJIJHVWV pPpEHLQJ WKHUHY L@rBaRPELQDWLRC

components of communication are what signify active listening is present.

S/LNH \RX VD\ OLVWHQLQJ LV UHduéstivh ang HieywatibQ W 7 K
\RX WR DQVZHU LI \RX SDXVH WKH\fUH QRW KXUU\LQJ

PaC Site B

Although important for the attainment of information aiding effective clinical
management, active listening also achieves personalisation and demonstrates

commitment to the patient and their need.
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Communication

Communication emerged from the focus group discussions of all three participant
groups. It is a collective term encapsulating the components of verbal interactions.
Communication was a key theme thghout the discussions of all focus groups.
Multiple examples of both compassionate and-compassionate communication were
highlighted and discussed. The North Trent attendees placed its importance within

compassionate display high, with communicatiosigieated as one of four categories.

From the analysis it was clear how all participants groups felt communige®n

something much deeper thaimply the imparting of information to another. Although

felt to be a basic and fundamental component of cosirasanalysis showed within
compassionate display it is complex.

83<HV FRPSDVVLRQ NLQG RI XQGHUVWDQGLQJ WKH OLPL

much have they been exposed to, and how much have you been exposed to and making
sure that you are commuRIDWLQJ HIITHFWLYHO\’

STR Year 3

The data shows communication with the patient provides the opportunity for TRs to
obtain information, possibly about their health or side effects. Information gathering of
this sort would form part of professional communimatand enables professional
practices for examplgignposting and implementation of support mechanism to be
established.

86 KH ZLOO DGGUHVV WKDW DW UHYLHZ ZKHUH WKH\TYH

TR Site B1

Alternatively, it may be general informatdéeHLQJ REWDLQHG UHJDUGLQJ
personal life. This kind of information gathering would form part of personal

communication.
3'R WKH\ MXVW QHHG VRPHERG\ WR WDRIOMODB\RK& VRPH

STR Year 3
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Analysis demonstrated how the undertaking of professional and personal
FRPPXQLFDWLRQ HQDEOHV 75V WR JDLQ DQ XQGHUVWCELC

needs.

H&EKDWWLQJY ZDV D IUHTXHQW WRSLF GLVFXVVHG E\ W]
talking about informal, casual and often rcamcer related topics were a simple yet
HITHFWLYH zD\ IRU WKHP WR GHPRQVWUDWH FRPSDVVL
perceived to contribute to developing a relationship with the patient. Engaging in

personal commmicationthrough this means has several potential outcomes. Firstly, it
allows the TR to begin to know about the patient as an individual not just as someone
requiring treatment and care. This signifies to the patient how their TR understands

they are ot purely defined by their diagnosis; they are an individual (persatred).

‘KHQ PFKDWWLQJY LQYROYHV LQTXLU\ E\ WKH 75 LQWR
environment, which then influences their communication this exhilpé&sonal touch

For example, remembering a detail about their plans for the previous evening, then
modifying their behaviour means the TR is going through the process of holistic
personalisation (Figure 5.16).

3% XW WKHUH DUH VRPH SDWLH Q sthaut thie RedthdDtaOthe R Q W
GRQTW ZDQW FKLW FKDW~’

TR Site A

,Q FRQWUDVW IRU WKRVH SDWLHQWY ZKR GLG QRW ZD
communication, by adhering to their wishes they again were being compassionate. This
displayed to the pant they had modified their standard behaviour to communicate in a

way that matched their needs. Again, displaying a personalised approach and respecting

their individuality.

Across the different participant groups, the attendees believed professiopalrsoiil

communication could demonstrate compassion to patients in numerous ways.

The STRs and TRs insights illustrated how effective communication can demonstrate

engagement, reassurance, encouragement, supportiveness and caring.

S5LJKW VLW é@rRrztle wditiWwgkardd Knd say like, you can do it, like you did it
\HVWHUGD\”

STR Year 2

196



37R NLQG RI VD\ ZHOO ,YP JODG \RX NQHZ DERXW LW |
were under and maybe refer them back to the consultant in the future or kind of as

maybe give them a booklet, this | what we offer, if you want to have a think about these
RSWLRQV DQG WKHQ \RX FDQ GLVFXVV LW IXUWKHU ZL)\

STR Year 3
3, ZDV WU\LQJ WR MXVW EH OLNH FRPSDVYaMhiR@QDWH , WI

know the side effects it can really get to you, everyone is different but anyway | will tell
WKH VWDIlI ZKDW \RX DUH JRLQJ WKURXJK DQG PD\EH W

STR Year 1

Equally, the insights provided the PaCs demonstiad@dineffective communication

could portray insensitivity, a lack of care and concern for the patient.
S37TKDWTV D KRUULEOH zZD\ RI WHOOLQJ \RX"~

PaC Site A

37KH\ GLGQTW FRPPXQLFDWH SURSHUO\ WR KLP~

PaC Site A

Through their discussions the participants pgedahow ommunicatiorrepresented
compassionate practice not necessarily by the interaction itself but what can be achieved
by its undertaking, i.e. its outcome. Therefore, communication contributes to meeting

the needs of the patient. The TRs must hheerttent to achieve a useful outcome

IURP WKH LOQWHUDFWLRQ DQG LQ RUGHU WR GR WKLV \
needs are, otherwise it would be an assumed need and not what is important to the
individual. Knowledge and appreciation of needsachieved through engaging in

behaviours of communication which promote connection, therefore enabling a

relationship built orirust and understandirig be established.

Principally, the TR needs to ascertain knowledge of needs and possess the intent t
achieve the desired outcome through their use of communication. Further exploration of
the datehowever shows connection and intent are not purely enough for a
compassionate outcome or display to be achieved. Participants felt language and body

langua@ were also essential in compassionate communication.
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Language was felt by the TRs to influence intent. This point may seem obvious, but the
TRs felt it was important to consciously consider your wording when undertaking both
professional and personal comanication (choose your words carefully). If not

considered, those words employed could alter meaning degmtauae intenbeing

present.

3% XW LWV OLNH DVNLQJ SDWLHQWYV DQG QRW WHOOLC
RQ WKH EHGG IWKDMMDFMWEHWZHHQ FRPSDVVLRQ DQG QF
TR Site C1

8+RZ GR \RX FKRRVH ZKLFK ZRUG ZKHQ WR FKRRVH WK

TR Site B1

As discussed, thieody languagadopted also influences the perception of the patient to

the sincerity of the communication. Body language can also denote whether the TR is
paying attention to the patient when communicating.

3, GLGQTW NQRZ ZKDW WR VD\ EDHMNINMhB eyéKdddjust R DO O

nod, | tried not to make the facial reaction to what he was saying to me even though in
P\ KHDG , ZDV WKLQNLQJ ZHOO RNDV\’

TR Site B1

By stopping and engaging with the patient demonstrates to the patients the TR is there

for them,this denotes a genuine intent to be compassionate.

3<RX NQRZ LI \RX QHHG WR WDON RU DQ\WKLQJ DW DO
MXVW DVN \RX NQRZ ZH ZLOO GR ZKDWHYHU ZH FDQ~

TR Site C1

Demonstrating compassion requires unity between thespeord and the
presentation egelf by the TR. If there is a conflict, and the information is not

communicated in manner which is deengeduinethen the intent behind it is lost.
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In summary, communication is representative of compassionate display through its
ability to form and display connection and intent. It must be supported by an effective

and appropriate model of delivery, equally displaying a compassionate intent.

The malel of delivery requires more than a simple conveyance of information; it must
combine tone, body language and the spoken word. If intent is there but suffers
ineffective delivery, the intent is lost. Similarly, the outcome of the communication can
be congructive, but if the TR holds no intent this is simply communication and not

compassion.

Indicative Communication Summary

7KH EHKDYLRXUD OQREIFDVWALL Y HDMRIFRRX (@ L FeDobhhpR9 1 ZDV |
WRQHY pZHOFFOAL@UAD MHER GIFR@P PQIG- p WWFWAhErH OLV W H
engaged in each behaviour this exhibits a TRs presence, connection and intent to be
compassionate. However, a harmonious relationship in the behaviours is required for

the patient to perceive the TRs behaviours as conqgpets. The behaviours enable
compassion due to the role communication plays in gaining knowledge and

understanding of individuality.

Behaviours Summary

The analysis has established there are three classifications of behaviours essential for
achieving and demonstrating compassion (Figure 5.19). Although interlinked by what
those behaviours represeainbodied connection, characteristic expression and
indicative communication are three distinct categorldswever, it is imperative that

all are present within the TR to facilitate compassionate practice. Behaviours can

explicitly portray those attitudes which embqaipfessional and cultural values.

Embodied connection
Personal touch, perception,
genuine, recognise my
circumstances,
consideration, rapport

BEHAVIOURS

Characteristicexpression
Being there, empathy,
attentive, sensitivity,

reacting & adapting

Indicative

communication

Tone, body language,
active listening,

welcoming

Figure 5.19: Conceptual framewer&ompassionate behaviours
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Understanding individuality and appreciation of needs

7KLY VHFWLRQ ZLOO GHWDLO WKH WZR WKHPHYVY HPHUJ
DQG UDSSUHFLDWLRQ RI QH Hsedas§ atitisdel, Wéhavitlidd Q RW F D
practice, but the analysis identified these as essential components of compassionate
display. The two collectively became understanding individuality and appreciation of

needs.

Understanding

Understanding emerged from all¢le participant groups. PaCs alongside the North
Trent group strongly believed that understanding was a defining component of

compassion and without understanding, compassionate practice could not occur.

TKURXJKRXW WKH IRFXV JURXSY WKH SURQRXQV 3WKHL
used. These are possessive terms denoting ownership, indicating the participants felt the
SDWLHQW pRZQVY WKHLU FXUUHQW VLWXDWIRQ DV Wl
discussions show they recognised how the only way to know what is occurring for the
patient is to find out. The analysis identifies that understanding is not as simplistic as
finding out through inquiry. Understanding requiring engagement with tienpand
appreciation of them as a person, their needs and the significance of what they are

facing.

Understanding the person has been established a key theme throughout the analysis and
underpins the theme persoantred. Whilst understanding displakis tappreciation of
differences, it places emphasis on how this understanding influences the need for a
personalised approach. The STRs and TRs insights portray a contradiction with the

main the principle of persecentred. As initially, there does neediwa blanket
XQGHUVWDQGLQJ RI WKH SDWLHQWTV FXUUHQW VLWXD
(virtually) all have received a diagnosis of cancer and will be dealing with the impact a
diagnosis has brought upon them. TRs need to have a general appréiceatiopact

the diagnosis of cancer can bring.
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3<RX WKLQN DERXW ZKDW WKH\ DUH JRLQJ WKURXJK D
WKHQ KRZ ZRXOG \RX IHHO DQG KRZ ZRXOG \RX ZDQW \

STR Year 3

Patients will also be faced with their own cinestances that may influence their current
situation. General understanding of what a diagnosis means to patients should be used
LQ FRPELQDWLRQ ZLWK XQGHUVWDQGLQJ RI HDFK SDW
3% XW WKDWYTV D ILQH OL Q HhirgVoRdhe/pdrstr' ntigiht BeD X VH W K H
completely the wrong thing for somebody élse

PaC Site C

36 KH PLJKW KDYH RU KH ZKRHYHU WKH VSHFLDOLVW

it was not a joking matter. That it was obviously having an effect on theirlote a
PRUH"

TR Site C2

Knowledge and understanding aids the adaptation of the TRs behaviours and practices

towards the individual patient and their needs.

3, W GHSHQGY RQ \RXUVHOI VRPHWLPHV \RX PLJKW ZDC
might not. You know , MXVW WKLQN LW GHSHQGV’

PaC Site C2

3, WKLQN LI WKH\ FRQWLQXH WR VKRZ WKDW VRUW RI |
DQ\RQH UHDOO\ WR WDON WR PH WKHQ DV SDUWLFLS
WDNH WKHP DV WKH\ 2Ay@nagdd iifimaVdn@Raiqh\Okyidusly

as them their date of birth and address, everything we have to do and then just go along
ZLWK LW DQG \RX VRUW RI WDNH LW RQ WKHLU OHDG G
WKDW \RX GRQODW AMWIRQWXVRVRHWOO MXVW LIJQRUH WK
IURP WKHUH’

TR Site B1

The participants insights illustrate how TRs also need to recognise and understand there
can be a variance within a patient, which requires modification of their behakaibyr
$ SDWLHQWTVY QHHGV PD\ GLIITHU RU WKH\ PD\ UHVSRQ

depending on the situation they are currently facing.
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8,1 \RX GRQTW NQRZ \RXUVHOI KRZ \RXYJfUH JRLQJ WR E}
PXFK DQG WKHQOIRH YRIXIRMPRWLRQV DUH VR KLJK DQC
WLPH 6RPHWLPHV \RX GRQYW HYHQ NQRZ ZKDW{YV KDS

PaC Site C

Similarly, the TR also needs to recognise and understand the impact their behaviour will

have on the patient artbw it will contribute to their current situation.

5% HOLWWOH KLV SUREOHPV |, WKLQN WKDW ZDV WKH S
ZDYLQJ LW RIl EXW WR KLP REYLRXVO\ LWV D ELJ LVV

STR Year 1

5, W PDNH D UHDOO\ E LsbneRreb.ft¥\beRaQseStbeWHavre@iked for help
RU VRPHERG\TV MXVW QRW EHHQ UHVSRQVLYH RU MXV

WKHP RII”
TR Site C1

%\ XQGHUVWDQGLQJ D SDWLHQWYIV LQGLYLGXDOLW\ W

whattheir needs are at that time gives a TR a holistic understanding of the patient

(Figure 5.20).

e

e

Figure 5.20: Components of understanding a patient
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Importantly, analysis identified respect must also be shown if understanding is to depict

a compassionate display. The demonstration of respect shows the patient the TR does

not just understand, but they also value their perspective of their situatitimeand

needs.

3, WKH RXWFRPH ZzDV WKH VDPH QR EHFDXVH WKHQ \!

LI \RX OLNH $ PDOH WR PDOH DQG \RXTG KDYH WKRXJF
ERQGLQJ D OLWWOH ELW RI XQGHUVWDQGLQJ IURP WK

PaC Sie B

3, ] WKH SHUVRQ , DVNHG DERXW UHFRQVWUXFWLYH VX!
saying, oh at her age why does she want perfect boobs | would have walked out. | would
KDYH EHHQ WRWDOO\ HPEDUUDVVHG DQG QRW DVNHG I

PaC Site B

Understandinghe patient becomes the basis for an appropriate response, influenced by
considering the patient and their needs and what will be the impact of this behaviour.

This demonstrates a display of compassion which is personalised to the patient and

holds intento meet their needs (Figure 5.21).

3% XW WKDWYV VKRZLQJ FRPSDVVLRQ WR WKDW SHUVRC(
OLNH \RX WR GR”’

TR Site A

3:HOO \RX PLJKW GHILQH WKDW DV EHLQJ FRPSDVVLRQ
UHDOO\"

TR Site B1

e ™

Understanding
individuality

- J

4 )
Understanding

the
significance

Compassion
J

( )

Understanding
their needs

- v

Figure 5.21: Process of compassionate understanding
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Engagement in the behaviours categorised as: embodied connection, characteristic
expression and indicative communication facilitate this understanding in many ways. As
WKH 75 pUNQRZVY W KnHe&IDhalrlbdMawéews andikbblly [Brigyuage and may

look beyond the superficial responses given by patients and delve into their meaning.

3:H KDG D ODG\ D FRXSOH RI PRQWKY DJR ZKR ZDV KDY
treating with a male and she was allgauncomfortable and male a joke about it. And
DIWHUZDUGYV ,YG DVNHG KHU LI VKHYG SUHIHU MXVW IF

TR Site B2

8+H ZzDV UHDOO\ VKRZLQJ WKDW KH QHHGHG VRPHRQH

STR Year 1

Through a TR having empathy with the patient they cdraece their own
understanding of the patient by considering how they felt and the effect it had on them.

S5HODWH WR WKHP I \RXYfYH JRW DQ H[SHULHQFH RI \|
6D\ WKDW LWV QRW MXVW WKH P thiRgs@ih&V KeJtRaKthey W KL\
VWUXJJOH ZLWK HYHQ LI LWTV QRW D FDQFHU GLDJQR
GLDJQRVLVY WKDW \RX FDQ UHODWH W LQ RWKHU zZD\V’

TR Site C2

Perceptiormakes them consider and understand both their behaviour and how their
behaviour will be interpreted by a patient.

5<RX FDQ EH FRPSDVVLRQDWH EXW DW WKH VDPH WLPFE
LOQOWHUSUHWDWLRQ LV FRPSOHWHO\ GLITHUHQW WR ZKI

TR Site B1

8, WKLQN \RX FRXOG DOZD\V VKRZ FRPSDVVLRQ EXW WI
QRW SHUFHLYH WKDW DV EHLQJ FRPSDVVLRQDWH HLWI
JRLQJ WR JHW WKHVH VLWXDWLRQV <R Xbagdorehivé HUD G |
ZKR WKLQNV \RXYfUH QRW EHLQJ FRPSDVVLRQDWH HQR.

TR Site B1
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As established these behaviours present to the patient a TR who upholds those

professional and cultural values essential for compassion to occur.

Appreciation of needs

This theme emerged from the discussions across all three participant groups.

Identification of needs and appreciation of needs were mergedg@psbduction due

to the parallels between the two themes. All participant groups believed meeting needs

to be ot only a defining component of compassion, but also a form of compassionate
display. Subsequently, it was thought that a TRs ability to meet needs correlated with

their ability to appreciate those needs. Put simplistically, all participants beldvéd

\RX GRQTW NQRZ ZKDW WKRVH QHHGV DUH KRZ FDQ W

3)LQGLQJ RXW ZKDWSYV LPSRUWDQW WR WKHP DQG ILQC
PHHW WKHLU QHHGV LV UHDOO\ LPSRUWDQW’

STR Year 1

As established, having an appreciation of needs is an intagrgdonent for creating a
personcentredapproach that demonstrates individuality and understanding of the
SDWLHQW (QJDJHPHQW ZLWK PHPERGLHG FRQQHFWLR(
MLQGLFDWLYH FRPPXQLFDWLRQY SURYLGHYV WKH 75 ZL\

3,1 D SDWLHQWYV FU\LQJ DV ZHOO LW ZRXOG EH EHQHII
RU QRW EXW LI WKH\ DUH ILULQJ WKHP ZLWK TXHVWLF
ZURQJ ZKDWITV ZURQJ ZKDWYV ZURQJ , AtHaul@beW FR X
MXVW WKH\ ZzZDQW WR UHOHDVH WKRVH WHDUV WKH\{Y!
actually about their problems.

STR Year 1

S6R KRSHIXOO\ E\ WKH HQG \RX NQRZ KRZ WR WUHDW W
them. If you knowW RPHRQHTIVY SDUWLFXODUO\ HPRWLRQDO DQ
treatment you know how to approach them and how to get them settled down, you know.

Nervous patients, stuff like that, as you get to know them you know what you need to
GR’

TR Site B1
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Analysisidentified how the failure to appreciate the needs of the patient acts as a barrier
to compassionate practideailure to recognise them as an individual, displays a non
personalised display by the TRtheir response does not correlate with the patients

need or is not respectful of their wishes, then the display will not be perceived by the

patient as compassionate.

87KH\ KDG WR NHHS VWULSSLQJ WKH EHG DQG LQVWHD
ZLWK WKLV ODG\’

PaC Site A

8, WKLQN JLUDRMYM VFHQDULR DV ZHOO LW VD\V WKDW
VLGH HIIHFW RI KLV GLDJQRVLY DQG D ORW RI SHRSOH
ZHYUH UXVKLQJ DG VRPHERG\ vD\ \RX VD\ WR VRPHER
sayittoHYHU\ERG\ DQG WKH\ VvVD\ ZHOO DFWXDOO\ ,fP VV
WRLOHW 2K LWV MXVW D VLGH HIIHFW I[URP WKH WUH
ILQH FDUU\ RQ ZLWK WKDW EXW WKH\TfUH S@mimgD EO\ W
WR WDON DERXW LW 6R EUXVKLQJ LW RII LV QRW LV C

TR Site B2

Poor or limited appreciation was not only perceived by the participants as non
compassionate behaviour but could potentially be detrimental to the patient. Ignoring

their needs may prevent them from disclosing in future interactions through fear of
disregard or ridicule. This could result in future needs not being met or the wrong

approach being adopted.

3W PDNHV D UHDOO\ ELJ LPSDFW RQ SDawlask€dibk VRPHV

KHOS RU VRPHERG\TV MXVW QRW EHHQ UHVSRQVLYH R
switches them off

TR Site C1

Most men who suffer from any sort of disorder of this type are extremely embarrassed

by the whole situation and to the poinkkHUHE\ WKH\ ZLOO QRW WDON DI
WR WDON DERXW LW WR DQ\ERG\ %XW WKHQ WR OLVW
information to has then gone out and started laughing, would be, like, oh it would be
horrendous

PaC Site B
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Understanding individuality and appreciation of needs summary

Based on the analysis, the decision was taken to collectively classify understanding and
DSSUHFLDWLRRQRBIHYNM®DW OVQU LQGLYLGXDOLW\ DQG D
5.22). Engagement in the embodied connection, characteristic expression and indicative
communication provides TRs with comprehension of the patient as an individual. This
provides TRs with knowledge and essential insight into patient needs and enables them

to eshblish practices that aim to address those needs.

Figure 5.22: Conceptual framewotkinderstanding individuality and the appreciation of needs.

Practices

Practices are the observable tasks or functions undertaken by the TR that are perceived
to exhibit compassionate display. This classification was composed of thirteen themes
(Figure 5.23).
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/-

Figure 5.23: Practices

Bedside manner

This theme emerged from the focus group discussions across all three participant

groups.

Bedside manner is the way a TR should conduct themselves whilst addressing a patient
ZLWKLQ WKHLU FDUH 7KH SDUWLFLSDQWYVfddideVLJKWYV
manner reflects the attitudes held by the TR. Unfortunately, during the PaCs

discussions, their experiences recalled negative examples where aggressive and rude
behaviours had been displayed.

3, VDLG WR KLP WKDW LI LW ZDt\juitkatagry #itH melH@ G KH DFV
ZDVQITW V\PSDWKHWLF KH GLGQYW KDYH DQ\ FRPSDVYV

you have Chemotherapy you risk the chance of getting neutropenic sepsis and you might
GLH"

PaC Site A
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3 ZKR WROG WKH SDWLIdQuite farkhRghik anGwkhous st of siviy) R N
feeling, if you have another stroke Mrsaad VR \RX ZLOO QRW EH UHVXVF

PaC Site B

7KH 3D&TV GLVFXVVLRQ LQGLFDWHG WKH\ GHVLUHG FD
than abrupt and aggressive direes. It was often the attitude of the professionals

which caused the most upset and offence.

37KHUH ZDV RQH FRQVXOWDQW DQG P\ ZLIH MXVW DEVI
DWWLWXGH DQG LW ZDV ,fP WHOOLQJ \RX WKLV DQG W
PaC Site A

STKDWYTV JRLQJ EDFN WR ZKDW \RX VDLG DERXW QXUVH
SDWLHQWV’

PaC Site B

Undeniably, abrupt, rude or aggressive behaviours for reasons relating to professional
values would not be part of a compassionate bedside manner. When considering those
cultural values, all participants believed these should reflect that the TR hasga cari
attitude.Whereaghose attitudes demonstrated within the PaCs examples demonstrate
the opposite. The perspectives of the PaCs mirrors those expectations outlined by the
TRs and STRs, desiring professionals to have a friendly and kind bedside manner,
which reflects they have a compassionate attitude.

3/LNH VWDIlI ZHUH UHDOO\ NLQG”
STR Year 2
3« ZDV MXVW VR VZHHW’

STR Year 3

In summary bedside manner is the manifestation of professional and caring attitude

displayed through practice.
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Check for understating

Check for understanding emerged from the discussions in the PaCs and TRs focus
groups. The TRs insights demonstrated that check for understanding is not simply
XQGHUWDNHQ WR REWDLQ LQIRUPDWLRQ EXW D SUDF\
situaion. By asking more questions the TR will get to know more about the patient,

what their issues are and identify their current level of understanding.

STDNLQJ WKH WLPH WR JR DQG VSHDN WR WKHP DQG PI
havetotelWKHP HYHU\GD\"’

TR Site C1

3<RX MXVW KDYH WR GHOYH GHHSHU LQWR ZKDW WKH\

TR Site A

This practice was considered by the TR to aid them to gain a desgenstandingf
the patient. Following the process of holistic persontdisathe TR could then modify
their behaviour or practice based on this information displaypersonal touch
(Figure 5.13).

Check for understanding from the perspective of the PaCs also reflected how their
situation could be enhanced through commuiooafThe difference, however, was this
addressed how their situation should not be made any worse through misunderstanding.

In one example, a patient spoke about the understanding her and her husband took away
from her consultation about her diagnosis.

38QG KH zZzDV KHDULQJ LI VKH KDG WKLV DQG LI ZH GR V
KHDU WKRVH ZRUGY DW DOO’

PaC Site B

In another example a patient who attended the focus group with his wife spoke of what

they both heard during the consultation whery tivere informed his cancer had spread.
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3% HFDXVH WKDWYV DOO VKH KHDUG 6KH GLGQTW KHDL
treatment and it will go on for years and years. She was still thinking, hang on a minute,
this is terminal cancer. So, you kmoshe started this grieving process almost like
DFFLGHQWDOO\"

PaC Site B

In both experiences the two individuals present heard a different message than their
spouse. Consequently, the patient (example one) and the carer (example two) left the
meeting with the wrong understanding of the information provided to them. One heard
the prognosis was poor, whilst the other heard the prognosis was good when the
converse was true. In their discussions, reference was made to it adding to their
worries,the patient fearing she was going to die. This demonstrates the potential for
psychological ramifications to be faced by patients when there is little comprehension

of what has been communicated to them.

JURP ERWK SHUVSHFWLYHV stabKsHdS M way th i{e@tGhid hedds D Q G |
of the patient. The TRs see this chance to modify their approach so they can more
effectively meet their needs; whilst the PaCs see it as an opportunity to meet their need

for clear information which they understand.

Signposting

Signposting emerged from discussions across all three of the participant groups. The
theme was associated with the completion of a task in its entirety as a response to
meeting the needs the patient. This was thought to be a fundamentalgbar
professional practice. Discussion within the groups demonstrated the diversity of
situations and scenarios where signposting was needed alongside individual

management of the complex needs of patients during their cancer pathway.

For all the focus grup participants, the act of signposting to another person or service
indicated a desire to ensure that the patients' needs were being met. In most cases these
discussions were stimulated by examples where patients were having an adverse

physical experiereeor emotional response.
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3<HV , WKLQN HYHQ LI LW LVQTW WKHLU DUHD RI H[SH
WKH SDWLHQW (YHQ LI LW ZDV MXVW RK ,100 JR DQG
FXSERDUG VRPHZKHUWD\VQUVWEHDWVRIU WRKDNQQRZ VD\LQ
Macmillan centre upstairs, they can probably answer your question a bit better. Or do
VRPHWKLQJ SUDFWLFDO UDWKHU WKDQ MXVW SDVVLQJ
VKRXOG NQRZ WKDW’

STR Year 2

36 HQ G tavddmiHddne who is specialised in that area where their job is to support in a
PHQWDO zZzD\ 6R , WKLQN WKHUH LV PRUH WKDQ RQH V
STR Year 1

When discussing referrals and signposting, participants used words such as: reassure,
support and hel indicating the act of signposting is synonymous wétingfor the

patient. Where appropriate signposting did not occur, it was perceived the TR did not

care.

S6 RPHWLPHY HYHQ LI ZH FDQTW GR DQ\WWKLQJ WHOOLQ
them ormade quick notes in their, what is it, Mosaic whatever can reassure them that

\RXTYH GRQH VRPHWKLQJ HYHQ WKRXJK ZHJUH QRW Wt
OLVWHQHG WR WKHP DQG WDNHQ LW RQERDUG"’

STR Year 1

8,1 ZH FDQTW ORRN DIVEXW WKHNQRY WRBWER\ ZKR FDC
JHWWLQJ WKHP WKH KHOS”

TR Site C1

The TR is considered to be avoiding a professional responsibility, by 'passing the buck’

to another professional expecting them to refer instead. Disappointment was felt by the
paticipants when TRs failed to provide professional care and services to patients.
S$FWXDOO\ LI WKH\ GLGQYW NQRZ DW DOO DQG VDLG

and find, but like, but made sure that they knew that like it was really oktyem to
DVN DERXW WKDW DQG QRW MXVW VRUW RI SDVV LW RI

STR Year 2

30\ *3 VDLG RK ZHOO LI WKH\ WKLQN \RX QHHG D SK\VLI
at their end that can do physical examinations, you negdttthem to sort one out for
\RX DW WKHLU HQG”’

PaC Site A
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Signposting however needed to be undertaken appropriately, to be based on the needs of
the patient and the skillset of the TR. There was acknowledgement across the groups

that some TRs may not have the correct skill set or time to spend with the patient,

resulting in them referring to someone who may have. But what the data identified what
LV QRW FRQVLGHUHG DFFHSWDEOH LV MXVW UHIHUULQ
a TR to perceive a practice as not be part of their role was considered idismiss
unprofessional and uncaring. Ensuring patients have in place all the right components to

their care was felt to be a fundamental responsibility of a TR.

7KH 675V DQG 75V LQVLJKWY LOOXVWUDWHG WKH\ EHO
professionahands, recognising they take responsibility for their actions and the needs

of the patient. Correct, timely and effective signposting was shown to form the basis of
this. If not undertaken and was deemed a conscious decision made by the professional,
thisrepresented unprofessional practice distinctly lackimqgensoncentrednessTo falil

to signpost is to show no concern for patient at that time or the resultant consequence

they face from the omission of the other services or professionals.

Enhanaig my knowledge

Enhancing my knowledgemerged from all three participant groups. It addressed the
necessity to provide patients with information during clinical interactions. All
participants identified how information could be administered by using verbal and

written methods.

The use of vibal was often thought to be required when explaining or advising patients,
whereas written was often perceived to be supplementary to verbal. Offered as

something the PaCs could take away and digest in their own time.

3+H H[SODLQHG LW \KMKHQPS ODR. XHH® HYH U

PaC Site A

3% XW ZH FDQ VD\ ZHOO ZH FDQ JHW \RX D ELW PRUH LC

TR Site B1
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In situations where their knowledge had not been enhanced, the PaC attributed this to a

direct failure of the professional to provide information.

S1IRERG\ KDG WROG \RX KRZ DQG LW ZHUH JRLQJ WR EH
PaC Site A

3<RX ZRXOG WKLQN \RXU GHSDUWPHQW \RXU UDGLROR
KDQG’

PaC Site B

All participant groups appreciated that TRs and other professionals could not know
everyhing. They also all believed an attempt should be made to find it out, perceiving
an attempt signified intent to try help to enhance their knowledge.

3(YHQ LI LWYV MXVW D OHDIOHW ZLWK VRPH LQIRUPDW
DSSRLQWPHQW"

STR Year 1

7KH SDUWLFLSDQWY GLVFXVVHG DQ DUUD\ RI DUHDV ZI
enhanced. These included but not limited to, information about their treatment and care,
to help them be prepared and knowledge of other services available.
3$QB[SODLQLQJ MXVW D OLWWOH ELW RI ZK\ \RXJUH Wt

DFWXDOO\ ZKDW WKH\fUH JRLQJ WR GR EHFDXVH WKDYV
DVVXPHG REYLRXVO\ ZLWK LW EHLQJ DQ XOWUDVRXQG

PaC Site C

3 - X'V wught, Kmentioned earlier about you, you know getting more advice from more
doctors and stuff. | thought that was really helpful because my nurse specialist she went
RYHU WR FRPH DQG PDNH \RX NQRZ JHW PH WR WDON

PaC Site C

The examples discussed by the participants enabled an exploration into why enhancing
my knowledge is perceived as part of compassionate practice. Analysis shows it
pertains back to the desire of the TR to takesoncentredapproach to helping the
patient though their treatment. Despite informatigiving being perceived as being a

core duty of a TR, theatentbehind its provision is why the PaCs would perceive it as
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compassionate (or not). It could be argued howrttemtbehind any information is to
enhance the knowledge and understanding of the receiver. The difference however
between this and enhancing my knowledge as a compassionate practice is the
understanding the TR has of the patient in front of them. The PaGislead that

when information to improve their situation (or make it no worse) was provided, the TR
was being compassionate. This demonstrates intent and congruence with those core
professional and cultural values.

8, ZDV WROG WR EUL Q JthattappdiEtRe&nt, so I husPaAd WeRt with

PH WR WKDW DSSRLQWPHQW~

PaC Site A

3, PHDQ P\ ORYHO\ FRQVXOWDQW VDLG WR PH GR PH R

*RRJOH DQ\WWKLQJ DERXW EUHDVW FDQFHU EHFDXVH \I
make it wolV H~

PaC Site B

S3<HV DQG KDYLQJ WKLQJVY H[SODLQHG EHFDXVH ,fYH
RWKHUZLVH ,P ZRUU\LQJ DQG WKLQNLQJ ,YG UDWKHU

PaC Site C

(QKDQFLQJ D SDWLHQWITVY NQRZOHGJH KDV VidH SRWHQ
harm arising from their cancer diagnosis and treatment. The practice was therefore
endorsed by the TRs and STRs and desired by PaCs as part of compassionate care.

Checking how | am

Checking how | am emerged only from PaCs focus groups. Throughlibaissions

the participants had indicated they appreciated professionals calling upon them to check
how they were. Questions would often enquire about how the patient was feeling whilst
undergoing their treatment.

37KH\ ZHUH IDQWDNWB W FRPICQW KRXQG FKHFNLQJ WKD\
DUH \RX GRLQJ’

PaC Site A
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82K KRZ DUH \RX IHHOLQJ DUH \RX DOULJKW ZLWK WKL
RQ WKHP PDNLQJ VXUH HYHU\ERG\ ZDV FRPIRUWDEO

PaC Site A

PaCs expressedth\ FRXOG WHOO WKH GLIIHUHQFH EHWZHHQ |
professional duty and checking out of genuine interest. The participants were happy that
despite how busy the staff and the department was, the TR had attended and spoken

with each of distinctlyto ask if they were ok. This conveyed they were focused and
interested in them as an individual. This practice moved away froridesked,

instead providing the persaentred care system which the PaCs desired.

Choose your words carefully

Choose your words carefully emerged from the TRs and PaCs focus groups. The TRs
IHOW LQIRUPDWLRQ VKRXOG EH GHOLYHUHG LQ D FRQ\
wanted any medical information provided to be lay. Their insights illustrate if a TRs
communcation does not match this, it can cause distress to the patient and signifies a

lack ofrespect towards them.

The PaCs insights showed they felt dismayed when professionals including TRs did not

consider whether they could understand the informatiorglmmmunicated to them.

837KH ODG\ WKDW UDQ WKH FKHPRWKHUDS\ XQLW KDG Q
WDONHG WR KHU DERXW WKLV QHXWURSHQLF VHSVLYV \

PaC Site A

3$JDLQ ZH DUH JHWWLQJ WR WKIing, ek ar@dothéving H SHR S
WKLQJVY H[SODLQHG WR WKHP H[SOLFLWO\ LQ WKHLU V

PaC Site A

The PaCs reflected on their experiences, they felt a lack of consideration had been
shown when the professions had failed to adersihe effect their communication
would have. Examples included where diagnosis had been delivered in a technical

manner, or the patient was made to feel isolated.
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37TKDWYV D KRUULEOH ZD\ RI WHOOLQJ \RX”~
PaC Site A

3, WKLQN LW ZDV PRU bnttd) poiat &Ff Qew RdtH readli&Rl@ sEgregated

from the other patients but as | say | had about six cycles and they just decided, oh we
QHHG \RX WR SXW SDUWLFLSDQW QDPH RQ KHU RZQ C
VL[ F\FOHV’

PaC Site A

Analyds showed that if the professionals failed to use lay language or had not
considered their wording, it implied to the PaCs the professionals did not think this was
important; therefore, appearing to convey an unprofessional and uncaring attitude. Even
if unintentional, the PaCs perceived thoughtlessness to indicate the same thing. Their
insights illustrating that, how a TR chooses to communicate depicts whether they have

respect for you or not.

The TRs insights addressed how words could influence meaatimgy than
understanding. The TRs identified they tried to consider how they phrased things
during their interactions. They believed with very little modification, the intent of a
sentence and iturn its ability to be interpreted as kind or compassiocai#d be

affected.
36R FKRRVLQJ WKH ULJKW ZRUGYV RQFH DJDLQ LV FUXF
TR Site B1

3% XW LWV OLNH DVNLQJ WKH SDWLHQW DQG WKHQ Q
EHG JHW RQ WKH EHG 7TKDWYV WKH GLIIHUHQFH EHW.

TR Site C1

The participant insights illustrate to display compassion during their practice, the TR
needs to present information to the patient that is appropriate, considered and is
respectful of their situation, i.e. they are a patient and not a lpgafdéssional. The

same view was shared across the PaCs, even those who were or who had been a health

professional.
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Continuity of Care

Continuity of care emerged from discussions across all three participant groups, with
HDFK JURXS EHOLHYLQJ LW IRUPHG SDUW RI 759V SURI

Emerging from the PaCs data was their desire to see the same professionals repeatedly
as continuity tdhem represented efficiency, where tasks would be completed and to a
satisfactory level. Although mirroring signposting where tasks need to be completed by
WKH PEHVWY SHUVRQ WKHUH LV D GLVWLQFW GLIIHUH:
signposting,SDWLHQWYV ZDQWHG D V\VWHP RI UHIHUUDO WR
considered this to be compassionate through the inclusion of additional staff to ensure
their needs were being appropriately met. Whereas for continuity of care, PaCs

perceived havinghe same staff member as compassionate due to the opportunity it

brings for receiving consistent care.

Discussions highlighted a desire for continuity was often based on fear. PaCs recalled
QXPHURXYVY VLWXDWLRQV ZKHUH WKHQRW R WY HU V¥ HVDXE
inconsistency of professionals involved in their care. They noted how some of the
consequences faced by this occurrence had included, referrals not being completed,
delays in diagnosis and elements of care being missed. All of Wwaidhvarying

degrees of negative consequence for the patients. Inconsistency for them represented a
lack of accountability, with no one professional taking responsibility for their care.

837KH zD\ , ZDV WUHDWHG DW ILUVW Z4MdKbaetakdd tyHFR QG

consultant was on maternity leave and we had a locum come in and various locums, so |
QHYHU VDZ WKH VDPH SHUVRQ PRUH WKDQ RQFH’

PaC Site A
3, RQO\ HYHU VHH 'U QDPH , QHYHU VHH DQ\ERG\ HOV

PaC Site A

The STRs perceived that continut§th a patient enhanced their ability to be
compassionate. Their insights show this promotes the engagement in the three
behavioural classifications, embodied connection, characteristic expression and

indicative communication.
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87KH WLPH ZKH@JIJRXKHHS DM/ WQW LQWR WKH FKDQJLQJ

STR Year 1

S6RPHRQHYV JRLQJ WR KDYH WR EULQJ WKH SDWLHQW
HDV\ WLPH WKDW \RX FDQ VKRZ VRPH FRPSDVVLRQ DQC
you know, rememberdke things. | think just bringing the patient round is something

WKDWTV JRW WR EH GRQH DQG LWV VXFK DQ HDV\ WLI

STR Year 2

The concept of consistent quality care emerged from the STRs and TRs. Patients should
have a TRs undivided attention no matter what the situation. This included when TRs
had issues they may be facing themselves at home or when patients displayed

challengirg behaviour towards them.

35, WKLQN WKDWYV ZKHUH LW OLQNV LQ ZLWK SDWLHQW
FRQVLVWHQW VRUW RI YLHZSRLQW WKDWITV LQJUDLQH!
RQ D JRRG GD\ LI \RXTfUHWEZRU®J IRXRRB ZRIWNNVR EH F
RQ EDG GD\V DV ZHOO ZKLFK LV SUREDEO\ WKH KDUGH

STR Year 1

3, WKLQN D EL Js&dUsVgutingike KnbeN yBu put your uniform on, when

\RXTYH JRW OLNH \RXU ," EDGJH<RQ RBQ IAD QAIK\D & R\ R_XV
QRUPDOO\ VRPHWLPHYVY GR RXWVLGH RI ZRUN LI \RXTY!
RXWVLGH RI ZRUN \RX ZRXOG SUREDO\ MXVW VD\ QR \

TR Site B2
3%\ QRW UHDFWLQJ DJDLQ WHKHINWIW VLKRZHQ FIFRPE LYY
VD\ ZHOO ,YP QRWWIRLQJGRRITW FDUH DERXW KLP SDU

E\\RX VRUW RI DFFHSWLQJ E\ WXUQLQJ WKH RWKHU F
FRPSDVVLRQDWH’

TR Site B2

&ROOHFWLYHO\ WKH SDUWLFLSDQW JURXSVYTY LQVLJKW)
practical display of compassion through the coherence of practice and comprehensive

delivery of professional duties.
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Reassurance (merged with encourage)

(PHUJLQJ IURP WKH GLVFXVVLRQV RI DOO JURXSV ZDV
this the circumstances or issues raised by a patient were explained to them as being
normal or standard. It was considered that TRs undertook this practice to relantears
reduce anxiety patients were facing. The PaCs acceded it brought them a sense of relief,
stopping them feeing as isolated or abnormal.

tis like anormal sideHIITHFW RI WKH WUHDWPHQW EHFDXVH KH
RQH ,1P WKHXRQDARWQQMHO &\ LWV YHU\ QRUPDO LVQTW

So, maybe just saying we get a lot of people (going) through the same. Then maybe it
PLIJIKW QRUPDOLVH LW IRU KLP PDNH KLP UHDOLVH KH

TR Site B2
837KH\ VKRXOG WBEDWYWIDGUHDOO\ JRRG TXHVWLRQ WKL

suffer with this. Like thanks so much for bringing it up kind of thing and give the patient
FRQILGHQFH WKDW LW ZDVQIW WKH\JfUH QRW WKH RQ

STR Year 2
S$ERW DVNLQJ WKH TXHVWLRQ , ZDQW WR EH FRPIRUW

SHUVRQ ZKRTV JRW WKLV SUREOHP 6R WKH ILUVW WKL
common amongst people with prostate cancer.

PaC Site B

The difference between this practice and dismissive however needs to be acknowledged.
As reassurance was also thought to be paramount for making patients feel safe to
approach and disclose information to TRs about different elements of their health and
personal lives. Giving them the confidence and a sense of safety that they can speak up,

they will be taken seriously and have no fear of repercussions.
3% XW PDNH VXUH WKDW WKH\ NQHZ WKDW OLNH LW ZD\

STR Year 2

AT5 DOVR QHHGV WR JLYH DVVXUDQFHY WR WKH SDWLF
needs seriously and completing the appropriate professional practices required. This

was thought by all participants to instil confidence in the patient about their care.
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3&DQ UHDVVXUH WKHP WKDW \RXYYH GRQH VRPHWKLQJ
STR Year 1

3: KR MXVW IHOW VR UHDVVXUHG DQG VKH VDLG ZHOO
IR U \HDUV”~

PaC Site C

Reassurance was considered a compassionate practice by it instilling confidéece in t
75 DQG UHGXFLQJ D SDWLHQWYV VWUHVV ZKHQ LQIRUP

care is known and respected.

Encourage (merged with reassurance)

Emerging from all three participant groups was the theme encourage. By the TRs
wantingtheSDWLHQW WR JDLQ WKH PEHQHILFLDOY RXWFRPI
treatment this practice was perceived as compassionate.

3, LW LV WU\LQJ WR FRDFK VRPHRQH LQWR JHWWLQJ V
\RX FDQITW UXVK WKO W ENHH DVKVAH WL WX\ W LRQ ZRUVH’
TR Site A

Encouragement was often given by TRs to patients who were struggling to manage or
showed signs of anxiety. Both participants groups identified encouragement was a
practice they would undertake with the prospect a&benpatients to continue with their
treatment(s). Encouragement has some overlap with reassurance, where the intension
was to make the patient feel comfortable to bring forward their issues and help

normalise the situation for them.

3.1 \RXTYH JRQFH[BHURXU RZQ \RX FDQ H[SODLQ WKH S
MXVW WKHP JRLQJ WKURXJK WKLV’

TR Site C2

3/LNH vVD\ WR WKHP OLNH DFNQRZOHGJH \RX NQRZ ZH¢
NQRZ SHRSOH ILQG WKDW GLIILFXOW WR WDON DERXW!
STR Year 1
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Due tothe similarities between reassurance and encouragement the decision was made
to merge the two categories. Titled encourage, the category encapsulates those practices
designed to encourage patients to have the courage to face their treatment(s) and the

confidence to speak up about their issues.

Extra mile

This category emerged from the discussion across all three participant Jrioeipksta

shows the underpinning principle of extra mile is its practical application in supporting,
helping or caring for a patient. This was established during the ctegganalysis

where extra mile was perceived as practicerfeeting needby the TRsand STRs.

Although in agreement the PaCs perceived it to be a meeting of needs on a higher level,

a distinct demonstration by professionals of tirggntto be compassionate.

Seconestage analysis has determined for an action by a TR to be claggadgthe

extra mileand not simply the meeting of needs it must go above and beyond what was
required for that need to be met.

3. WV MXVW VRPHWLPHYV JHWWLQJ WKHP WKDW H[WUD

something which you think is nothinEXW WR WKHP LWV D ELJ WKLQJ
FRPSDVVLRQDWH’

TR Site C1

Countless examples of practices displayed or observed were recalled by the participants,
which they felt portrayed going the extra mile. These included examples frooaklini
practice where patient needs were predominantly associated with diagnosis and/or
treatment. The TR and STRs however disagreed with the principle of extra mile in this
context, supposing there should not be a baseline or minimum level of care in the

clinical environment. TRs believed full and comprehensive care should be standard

practice.
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3., fYH EHHQ LQ XQFRPIRUWDEOH SRVLWLRQV ZKHUH QX
VZDE WKH JX\{fV SHQLVY EHFDXVH , WKLQN KHdiv JRW DQ
DQG ,fP OLNH ZHOO ZKDWHYHU KHOSV WKH SDWLHQW
DQG \RX GR FHUWDLQ WKLQJV GRQTW \RX \RX JR DQG
DQG EH\RQG \RXU OLQH RI GXW\ EXW REYIsR 2¢/eban\R X U
WKRXJK LI, NQHZ KRZ WR FKDQJH D FRORVWRP\ EDJ
,I9YH EHHQ LQ WKRVH VRUWYV RI VLWXDWLRQV ZKHUH \R
do it anyway because that patients not going to want to be sat thengoa just think

\RXfUH GRLQJ HYHU\WKLQJ \RX FDQ WR PDNH WKDW SD

TR Site B1

The TR and STRs insights show how extra mile to them was something more than the
comprehensive management of patients as part of a TRs role and professional duties.
For these two groups the extra mile was displaying a personal touch and being person

central

31RW ORQJ DJRtreaihie™ abda Bdtldmt had come, | remember she was

talking to me about these books, about like a series of books that they were reading and
WKH\ ZHUH OLNH RK WKHUHYfVY RQO\ RQH WKDWre, PLVVH
but one of the radiographers | was working with had then obviously gone home, found it
on Amazon, bought it and then went and found them on their first day of treatment and
JDYH LW WR WKHP’

STR Year 3

36R KH VDLG KH ZRXOG JHmMxtDbaywith-@ émak &tidreBshbelcasi H

| was going to do it online, and he said my friends on holiday and | said well if you
GRQYfW PLQG , ZLOO JLYH P\ HPDLO DGGUHVYV DQG LW Z
information, his ticket and everything and jded it and that were just sorting
VRPHWKLQJ RXW VR WKDW KH FRXOG GR WKDW”’

TR Site C1

3$QG ,19G JRQH LQWR WKH ZzDUG WR KDYH WKH VWLWFK
could see, | was waiting about, so | was waiting for the consultant to come aldng an

when he came in he said oh, he said, he was due he said, Oh | looked on the list. He

VDLG , ORRNHG RQ WKH OLVW WR VHH ZKRfV FRPLQJ R
MXVW FRPH DQG VHH KRZ \RX DUH DQG KDYH D ORRN D

PaC &e B

7KH SDUWLFLSDQWY GHHPHG D 75 WR EH FRPSDVVLRQI

front of their own.
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300 XW ZKLOH ZH ZHUH FKDWWLQJ VKH SLFNHG XS WKH ¢
was supposed to be going home to pick her son up from satebshe actually had to
JHW D IULHQG WR SLFN WKLV VRQ XS IURP VFKRRO VR

PaC Site A

3:HOO LQ P\ WKLUG \HDU , ZDV MXVW WKHUH ZRUNLQJ F
retention and needed to go anddagheterised. So | had to go and organise it, make

VXUH KHYV EHHQ FDWKHWHULVHG VR , JR WKH QXUVH
She asked me if | wanted to sit in and just like watch or maybe just lend a hand and see
how it happens because dbbR XVO\ ,1G QHYHU VHHQ LW DW WKDW
and the nurse (was) well on her way on her way doing it, she was having a difficult
WLPH LW ZDVQYYW WDNLQJ LW W ZDV MXVW GLIILFXOV
turned to me, he watké have you got any music and jokingly, he asked me to sing and

DW WKLV SRLQW P\ NQHHV ZHUH WUHPEOLQJ WKH WKR
down there, it looked awful and | just started singing Celine Dion, like my heart will go

on from Titanido him. The nurse was just staring at me, the patient was just staring at

me and | just kept on going through everything and it stopped and it was just awkward
IRU D ELW DQG WKHQ , MXVW VDLG ,YfYH JRW WR JR QF
inan KRXU RU VR’

TR Site B1

Extra mile was perceived by the participants to have a positive impact on the patient.
Feeling it demonstrates to the PaCs that they truly care about them as a person and their
attitude is persocwentred.

3<RX GRQTW | RRVRONWKIODWIVSB RQH WKDW H[WUD ELW IF
TR Site C2
8, WV OLNH RYHU DQG DERYH LVQYW LW , EHW \RX KD

TR Site C1
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Give me a choice

Give me a choice emerged from the discussions in the PaCs and TRs focus groups. For
the two participants groups, give me a choice addressed the patients wish to be provided
with options around their cancer treatment and management. Thus, facilitatieg activ

involvement in their care.

3, ZDQW WR EH LQ WKH ORRS”’

PaC Site B

3$QG , WKLQN DVNLQJ WKHP KRZ WKH\ IHHO DV ZHOO E

SHUVRQ LVQIYW WR DQRWKHU DQG LWV YHU\ LQGLYLGX
TR Site C2

Whether the situation vgdife-affecting or standard care, the PaCs were firm in their

belief they should be involved and givarchoice.

3.Q WKH OLWHUDWXUH LW VDLG WKDW LI \RX \RX FRXO
discharged, so she was coming in the afternoon as sodreaasld after lunch and as

soon as it finished at the Doctors. And the staff, one of the staff came up and said oh,
ZHYfUH JRLQJ WR VHQG \RX KRPH E\ WUDQVSRUW , VDL
KHUH 6R KH VDLG RK ZHOO ZHfdtékeahdn@ danwQatheW ZH
GLVFKDUJH XQLW 6R , VDLG QR , ZDQW WR VWD\ EHFD.

KHU DQG WHOO KHU WKDW ZHYfUH VHQGLQJ \RX KRPH D
QRERG\ DW KRPH ~

PaC Site C

+H VDLG ZKBEWQMRWRXGR DQG VKH VDLG RND\ MXVW G
WKH RSHUDWLRQ EXW KH PDGH LW DOO KHU FKRLFH’

PaC Site A

The analysis identified to the PaCs this practice signified compassion as those decisions
were not being made for them by others. Eféne practice was undertaken by TRs
who knew them or their wishes as an individual, it was felt the decision is still theirs to

make.
3<RX NQRZ LW VKRXOG UHDOO\ EH XS WR WKH SDWLHQ'
PaC Site A
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Make comfortable

Make comfortal® emerged from the perspectives of the PaCs. Some of the discussions
which formed this theme related to palliative /end of life care and the need for
professionals to ensure the patient died with dignity. Although some of the attendees

were in the secondastages of cancer or had experienced bereavement, palliative care
was not a dominant topic across the focus groups. It was only within make comfortable
that discussions were seen to identify a differentiation between any practices which
demonstrated conagsionate display for palliative or radical care.

37KH SDooOLDWLYH WHDP FDPH WKDW GD\ DQG VKH zZDV
better settled wise and | think her family members stayed with her and then they moved

her to a single room on Monday marg and apparently within ten minutes of moving
LQWR D VLQJOH URRP VKH SDVVHG DZD\’

PaC Site A
3) URP D QXUVLQJ VWDII SRLQW RI YLHZ ZDV IRU WKDW
SRVVLEOH DQG WR GLH ZLWK GLJQLW\ DQG IDPLO\ DUR
PaC Site A

Discussions by the PaCs of perceived compassionate practice focused on actions and
WDVNV FRPSOHWHG E\ SURIHVVLRQDOV WR HQKDQFH W
comfort. Often positive examples were quite small and simple actions, for example

extra pllows, or adjusting them into a better position. Others involved enquiring about

their level of comfort or delaying discharge until they were certain they were ok

(checking how I am).

37KH\ ZHUH DOO YHU\ JRRG \RX NQRZ 7KHattaDPH XS W
ZDV FRPIRUWDEOH DQG DVNHG LI WKHUH ZHUH DQ\ SUF
PaC Site C

837KH\ NHSW PH LQ D ELW ORQJHU PDNH VXUH , ZDV FR

PaC Site C

Comparatively, the examples of roampassionate practice recalled by the PaCs
demonstrated a more significant action needed to be undertaken but instead was missed

or omitted.
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37KH\ FRXOGQITW GR QRWKLQJ IRU KLP WKHUH EXW WK
DQG RK LW ZDV DZIXO 7KH\ FRXOGQTW Q@dM/haMeX VW S XW
been peaceful, they put him in the place where there were drunks and they were coming,

GR \RX NQRZ ZKDW , PHDQ SHRSOH ZKDW KDG KDG GU:

PaC Site A
36KH ZzDV LQ D VLGH URRP RQ KHU RZQ DOO GD\ OLWH!I

PRUQLQJ DQG , WKH OHIW WKH KRVSLWDO QDPH DW
RIFORFN WKDW QLJKW’

PaC Site A

Although the context of the discussion was end of life care, the content focused on the
care patients received as part of thepenience. Participants felt by aiming to make
patients comfortable when experiencing some form of adverse effect or suffering was a
compassionate practice by the professional. Adverse effects can occur within both a
palliative and radical context, this wmginning concept of make comfortable can be

applied outside of end of life care.

Supportive

Supportiveemerged from all three participant groug$e use of the term was common

in all the focus group discussions, frequently used as a descriptivde¢aoting that it

KDG EHHQ SURYLGHG 7KH ILUVW \HDU 675V XVH WKH .
about support. This appeared to indicate support is a basic requirement of

compassionate display. Whereas the second and third year STRs used words like
SPRUH" DQG :DGGLWLRQDO" LQGLFDWLQJ WR WKHP WK

of support to be present.

S6RPHWLPHV WKDW PLJKW MXVW EH OLNH VXSSRUW’
STR Year 1

3, WKLQN WKH\ GR WHQG WR OLNH QHHG WKDWPRUH HF

STR Year 2
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All three participant groups agreed that support is something that is needed by patients.
36 RPH NLQG RI LVVXH WKDW WKH\ KDYH QHHGHG \RXU
TR Site A

3$QG , WKLQN WKDW LV WKH VXSSRUW WKDW ,YYH EHH
RYHUZKHOPLQJ LQ IDFW’

PaC Site B

The findings did not explicitly establish a consensus understanding of how support is
displayed. The insights from the TRs would suggest it was achieved by being there,
managing each situation experienced differently andiithW L QJ SDWLHQWVYT QHFE

personcentred.

3$QG ZH MXVW VRUW RI VXSSRUWHG KHU DOO WKH ZD\
GLIIHUHQWO\’

TR Site B2
STRXFKLQJ VRPHRQH , XQGHUVWDQG RU ,fP ZLWK \RX

TR Site B2

Analysis identifies supportive is a collective of practices which display to the patient the
TR is there for them and desires to improve their current circumstances.

Meeting needs

This theme emerged from the discussions across all groups. Meetingvasea ey

and reoccurring topic throughout all eleven focus groups. The participants believed it
should not be a superficial practice; instead it should be personal and consequential. It
was considered an essential and paramount practice to signify compas

37KH\ KDYH WR DFWXDOO\ WDNH DQ DFWLRQ WKDW VXS
PHDQLQJIXO DQG ZKDW KHOSV DQG ZKDW LV DSSURSUL
PaC Site A
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The importance of meeting needs became apparent during tketdgsanalysis, where

it was a distinct category across all three participant groups. Setagelanalysis has
established meeting needs is the way those compassionate attitudes and behaviours
which form the conceptual framework can be outwardly displayedrtoay

compassion. A plethora of ways the needs of patients could be met was identified, but

the two stages of analysis established meeting needs did not necessarily have to equate
to full achievement. Those n@mompassionate examples threaded throughStheD FW L FH
FODVVLILFDWLRQ VHFWLRQ DUH RQ ZKLFK WKLV EHOLH
never considered practices which had failed to be meet the needs@smuassionate.

Instead what they considered as foompassionate were those instaswhere

professionals did not undertake any attempt, or their attempt was not based on the
individuality of patients. This supports the overarching concept of intent which has

been an important theme throughout the analysis.

In order to reduce repetitn, the author has omitted a summary of findings and

supporting quotes from the participants. The findings above have already identified the
SUDFWLFHV ZKLFK FDQ EH XQGHUWDNHQ WR PHHW SDW
groups.

Meeting needs summary

MOHHWLQJ QH H Gty dncompass e thiHe@n practices that emerged from the
data (Figure 5.24). The practices contained within this classification enable the TR to
demonstrate a personalised approach towards the patient in attempt to meeetieir n
This allows them to physically demonstrate their practices are influenced by those

professional and cultural values required to display intent to be compassionate.

PRACTICES

Meeting Needs
Give me a choice, checking how | am, go the extra mile, make comfortable, choose
your words carefully, enhancing my knowledge, signposting, check for
understanding, bedside manner, encourage, continuity of care, supportive.

Figure 5.24: Conceptual frameweieeting needs
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Conceptual Framewosummary

Attitudes

The professional and cultural values which influence a compassionate attitude form the
underpinning basis of the conceptual framework and compassionate display. TRs need
to uphold professional values which reflect they are respectijudlgemental and
trustworthy whilst being committed to preserve dignity and desire to maintain privacy
and confidentiality. Similarly, their own cultural values must denote they are person

centred, caring, and open and hold intent to be compassionate.

Both classifications of values are inherent to TRs as htimeargs. However, they are
also characteristic of the Therapeutic Radiography profession. Subsequently, they
should be supported by and reflected in the environment and ethos in which TRs

practice.

Analysis demonstrates both classifications of values must be possessed by the TR, if not
their subsequent behaviour and corresponding practice will not be perceived as
compassionate. As these attitudes dictate intent, if not possessed by a TR then
compassinate practice will never be established irrespective of the behaviours or the

actions they engage in.

Behaviours

Embodied connection, characteristic expression and indicative communication are the
core behaviours which TRs must engage in to gain corapsén of the patient and

person.

Embodied connection provides the TR with a tacit knowing of the individual patient.
This intuitive togetherness enables the TR to instinctively resgdmapresence of
characteristic expressi@ymbolises behaviours wii@re an inherently caring.
Reflecting how compassion is traditionally exhibited through an awareness of the

patient. hdicative communication, through conversation that is mutually understood,
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facilitates acquisition of knowledge andderstanding that is essential in displaying

compassion.

All three classifications of behaviour hold equal importance, with each being an

essential component of compassionate display. Their undertaking is influenced by and
symbolises that the TR possestese professionand cultural values. Subsequently,

the three classifications enable the patient to recognise and interpret the response as part

of a compassionate display.

Understanding individuality and appreciation of needs

Behaviours enable TRe establish understanding and an appreciation of the patients.
Their equal partnership affords TRs comprehension through knowledge and essential
insight into patient needs. Comprehension then enables the TRs to establish practices

that aim to address theseeds.

Practices

Meeting needs is achieved by the engagement in practices by TRs which intend to
address the requirements they have identified and understood for each individual
patient. The researcher acknowledges there will be a plethora of practices which have
not beercaptured by the focus group discussions. The aim of the framework however is
not to detail all those practices or in turn needs patients may have, instead it is to
demonstrate what represents compassionate display. For this, it is the ability of TRs to
identify the needs through the undertaking of those behaviours in conjunction with their

ability to be adaptive in their practice based on the individuality of patients.

Importantly, although the final component of the framework, the practices themselves
are not compassionate unless underpinned by those attitudes and based on the
understanding obtained by the behaviours contained within the framework.

Additionally, the analysis has demonstrated needs do not necessarily have to be met, for
it is the intent tdoe compassionate on which those practices are based which permits

them to be perceived as compassion.
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Reflexive Summary

The volume of rich data although advantageous for answering the research questions

has created many challenges in data managemetysanand the reporting of findings.

The Quirkos software has been a real asset throughout this process, enabling secure and
effective storage of the transcripts in one place. All the focus group analysis could be
done on this system meaning the datafardings were collectively located in one

place when access was required for write up, workshop resource development etc.

A second stage of analysis was not originally part of the research design, but the
inductive nature of the work and the findings tpasproduction stage necessitated its
undertaking. Stage two analysis however could not be conducted using the software as
the four data sources being independent, the process required comparing and contrasting
across the sources which Quirkos could actlitate. As such the process has been

reliant upon print outs, word documents and Quirkos reports, going back to the original
roots of qualitative analysis. Reviewing, recording and reporting has followed a slow

but meticulous process in order to enghefindings were credible and truly reflective

of the patient voice. Subsequently second stage analysis has been a very laborious

process, adding significant length to the PhD timeline.

Notably though, the second stage analysis and the processes irhedvaltbwed for

real immersion into the data. Writing up each category has provided meaningful insight
and understanding of how compassion is displayed. This has been invaluable during the
development of the conceptual framework, adding real rigouvalidity to the

findings. Establishing those classifications of attitude, behaviour and practice has
allowed the framework to display the influence of attitudes on behavioural and practical

display alongside their interconnectivity.

Some difficult detsions have needed to be made regarding mergers and exclusions of
categories. The process of second stage analysis has really helped in these instances
alongside the reflective diary. Overlaps between categories could be identified due to
the degree ofetail resulting from the analysis and writp. Similarly, justification for

those categories eliminated could be provided.
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Chapter Summary

This chapter has presented thecomstructed definition of compassion and conceptual
framework which demonsites how compassion is displayed and why it is perceived as

compassionate.
In summary, the findings have established:

1. Research question one: Compassion can be defindteastention to help, by
identifying and understanding the individual with the afirmeeting their needs. It
is characterised by unique interaction that promotes connection between individuals

and is reflective of a genuine desire to help.

2. Research question two: A compassionate attitude forms the underpinning basis of a
TRs compassionatdisplay. A TR must engage in the three core behaviours,
embodied connection, characteristic expression and indicative communication to
gain comprehension of the patient and person. These behaviours are influenced by
and symbolises that the TR posseskesd professionand cultural values
congruent with a compassionate attitude. The behaviours then enable TRs to
establish understanding and an appreciation of the patients; this enables the TRs to
establish practices that aim to address those nébkepractices themselves are not
compassionate unless underpinned by those attitudes and based on the
understanding obtained by the behaviours contained within the framework.

The next chapter will discuss the key findings of the thesis. The chapter willdyegin
outlining the ceconstructed conceptual framework, followed by discussion of the

central tenant of the findings, that compassion is influenced by attitude. It then

considers how attitude can be defined and engages in an exploration of how attitudes are
formed and how they influence a behavioural response. The discussion will then return

to key components of the conceptual framework, attitude, behaviours and practices.
These will be explored and discussed within the evidence based. The chapter will also

consider the methodological principles and research design of the study.
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Chapter 6: Discussion

Introduction

Chapter five provided the findings of the research, theotstructed definition and
conceptual framework for research questions onewadespectively. To allow the

comprehensive discussion of these findings, this chapter is presented in four sections.

In the first section, the chapter will begin by introducing theaastructed conceptual
framework and provide the rationale for its dmpment. The second section will then

draw upon a key finding of the thesis and the overarching component of the conceptual
framework that compassionate behaviour is influenced by attitude. This section begins

by defining attitude, engaging in an explavatof how attitudes are formed and the
relationships between attitudes and behaviour. The review of seminal texts and models

of attitude development within this second section will explain how and why attitude(s)
capacitate a TR to be compassionate. Thaerstanding provides the foundation for

the third section which discusses and explores the three classifications of behaviours
ZLWKLQ WKH FRQFHSWXDO IUDPHZRUN WKDW HQDEOH |
understanding of patient individuality and meethSDWLHQWVY QHHGV 7KUR
GLVFXVVLRQ OLQNV ZLOO EH PDGH WR FRPSDVVLRQDV
behaviour(s) to be motivated by a genuine desire. The importance of perception, person
centre and culture within compassionate displdialso be discussed.

The final section focuses on the methodological framework, evaluating the use of focus

groups and c@roduction as the research methods employed within this study.

234



Section 1: Conceptual Framework

This first sectiornintroduces the ceonstructed conceptual framework developed from
the findings for research question two (Figure 6.1). The development of a conceptual
framework elicited understanding of how compassion is demonstrated and established

the structure of theatnponent parts essential for compassionate display.

Professional values Cultural Values

Trust, respect, non- Person centred, intent,
judgemental, dignity, open, caring
privacy &
confidentiality

~“Embodied connection_ _ S Indicative
Personal touch, perception, > communication
genuine, recognise my Tone, body language,
circumstances, active listening,
consideration, rapport _A\ welcoming

Characteristicexpression
Being there, empathy,
attentive, sensitivity,

. reacting & adapting LD

Meeting Needs
Give me a choice, checking how | am, go the extra mile, make comfortable, choose
your words carefully, enhancing my knowledge, signposting, check for
understanding, bedside manner, encourage, continuity of care, supportive.

Figure 6.1: Conceptual framework

Rationale for development

The concept analysis provided the underpinning framework for guiding the research
design and implementation of the research prddé€is166]. To bring coherence to the
findings, a conceptual framework was employed to aid interpretation and understanding
of the dataA conceptual framework is a setioferlinked concepts that together

provide a comprehensive understanding and explginenomenon [100, 16Th

respect to this study the classifications of attitudes, behaviours and practices formed

these concepts.
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OLQW]EHUJ EHGDWYDHGRW K B/\WJ EbQIy-HresBar¢reraME tHaR &) \

p584]. It would therefore not have been suitable to let the data speak for itself, as the
findings are shaped by the philosophical position of the research (and researcher) and
the radiotherapy context in which it was generated [169]. A concdpanadwork

needed to be developed to present the findings in a manner which would best represent
and display the socially econstructed understanding the focus group participants

assigned to compassionate display.

The conceptual framework is important brO O XVWUDWLQJ WKH LQIOXHQF
on any outward compassionate displBlye analysis identified the relationship between

the three concepts wasrative and cyclical, rather than a linear process [100]. It was
therefore best depicted diagnamatically to illustrate the position of the key concepts

and their relationships [100, 169,170]. This will provide those wishing to use the

framework the ability to visualise the relationships and process involved within

compassionate display.

Each compon& part of the framework provides a summary of the key attitudes
(values), behaviours and practices. The following section focuses on the attitude
component, providing the thesis with the understandirnghy and how attitude(s)

enable TRs to be compassabe.
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Section two: Theoretical Models of Attitude and Behaviour

Introduction

In this study, ceproduction methods provided the means to define compassion and
compassionate behaviours with a certain degree of consensus. However, the data
analysis identified some critical issues in relation to compassionate display. Many
SDUWLFLSDQWY FLWHG uDWWLWXGHYT DV D FUXFLDO FF
attitude (good or bad) preceded particular behaviour(s). In addition, it appeatred th

behaviour may or may not be perceived as compassionate, depending on the individual:

87KHUH ZDV RQH FRQVXOWDQW DQG P\ ZLIH MXVW DEVI
DWWLWXGH DQG LW ZDV ,1P WHOOLQJ \RX Wedthé DQG W
QH[W WLPH ZH ZHQW XS ZH KDG WKLV RWKHU JX\ DQG

PaC Site A

37KH JLUO ZKR GLG P\ VFDQ ZzDV D ORYHO\ JLUO DQG D
disappointment at the result of the scan. She didn't say anything; she was very
professional. But her body language told me that the actual bones were affected by the
FDQFHU ZLWKRXW HYHQ KDYLQJ WR VD\ DQ\WKLQJ DW

PaC Site B

Whilst chapter two provided a concept analysis of the term compassion, it was

developed from literature thy IRFXVHG RQ SURIHVVLRQDOVY YLHZS
that there are some fundamental aspects of that conceptualisation missing. Firstly, there
ZDV D VWURQJ VHQVH DPRQJVW SDUWLFLSDQWY WKDW
compassionate can influentheir behaviour. Secondly, how that behaviour is perceived

by the patient is unpredictable. These issues are key to understanding the complex

nature of compassion and have prompted a review of the literature on the theory of
attitudes and behaviourhus this next sectiowill define attitude and explore how

attitudes are formed, prior to discussing the relationship between attitudes, beliefs and
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behaviour in sectiothree In this next sectiontheoretical models are critiqued and
examples from radio#rapy practice are utilised to illustrate how attitbédaviour

theory is relevant to this studyhe purpose of this section is to explain how attitudes
are formed and how they can influence the compassionate practices of TRs within the
clinical environnent. Thus, giving comprehension to the thesis on how TRs can be
compassionate and how the clinical environment in which they practice can enhance

their ability to be compassionate.

To note, most empirical work and theoretical discussions focus on attitua means of
predicting behavioural response and the development of reliable measuring techniques
for the attitudebehaviour relationship. However, this research aims to identify
behaviours synonymous with compassion as opposed to measuring or ggedictin
behavioural responses. Additionally, this thesis does not seek to preseqleathin
understanding of the mechanisms for attitude acquisition, merely the underpinning
foundation. Therefore, only the key components of attitude formation, the linksdpetwe
these and their implications for compassionate practice will be considered here.

Defining attitude

Attitude is a term conceptualised in various ways by different people and as a result has
become rather abstrd@71,172].There still exists some diarity around what defines

an attitudeThis lack of clarity made establishing its role within compassionate display
complex. The discussion therefore required a review of seminal texts and theoretical

models to gain explanation of what it is and to eshlilow it facilitates compassion.

Attitude is often described as a feeling or opinion about something or someone, or a
way of behavingAjzen & Fishbein described two types of attitude:

1. *HQHUDO DWWLWXGH LQ UHVSRQVH oWRIligeRREMHFW V!

2. Attitude that has a specific behaviour with respect to an object, known as
DWWLWXGH pWRIZMBUGVY EHKDYLRXU >
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They advocatghow the starting point for anyone wishing to define the meaning of

attitude is to distinguish between these two types. The attitudes identified within the
findings of this thesis relate to both classifications. Firstly, thé] ®@titude may be in

respons to seeing a distressed patient and their wish to help (general attitude).
6HFRQGO\ WKH\ PD\ GHPRQVWUDWH pFDULQJY EHKDYL
(attitude towards behaviour). Similarly, the patient will hold an attitude about the TR in
respnse to their behaviour and this will influence subsequent interactions with the TR.

These classifications will become integral to further discussion within this chapter.

Attitude can be described as an: approach, manner, viewpoint, stance, outladkgr fe

about a person, issue or thing, suggesting it is both a thought process and a physical
manifestation. It results from life experiences and has an evaluative cognitive aspect
that influences both the strength of attitude and the potential to chathg§en YL H ZV

because of further experiences.

Attitude composition

Despite discrepancies many theorists agree that attitudes overall are composed of three
fundamental features, 1) they are towards an object of intention; 2) they are learned; and
3) they argore-disposing to an action1y3, 174].Each of these wilhow be considered

in relation to the findings of this thesis

Attitude towards an object of intention

Attitudes are related to how people perceive the situations in which they find
themselves anthe objects situated within thegfh75] $Q DWWLWXGH pREMHFW
target, such as a person, place, material object, issue, social group, the self, abstract
entity or any aspect of the world that can be evaludfég, 177] 7KH WHUP 3SWRZDL
asutilised in seminal texts, is representative of evaluation being the primary element of
attitude[172, 178].Fundamentally, evaluation is an opinion towards or about the object.
,Q WKH FRQWH[W RI WKLY UHVHDUFK W KahpafiRtE MHFW R
therefore this would be the attitude held by the TR towards a patient.
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Ajzen & Fishbein, refeedto the evaluation of an object along a continuum of favour or
disfavour, good or bad, like or dislik&79]. There is a belief that an evaluatvanner

must either be consistently favourable or unfavourable towards the object(s) in question

in response to its stimulf$71]. 7KLV LV ITUHTXHQWO\ GHVFULEHG DV
favourable opinion of the object, conversely this can also be a distikmfavourable

opinion of the object][71-173, 179. It is appropriate to note a dissonance between the
principles of favourability and the position of this thesis. The attitude object relevant to

this thesis is a patient who has been diagnosed wittecand the attitude towards the

patient is held by a TR, who has a professional duty and responsibility to the patient

within their care. The issue of favourability hinges upon a concept of making a

judgement or decision of preference towards an individiihis is not only incongruent

with those professional values established within the research findings, but with
professional standards deemed compulsory byattiegraphyprofessional body.

However, more recent research into attitudes proposes how Bkpatient is not the

opposite of disliking the patiefit80]. The TR may not hold or support the beliefs or
YDOXHVY KHOG E\ WKHLU SDWLHQW RU HYHQ HOLNHY WK
mean they dislike thenThis is an important distinicin to make in preparation for the

discussion of the findings.

An attitude is learned

Although there are theorists who believe some attitudes can be inherited through a
genetic componenfl81] it is predominantly accepted that attitude is learned ¢rako
contextq171, 173].Attitude developbecause oD Q LQGLYLGXDOYTV RZQ HI[S
VRFLDO HQFRXQWHUY DQG REVHU VYIB2} wRich drel tHRW KH U V
thought to influence behavio{t73]. Over the yearthere have been many leargin

theories applied to attitude acquiremfit4, 183].Two fundamental paradigms of
behavioural theory are often used to explain this learning process: classical conditioning
and operant or instrumental conditioning. Both paradigms are based on the role of

stimuli, creating a stimulugesponse conditioning process. Stimulus response theory
accepts that behaviour manifests because of the interplay between stimulus and
response. In the radiotherapy setting this could be conditioning toparf@éssional

andcompassionate patient care. An attitude that is learned may then become part of an
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LQGLYLGXDOYV EHOLHI VA\VWHP ,W LV LPSRUWDQW WR

how this influences the strength of attitude.

Beliefs

Fishbein & Ajzen, iéntified how stimulusresponse bonds that are formed are a type of

MEHOLHIY 7KLV LV EDVHG RQ WKH SUHPLVH WKDW WKH

related attitude is a resporid&3]. A belief is something that one accepts as true or real

in a firmly held opinion. There are five classifications of beliefs organised within an

LQGLYLGXDOYV RZQ EHOLHI V\VWHP 7DEOH )XQGD!

more central its position within the system (Figu@®.andividuals hold beliefs to
MPDINVHQVHY RI[M4KHLU ZRUOG

Primitive beliefs Authority beliefs Inconsequential beliefs

100% consensus

T 1

Primitive beliefs Derived beliefs
0% consensus

Centrality
within the
individual’s

belief system

Figure 62: Subclassifications of beliefs and centrality.
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Table 615: Five classifications of belief. Table adapted from Rokda&].

Belief type
Primitive beliefs:

100% consensus

Primitive beliefs,

Zero consensus

Authority beliefs

Derived beliefs

Inconsequential

beliefs

Description

Most central, learned by direct observation of object and
reinforced by a unanimous social consensus amongst refe
persons and groups.

Taken for granted beliefs. Disruption of primitive beliefs
would lead to one questioning validity of many other belief
and require major cognitive reorganisatidruths, physical
reality, good, bad, humanity, care

Through adverse experience some primitive beliefs may b
formed in which support from external authority is abandor
altogether.

Beliefs that are not shared with others are impervious to
persuasion or argument by othd?ersonal, prejudce

Belief in our persons/groups of reference. These change f
each of us dependant on our social structure. Disputable, i
one will understand that their beliefs will be shared by sorr
and not by other®rganisational beliefs and valies

Belief in the credibility of an authority. If a person believes
a particular authority than you can deduce a number of the
other beliefs. Institutionalised ideologgroup identity. Less
important dynamically than beliefs on hatity and therefore
a change of belief with respect to authority should lead to
many other changes in beliefs deriving from authority.
Organisation, professional identity, care

Arbitrary matters of taste. Inconsequential as have no
connections with other beliefs. If they change, there are nc
implications for other beliefs.

Positive correlation between centrality and intensity. If
intensity of this belief changed it would haveléi/no

consequences on other beligtfhangeable, personal taste

242



The above discussion suggests a clear relationship between beliefs and attitudes. More
crucially, this theory explains how certain attitudes can be strongly embedded in an
individual. Pehaps, in the radiotherapy setting, this is evident in s@rbefhdving

negative views about patients when their fundamental beliefs are different e.g. lifestyle

choices.

Nikitina identified beliefs and attitudes as overlapping constructs due to both

incomorating a degree of favourability (i.e. favour or disfavour towards the object)
NQRZQ D OVHRYp].bBdiskated that beliefs incorporate attitudes but
UHFRJQLVHVY D EHOLHI PD\ EH SUHGLVSRVLQJ ZKHUHDYV
VLIKWLQDINMWRUN VXSSRUWY WKRVH RSLQLRQV HVWD
statel:

Gttitudes do not exist at all until an individual perceives an attitude object either on a
conscious or unconscious basis and responds to it on an explicit or implicit pasis
186, p584].

It is thought like attitudes, beliefs are learned by direct observation, especially those

which are most central within the belief systgii2]. Based upon behaviotineory,

belief formation should follow the laws of learning through tHrience of stimulus

and conditioning. Fishbein & Ajzen, stdtthatwhen a belief is formed, some of the

implicit evaluation associated with the response becomes conditioned to the stimulus
object[173]. They emphasigkthis implicit evaluation associatedth the response

constitutes an attitude &gs formed in parbecause oprior conditioning.

Consequently, an attitude toward an object is related to the beliefeyhild individual
DERXW WKH REMHFW $ WHQVLRQ P Ds\mudgtlby WttdkieUH D
side in order to deliver good care to a pati&his was clearly demonstrated during the

STRs and TRs focus group discussions and will be addressed later in this section.

Fishbein proposed five fundamental principles central tud#iformation that explains
how a TR can develop a njudgemental approach to pract{d87]. An individual can

hold a range of beliefs about an object and make associations between this and other
objects. An evaluative response is established andghranditioning the response

becomes associated with the object. A learned attitude is then established which will be
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displayed when exposure to a similar object occurs. This can be recognised when the

TR consistently demonstrates a respectful and catiitgde towards the patient.

In addition to reinforcing the key concepts of attitude formation discussed earlier in this
FKDSWHU )LVKEHL@WK®WHR SHEOR@RIAXEHVWLWXGH WR
function of their beliefs about the object and ithelicit evaluative response associated

with those beliefs. Although Kretch and Crutchfield conedwith this concept, they

also considexd how all attitudes incorporate beliefs, but not all beliefs are necessarily

part of attitude$188]. Thus, proposig attitudes do not have to be completely

composed of all beliefs held by an individual.

Attitude has an affective, a behavioural and a cognitive component (Fi@ure 6.
referred to as the ABC model. These are perceived to shape attitude formatios and th

subsequent evaluative approdti2]:

X 7KH DIIHFWLYH RU HPRWLRQDO FRPSRQHQW LQYRC
held by an individual stimulate this affective component towards the object of
intention, the intensity of which can vary. This results in the individual taking a
positive or negive position with respect to the object belief or around the belief
itself.

X The behavioural or conative component, described as the belief or response
disposition, which leads to action when activated. Therefore, the action occurs
as a consequence ditd by the belief. Fundamentally it represents the
tendency of a person to behave in a particular manner towards an object.

X The cognitive or informational component consists of beliefs, values, ideas and
other information a person has about the objectvéVer, there is no imperative
IRU WKH LQIRUPDWLRQ WR EH IDFWXDOO\ FRUUHFV
knowledge based on what they believe is true or false or what is good or bad.
Thus, holding the potential for poor judgements regardinglbfect. Similarly,
the reverse could be true, and a positive judgement made based on an ineffective

or misjudged conviction.
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$V D SHUVRQYV DIIHFWLYH IHHOLQJV RU FRIJQLWLYH El
only the behavioural component can lrectly observed. Whilst this notion supports

the link between attitude and behaviour, it also identifies the implicit, personal nuances
that may influence the perception of compassionate behaviours. Harding et al.,
suggestdthat the relationship betweéme three components (affect, behaviour and
cognition) are interlinked and that it makes little difference which are used to rank
individuals with respect to their attitudgs89]. No theory predicts how one component
more strongly influences attitudes thanothef190]. This would specifically be of

interest when considering the concept of favourability, behavioural responses and the
professional principles of the TR. In addition, research indicates the relative weighting
of each of the three can vary ass individuals and the attitude objgr91-194].

Sympathetic nervous
responses
Verbal statements of
affect

STIMULI: ‘
Individuals, situations, I Overt actions
social issues, social _ Attitudes _: Behaviour Verbal state.ments
groups and other [ concer‘mng
attitude objects. behaviour

/

Perceptual responses
Verbal statements of
beliefs

Figure 63: Adapted schematic conception of the three components of attitudes. Reproduced by Eiser, (1980) with
permission from Hovland, & Rosenberg (1960) (Eds) Attitudes, Organisati@ihangde: An analysis of consistency
among attitude components [195, p3].

Values

Emerging from the data was the concept of professional and cultural values situated
within the collective classification of attitudes. Fundamentally, values are global
abstra&t principles regarding issues individuals believe are important to them. Values
like beliefs can be consciously or unconsciously held, but being imperceptible, they
PXVW EH LQIHUUHG WKURXJK ZKDW WKH LQGLYWGXDO \
aYDOXH LV D W\SH RI EHOLHI FRQWDLQHG ZLWKLQ RQH
to how one ought or ought not to beh§i/é2]. The STRs and TRs spoke frequently of
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the importance of professional values, placing these highly not only in reiatidmat

is expected of them, but also of the importance they hold for them. In this respect it
could be argued that the cognitive comporgdrettitudeis dominant over affect. For
HIDPSOH WKH 75V UHFRXQWHG WLPHV \hkKefits WBdSé1 G pn G L
behaviour or moral codes did not align with their own, subsequently conflicting with
their values and beliefs. Despite a discord, the TRs highlighted how patients still need
to be treated in a respectful and podgemental manner and thewn attitudes should
demonstrate professional values. The same may also be considered for those cultural
values established within the findings, where caring and peesained values

influenced attitude towards patients. An example relevant to racaptheractice is

seen here (Figure®.

~
¥The TR likes to feel he is helping patients cope with treatment

J

~

¥The TR will always ask patients attending for treatments how they
are coping in general and managing side effects

J

The TR believes working in this way helps patients and improves
practice

Figure 64: Example of the ABC components of TRs attitude to patient care

Attitude consistency

The discussion so far has developed an argument suggesting that conditioning in
compassionate care is possible through a process of learning, evaluation and practice.
Ostrom agreed with others that an attitude is a learned predisposition to respond in a
consistent evaluative manner toward an object or class of ofp]§dts196198]. This

view not only incorporates the three principles of an attitude, it identifies the need for

consistency toward$ie patient athe object of intention. Consistency is vialas the
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unidimensional continuum with a positive and negative pole and deemed important as it

is felt to reflect a level of central tendency rather than a complete homogeneity of
respons¢l96]. ,Q HVVHQFH WKLV PHDQV WK D WarmRaNtyVWHQF
or pro-con response is present, whilst accepting the degree or level of favourability
demonstratedan vary. So, the TR may not alwalamonstrata high level of

compassionate display but may still generally have a compassionate attivad#sto

patients.

Attitude-behaviour consistency theory emerged in1880sand became the foundation
for the assumption that attitudes and behaviour are not just simply linked, but attitude
actually predicts behaviolit 76, 181, 199]However, Fishbein &Ajzen (1975)

believal consistency is a major source of conceptual ambiguity and saedtieste
response consistency theories which need to be considered when the relationship
between attitude and behaviour is discug264:

1. Stimulusresponse consistency is based on the premise that a behaviour
manifests as a result of the interplay between stimulus and response.
Consistency in this instance is through the same repeated behaviours or sets of

behaviours towards the object.

2. Regponseresponse consistency considers the degree of reliability between
different behaviours or sets of behaviours towards the object. Although the
behaviours may differ, those behaviours would still display consistency in its

direction of favourability i.efavourable or unfavourable, positive or negative.

3. Evaluative consistency is based on the premise that an individual may perform
different behaviours towards an object at different points in time. However, the
favourability of the behaviours remains ctent. It is assumed the

IDYRXUDELOLW\ RI WKH LQGLYLGXDOYTYVY DWWLWXGF

expressed by their prcon behavioural pattern.

Both stimulusresponse and responasEsponse do not consider the influence of other
concepts, foexample drive, motivation or habit which may also be influencing the
behavioural respong200]. As such the theories cannot reason the behaviour and the
consistency associated with it is purely attributed to the attitude held. The third theory

states tht although the behaviours can differ, the favourability remains consistent
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which eliminates those additional contributors, habit, drive, trait etc. which the other
two theories fail to consider. In a radiotherapy context, this means that behavioural
respnses may change but compassionate orcoompassionate consistency reflects
their professional and cultural attitude. Challenges to attited@viour theory over the
years has culminated in the view that early theorists overlooked the influence of
individuality and made assumptions about perception, learning and motiMatihn
199-201].

In response to criticism many theorists readdressed their approaches to predicting
behaviour. Instead of basing it upon attitude alone they became aware an indivigual ma
consider or be concerned with the wider implications of their behaviour. That is an
individual will consider other factors before they decide to undertake an action, the
behaviour is not purely based on their attitude aJ@i@]. The incorporation of

moderated and mediated variables has been adopted by some to account for potential
influence upon the attitudleEHKDYLR XU UHODWLRQVKLS %DURQ
variables have become accepted definitions. They dkdimeoderator variable as a

focd independent variable that influences effectiveness in regard to a given dependent
variable[202]. Whereas a mediator variable is one which represents the general
mechanism through which the focal independent variable is able to influence the
dependent wé@able of interest202. Fundamentally, a moderator can affect or refute the
strength of the attitude whilst a mediator variable explains the relationship between the
attitude and behaviour. This begins to explain why professional values in addition to
thHLU RZQ FXOWXUDO YDOXHV LQIOXHQFH WKH 759V EH
This will be explored further later in the discussion when addressing the principle of
intent and established theories which have examined contributing variables in the

attitude-behaviour relationship.

An attitude predisposes an action

Fundamental to the concept of cognitive consistency is the notion individuals are an

active perceiver and interpreter of events, making them predisposed to organise their

attitudes and beefs into internally consistent structurd®5]. This affective or

evaluative predisposition thus creates a causal influence on beh@@slrCollective

categorisation is based upon dispositions, inherent qualities of the character.

Temperament is afh used as a synonym, used when referring to the complex set of
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attitudes and inclinations that guide behaviour. Consequently, a predisposition is those
established tendencies and inclinations to hold a particular attitude, or act in a particular
way. Aspreviously identified, stimulusesponse theory infers that behaviour manifests

as a result of the interplay between stimulus and response. Consistency stimulus
response theory is interested in understanding how, why, and when human beliefs and
attitudes ee influenced by a desire for consistency. The three consistency theories
presented by Fishbein & Ajzen each considers predispo§lif@). Within stimulus

response theory there is an assumption an individual is predisposed to undertaking a
particular reponse or set of response towards the object. This concept is frequently
used with empirical works to predict behaviours based upon attitude. However,
responseesponse theory implies a more general predisposition as the individual is
predisposed to undekiag a class of behaviours, all of which will hold the same pro

con response of favourability towards the object. Therefore, if holding a favourable
attitude, it would be expected their behaviours would be favourable or not unfavourable
towards the objeand vice versa. The predisposition of evaluatesgponse is thought

to be more general than that of the other two consistency theories. The individual is
seen to be predisposed to a certain degree of favourability in their behaviour towards the
object, bu the behaviour can manifest in several differing ways. The predisposition
therefore refers to the favourability of their behaviour pattern rather than the behaviour
RU FODVV RI EHKDYLRXU .QRZOHGJH RI WKH LQGLYLG?
prediction of their behaviour(s). This assumes that behaviours can physically differ, but

favourability or intent is consistent.

Although generally accepted, the concept of predispositions still holds concerns for
some theorists. Horowitz for example, does not agree that attitudes are predispositions
to respond, arguing an attitude is a response rather than a set to [@6ggnd

Similarly, concerns have been raised regarding the way social cognitive theory is
viewed as a linear model, where the human mind works like a computer. Information is
simply fedin, through to a central system which processes the information to a set of
preordained rulef205]. The failure to consider other variables or influencers is a

continuing criticism of the attitudieehaviour relationship.
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Despite disparities, Rokeach suppdifEishbein & Ajzen believing that an attitude
constitutes a predispoisih to respond, evaluate, and be motivated t¢1a@, 173] He
suggestdthere are several points theorists must consider when assumptions regarding
predispositions are made. Although these arguments are submitted in the context of
measuring or predictqibehaviours, they raise some important implications for the
research findings. Firstly, because an attitude is a set of interrelated predispositions
focused on an attitude, object or situation rather a single predisposition, one cannot
simply attribute tle behaviour or action to a single causal disposition. The observer,

this instance the patigns therefore unable to separate it from others. If predispositions
and their corresponding attitudes artertwined across the belief system, elements

could be taken from multiple predispositions. For example, an affective evaluation may
be maddoy the TRDERXW WKH LQGLYLGXDO DV D uFKDOOHQJL
VLPXOWDQHRXVO\ D FRIJIQLWLYH HYDOXDWLRQ LV PDGH
Interconnectivity across the dispositions may create an accord between their
professional and cultural valugsotentially causing their predispositions regarding
professional care to supersede their personal ones. This is additionally influenced by the
type of belief and its centrality in their belief system exerting a dominance (Table 6.1).
A second consideratn isthat not all predispositions will be activated by the attitude
object or situation. Based on the findings it is proposed the TR may display strong
professional and caring values as part of their role but only their predispositions
regarding the cogtive components are triggered, consequently leaving those
predispositions relating to the affective component untouched. When one again
considers the distinction between beliefs and attitudes, it can be considered how beliefs
were originally thought to ogplhave a cognitive component while attitudes have both
cognitive and affective, i.e. attitudes can be-gpoa, whereas a belief is neutfa88]. It
appears this is now widely disputed, demonstrated by the move towards the integration
of both a cognitiverad evaluative component in empirical works. Based on the premise
that a belief represents a predisposition to respond in a preferential way to the object, it
will have an affective as well as a cognitive component, so even though it may not be
activated i must be assumed to be thgt@2]. Similarly, an observer cannot assume the
pro-con affect is towards the objegaten}, affect may instead be directed towards

other objects, individuals or groups which oppose our beliefs. This concept will be
exploredwhen models specific to attitudehaviour relationship are considered.

Thirdly, Rokeach considedghe strength or length of a predisposition to influence its

role in attitude formation. He belied& a predisposition is momentary, it (they) should
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noteven be called an attitude, as for this classification to be given the predisposition
should be enduring or a persistent set of organisations of predispogi#@hsOn
consideration those fleeting moments may just then be an opinion of the object as
opposed to an attitude. This may squash those consesl earlieregardingthe
XQDFFHSW D E LfavbuabilRytoDardS 4 patienwithin a healthcare

environment.

What is agreed however, is that any predispositions an individual has to réspoad
consistently favourable or unfavourable way is a direct result of their past experiences
[174]. Those experiences are summed, stored and organised in the individual as he
approaches a new situatif206]. How a TR approaches a clinical situationhat

patient will therefore be based on their previous experiences within a similar situation or
patient. The impact of this on compassionate care will be addressed further later in this

section.

Attitude definition

The definition constructed by Rockegmtopogd D Q D W W L Wikl&ielWWR EH 3
enduring organisation of beliefs around an object or situation predisposing one to
respond in some preferential mannety2, p112].Thus, attitude is directed towards an
object, person or situation. It is learnédough experiences and based on personal and
professional beliefs and values. The strength of attitude is influenced by feelings and
thoughts about the focal object and generally is in response to stimuli. Individuals
generally demonstrate consistencyhiait attitude, although the more evaluative

approach is demonstrated in health care. Dissonance between personal and professional
predispositions may result in the professional attitude having dominance. Therefore, it is

generally accepted that attitudeolisposes action/behaviour that can be observed.

Alongside incorporating the three agreed principles of attitude composition, this
definition subsumes both the concepts of favourability and consistency in addition to
the relationship between belief antitatle. It is on this definition, future discussion of

attitude and the relationship between these and behaviours will be based.
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The relationship between attitudes and behaviours

Cultural Values
Person centred, intent,
open, caring

Professional values
Trust, respect, non-
judgemental, dignity,
privacy &
confidentiality

Indicative
communication
Tone, body language,
active listening,

welcoming

/~ Embodied connection™\
Personal touch, perception,
genuine, recognise my

; circumstances,
consideration, rapport _A\

Characteristicexpression
Being there, empathy,
attentive, sensitivity,

. eacting & adapting s

Figure 65: Conceptual frameworkattitudes and behaviours @iompassionate display

Whilst defining attitude, the previous section identified an attitude cannot be seen,
therefore it must be inferred through the behaviours demonstrated by the individual. It is
on this premise the behavioural classifications whickrged from the data; embodied
connection, characteristic expression and indicative communication when displayed,
demonstrated the attitude held by the TR (Figusg @he three classifications were
identified as distinct, albeihterconnected aspects of the-pRtient interaction which
enabled the patient to recognise and interpret the behaviour synonymous with

compassionate display.

Behaviour

If behaviour is the physical manifestation of an attitude, it is important to exyiwat
the term means. As a general principle, behaviour can be perceived tavsntier of
FRQGXFWLQJ RQHVHO!I LQ WKH HIWHUQDO UHODWLRQYV
demeanour, posture, and manners. Behaviour would therefore be the way anahdividu
acts in front of others, or when alone. However, this interpretation of behaviour simply
describes its components but does not provide any depth of understanding of the
purpose of behaviour. It does not consider some fundamental questions about what
behaviour may represent, its motive and why has it manifested in such ahesg
issues require consideration to explain the key findings of the thesis regarding the
relationship between attitude and behaviour.
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Ajzen & Fishbein stated that behaviour ihxes an action directed at a target performed
in a given context at a certain point in tid&3, 207, 208 Their definition builds on
the principle of an individual taking action, but proposes the action has a direction or

purpose. In his work to defirteehaviour Ossoriconsideredt to be

SDQ DWWHPSW RQ WKH SDUW RI DQ LQGLYLGXDO WR DI
DQRWKHU RU WR PDLQWDLQ200k#)FXUUHQWO\ H[LVWLQ.

Having an intention to change or manage a current state tesavith the findings of

this thesis. Analysis demonstrated three classifications of behaviours that enable the TR
WR HVWDEOLVK XQGHUVWDQGLQJ DQG DSSUHFLDWLRQ
essential insight into what the patient needs are. Thigpzhension enables the TR to
establish practices that aim to address those needs and result in a change, or at least
intent to change th& D W LcHr@Wwsfate. However, understanding the function of
behaviour does not explain how the behaviour isierited by attitudes. This needs to

be considered further with respect to theory.

Behavioural influences

Behaviours are complex and shaped through physical, verbal and/eerah actions,
ZKLFK FXOPLQDWH LQ H[W H Uei)Btfakavhet& f@maSpmzdas a % H U J

model that explains behavioural processes:
Behaviour = (I, W, K, KH, P, A, PC, S)21(Q

The formula identifies the influences and contributors of behavioural displays (Table
6.2). It provides a framework for those stuttybehaviour to ask the rudimental
questions; who it is being undertaken by, what motivates it, what individual

characteristics do they bring to the behaviour and what outcome do they aim for?
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Table 616: Scientific behaviowralculation. Adapted from Bergndg10]

K-H

PC

Parameter

Identity

Want

Know

Know-How

Performance

Achievement

Personal

Characteristics

Description

The identity of the person
who displays the behaviour
The motivational parameter
The state of affairs the
person wants tbring about.
The cognitive parameter.
The knowledge that is being
acted upon

Skill or competency
parameter

The exercise of broader or
generakompetencies

Process or procedural aspe
Includes all bodily postures,
movements and processes

involved in belviour.

Outcome parameter.
The bringing about of an

outcome

Individual difference
parameter.

Personal characteristics are
expressed. Can include:
Dispositions (traits, attitude
values)

Powers (Ailities,

knowledge) Derivatives
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Radiotherapy example

TR working clinically

Meeting the need(s) of the
patient

The patient is showing sign:

of distress

The TR identifies the
distress, seeking to take the
patient to a private room to
talk with the aim of
understanding their needs.
TR makes eye contact, lear
forward and may touch theil
arm, then guides the patien
to a private area. The TR
demonstrates listening skills
The patient is able to sit in ¢
private room and talk to the
TR explaining their needs,
potential for TR to act upon
this

Caring attitude of the TR.
Knowledge that being in a
private place and given
chance to talk often relieves
D SDWLHQWYV GI



(Capacities, embodiments,

states)
S Significance  Consequence of the By moving the patient into &
behaviour. side room to talk in private

the TR is demonstrating to
the patient they care and ar
concerned for their well

being.

%HUJQHUTV IRUPXOD DQG LWV FRPSRQHQW SDUDPHWH
how behaviour is not simplgetermined by attitudes, but reliant on motivation and

intent. Subsequently this section will address how attitudes translate into compassionate
care Several attitud®ehaviour models will be discussed here in order to develop an
understanding of how atitide influences behaviour and to illustrate the findings of this

study.

Attitude-behaviour process model

For decades theorists have examined the relationship between attitude and behaviour,
agreeing that knowledge of the attitude(s) held by an indivielnables one to predict

their behavioural respon§&73, 179, 207, 208]The theoretical basis on which they
ground the attitudéehaviour relationship will be utilised in the following discussion to

provide understanding of the findings.

The method by Wwich attitudes influence behaviour is perceived to follow a linear

process. Known as the attitudehaviour process model it establishes how an attitude
KHOG E\ DQ LQGLYLGXDO LV DFWLYDWHG[RPWIRADUGYV"™ W
attitude is rerieved from memory, composed from previous experiences. In respect to

the research, the attitude of a TR would be activated towards a patient, stimulated from
situations/patients the TR has previously encountered. These may be TRs prior

experiences witthat patient or another in a similar situation.

Fazio et al., stresslthat attitude activation is essential and if not activated any

behavioural display will not be guided by attitude and considered purpoxlégs
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Upon activation the attitude wilhen influence the TRs immediate perception of the

patient, either favourable or unfavourable towards them. This selective perception

shapes the TRs pimon definition of the patient and it is this definition which

determines the direction and nature ofdebur. Where a positive or favourable
SHUFHSWLRQ GHILQLWLRQ LV IRUPHG puDSSURDFKY EHK
negative or unfavourable perception/definition is formed avoidance behaviours will be
displayed. Within this context, approach bébars would be those by a TR that intend

to achieve a positive change for the patient as part of a compassionate response.
Conversely, avoidance behaviours would be those by a TR that hold no intent to achieve

a positive change for the patient and thenefoot compassionate.

e } s o s
h [ Immediate | \ ' \
Attitude Selective perceptions of Definition of ,
. — ) — ) — Behaviour
activation perception the attitude the event
\ J \ J \__ Object ) \ J \ y,

Figure 66: Diagrammatic model of Attitudbehaviour process model11].

To consider the identity of the individual undertaking the behaviour, Bergner
acknowledgd each person will bring to that situation other attitude(s) and subsequent
bias/perceptions that may also influence their behay&i@y]. A distinct example

captured in the research findings was the expectation of TRs to Hedgamental of a

patient dspite potential conflicts between their own personal values and beliefs and
those perceived as intrinsic to TRs as healthcare professionals. In one example, the TR
referred to a patient continuing to smoke and drink despite this behaviour contributing

to their head and neck cancer diagnosis. Although bemused with how this patient could
continue with negative habits despite this being the cause of their cancer, the TR and the
group addressed how they would treat this patient as they would any other. In this
situation, it appears two sets of values were stimulated, those of the TR as an individual
and those of the TR as healthcare professional. In Fazio et als., model, those personal
values would have stimulated a negative perception/bias of the patieneand th

behaviour would have been one of avoidg2dd]. % XW LQ WKLV H[DPSOH WI
professional and caring values underpinned their attitude, stimulating a positive

perception/bias and associated behavioural display of approach. Despite a disconnect
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betweHQ WKHLU RZQ YDOXHV DQG WKRVH RI WKH SDWLHC
attitudes stimulated behaviours which intended to improve the situation for the patient.
Bergner descrie WKLY DV pZDQWY WKH PRWLYDWLRQ@EDO HOH|
underpinning the behavio{210].

)XQGDPHQWDOO\ WKH PRGHO DVVXPHV WKDW JHQHUD(I(
7 5 fpérception and judgments of information relevant to the patient. The strength of

the attitude is then congruent with the directad bias. At the heart of this assumption

is the only influencer of behaviour is the attitude(s) held by the TR. Yet, every situation

IS unique, and the manifestation of behaviour is diverse and complex. This was evident
throughout the focus groups wher@ch participant group spoke about their range of
experiences with patients, TRs or other STRs. It would be imprudent to simply consider
the attitudebehaviour relationship on this model and fail to consider additional stimuli

or factors that may influen@behavioural display.

Motivation and Observation: MODE Model

Attitudes should be considered on a continuum, varying in stré2t@h 213].Attitude
strength is a prominent example of a moderator var[aBig]. At one end are those

weak nonrattitudeswhere no prior experience of the attitude object has occurred or is
available in memory, potentially reflecting that it was not worth remembering. At this

end of the spectrum, if asked for an attitude the individual would struggle, having to
create one othe spot by recalling other experiences. Moving along the continuum are
well-learned, strong association attitudes based on personal experiences. Their strength
enables automatic activation from memory on observation or mention of the object

[172, 214] As strong, longstanding attitudes are prominent in the mind they are more
accessible and easier to activate, thus follow a process of automatic activation. Whereas
weaker, shortived attitudes follow a deliberate activation process, taking time to

refled, consider and construct (Figur@)s.Due to their instant accessibility,

automatically activated or strong attitudes are more likely to guide beh§iasyr

213].
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Weak attitudes Strong attitudes

Deliberate activation Automatic activation

Figure 67: Diagrammatic representation of attitude strength continuum aativation process

Behavioural responses are provoked by the social situation in which they arise and any
prior attitudes held about that situatid’2]. Essentially then, any social behaviour by

a TR would be mediated by two attitudes, one activatatidpatient and the other by

the situation. If only the attitude towards the patient is the focus, inconsistencies will be
observed between attitude and behaviour. When considering this within the context of a
759V UROH LW FRXOG EmhyWd bt aheuivey haddesite dvitiintab W H G
situation. Thus, creating a potential dissonance between what behaviour, the individual
HZDQWVY RU pIHHOVY WKH\ VKRXOG XQGHUWDNH UDWK

Emerging within the TRs discussiondwW DQ DFFHSWDQFH WKDW ZKLOV
XQLIRUPY WKH 75V ZHUH KHDOWKFDUH SURIHVVLRQDO\
HTXDOO\ UHJDUGOHVYV RI WKH SDWLHQWYV EHKDYLRXU
discussed their experiences of abusiveggressive behaviour but continued to display
compassionate practice because of their professional duty. When faced with similar
experiences outside of work, the TRs indicated they did not demonstrate the same
behavioural display. The TRs discussions ingidahey were intolerant of people who

were disrespectful to them, holding a strong negative attitude of this behaviour in a

social setting. However, when experienced in the clinical setting, this attitude was
suppressed in favour of a positive attituoeards the patient. To address how and why

the professional attitude becomes dominant within a clinical context some assumptions

need to be made.

It is proposed thaD 7 5fekéonal attitude towards ascial behaviour is strong and
their professionalttitude to be nojudgemental and is weak(er). Therefore, a
deliberate action to stimulate weaker attitudes becomes a motivating force and
influences an individual (TR) to engage in reasoning to activate the attitude in the
clinical setting[214]. The consequence of behaviour or its importance is considered a

motivating forcg214]. Fazio developed the MODE model that builds on the attitude
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behaviour process model, establishingtivation andopportunity agdeterminants of a
spontaneous versus deliberat@ade-behaviour proced214]. MODE accepts and

uses the process of attitude activation within his atttheteviour process model,

(Figure 68) but proposes that motivation and opportunity can influence which form of
processing is undertaken. Fundamentally if the individual is sufficiently motivated and
has cognitive capacity to do so, they can retrieve or construct attitudes towards an object
purposefully. Therefore, modifying which attitude is automatically activated and
stimulating a behaviour which is congruent with the favourability of the attitude.
Motivation refers to the desire to behave in a certain way or reach a certain conclusion.
Opportunity refers to the time, energy, and ability required to override the influence of
attitude. Fazio, stressed that both motivation and opportunity must be present to

overrule the automatic activation proc¢a4].

Emerging from the findings was thelie¢ by the TRs and STRs that they held a strong
motivational desire to meet the needs of patients and display compassionate behaviours
DQG SUDFWLFH :LWK UHVSHFW WR pRSSRUWXQLW\T D
compassionate practice, such asetiand work pressure. This was perceived by all
participants to affect the ability of the TR's to behave in a compassionate manner. In
clinical environments where the collective ethos was compassionate and the physical
environment conducive, this actedaasenabler for opportunity. When present,

motivation and opportunity enable individuals to follow the deliberate process route to
attitude activation (Figure 8). It is this deliberate, controlled process which overrides
those stronger attitudes, whinbrmally follow an automatic activation process. Thus,

in the case of Rs the motivation to improve the situation of the patient coupled with
appropriate opportunity, overruled the automatic activation of their personal attitude
regarding antsocial behgiour. This meaning their behaviour reflected the positive
perceptions of the patient rather than a negative viewpoint of their behaviour.
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Figure 68: MODE Model Motivation and Opportunity as DEterminants of spontaneous versus deliberate attitude to
behaviour processZ14].

Although this clinical example contains several assumptions, the concept of motivation
aligns with the key findings of the research. Intent as a component of motivation to
undertake and achieve a desired outcome was prominent indiregs. In contrast,

one may consider the MODE model to explain those experiences encountered or
observed by the participants where fammpassionate practice occurred. A TR may not
be motivated and behaviour displayed does not reflect professionas Vattieide is
weaker). Furthermore, it could it also signify they do not hold cultural values which
motivate their desire to care for the patient. Or perhaps, they do not feel confident in
their abilities or are not working in an environment which prosdtese attitudes and

behaviours (removing opportunity).

Both the attitudédehaviour process alMlODE models demonstrate attitutdehaviour
relationship to be an internal process, shaped by th&attitude and personal
motivation. As established, behaurs are not determined by a single attitude, but by

several influencers including external social situati{@@®, 215, 216]whichever is
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strongest will dictate response. Although MODE does begin to indicate that the attitude
activated is also influendeby opportunity, it fails to consider the importance of or the
extent to which those other attitudes especially any external factors will influence

behaviour.

Several theorists have proposed that the intention to perform behaviour rather than the
attitudeis the closest cognitive antecedent of actual behajdd®;, 217, 218].This

implies it is the actual intention to engage with the behaviour that shapes behaviour
UDWKHU WKDQ WKH DWWLWXGH KHOG ,Q24HadMy RQ H[S
%HUJQHU RAJ ig 2ddéniirthe findings and represented indbweceptual

framework. Both the definition of compassion and the behaviours synonymous with its
display are underpinned by the intent of the TR to be compassionate. Analysis
demonstrated TRs could undertake behaviours and practices, which one would
traditionally typify as compassionate, but if these were undertaken without intent the

TRs behaviours were perceived by patients to be superficial or ingenuine. The view of
many of the patient participants was that they could discern when a TR wanted to help
them UDWKHU WKDQ PGRLQJ ZKDW WKH\ RXJKW WR GRT
within the behaviour theme, embodied connection which represents the personal inter
UHODWLRQVKLS EHWZHHQ WKH 75 DQG WKH SDWLHQW
patientand the ability to compassionately respond to their needs. Irttiosg

behaviours were then recognised by the patient as a compassionate display. To further

reinforce the notion of intention, the theory of reasoned autibmow be discussed.

Theoryof reasoned action

$MJHQ )LVKEHLQTV WKHR U\dRtentidi BtVHe ehti@ obattiddeR Q S O |
EHKDYLRXU UHODWLRQVKLS 7KH PRGHO SURYLGHV DQ
follows reasonably from their attitudes and intentif21®]. Notably however, it

recognisd that attitude and intent are not the only tenutory factors to behaviour as

normative beliefs are also incorporated into the relationship (Figeye 6.
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Attitude

—_—

Intention | = Behaviour

k|

Normative beliefs

Figure 8: Theory of reasoned action, Ajzen & Fishb208]

Normative beliefs are the perceived behavioural expectatiangigfduals or groups

[208. When establishing intent an individual will consider the acceptability of their

attitude as displayed by their behaviour from the perspective of the collective group of

which they are part or hold as important. The individulla@nsider what the group

thinks about whether they should or should not display particular behaviours. The
perceived social pressure will then influence their decision to engage or not to engage in
the behaviour]73,208 (Figure 610). Convergence with others is stronger when an
LQGLYLGXDOYV EHOLHI VI\VWHP KRUGVYrWwWBRQIUXHQFH ZL
LQGLYLGXDO ZKR LV VLPLODU WR R[@28%22.VHOI RU DUH
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Figure 610: Process of social pressure

In the focs groups there was strong sense of pride by the TRs and STRs in their
profession, their colleagues and departments. However, what was also evident was the
influence of social pressure on views about compassion. This was especially
demonstrated during thERs focus group at site B1. As detailed within the findings,

one TR expressed his personal struggle to display compassion. The responses from the
other participants who were his colleagues and peers were anger and a rejection of his
values[223]. They expessed disappointment at his inability to deliver compassionate
care which did not meet the standards set by the collective ethos in department.
Belonging to a profession necessitates conformance and upholding the shared attitudes

and behaviours of the celitive.

Although appearing to fail to be compassionate, the TR demonstrated he held the
professional and cultural attitudes established as essential for compassionate practice
identified in the conceptual framework. These attitudes underpinned his omtedt t
patients by responding to their needs. His actions and behaviours were not however
perceived as compassionate by either his peers or the patients in his care, causing his

failings (and personal struggle). In this instance, internal motivation@yattonity
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existed, but the external pressure exerted by the subjective norm was lacking (weaker)
(Figure 611).

Cultural and
Frofessional attitudes

Intention or
desire to

) improve the

circumstance

of the patient

Compassionate
behaviour/practices

Social pressure from
colleagues within the
collective ethos

Figure 611: Intention

The social pressure exerted by his peers manifested. The TR recognised his failings,
consciously workingtocr KDQJH DQG GHYHORS KLV EHKDYLRXU E\
behaviours from his colleagues. Subsequently, he was trying to modify his behaviour, to

align it with the collective ethos of the department.

Undeniably, the theory of reasoned action enables cgimepsion of the external factors

or subjective norms which influence compassionate behaviour, but there are limitations
to its application within these findings. Although rommpassionate practice was not

the focus of this thesis, it became apparemiughout data collection that compassion
could not be explored without its opposite being discussed by participants. Numerous
accounts were recalled; many negative examples included the behaviours and practices
of TRs. Leading to the question of why somesTiehave nogompassionately.

Assuming they do not possess the professional and cultural attitudes deemed essential
for compassion, Ajzen & Fishbein accentuaktteat the social pressure from the clinical
environment could overrule thé 5 fown attitude andubsequent behavio[#08]. The
findings do indicate that social pressure was evident within clinical settings and

departments had a sense of professional pride in the care they delivered.

Potentially then, can some TRs override or ignore the sociayseefom the
FROOHFWLYH" $V )D]LR 1V, with'theRighGddr@itioi &R Dav H
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consciously construct an attitude resulting in it overriding a strong(er) attRadg [f

a parallel version of this processconsideredwhere the TR already holds a negative

attitude or consciously constructs okéthin this scenaridthe negative perspective

becomes stronger than the subjective pressure exerted by the environment (positive).

This would firstly imply the TR decides (mwéted by intent and opportunity) to behave
noncompassionately towards a patient. This would not only conflict with the

established concept of a TRs professional identify and responsiBRidy 22% but

rejects the belief that individuals seek consehgailidation about their attitudes and

values from their important social groi@€8, 226].Typically, when a discrepancy of
behaviour arises, it provides motivation for an individual to change as part of a self
awareness process. Therefore, a discorbeteteen the collective accepted behaviour

DQG WKH 750V DFWXDO EHKDYLRXU RFFXUV UHVXOWLC
and modify behaviour. Unfortunately, as the behaviours of specific TRs disclosed by
participants as displaying n@mompassionatpractices cannot be tracked, the researcher
cannot verify if a change in compassionate practice occurred. Many participants
KRZHYHU LQGLFDWHG WKHUH-NQR Z2Z@IGL Y L&EXDDYWWAHQ B
delivering compassionate care. Social presappears to bear no weight in their
attitudebehaviour relationship.

3 think innately they are compassionate on the whole. | think | can count maybe count
RQ WZR RU WKUHH ILQJHUYVY FHUWDLQO\ DFURVV WKH U

TR Site B2

Predicting behaviour

Trafimow discussed the ability to predict behaviour and relies on beta regression
analysis to determine whether the behavioural beliefs (attitude) or normative beliefs
(social pressure) are the dominant pov227]. Critics believel the theory faidto
correctly weight the two factors of behaviour formation creating difficulties when
identifying which belief holds dominance. This failure is attributed to the lack of clear
conceptual separation between the factors, leading some idexdoshavioural beliefs
and normative beliefs to be different names for the same congR1GRRY. A relevant

clinical example of this would be:
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3, GHPRQVWUDWH FRPSDVVLRQ WRZDUGV SDWLHQWV D
belief)

and

PatientsOLNH WR EH WUHDWHG [nomtiveR&isilDVVLRQDWH ZD)

Miniard & Cohen argugthat whilst structurally different, both beliefs reflect an

underlying concern of the TR behaving compassiona®2§ [ Thus, arguing there is

no clear distinction betaen them. Although the thesis is not concerned with the
predictability of the theory, the semantics of the two belief types may skew

understanding of those components that contribute to the athiaideviour

relationship. A limited variance between th® components may result in the effect

not being exerted or indeed apparent to the TR due to a confusion within their own
EHOLHI VI\VWHP $GGLWLRQDOO\ 7UDILPRZYV DUJXPHQ
two beliefs do not hold equal weigl&q7]. Therefore, suggesting the proposed scenario

of a TR having a negative attitude towards the patient being stronger than the social

pressure from their peers could be correct.

As established, the emotional element within the ABC model of attitudes censide
affect, with a specific focus on need for affect. The need for affect is understood as a
Yeneral motivation of people to approach or avoid situations or activities that are
emotion driven activities 229 p15. This need incorporates the desire toaerignce

and understand the emotions of the self and others, which suggests that emotions are
useful for shaping judgements and behavi@3d]. Like any humarbeing, TR are
individuals driven by a variety of factors, each influencing their motivationgagmin

or avoid compassionate behaviouliswas highlighted byHaddock & Maio, that some
individuals may experience high levels of positive affect, potentially having a strong
sense of psychological security that enables them to pursue em@@&phJonversely,
some individuals may experience high levels of negative affect due to reasons of low
coping ability, experience or multiple higitress life events. Research on compassion
fatigue indicates a system of sphleservation is often employed to redihealth
professionals suffering burnoj#31-233]. Those TRs perceived as noompassionate

may therefore be consciously protecting themselves from the emotional negative affect

in order to be able to continue working in an emotionally demanding role.
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The affective element of the ABC model not only provides a potential explanation of
nornrcompassionate behaviours, it also provides understanding of how the attitude
behaviour relationship is relevant to the context of this thesis. The findings established
that embodied connection promotes an intuitive togetherness between the patient and
the TR. Its six component behaviours are each affective, enabling both the perception
and portrayal of emotion (Figurel@). Evaluation is fundamental to emotif#84] and
affective reaction development requires informajiwacessing235], thus contributing

to the development of attitude formation and aqwo response. If this results in a
negative affective evaluation, any resultant actions undertaken by a TR tateaciii
preservation will create a barrier to embodied connection, thus generating a barrier to
compassionate practice. In contrast a positive affective evaluation will promote a TR to
engage in those behaviours encouraging embodied connection, aitipgssionate

practice.

Genuine

Rapport

Embodied
Connection

Consideration

/"

Reacting and
adapting

Figure 612: Embodied Connection
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In summary, the theory of reasoned action places intent at its heart. Although intent is
imperative, the findings established this is not enough on its own, TRs also need the
know-how [ 210] to ergage in the behaviours required for embodied connection or

indeed indicative communication and characteristic expresbi@ndiscussion will now
FRQVLGHU WKH WKHRU\ RI SODQQHG EHKDYLRXU DQG \

behavioural control has on thelvility to be compassionate.

Theory of planned behaviour

The theory of planned behavid@36,237]builds upon the theory of reasoned action.
Whilst maintaining the fundamental components of attitude and normative beliefs, the
theory also incorporated perceived behavioural control as an additional determinant of
both behavioural intention and behavidkigure 613). To note, behavioural control is

not a novel concept, considered in MODE to form part of opportunity.

Prior to discussing the inclusion of perceived behavioural control, it is worth addressing
WKDW LQ $MJHQYV WKHR U wiBhedX@®rEe@ahbises tE¢likmianeerot) K
behavioural belief within attitudeehaviour relationship. The power of7ab fattitude

towards a patient and the apparent benefit to the patient is conceded throughout all the
theories discussed in this chapter egetminant of behaviour. There are some

considerations within the context of this thesis which should be included at this point.

7KH SHUFHLYHG RXWFRPH EHQHILW FRUUHODWHYV ZLWE
SDWLHQWY DQG 2VRUL ReBses®éhbliut td/dcRi€ye A KHakge iD<Ea U

of affairs R09. Whether achievement is reached or not, the outcome would need to be
recognised by the TR. In many of the examples discussed throughout the focus groups,
achievement or failure would be havesheclearly observed by the reactions of the

patients or carers or another TR involved. There were however instances where the
outcome may have not been portrayed or receivésltherefore required at this stage

for a discussion on perception and iteernm compassion to be included.
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Attitude

Measure: level of behavioural belief

- Perceived outcome benefit

- Internal alignment/compatibility

/ﬁarmative belief ™

Measure: level of perceived social

pressure J

- Perception of attitudes of apinion ) . _

leaders Intention s Behaviour/action
" . i

- Perception of accepted behaviour
- Perceived importance of behavioural
consistency

\ /

™

i Perceived control

Measure; strength of perceived control
- Perceived internal ability to carry out
behaviour

- Perceived external ability to carry out
\\beha\uour J

-
= "L Real control

Figure 6.BW il v[s ~i668is dZ }EC }( %87vv Z AlIuE €

Perception

Perception is one of the six behaviours identified within embodied connection.

Emerging as a concept from the PaCs and the STRs focus groups, it firstly addresses the
75V] QOHHG WR KDYH DQ DZDUHQHVYV RI WKHLU RZQ VW)
Termed sdlperception, it represents how genuine intent may be present, but the
professional may not know how to displayStcondly, it acknowledges how the

professional must also have an awareness of the individual patient with whom they are
engaging with. Ternaeperception of others, this enables the patient to recognise the
display is persowentred Centrally, it demonstrates that perception relates to the ability

of a TR to understand and appreciate what behaviour is required as a compassionate
response frontwo perspectives, their own and the individual patient. The two must

occur harmoniously, for when a dichotomy exists intent can be lost.
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Outcomes: social learning

Social learning theory advocates individuals learn from performing actions or behaviour
and then reflecting upon the effects they produ@€b]. In instances where

achievement or failure to accomplish an outcome is not observed, the TR could
potentially be unable to identify whether their behaviour was correct in that situation
with that paient. This may be through an inability of the TR to perceive or insufficient
response being provided. In either case, if unaware of the consequences of their
behaviour, the TR would not be able to learn from or enhance their behaviours. If the
TR perceivedheir behaviour to be compassionate, but the patient did not, they would
not be able to learn from and change subsequent behaviour patterns. This reduces their
potential for change by observing the positive and negative effects of their behaviour
[205]. This type of learning infers that responses are shaped both automatically and
unconsciously by their consequences. TRdearns whilst performing activities and
subsequently forms ideas about the consequences, acting upon those ideas or predicting
occurrere from them. As a result, they can judge the adequacy of their behaviours and
change them according]205]. The principle of learned behaviour appears to oppose

the views established by participants regardingeumpassionate practice. The

findings denonstrated the participants felt in generab fWho had been in the

profession a long time were more likely to be fw@mmpassionate than those who were
more recently employed. It wouttlereforebe reasonable to assume the longer the

length of time workingn clinical practiceshouldequate to more interactions with

patients and opportunities for observation of accomplishment and reflective learning.
This PHDQLQJ WKH 75 VKRXOG EH pPRUHY FRPSDVVLRQD\
perspectives of the SBrRand TRs participants.

Bergnerequatt EHKDYLRXUDO RXWFRPH WR pV210RQMhéLFDQFHT
analysis highlighted the necessity to appreciate the vulnerability patients diagnosed with
cancer as part of a characteristic behavioural expresSiohsequently there is an

advanced need for compassionate behaviour due to the circumstances the patients face.
Many theorists believe individuals are more likely to maintain attitude behavioural

belief in situations that elicit high need for closurenthaw need238, 239]. Thus,

denoting there is a high chance of compliance to undertaking the behaviour due to it
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being towards a patient diagnosed with cancer. This reaffirms the importance of intent

within the attitudebehaviour relationship.

Perceivedehavioural control

Perceived behavioural control relates to a person's perception of the ease or difficulty of
performing the intended behaviour. The rationale that having a greater perceived control
will hold intention constant, subsequently increabedikelihood that the undertaking

of the behaviour will be successfl72]. If perceived control reflects the actual level

of control, then perceived behavioural control will directly influence behaviour. In its

use as a method of predicting behavigerceived behavioural control acts as both a

proxy measure of actual control and a measure of confidence in one's ability.
Fundamentally, the easier a behaviour is, and the individual realises they are capable of
performing, the more likely the intent p@rform it. The theory however is limited by

its assumption each individual has acquired the opportunities and resources to be

successful in performing the desired behaviour, regardless of the intention.

2QH H[DPSOH HPHUJLQJ IURP WKH ILQGLQJV kRbHaDDWHYV
the focus group participants, the act of signposting to another person or service

indicated a desire to ensure that the patients' needs were met or at least awattempt

made. Failure to signpost was deemed unacceptable and inappropriate signposting was
FODVVHG DV pSDVVLQJ WKH EXFNY XQOHVYV LW ZDV GXI
abilities being insufficient for the task. This however is a very practkzahple,

focussing on the outcome of the behaviour, thus aligning more with the principles of

behavioural belief.

There were however facets of signposting which held a more distinct alignment with the
principles of perceived behavioural contrés outlined in the findings, one STR spoke
DERXW WKH FKDQJHYVY VKH KDG QRWLFHG LQ WKH SDWL
when no action was being taken to help him. Analysis demonstrated in this context,
signpostingdemonstrated a deeper understandimdykanowing of the patient through

the ability to interpret and comprehend without verbal ques. As established during the
GLVFXVVLRQ RI 02'( D FDYHDW RI RSSRUWXQLW\ OLHV
abilities and knowhow [210]. These skill setare not simply related to the practical

tasks associated with meeting the needs of patients. They are also required to undertake
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those three behavioural classifications which afford the TR with an understanding of
individuality and appreciation of needsdure 6.34). In this example, the STR had both

WKH DELOLW\ DQG FDSDFLW\ IRU SHUFHSWLRQ UHFRJC(
her to achieve a connection. There were others working within her team that did not
develop a connection, potentiailydicating engagement was due to a perceived lack of

the skills required to facilitate connection.

BEHAVIOURS

Indicative

communication
Tone, body language,
active listening,
welcoming

Embodied connection™\
Personal touch, perception,
genuine, recognise my
circumstances,
consideration, rapport

Characteristic expression
Being there, empathy,
attentive, sensitivity,

reacting & adapting

UNDERSTANDING
INDIVIDUALITY &
APPRECIATION OF
NEEDS

PRACTICES

Meeting Needs
Give me a choice, checking how | am, go the extra mile, make comfortable, choose
your words carefully, enhancing my knowledge, signposting, check for
understanding, bedside manner, encourage, continuity of care, supportive.

Figure 614: Conceptual framework influence of behaviours on the practices of compassionate display

An important consideration is that every individisatlifferent, similarly every situation

is different. Perceived behavioural control can therefore vary, which can result in an
individual having varying perceptions of behavioural control depending on the situation
they facg172]. Consequently, even if competent to engage with or undertake those
behaviours essential for compassionate care in one situation or with one patient, it may

mean this knowhow does not translate to all situations or all patients.

Critics of perceived behavioural control highlight its failure to consider other variables

which may influence behavioural respon$éd]. In relation to behavioural intention

and motivation, it is felt fear, threat, mood, and prior experience should be considered.
Whereas for normative influences, it should consider environmental and economic

factors that may influence a person's intention to perform behaviours. Although
DSSUHFLDWLYH RI WKH LVVXHVY UDLVHG E\ WKH WKHRU
indicatesWKHUH DUH VHYHUDO FRXQWHUDUJXPHQWY ZKLFEk
application and verification of the conceptual framework.
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Firstly, it would be implausible for any theory to account for all, due to the vast array of
variables any individual maiace. Secondly, as established the purpose of this and other
attitudebehaviour theories and models are for the predictability of behaviours. Research
into their application in healthcare predominantly focuses upon two areas: the
behaviours of the patieot the behaviours of healthcare professionals. The former
IRFXVHV XSRQ WKH WKHRULHV DELOLW\ WR SUHGLFW V
in matters of public healtl2f0-242], for example smoking cessation or a reduction in
alcohol intake. Inhis area theories would need to consider variables such as habit and
threat, similarly social and economic factors as these would be detrimental in the
decisionmaking process as to whether to adopt a personal behavioural change. In
relation to the lattetthis research investigates the probability of health professionals
implementing changes in clinical practi@3, 244]. Equally habit and threat,

alongside environmental factors would need to be considered as potential barriers
professional changerlhe thesis however is not utilising this or other theories to predict
behaviours of TRs. Instead their employment is for explanation of how the attitude of
the TR results in and influences a compassionate behavioural display. Thus, providing
understandin@f how those behaviours and practisdgenundertaken by TRs represent

compassion.

7KH GRPLQDQW ILQGLQJ HPHUJLQJ IURP WKH UHVHDUF
to be compassionate. The foundations of intent are situated within the professibnal an
cultural values of the individual, generating influence on their engagement in the three
behavioural components of compassion. Similarly, engagement in those behaviours
enable the TR to denote their intent, permitting it be perceived by patients as a
compassionate display. The concept of intent is situated within a professional clinical
environment. The environment motivates intent through promotion of professional
expectations along with the exertion of social pressure for others to comply with
expectatbns. Additionally, environment can facilitate opportunity for compliance

through the removal of barriers and by realising the importance of, subsequently

equipping its staff with skills to facilitate the knevow.

A further criticism of the theory of pghned behaviour is it assumes behaviour is the
result of a linear decisiemaking process, therefore does not consider it can change
over time[172]. To establish the validity of this criticism, behaviour must be considered
within the context of radiothepag. Despite potential variations in the practical display

based on the changing needs of the patient demographic or through advancements in
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treatment, the attitudieehaviour process of compassionate display would remain the

same. The practices are simphydertaken to attain achievement of outcome or

significance. These are not fixed instead being interchangeable. The influencers of

behaviour within the context of radiotherapy are however fixed (Figut éntl

therefore in most instanc@®Rkswill follow a linear decisioimaking process.

COMPASSIONATE

INTENT

Underpinning attitudes:
Professional & cultural

values

]

+*

Influence - Influence - Behavioural

Opportunity:
Environment as an
enabler or barrier

) A [3
Influence - Motivation: Influence - Subjective
Desire to identify and norms:
meet the needs of Professional role &
patients collective ethos
* L g

*

control:

Self-perception by the
TR of their abilities

+

Behaviour
Engagement in behavioural components of compassion:
Characteristic Expression Embodied Connection Indicative communication

+

Understanding individuality & appreciation of needs

+

Outcome/Significance

Practices:

Tasks undertaken to
meet patients needs

Figure 6.5: Compassionate attitudbehaviour model.

Summary

The second part of the chapter has identified how compassionate attitudes are learnt

ZLWKLQ WKH FRQWH[W RI D FOLQLFDO HQYLURQPHQW
experiences, belief systems and values in addition to the observation of others. Those

internalattitudes forming the basis of a behavioural response towards the patient as an

object of intension.

Intent and the desire (internal) to improve the circumstances or outcomes for the patient

are a key motivator for the TR to respond in a behaviouraharamhich is indicative of

compassion. Behavioural responses are also shaped by an external pressure to conform
H[HUWHG E\ SHHUV DORQJVLGH WKH LQGLYLGXDO 751\

and any potential barriers (external) to engage.

274



When the internal and external factors are in accordance, it culminates in a behavioural
response which represents to both the individual TR and their patient a display of

compassionate practice.

The next section of this chapter considers the three behavotassifications of the

conceptual framework: characteristic expression, embodied connection and indicative
communication. It details the dual roles each classification holds in both enabling and
portraying compassionate display. Discussion is situataddrsupported by

appropriate literature and reference is made to the findings of the concept analysis
SUHVHQWHG LQ &KDSWHU 7TKH LQIOXHQFH RI HDFK E}
individuality and the needs of the patient will become the basdiscussing those

practices established as reflecting compassionate display.

Section three: Compassionate behaviour and practice

The previous section focused on attitude as a central component of compassion and has
drawn on theory texplain how attitude influences behaviour. This section takes that
discussion further by exploring the behavioural components of the conceptual
framework: embodied connection, characteristic expression and indicative
communication. Further exploration ad\W compassionate behaviours are incorporated

into the everyday practice of TRs follows.

The discussion in this section will refer to and draw upon the defining attributes and
empirical referents which emerged from the concept analysis, as the practical and
presentable elements of compassion within healthcare presented in chapter two. In a
move away from tradition, this chapter will not directly return to the concept analysis to

provide a comparable to the findings as this was not its purpose. Rathen¢bptco
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DQDO\VHVY DLP ZzDV WR HVWDEOLVK ZKDW ZDV NQRZQ
compassion providing justification for the research and shape the design of the project.

This third section of the discussion instead examines the current literaturedass ar

the key components and themes of which the conceptual framework is comprised. To
note some of these will however have been part of the original concept analysis. This
method allows the discussion to explain how the behavioural components of the
concepual framework enable the TR to be compassionate and why these behaviours are
perceived as compassionate by the patient. Thus, aligning with the principles and
purpose of a conceptual framework to provide meaning and comprehension to a
phenomenon/00,167]

Compassionate behaviours

Embodied Connection

Embodied connection reflects an implicit knowing of the individual pateedgminant
concept in the findings, reflected in the desire of the patients to be known and its
FHQWUDOLW\ LQ D 75\%&nte&E LOLW\ WR EH SHUVRQ

Knowing the patient

Previous research in oncology has established individualised care, where health
profesionals display flexibility in their practice and understanding individuality. This

establishes strong human connections and shows that personal interest is paramount for
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the display of connection [82,245]. In their work with teenage and young adults
JacobvHQ HW DO HVWDEOLVKHG WKDW WR EH FRQVLGHL
displaying individualised care [253]. To the research participants in their study, this
behaviour represented being treated like a unique individual whilst classified as a

patient and recognised as a person separate from the disease. In congruence, the work of
Thorne et al., identified that being known gives a distinct sense of connection separate
from the physical disease that helps to define a patient as a unique-beimg{32].
(YLGHQW LQ WKH ILQGLQJV ZDV WKH SDWLHQWTTV GHVL
display, tailored personalisation portrays to patients they are not simply another patient
diagnosed with cancer; they are a hurhamg with individual compassnate needs.

Perception of behaviours which convey this message by the patients provides

reassurances they are known to the healthcare professional [246].

-RKQ HW DO DGYRFDWHG KeaRsentibl¥ert EdtaDlishig<appsrh W L H Q W
understandinghe needs of the patient and planning effectively for meeting these needs
[247, p51]. The conceptual framework established each of these three factors were
consequential elements achieved through knowing the patient. Empirical works indicate
how knowing he patient promotes effective decisimraking, aiding health

professionals to address the individual clinical needs of the patient32@8 Within

WKH FRQWH[W RI WKLV WKHVLYV uNQRZL Q-indkigH SDWLH(

aiding the TR to ideiify and meet the individual compassionate needs of the patient.

The findings are congruent with those of the concept analysis, where a personal
connection between the patient and the healthcare professional was identified as a
defining attribute of compa®n. This connection is based on shared experience,
NQRZOHGJH RU XQGHUVWDQGLQJ RI WKH SDWLHQWTYV F

Within compassionate display, embodied connection also actualises cherished values
[251], demonstrating to the patientth® TV FRQJUXHQF\ ZLWK FROOHFW|
and cultural values [250,252,253].

The process of knowing

,Q 6ZDQVRQYYV WKHRU\ RI FDULQJ uUNQRZLQJY LV RQH F

G HV F U L E kt@Qvihgltd\unberstdnd an event as it llasaning in the life of anothér

[254, p163]. In order to know, she believed the health professional should centre on the
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patient being cared for, seek cues from their behaviour and engage the self to perceive
the patient [254]. Perception of the self afidhe patient was demonstrated in the
ILQGLQJYV DV VXSSRUWLQJ WKH 759V FDSDFLW\ WR HQJ
UHVXOW HQDEOLQJ WKH SDWLHQW WR SHUFHLYH WKH
compassionate practice in accordance with thesds. Perhaps then, the patient may
SHUFHLYH WKH 759V SUDFWLFH DV FRPSDVVLRQDWH

It is thought that through repeated experience with patients, healthcare professionals can
begin to perceive their specific rather than their typical needs, causinghedeshéheir
interactions with patients to stand out as salient [248,255]. Within nursing literature,
repeated interactioreebelieved to provide professionals with recognition of relevant
changes and potential warning signs of complications. This knowledge results in better
informed clinical decisioimaking [256]. This concept of repeated interactions was

mirrored within the findings, as the STRs discussions demonstrated that to enable
compassionate practice, recurring interactions enhanced their knowing of the patient:
3ZKHQ , ZHQW WR WHOO WKH VWDII DERXW KLP WKH\ ZI

does that why isheRPSODLQLQJ WKH\ GLGQYW HYHQ ERWKHU |
UHDOO\ VKRZLQJ WKDW KH QHHGHG VRPHRQH WR WDO

STR Year 1

Consequently, their perception of that patient became more intuitive and their ability to

behave compassionately svanore instinctive by knowing the patient.

SDUWLFLSDQWY LQ ERWK SKDVHV RI WKH UHVHDUFK St
DEOH WR pNQRZY WKH SDWLHQW > @ 75V FRPPHQWH
know each individual patient withitheir care. Although organisational barriers are

valid concerns [251], the findings indicate that knowing is not about obtaining
LQIRUPDWLRQ DERXW HDFK HOHPHQW RI WKH SDWLHQV
bear influence on their needs at thiate. Previous research has established that

connecting with patients is forged by helping and working together [257] to create
VKDUHG XQGHUVWDQGLQJ DQG PHDQLQJ WR WKHLU JRI
findings highlight how primarily theaskire of the patients was to be recognised as a

person first and a patient second. Knowing the patient on a personal level could in this
context then be the simple acknowledgement of individuality through their interactions
[253].
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Consequences of not &wing the patient

When connection is not established, healthcare professionals report an inability to help
patients [257]. Similarly, the findings establish that when no connection is present the

TR is unable to display genuine compassion, or for théiawieur to be perceived as
JHQXLQH E\ WKH SDWLHQW p.QRZLQJY GHPRQVWUDWH®
the patient [254], whereas a lack of commitment denotes a lack of genuine

compassionate intent. This difference between knowing and not kntveiqpagtient is
equivalent to the difference of being compassionate and performing obligatory actions

DV SDUW RI D 759V FOLQLFDO GXWLHV > @

In summary the establishment of embodied connection permits the TR to know and
appreciate the individuality of éhpatient. Behaviours which both facilitate and signify
embodied connection are not simply undertaken in isolation and are implicit in nature.
7KH FDSDFLW\ WR uNQRZT D SDWLHQW LV RQO\ DFKLHY
which symbolise characteristig@ession and indicative communication, which will be

discussed further in this section.

Characteristic Expression

Characteristic expression reflects the natural and automatic caring approach being
adopted. The particular behaviours utilised entli#epatient to perceive the TR is
MWKHUH IRU WKHPY VKDUHY DQ XQGHUVWDQGLQJ RI ZI
to engage in compassionate display.

As established, embodied connection facilitates the TR to express knowledge of the
patient and irurn the patient to perceive they are known to the TR. However, a deeper
understanding of the patient needs to be attained. The findings established how general
knowledge of the patient and their situation is not sufficient for compassionate display.
Understanding also needs to recognise the individual, the impact of their situation and

its consequences for them, what they are thinking and how they are feelingy2a®]
QHHGVY WR EH DEOH WR VHH WKH H[SHULHQFbBhaWKUR X J|
XQGHUVWDQGLQJ RI WKH SDWLHQWYV ZRUOG > @ DQC

[262]. In order for this to happen, particular skills were identified during the analysis.
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Empathy

The role empathy plays in compassion emerged throughoutahesignwith the STR

holding strong beliefs that the two were interdependent.

8, WKLQN LWYG EH YHU\ KDUG WR KDYH FRPSDVVLRQ LI
KDYH WR KDYH HPSDWK\ LQ RUGHU WR EH FRPSDVVLRQ

STR Year 1
3, IHHO WKDW HPSDWK\ DQG FRPSDVVLRQ DUH NLQG RI

STRYear 1

In the conéxt of compassionate practice, empathy is not just having capacity to
understand, itisalsothe LVSOD\ RI WKH XQGHUVWDQGLQJ RI RWE¥
emotional situation [263]. This concept is key to characteristic expression as

compassion requires tipatient to perceive the TR has empathetic understanding,

portraying to the patient how the TR not only cares for them but is caring about their
needs. The findings demonstrate empathy can be both established and its existence

recognised as a result of th& having presence with the patient.

Presence

Presence is a concept traditionally associated within nursing; with the perception that
WKH WHUP pWR QXUVHY UHSUHVHQWY DQ DELOLW\ WR
shared humanity between the tieaare professional and the patient [264].

Osterman, & SchwariBarcott, indicated there are four ways to have presence, ranging

from simply being in the same room (presence) to spiritual alignment with a patient
(transcendent presence) [265]. The findihg,O O XVWUDWH WR VLPSO\ pEH
denote or enable compassionate display, the act must present the TR to the patient as an
individual who is committed to understanding and engaging in their experience. Their

third stage, full presence however s8#KH QXUVH RU KHDOWK®H®OUH SUI

self WR HYDOXDWH SDWLHQW RXWFRPHV > S @ &RC
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focused on the whole patient, open to them, their problems, issues, or needs and can

perform intentional acts of caregivifig65,266].

,Q WKH FRQWH[W RI WKLV WKHVLV D 759V SUHVHQFH F
WR NQRZ WKHP DQG WKHLU FRPSDVVLRQDWH QHHGV $
whole patient permitting them to understand and perform individuabacts

compassionate practice based on what is known. Their presence embodies empathy and
caring, the cognitive and behavioural elements of compassionate care [267]. The TRs
DUH QRW MXVW VLPSO\ DSSUHFLDWLYH RI WKH SDWLHC(
conmitted and hold intent to help the patient through their practice [266,267].

Display of characteristic expression

The quality of connection between the patient and the TR is determined by the level of
presence displayed by the TR [268] theresearch by Harris & Templeton on the
communication preferences of patients diagnosed with breast cancer, active listening

was ranked as creating the most positive experience [269]. One participant reported

KRZ KHU R Q@Bwr@eRhELMAAEsSion thae had unlimited time to spend with

me in appointments, listened and waited for me to think things thfowgh S @
Engagement in active listening (one of the specific elements of indicative
FRPPXQLFDWLRQ GHPRQVWUDWH Ghap#tient751V SUHVHQF

, QWHUHVWLQJO\ WKH SDUWLFLSDQWYV LQ +DUULYV THE
WRXFK WR FRPPXQLFDWHY KLJK LQ WKHLU SUHIHUUHG
[269]. They believed that touching, holding hands and hugging redflgresence.

Conversely, presence was not evident where health workers kept a professional

distance. Scientific research on the topic of interpersonal touch and communicating
presence is limited [270]. Often any empirical work focuses on an empathatic tabil

reduce pain [271,272] or stress [273] through therapeutic touch. Touch however is a
well-established channel for communicating [270,274] and a means for forging
relationship [275] which as suggested in the findings are indicative of both connection
and expression. But although initially considered to reflect compassionate practice,
physical touch was eliminated during themoduction workshops. Its exclusion was

based on the concerns of the participants of it being difficult to ascertain howwecept

and accepting patients are to be being touched and whether it was a professional
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behaviour. These concerns were also acknowledged by the participants in Harris &
THPSOHWRQYY UHVHDUFK 7KHVH DSSUHKHQVLRQV SHLU
compassionate giay is contraindicated due to the potential blurring of boundaries
DVVRFLDWHG ZLWK D 751V SURIHVVLRQDO UROH

7KH WKHVLVY ILQGLQJY HVWDEOLVKHG WKDW HPSDWK\
by the TR portraying they are present and fully engagpedddition, participants

regarded that congruence in the spoken word, verbal tone and the message
FRPPXQLFDWHG GHPRQVWUDWHG HPSDWKHWLF GLVSOI
found that empathy was displayed primarily through body language, suppéehibgnt

verbal communication [263].

7KH FRQFHSW RI| pDIILOLDWLYH FRPPXQLFDWLRQY GHV
open, honest, encouraging, empathetic and actively listening and was shown to be

highly desirable and increased patient satisfad@@6]. Equally, many empirical

works have found interaction styles which denote the professionals are committed and
engaged increase patient satisfaction {284]. Importantly, participants within all

these studies believed these interaction stylesctetlehat the professional cared and

portrayed cargiving behaviours.

Presence, supported by behavioural responses portray understanding and reflect that the
75 KDV UHFRJQLVHG WKH SDWLHQWY{YV HPRWLRQDO DQC
[78,79,254,]

In every clinical situation there are those patients with whom a TR cannot connect with.

35, WKLQN VRPH SDWLHQWY DUH MXVW PRUH UHVSRQVL"

STR Year 1

As empathy requires the patient to permit the TR to enter their private world [260], it
must be considered that some patients will not want others to gain access, thus creating
a barrier to connection and compassion. This is an important issue to recognise as it

demonstrates that attempts to show compassion can be futile.
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In summary, charaetistic expression discloses to the patient that the TR is
understanding of and cares about them and their situation. These behaviours help to
form an embodied connection between the TR and the patient. Success however is
GHSHQGHQW RQ W kgdgéhtefitin Hdicativa\carrhlinitation.

Indicative Communication

Communication within a clinical setting considers the interactions between healthcare
professionals, most frequently consultants/physicians and the patient. This relationship

is often the dcus of both commentaries and empirical work which address
FRPPXQLFDWLRQYV IXQGDPHQWDO UROH LQ SDWLHQW
authors report the importance of; effective communication [285,286], knowing a
SDWLHQWV FRPPXQ L F Brid/ th&®dQn<@dliehGe\of getting it \@ong [281,
289,290]. Although it must be acknowledged communication is a component of patient
care and therefore on some level influences compassionate care, the finding indicative
communication does not relate to theditional concept of relaying medical

information to a patient [287]. Instead, it considers the principles of communication as
both an indicatory sign of compassionate behaviour and a mechanism for obtaining
NQRZOHGJH SHUPLWWLQJs@iaddduty (FMdue6.8)QJ RI SDWLHC(

Communication

Body Language

Active Listening

/ Indicative \

Communication

= Differs from traditional
healthcare
communication.

= Instead of the transfer of
medical information it
relates to the transfer of
knowledge about a patient
as a person, their needs,
wishes and individuality.

= Serves as both an enabler
and demonstrator of
compassionate behaviour.

= Tone must correspond
with communication in
order to display intent.

= Body language must
correspond with

communication and tone.

= TR becomes aware of the

\ patients non-verbal cues /

Figure 6.6: Compassion through indicative communication
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Enables:

= TRto obtain a deeper
understanding of the patient.

= TR to display genuine intent.

= Person-centredness.

A

Demonstrates:

= TR possess caring and
professional attitude(s).

= Compassionate intent
underpins behaviour.

= TR appreciates patients
individuality, circumstances
and needs.

= TR has ability to achieve
embodied connection.

= TR can display characteristic

expression.
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A relationship of understanding

7TKH ILQGLQJY GHPRQVWUDWHG WKDW LQGLFDWLYH FRI
and the TR. Communication is viewed as an aid in the development of a relationship
between healthcare professionals and patients [282282]) and an essential

componehfor TRs to foster relations built on trust and empathy [114,261,286,292

296].

The relationship permits a TR to accompany the patient through their radiotherapy
experience [290]. However, it is important there is interconnectivity, with both parties
contibuting to create a shared partnership and understanding
[267,269,279,281,286,289,292]. Dual engagement shapes the dynamic [297,299],
creating an encounter which enables those individuals to relate to one another and share

experiences [292] supporting tfmation of embodied connection.

7KH zD\ D 75 SRUWUD\V WKHPVHOYHYVY FDQ DIIHFW UHOI
research established patients felt a gentle manner, comprised of body language and tone
of voice formed part of effective communiiat for diagnostic radiographers [294].

Patients judged the overall impression of the radiographer based on the way they had
interacted with them. Negative experiences led to patients desiring to no longer engage
with radiographers who did not possess tigntle manner. Without the formation of a
relationship, embodied connection cannot be formed thus creating a barrier to
compassionate practice. This was demonstrated throughout the focus groups, with each
SDUWLFLSDQW JURXS EHOLXVYD®I GLKISOBYWERRUEHKYE

lead him to disconnect and disengage with that professional (and potentially others).

Effective communication is shown to inspire confidence in patients that medical
procedure(s) will be undertaken effectively [294,2%9hereas in the context of
compassion, the research findings have demonstrated that effective indicative

communication inspires confidence that the TR possesses genuine compassionate intent.

Communication skills

The theories of reasoned action aahned behaviour identified how perceived

behavioural control holds influence in the attitdmhaviour relationship. This is
284



through the TR considering the strength of their skills and abilities required for the

behavioural response.

There is much debateross the literature regarding whether communication is a skill.
Those who oppose do so on the premise that skills in healthcare are measurable and
reproducible [292,296]. Communication cannot be standardised, for example, when
extracting blood or undeaking an examination there is a correct process established
from an evidence base. Whereas, as an example, there is no evidence to indicate how
long is the correct length of time to hold eye contact with a patient [292,300]. Indicative
communication is ndvased on skills required to communicate, therefore, those
criticisms would therefore not apply [301]. Instead they are concerned with how the TR
communicates their compassionate intent and displaying presence with the patient in

their care.

Ishikawa et b, perceived communication as a process of reflection upon the words of
patients [279]. It is thought how a curiosity in the patient and their individuality creates

an ability to perceive and understand their narrative and their individual lives [288,292]
Although each of the five behaviours of which indicative communication comprises will

aid information gathering, active listening particularly enables a TR to have a deeper
awareness of the person. Research with cancer patients highlights that positive
experiences with healthcare professionals are characterised by communication based on
active listening [269,302]. Although these studies investigate what patients want in

order to maximise the transfer of knowledge to aid them through their cancer journey,

the key principles and benefits of active listening can be transferred. Primarily, active
listening enables professionals to pick up-werbal cues which often are in discord

with the patients verbal communication [303]. This enables them to hear ties hid
PHDQLQJ EHKLQG D SDWLHQWYV ZRUGV R IVdhtyag8.HSLFW
SEXW WKLV SDWLHQW ZDV ODXJKLQJ OLNH HYHU\WKLQJ

HQG EXW LW ZDV WRXJK«EXW , JRW WR UKIKk&&VH WKD
ZD\ PD\EH WR GHDO"~

STR Year 1

The findings correlate with previous research, establishing that to know and understand
the patient and their perspective is paramount when tailoring interactions [297]. Active
listening provides the TR with the pprtunity and method to achieve this
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comprehension of the patient enabling them, should they wish, to reflect on what the
patients have communicated to them. Those TRs that do reflect are able to obtain a
heightened understanding of the patiemdl are peeived as attentive, friendly,
understanding, and responsive [30derefore, it may be assumed that those who

choose not to reflect are unable to demonstrate genuine compassionate display.

Informative Communication

The findings notably demonstrate tinadicative communication holds an informative
intension [305]. By utilising the relational bond created through embodied connection

and characteristic expression, the TR has an understanding and awareness of the patient
[82,295,306] and perceives thems=vto understand what communicative display the

patient requires [307]. Through their indicative communication, the TR provides a

patient with cues to illustrate what their behaviour intends to display. The patient is then
required to give meaning to th&iues; to interpret what their behaviour denotes [305].

There are several levels of perception required for this process to achieve success. In
DGGLWLRQ WR WKH 75 HIITHFWLYHO\ SHUFHLYLQJ ZKDW
they also must have apeFHSWLRQ RI WKDW SDWLHQWYV DELOLW
cues through characteristic expression. This is not just simply based on cognitive

capacity, although this will need to be taken in to account. The TR will need to consider
the level of erhodied connection between the two of them, reflecting on whether their

bond facilitates this process [288,290,292].

In summary, indicative communication displays presence to a patient, permitting the
development of a relationship built on trust and mutnaerstanding of the patient and

their needs. Indicative communication not only enables an embodied connection to be
formed, it also displays through characteristic expression to the patient that the TR is
caring, and how they are known to them. When lineet behavioural classifications are
HYLGHQW SDWLHQWYVY FDQ SHUFHLYH WKDW D 759V EHI

genuine intent to be compassionate.

Understanding Individuality and Appreciation of needs
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Compassionate behaviours allow TRs to understand the individual and appreciate their
XQLTXH QHHGYVY 'HZDUfV UHVHDUFK H[SORUHG DQG GH
FRPSDVVLRQDWH UHODWLRQVKLS FHQWUHG FDUH > @
gonewelOf WKLV KDG KDSSHQHG EHFDXVH KHDOWKFDUH S
about what mattered to them. The professionals had then used this information to

inform their practice(s). When considered in the context of this thesis, the conceptual
frameworkdemonstrates if the TR effectively uses behaviours in interactions with the

patient, they are more likely to be perceived as compassionate.

However, this will not always be the case as compassionate practices are complicated as
perceptions of careanddaQJ PD\EH FRQWH[W GHSHQGHQW %DVV
found patients who are in pain or acutely ill may be more focused on tasks and having
their immediate needs met compared to times when their condition was more stable or
managed [309]. The findingeohonstrate compassionate care however differs from
traditional practical care as the focus is on meeting needs which signify individuality
UDWKHU WKDQ PDQDJHPHQW RI WKH SDWLHQWITV WUHEL
their needs will be known withithe context of their current situation. If professional

and cultural values are present and the three behavioural classifications are undertaken,
DQ\ FKDQJH LQ SDWLHQWVY FLUFXPVWDQFHV VKRXOG |

in their compassiona needs and adapting their practice accordingly.

Meeting needs

The goal of health care is to meet the needs of the patient and compassion focuses on
meeting those holistic needs. The findings demonstrate that what was important to
participants was thahere was evidence of an obvious attempt or intent to meet needs.
The meeting of needs achieved by the engagement in practices by TRs which hold
intent to address those needs identified and understood for each individual patient.

Practices

Overview

Compassionate display is the ability of a TR to identify the needs through the
undertaking of behaviours classified as compassionate in conjunction with their ability
to be adaptive in their practice based on the individuality of patients.
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The onceptual framework identifies a group of thirteen practices which had emerged
from the focus groups and were collectively selected to represent compassionate display
in the ceproduction phase. Acknowledgement is given to the plethora of practices not
cafdured by the data, but the purpose of the conceptual framework was to provide a
representation of compassionate display, not to collate all potential practices associated

with the concept.

Although the final component of the conceptual framework, thdipescthemselves
are not compassionate unless underpinned by those attitudes identified and based on the
understanding of individuality facilitated through the behaviours defined within the

framework.

The concept analysis detailed in chapter two ascedarefessional practice alongside
nonverbal and verbal communication were empirical referents of compassionate
display. $milarities between the study findings and those professional practices
determined within the concept analysis were established. idatkified that patients
want health professionals to understand and appreciate the impact of illness on the
physical, emotional and social rudiments of their life [44,46,47,77,94]. The findings
however demonstrate this understanding is not achievedgtimaractices. Undertaking
the three distinct but inteelated aspects of behaviour creates understanding, allowing
the TR to connect with the patient, to gain this understanding, whist simultaneously
displaying it to the patient. Practices instead aeeifip tasks or approaches taken by
the TR in an attempt to help the patient based upon how they are known to them. These
may be physical care, supporting choices, informing, listening and encouraging

throughout their treatment experience.

There is a congience between the findings, and the literature which demonstrates
verbal and noiverbal communication is a means of conveying compassion. Those non
verbal [47,7377] and verbal behaviours [43,77,7880)] established within the

literature base were reped to have been experienced by TRs, PaCs and STRs within

the clinical setting.

As engagement by a TR in the behavioural classifications identified in this study not

only enables compassionate display, it also displays compassionate intent, thus enabling
the patient to perceive their behaviour as compassionate. Consequently, the practices
which aim to meet the needs of the patient closely mirror what the behaviour is

achieving with and / or displaying to the patient. To consider two examples of
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practicessupportive was achieved through presence (being there) for the patient, whilst
give me a choice was realised by involvement of the patient into their own individual

care (persoitentred).

Although underpinned and influenced by the attitudes and behaWioorsvhich the
conceptual framework is formed, practices do differ as they are a physical
manifestation, the undertaking of a task or exercise. The term practice is linked in many
ways to the concept of compassion. Empirical work however fails to defoesoribe

what these practices are or where relevant what their undertaking depicts.

,Q WKHLU UHVHDUFK WR GHYHORS UHFRPPHQGDWLRQV
Murinson et al., established the need to develop programmes which enable pre

registation healthcare professionals to demonstrate knowledge of and promote
compassionate care practices [310]. Their research however fails to identify what these
practices are or how they can be delivered. Within nursing, Apker et al., established
compassioras one of four distinct communicative skills sets exemplified by the nursing
profession [311]. Although mirroring the behavioural elements of indicative

communication by displaying consideration and caring through their use of body

language, their resedréocuses on professional communication with colleagues, not
ZLWK SDWLHQWY +RZHYHU ZKDW FDQ EH FRQVLGHUHC
communication will need to be possessed and utilised when undertaking practices to
PHHW SDW L H Q ate\h§edsRIASHeywMILie@cope of this thesis to consider the

skill sets required for each behaviour and practice within the conceptual framework.
Chapter seven will however be briefly addressing these considerations when making

recommendations for prace and future research.

7KH WKHVLVY DOVR DUWLFXODWHY KRZ SDWLHQWVY QHI
undertaking / completion of the practice. The underpinning intent and a genuine desire
to help meet their needs, whilst tailoring to thevidlal is what permits them to be

perceived by patients as compassionate.

In summary, practices which aim to meet the needs of patients must be underpinned by
those values and informed by the understanding obtained by the three behavioural
classificatiors contained within the framework. If not, these will be perceived by

patients as standard tasks as part of their treatment or care, and not a display of

compassionate practice.
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Key principles of compassion in radiotherapy cancer care

In addition to intent, the conceptual framework illustrates the importance of three key
principles: persoitentred, perception and culture. These will be briefly considered

below and their role within compassionate display discussed.

Personcentred compssionate care

The findings mirror some of the key principles of patient and persatred models

[312-314] where the TR and healthcare professional utilise interactions to gather
information about each individual patient. The models advocate that gatefi QDU UD W L
and experiences need to be heard by the professionaBl®|5shaping the interaction

and communicative response based on patient cues [307]. In contrast, instead of
information relating to tailoring treatment and management of the carthrte

behavioural classifications enable the perception of the patient and vice versa [307].

(QJHOYV ELRSV\FKRVRFLDO PRGHO VDZ D VKLIW IURP W
patients to one that recognised the importance of holistic care [319]. The model

addressed the importance of considering psychological and social alongside biomedical
factors and is hailed to mark the beginning of pattemitred and persecentred care

[319]. Patienicentred and perserentred terms are however used interchangeably
throughout the literature. Although both reflect the concept of consideration and
involvement of patients within their own care, the two differ in their attention to who

WKH pSDWLHQWY LV ,Q WKHLU UHVHDUFK =KDRorHW DC
being treated for an illness or injury, whilst a person is a human being, an individual

[319].

The distinction between patient and person appears to be significant when considering
the three classifications of behaviour demonstratedtagral to compassionate display.
Emerging from the focus group data were the categories pagatredness and person
centred. Patiententredness was eliminated during thgpooduction workshops, whilst
personcentred was selected for inclusion. Dwgrisecond stage analysis, a connection
between the categories; not a blanket approach, not another number and awareness of

the person, firmly illustrated the desire of patients to be considered as individuals. They
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placed high importance on TRs continutngreat them as a humdeing despite their
diagnosis. Desiring the TR to demonstrate an attitude that denotes they value the
importance of being persarentred. Alongside this, the focus group participants placed
MWUHDWLQJ SDW L H QtoVa\peksBrez hthéthaktifuDeOThié fouF EBRYB1iED O

were subsequently merged with and became part of the umbrella term-pensed.

Persorcentred aligns with the findings that patients wanted to be recognised, respected
and treated as an individual hurdaging. Despite the term patiec¢ntredness also

putting them at the centre of care it labels them as a patient. Even if a tailoring of care
and compassionate display occurs through a patemted approach, it inevitably

removes individuality throughtereotypical categorisation.

The desire for individually and recognition of patients as a human being are recognised
throughout patient and perseoentred literature [320,321] and central to compassionate
practice is understanding of the patient and mldéviduality of their needs [41].
Researchers have addressed the specifics of centredness across a spectrum of patient
demographics and diagnoses and comparisons between the two concepts have been
made. However, the focus of previous research has beaentify specific preferences

to ensure practice and procedures are patient or person centred. Research has
subsequently failed to consider that a patient and a person are two different objects of
attention. The findings of this research indicate they naap stimulate a different
evaluative response from a TR. Indicating that whether the individual in front of them
LV SHUFHLYHG DV D SDWLHQW RU D SHUVRQ PD\ LQIOX

behavioural response.

Furthermore, persecentred was a prciple concept within each of the behavioural
classifications established within the conceptual framework. To achieve an embodied
connection with a patient and display characteristic expression through indicative
communication, recognition of individuafimust be presented to and be perceived by

the patient. As already established, the TR must possess those professional and caring
values, forming a compassionate attitude towards the individual patient in their care.
Furthermore, the three behavioural slfisations demonstrate that the patient is

considered an individual humdoeing and not simply another patient.

Perception
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As outlined earlier, the findings illustrate that not only do the behaviours and practices
undertaken by the TR have to hotdant be compassionate, but they also need to be
interpreted as such by the patient.

Social perception

Social perception is the ability to create an impression or form a judgment about another
individual or group. Like attitudes, perceptions are basegrevious experiences,

beliefs and of the attributes the other individual displays including physical appearance,
verbal and noiverbal communication. These factors will help patients to form their
judgements, which they will then use to try and make Berl@ 1 WKH 759V EHKDY LI
order to help guide our own actions and interactions [322]. As attitudes can only be
LQIHUUHG SDWLHQWYV DUH UHOLDQW XSRQ WKH H[WHU
be able to know professional and cultural valuesrdheencing their intent to be

compassionate [323].

Compassionate behaviours as a process of social perception

As the patient must interpret all three classifications of behavioural cues to denote
compassion, they must perceive them to be compassi&aitents will hold

dispositions regarding the anticipated and experienced behaviour of the TR [305]. These
will be based on the traditional expectations of TRs who are professional, caring, and
compassionate [30]. When their perception of these behawabgns with anticipated
behaviours there is congruence, distinguishable as a compassionate. Where there is a
conflict in perception, the patient will deem their behaviour to beamompliant with

expected compassionate display (Figur@.1
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Behavioural Cues

Displayed by the TR to denote
presence and the patient is known

Perception of patients capacity to
read ques based on their connection.

Figure 6.7: Social perception of compassion

Perception of compassion by the patient is based on their satisfaction with the
personalised care that shows to them they are known to the TR. As a social interaction,
both the patient and TR understand the casspnate attempt that is occurring [263].

The findings of this study established that patients instantly recognise generic
behaviours, which they interpret as lacking a genuine desire to connect and a failure to
understand their individual needs. This Icbtlhen influence subsequent interactions as

the patient constructs their own attitude or opinion of the TR, or indeed other TRs.
Consequently, the patient potentially develops a negative view and perceives a

collective culture of a radiotherapy departmehich is not compassionate.

Culture

Although without a consensus in definition [324], culture is considered as shared basic
assumptions, norms, values and repeated behaviours of a particular group [325]. Ajzen

JLVKEHLQTYY WKHRU\ RI UHDVRQHG DFWLRQ HVWDEOL)
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perceived pressure from TRs are a contributory factor in the attieftkviour

relationship [208]. The strength of the professional and cultural values within the

clinical environment results in socialisation of TRs to align with the collective. Culture
VXEVHTXHQWO\ WKHQ GLFWDWHY pWKH zZD\ WKLQJV DU
between those departments who collectively share and cultivate compassionate values
and those that do not. As established the patient may however form an opinion of that
culture based on other TRs within it, thus creating a disconnect between how the culture

is perceived by patients versus the actual culture developed by a collective.

Part three summary

This section has established how in order to be compasstbeal® must possess
attitudes which are congruent with cultural and professional values. These attitudes
determine whether the TR will concurrently engage in those behaviours required for
achieving an embodied connection, displaying characteristic esxpnesnd utilising
indicative communication. If successfully undertaken these behaviours provide TRs
with an appreciation and understanding of the individual patient and their
compassionate needs, to which they can tailor their practices in an attermipt noelet

their needs.

Four fundamental principles have been established, intent, perception -pent@ul
and culture. Intent by the TR to be compassionate, influenced by their underpinning
attitude(s) is key, this shaping the perception of the patieahwleeming (or not) those
practices helping to meet their needs represent a compassionate display. Within all three
components of the conceptual framework; attitudes, behaviours and practices, a person
centred approach is paramount. By engaging in bebes/ivhich allow the TR to
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know, appreciate and recognise the patient as a person results in personalised practices
which distinguishes each patient as an individual. Consequently, the practice is
perceived by the patient as compassionate, rather thameaigtask undertaken as part

of a TR professional role.

Section four: Research method

This final section will discuss and reflect on the research process. It will consider the
appropriateness of the focus group angroduction methods employed and address

the limitations of the research. This will be followed by a discussion on the importance
of engaging patients and carers in research and the benefits granted to the research by
the inclusion of a strong patientcapublic involvement strategy.

Focus groups

The benefits of focus groups, as a method to explore the meaning and understanding
assigned by participants to a concept are well documented [126,131]. This study was no

exception and there are several aspebish are of note.
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By using focus groups, a concentrated volume of data directly related to compassion,
the topic under investigation was generated [126]. This enabled the findings to answer
the research questions.

Compassion in radiotherapy could be ¢dased a sensitive topic due to the emotive
nature of the context in which it has (or has not) occurred. The focus groups provided a
comfortable and safe platform for participants to confidently share both their positive
and negative experiences of compaisate practice [103]. This was demonstrated by

the openness of participants to disclose and discuss their examples.

The method enabled the perspectives of the three participants groups (as a data source)
to be collected and explored independently. THaaadd the thematic analysis to

develop themes reflective of each participant group in preparation-fmodaiction.

Supplementary observational data was also generated from the focus groups. This rich
secondary data highlighted asglient features ofrgup dynamics and impressions of

key points which engaged participants [102,148) example, at site B1 it captured
ZKHUH WKH PRRG RI WKH JURXS FKDQJHG LQ UHVSRQV
supplementary data was used to support the emergétim apncept of culture and its

role within compassionate display.

Importance of facilitation

The importance of effective facilitation was established within chapters three and four.
The employment of a range of skills can be required to ensure flofdiigcussion and
equality across the participants. In relation to this study there are several instances to

note:

Student therapeutic radiographers

The year one STRs were quiet at the beginning of the session so-thesgeed

prompts were utilisedlongside impromptu questioff26]. Thesencludeds3,V W KD W
VLPLODU WR HYHU\RQH G LTheS&ixiny @onhvielpartitipditsio VD P H "
confirm or agree with the student who had initiated some brief discussion to increase it

further.
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Therapeutic Radiographers

At site B1 on hearing one of their colleagues express their personal struggle to display
compasm®n, the remaining TRs united to question their reasons for this. Appropriate
facilitation in that situation was to remain quiet, as by delving deep the collective TRs
were stimulating the individual to explore his own beliefs and understanding of
compassin. These tensions and challenging approaches held analytical promise
[102,126,143] and the exploration of interactions between the different participants
contributed rich data to the findings. If the situation had become confrontational or the

TR had shan signs of distress an intervention would have occurred.

Patients and carers

One of the PaCs at site C spoke for much of the focus group duration. This could have
been considered as domineering, reducing the opportunity for the others to speak. Upon
invitation to contribute, the other participants indicated they were comfortable with the
other participant speaking and what they were saying, so they were left to continue
[143]. The only times the other participants spoke was to-ogitch what she hadiga

thus using her experiences as a platform for their own [326]. On review of the

transcript, if this participant had not spoken so frequently the dataset would have been
limited.

Coproduction

Co-production as a concept is already accepted in healthcare practice but is debated as a
research methodology. As a novel approach to research, using this methodology could
have been a risk. Being a trailblazer means there is limited guidance or |ésdaast

be learnt from previous research.

The inductive nature of eproduction created the opportunity for fluidity in the research
process. Having the flexibility and ability to explore different ways to integrate the data
meant the most effective methto coeconstruct the findings could be utilised. The
methodology and method of cE URGXFWLRQ ZDV D NH\ VWUHQJWK R
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The employment of eproduction is invaluable where researchers are aiming to
generate findings which explore andleet shared knowledge and understanding.
Enabling the effective integration of data and the voices of multiple groups to be

represented.

When considering the links betweenmmduction and participatory inquiry in chapter
three, it was indicated how pigipatory action research aims to produce understanding
that is useful for the group that are being worked with. Thgroduction workshops
supported the provision of knowledge. In the feedback of the STRs and TRs who
attended, they commented how invervent had enhanced their understanding of
compassion. They believed they could transfer this knowledge to create improvements
in their own compassionate practice (Textbox 6.1). This also holds some important
implications for how compassionate care careiiganced in the Therapeutic

Radiography profession. These will be considered in the recommendations section in
chapter seven.

“I really enjoyed the fact that you involved past patients, carers and volunteers. 1

found this to benefit the way I do my job and hopefully allowed me to grow” STR

“I would just like to say how much I valued yesterday’s session on compassion. I
found it very interesting to listen to the patients accounts and see it from their point

of view” STR

“This has helped us all become that much better at showing care and compassion
with our patients, families and carers” TR

“The research will contribute to increased staff engagement- making them feel
more involved and ultimately improving the patient experience” TR

Textbox 6.1: STRs and TRs feedback on their involvement ingredaction workshops.

Limitations

Sample size
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Acknowledgement is given to the sample size included within the research. Across the
eleven focus groups a total of sidgven participants were recruited, STRs (n=24), TRs
(n=27) and PaCs (n=16). For the thregxcoduction workshops, recruitment totalle
thirty-nine with STRs (n=9), TRs (n=20) and PaCs (n=10). Seven group members
attended the North Trent event. When compared to the number of TRs working in the
UK, STRs training in higher education institutions and patients receiving treatment and
thoseclassed as a carer for a cancer patient, the numbers are limited. Consequently, the
definition and conceptual framework may be considered as having limited
representative validity. The recurrence and strength of conviction of the themes during
analysis, amss all participants and participants groups would however dispute this.
Commonality could indicate the perspectives were shared and would represent the
perspective of a wider sample. The employment gfroauction and the agreement of
themes across thgarticipants groups strengthens its representative validity further. The
mutual agreement of the themes selected during Hoemstruction of findings is

suggestive of congruence amongst a wider participant population.

Regional variations

The recruiment of participants from across the North of England only, may be
considered as a limitation of the research. It could be the case that the interpretation of
compassionate and n@ompassionate behaviour(s) may be influenced by local
variations in prefeance and experience. Subsequently the definition and conceptual
framework maybe considered to only reflect the population of those living within the
North of the UK.

Importantly however, a consensually agreed central tenant of compassionate display is
that patients desire to be known and understood. The conceptual framework essentially
informs TRs that their behaviour(s) can achieve and display to a patient they are known
and that their actions are personalised towards them. To present to the patibeytha

are known, then enables the TRs to display compassion and for the patients to perceive
the display as compassionate. The nuances around this behaviour, for example using
local dialect or relating behaviours to local preference may differ througimuiK.

But what is important is that translation of the concept into practice by TRs will
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naturally incorporate local preference based on the TRs knowing of any regional

variation and their individual patients.

In addition, natural geographical mobilithhe transfer of TRs employment to different
departments across the UK, alongside national and international recruitment to the
higher education institution will have occurred. Subsequently, this will result in a
participant population that is more geodrially diverse than one singular region in
the North.

Joint patient and carer focus groups

The benefits granted to the research through the inclusion of patients and carers have
been well documented throughout the thegi&¥ H VW XG\TV SURFHVYV RI LQT
GHVLIJQHG VR WKDW ERWK SDUWLFLSDQW FRKRUWVY S
eligible to take part in the focus groups and th@amuction workshops. This adding a

further richness to the data by incorporatindual perspective of those meant to be in
PUHFHLSWY RI FRPSDVVLRQ ,Q FRQWUDVW ZLWK SUHY

failed to consider the opinion of carers, purely exploring the perceptions of patients.

It may be argued that patients are héeRFXVY RI WKH 75V EHKDYLRXU D’
of radiotherapy treatment and care and therefore are the ones TRs are compassionate
WRZDUGYVY 5DGLRJUDSK\YfV SURIHVVLRQDO FRGHV RI FF
relationship is with both patients and carg29]. Compassion should therefore form

part of their interactions with carers as well as patients.

The decision to combine the two groups within one cohort however may be questioned
due to the differences between their experiences, leading to a distbetween
expectations and perceptions of compassion. In defence of this peinglte of this

dual perspective was clearly demonstrated throughout the research, a prime example
occurring at the focus groups at Site B. During this a patient diagmodethetastatic
prostate cancer attended with his wife. They both shared their experiences of
compassion and nezcompassionate care during his cancer treatments. In some
instances, their interpretation of the actions and behaviours of health care pnafisssi
varied. They expressed differing accounts of how that individual professional had made

them feel and had disparate perceptions on whether they had been shown compassion.
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Their shared, yet differing experiences supporting the importance and raecepfon

in the behavioural display of compassion.

Power imbalances

The method was designed so each focus group would be conducted with one participant
demographic, i.e. there would be no mixing of participants groups. This was firstly to
ensure thanalysis could present the findings of each group independently so

similarities and disparities could be identified in preparation feproaluction. It was

also to reduce the potential for powmstbalances, to promote the participants to feel
comfortableto disclose amongst others. Even though no TRs or STRs were present at
the PaCs focus groups, one participant at site C, appeared to feel uncomfortable talking
negatively about TRs and health professionals. After providing a negative example, this
patientremarked*WKH\ ZHUH DOO YHU\ JRRG LW ZDV MXVW D
F R P S D VapheRmpg to provide an excuse for the healthcare professionals behaviour.
This patient appeared to be displaying guilt for talking negatively about her care despite
it being what she had experienced. Even with the guilt the patient still shared her
experience with the group, this indicates she felt safe within the environment to

disclose. This situation did not occur with any other participant across the eleven focus
groups. This includes the mixed patient and carer focus groups, where it might be
argued that those attending as a carer could potentially feel like their experience or
opinion is not as important as those attending as a patient, as the emphasis of care is

often placed on the one diagnosed.

The recordings and transcripts of the focus groups contradict this argument as they
identify respectful discussion across both groups of participants without hesitation,
indicating the participants did not have any consebout speaking out. On the

contrary, the patients in attendance supported the discussion that carers are just as
important when it comes to compassion. This is supported within the findings as both
groups were ardent that compassionate care showdcetd carers as well as patients.

The findings demonstrate the TR needs to consider caring for carers as important, this
enables their behaviours to be inclusive where appropriate of carer needs. By
UHFRJQLVLQJ D SDWLHQWTV AKHIHUFQHWHGYV WIK HV \8 K ¥ SQ@
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caring attitude and subsequently enables them to be and be perceived as being

compassionate.

Site C cgoroduction workshop

J)DLOXUH WR LQFOXGH DQ\ 3D&V DQG WKH GRPLQDQFH
production workhop may lead to questioning whether the research truly adhered to the
principles of ceproduction. The four data sources included in the second stage analysis
were however examined collectively from across the thrggr@suction workshops.

PaCs (n=10) lthbeen present in the other two, contributing to theatstructed

findings during each of the tasks. In these two, the mixed groups had worked together to
collectively decide their answers. This ensures the findings are reflective of all three
participart groups. In addition, the primary source of data was the findings from the
focus groups where the opinions of PaCs were explored (n=16). The method and
analytical processes ensuring the voice of all participants were reflected in the collective
findings.

To further strengthen the qualitative validity of the findings, a process of member
checking was employed during themaduction workshops. The benefits of this

approach were evident during research question one where the participants agreed that
connetion, listening and communication to be defining components of compassion.
Whereas these three had originally been considered part of behavioural display, so were
included only in the findings prior to the workshops in research question two. This
process eabling the participants to validate the themes were a true interpretation and

representation of their perceptions of the phenomenon.

Engaging patients and carers in research

Benefits to the participants

Building upon the reflexive accouimicluded in chapter four, the involvement of the
PaCs in the focus groups andmmduction design did not just simply benefit the

research. The feedback provided by the PaCs following tpeashuction workshops
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portrayed the participants felt it had enbed their knowledge and personal

understanding of individuality.

3, W ZzDV JRRG WR PL[ ZLWK SHRSOH IURP GLIIHUHQW G|
RWKHUYfV H[SHULH{ESHPWDMMWUDRKPDOLDWHWF LW PDGH \RX YL

and create moreespect for people's uniqueness, and individuality! which
unfortunatelyLV RIWHQ QRW UHFRJQLVHG"

(Patient)
3, IRXQG ERWK VHVVLRQV \RX JDYH XV YHU\ XVHIXO DQ

(Patient)

Involvement and engagement in research are believed to make@anant
FRQWULEXWLRQ WR SHRSOHYV SK\VLFDO DQG PHQWDO
empowerment by being able to contribute in a meaningful way [161]. The topic of
compassion was considered by the participants as significant. The partibgaais
experienced firshand compassion in both its positive and negative forms and knew the
impact they or their loved ones had faced. As such, they were invested in its importance

within radiotherapy cancer care.

S3&RPSDVVLRQ LQ FDUduQdctiMery clsde BI@ ahd fékl Dery passionate
DERXW LW’

(Patient)

The value of involvement and the need to incorporate PaCs into research is a key take
home message of this thesis and has been included within the dissemination strategy

detailed in bapter seven.

Patient and public involvement strategy

The importance of patient and public involvement in research is well recognised in this
WKHVLV ,Q W Kkidvibud Mid 8slaBéhldildtmrer, the position of patient and
public involvement champion for the allied health professional departmestheld.
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This carried the responsibility for organising and incorporating patient and carer input
LQWR WKH IDFXOW\TV UHFUXLWPHQW VWUDWHJILHYV UH
evaluation and academic delivery across the programmes. The necessiyre the

voice of both patients and carers was heard and incorporated into the design of

university services, strategy, teaching and recruitment was paramount. The principles

and the passion for patient involvement have been transferred into theheseaa.
Subsequently a strong involvement strategy has been implemented throughout.

Patients and carers as user representatives were at the centre of the design and data
collection method utilised in this research and it was therefore essential totarsure
was developed in unison to ensure the methods were deemed appropriate and were

something they were supportive of being involved with.

At the initial development stages, the project was established in conjunction with
members of the partners in leargigroup at the host higher education institution, with
consultations occurring at key stages of its design including preliminary idea generation
and proposal development. As indicated in chapter four, alongside these consultations
the feedback obtained dung the pilot focus group was built into the research design.

The researcher has worked closely with the North Trent Patient and Public Involvement
group. Prior to Health Research Authority and local research and development /
innovation submissions, ¢hproposal and all participant information were reviewed by

the panel and amended as required. The focus group guide and scenario used during the

data collection were also were reviewed prior to implementation.

The involvement strategy provided the stwdth unique and invaluable insights from
individuals who have direct experience of a diagnosis of cancer or caring for an
individual who has [161].

One aspect of the groups involvement where value can be clearly shown is the North
7TUHQWYIYV IHHGEZB AN RIUWEMNMIVY VFHQDULR 7KH JURXS
IHHOLQJ LW go®ixvayGo préinde gliscussion 7KH JURXS KRZHYHU D (
that it would be good to ask the participants if they felt the situation would have been
different if the TR involved in Franks care had been male rather than female. This

guestion was asked when the discussion appeared tnhbegcto a natural close. The

inclusion of this question provoked further discussion and generated additional rich

data.
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Chapter summary

This chapter presented the relationship between attitude, behaviour and the intent to be
compassionate. It established the influence of motivation, opportunity and behavioural
FRQWURO LQWHUQDO DQG VXEMHFWLYH QRibwpY H[WH
and practice. It has presented four key concepts within compassionate practice, intent,
perception, persenentred and culture and the role each place in displaying compassion
and its interpretation as such. These form the basexofmmendations taid the

enhancement of compassionate practice in radiotherapy in the next chapter.

The final chapter will conclude with a summary of the key findings and the implications
of the research within radiotherapy. It will outline the original contribution to
knowledge made by the thesis and the potential transferability of the conceptual
framework to other health professionals.

Chapter 7: Conclusions and recommendations

Introduction

This thesis is an exploration of the socially constructed perceptions of compassion by
TRs, PaCs and STRs, examining how it is defined and displayed within radiotherapy.
The key outcomes of this study were to generate a context speetiimstructed

definition of compassion and the development of a conceptual framework that describes

compassionate display.

7KH ILQGLQJYV KDYH HVWDEOLVKHG D 751V DWWLWXGH
directly influencing their behaviour and practices towardp#ient. Parallel to these
findings, the thesis demonstrates that: intent, perception, peestred and culture are

central to compassion and the ability to be displayed by a TR and interpreted as such by
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the patient. On review of the attitudehaviourelationship models, it has been
recognised that four factors influence whether the TR will engage in compassionate
behaviour: motivation, subjective norms, opportunity and perceived behavioural

control.

This chapter will return to the research questimumtined in chapter two, to consider

how the findings can aid understanding and translate compassionate policy into
practice. Recommendations will be made based on the four factors that influence the
attitudebehaviour relationship to address how compassan be enhanced across the
therapeutic radiography workforce. The role of valbased recruitment will also be
considered in this chapter and how the findings align with the professional standards of

the radiography profession.

The chapter will also cander dissemination plans and the future directions of work. It
will culminate in detailing the original contribution to knowledge made by the thesis,

provide a conclusion and incorporate a reflexive summary of the research process.

Returning to the reearch questions

Within chapter one, high importance was placed on the need to enhance understanding
of compassion within a healthcare context. Omission of a clear, consensual and context
VSHFLILF GHILQLWLRQ ZDV DWWULEXWHG WR EH WKH F
patient care. Notably, this has been due to an inability to interpret and implement policy

mandating implementation of compassionate care into clinical practice.

The concept analysis, although not purely focused upon radiotherapy, rather healthcare
in geneal, identified a gap in the evidence base. Published empirical work which sought
to define compassion previously had explored only a singular cohort perspective.
Understanding of the concept had never beecotstructed from both those in its

receipt andhose responsible for its delivery collectively.

In respect of radiotherapy, the necessity ta@aonstruct a shared definition and

understanding of its professional display became a key tenet of the thesis. Co
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construction using a eproduction approachdecame central to the methodology and
procedural design of the method utilised. TRs and STRs became the healthcare
professionals under the lens of investigation due to the interest and professional
registration held by the researcher. These provided tepgaives of those who it is
expected will be responsible for the delivery of compassionate care. Exploration of
cancer patients and those individuals classed as carers (including, friends and family)
provided the perspective of those who expect to receirgassionate care.

Their socially constructed perspectives of compassion were explored to address two
research questions:

1. How is compassion understood by patients and carers, student therapeutic

radiographers and therapeutic radiographers?

2. How dopatients and carers, student therapeutic radiographers and therapeutic

radiographers believe compassionate behaviours are demonstrated?

Research question one

Exploration of the participants understanding of compassion provided the thesis with a
co-corstructed definition of compassion:

Compassion can be defined i intention to help, by identifying and understanding
the individual with the aim of meeting their needs. It is characterised by unique
interaction that promotes connection between indiaid and is reflective of a genuine

desire to help

The coconstructed definition provides clarity to the concept, distinguishing it from

other similar concepts, for example, empathy and sympathy. It conveys how

compassion can be recognised by the imartb help, achieved through recognition of
LQGLYLGXDOLW\ DQG D WDLORUHG DSSURDFK WR PHHW
interaction encompasses the four internal components; empathy, connection,

communication and listening. These are what Entife TR to understand, connect and
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DSSUHFLDWH WKH SDWLHQWfV LQGLYLGXDOLW\ ZKLOV
holds intent to be compassionate.

Although defined within a radiotherapy context, the definition itself does not specify
compassio delivered by a TR, nor does it identify the object of intention as a patient.
The definition reflects how compassion is determined; this has applications beyond
radiotherapy and TRs and will be addressed later in this chapter. In addition, as the
concepiof individuality and persorentred was predominant throughout the findings,

to make a patient the object of intention would oppose the key principle of compassion.
In many respects, compassion should be regarded as a cultural phenomenon that

organisatios should strive to follow.

Research question two

The process of enquiry has established that although important, the definition is not
what conveys meaning or permits understanding of the concept. Instead, understanding
of compassion is illustrated byatltonceptual framework. By obtaining an

understanding of how compassionate behaviours are demonstrated, the conceptual
framework establishes the structure of the component parts essential for compassionate
display. These reflect what TRs need to do foir tieractions to represent and be

interpreted as compassionate based on the perceptions of the patient.

What has been particularly highlighted in this study is the complexity that surrounds
compassion. Numerous distinct behaviours and three clagsifisatere identified that

could aid the improvement of compassionate care. However, what is more illuminating
and will be useful in supporting service developments is the realisation that attitude is at
the heart of compassionate display. The health psoteR QDOJV DWWLWXGH QR
influences behaviour but is outwardly apparent to patients through their presence. A
further layer of complexity emanates from the intention / perception paradox. Intention

on the part of the TR/ STR to help was seen as congpas$siby patients and a

motivation by professionals. However, a tension exists where behaviours could be

perceived positively or negatively depending on each individual.

Fundamentally, the attitudeehaviour relationship is essential when establishing why

compassion does or does not occur within clinical practice. This knowledge is what will
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aid NHS Trusts, service delivery managers and individual employees (TR) to
understand, interpret and implement policy recommendations regarding compassionate

practice &a local level.

Values based recruitment

Central to the conceptual framework is the necessity for the individual TR to possess a
compassionate attitude, underpinned by professional and cultural values. The impetus
IRU 7UXVWV WR UHFUXLW WKH 2ULJKW VW Dd enrdd @ D
WKH pULJKW VWXGHQWVY WR SURYLGH FRPSDVVLRQDW
valuesbased recruitment [9]. Consequently, it is important that current and future
professionals are recruited into clinical positions and onto academic progréaseels

as much on their values as on their qualifications, abilities and experience.

Throughout the research, the question posed by many on hearing about the topic of the
PhDis3FDQ FRP SDVYVLR&hagh WdnestidaWeyond this thesis, thenaer

holds important implications which need to be briefly considered.

As attitudes are inherent to an individual formed through life experiences, endeavours to
reframe their experiences would be a huge task and one which perhaps would be beyond
the scop of academic programmes. Furthermore, as higher education institutions

should already be enrolling individuals whose values align with those associated with
FRPSDVVLRQ DQG WKH VL[ &VY DV VWDQGDUG LQ WKHI

address this.

However, the findings indicatd KDW pFRPSDVVLRQ DELOLW\Y LV QR
Rather, teaching needs to generate comprehension of the importance of connecting,
understanding and responding to the individuality of patients. Pedagogy addtiessing
behavioural components of compassionate display would promote learners, both pre and
post registration to understand the centrality and importance of individuality and
personcentredness within compassionK XV LQ WHUPV RI WKLV VWXG\T
knowledge, we have a clearer understanding that to deliver compassionate practice the
individual must be aware of their own values and attitudes. Only when these concepts

are understood and they are able to reflect on how they can best meet the neggs of e
individual in their care, can students begin to learn how best to deliver compassionate

care.
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Recommendations of the thesis

In chapter six, the review of the attitudehaviour theories established four key factors
ZKLFK FDQ VW L&txuodxcmndreDeffeétifdly engage in compassionate
behaviours (Figure 7.1The thesis identifies that: motivation, subjective norms,
opportunity and perceived behavioural control perform as both enablers and barriers to
compassionate care. This nexttggtdiscusses those four factors and will form the

basis of the recommendations.

1. Motivation:

Individual
desire

4. Perceived 2. Subjective

behavioural _ Clinical orms:
control: influencers of

. compassionate Professional
Self perception behaviour role &

of abilities collective ethos

3. Opportunity:

Environment

Figure 71: Clinical influencers of compassionate behaviour.

Motivation

7TKHUH DUH VHYHUDO LPSOLFDWLRQVmgadsianhate&sL QJ D 757
ORWLYDWLRQ E\ LWV QDWXUH OLQNV WR WKH 751V LQW

embark upon those components of behaviour to help the patient.
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As a registered TR they should practice in compliance with the Society and College of
Radographers (SCoR) code of professional conduct and the Health and Care

Professions Councils Standards of Proficiency. Section one of the SCoR document
FRQVLGHUV D 7501V UHODWLRQVKLS ZLWK SDWLHQWYV D
SURIHVVL prQubeahé BaisRcohpassionate care for patients based-oordgite

evidencé > @ :KLOVW WKH &RXQFLOYfYVY VWDQGDUGY PDQC
Uunderstand the need to act in the best interests of service users at all times@ D Q\
failure in motivation to aid the patient through a display of compassionate care indicates
they are not practicing in accordance with the standards required for professional
registration. TRs need to consider how failure to practice in accaraatitthese
VWDQGDUGY FRXOG GHHP WKHP QRW pILW WR SUDFWLHE
clinically within the UK. Failures need to be recorded and reported, then used as

examples to denote its unacceptability within clinical practice and theewof that

department. This will be addressed further within the next section.

To support the culture of a workforce which is motivated, Trusts need to review their
recruitment strategies to ensure they align with the government advocatedbzsdads
recruitment. Ensuring their clinical teams are composed of TRs who are motivated to be

compassionate towards the object of intention, a person diagnosed with cancer.

Subjective norms

Pressure for the TR to align their behaviour to those behaviourssedduy their peers

and colleagues, demonstrates the importance of culture within clinical environments.

Thus, compassion becomes the norm when promoted by a collective of TRs who are
motivated to engage in compassionate behaviours. This viewpoint adfiiengcessity

WR HPSOR\ WKH pULJKW VWDIIT WR JHQHUDWH WKLV F}
that because TRs are engaged in pafecihg work, any shortcomings in

compassionate care are a reflection on their own personal failings. Howawanyn

cases this is not true as TRs are one link in the compassionate chain; their behaviours

represent the culture of that department, hospital or Trust.

Creating a culture of compassion requires the establishment of a shared vision that is
collectively co-produced by engaging staff from across a trust from-lagél

management right through to supportive services. A vision for compassion cannot be a
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VXSHUILFLDO SDSHU RU D pWLFN ER[Yf HI[HUFLVH LW P>
level of an orgaisation, not just by those who are patiéating. High levels of patient
satisfaction in the quality of care and services they receive has been observed in Trusts
that have a clear vision and one that is shown to be supported by goals and a strategy for

achievement [325].

High-level management, servitevel delivery managers and TRs all play an essential
role in ensuring compassion becomes the norm and not just an added extiaveligh
management are essential in supporting the vision, by embedaitm Trust strategy

and advocating its importance demonstrates commitment and governs engagement.

Servicelevel management are responsible for embedding the vision into local services
and conveyance of the vision through their operations. It is essential managers create
environments and systems for nurturing caring cultures by ensuring that staff feel

valued, respected and engaged. Compassion must not only extend to patients and carers,
but staff too. Equally important, is the role of serdieeel managers in embedding a
compassionate culture, they must also be responsible for adherence to thdyision,
developing supportive schemes for those who are struggling to provideergoed

compassionate care.

Furthermore, during the focus groups, TRs and STRs indicated how there were
individuals who were consistently recognisable for not engaging in assignate

behaviours despite it being the ethos of other TRs in their department to do so.

8, WKLQN VRPH VWDII PD\ WKLQN LWV DQRWKHU SHUVI

STR Year 2

3$QG , WKLQN VRPHWLPHV \RX VHQVH WK arkgWwiRhithH SHR ¢
KHDOWK"

TR Site B1

Challenging those TRs who repeatedly fail to engage in compassionate behaviours is
also essential. It reinforces the commitment by the managers to the shared vision,

signifying that norcompliance is not accepted. As sddearning theory promotes the
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use of feedback to understand the significance of their own behaviour, TRs can learn

and make modifications to future behaviour based on this understanding.

Clinical departments need to have an open and supportive syspamwenvhere
concerns can be raised if alignment to the vision is not being displayed. Any
dissonance weakens the strength of the culture, reducing the influence held by the

subjective norm and the levels of compassionate care received by its patients.

TRs not only have a responsibility directed by their professional body and mandated by
professional registration to deliver compassionate care, but their contractual

employment necessitates TRs to conduct themselves and undertake their role in
accordance wht Trust directives. Mandated compassion should not be the driver

behind TRs behaviour. To be perceived as genuine, it must be based on intent, the

natural desire arising from their underpinning attitude. This again reinforces the need

for valuesbased ret X LWPHQW DQG HPSOR\PHQW RI WKH 3ULJK\
responsibility for patients, colleagues and for themselves is created through a collective

culture, the TR desiring compassion for the benefit of all.

Culture however cannot be mandated, it dgvelover time portrayed through

successful adaptation to conditions, bringing desired results and defining desired norms
and values [327]. However, the findings highlight there is a consensus amongst TRs
regarding the importance of compassion and its cemgeito their professional role. A

big shift in the vision shared by the culture in those departments where failings have

been reported would not be required, rather a realignment and refresh of their values.

Culture was also demonstrated to be portrdyethe environment in which it is being
delivered. Facilities also need to promote the values of compassion, for example they
must not fail to maintain dignity or the preservation of privacy and confidentiality.
When these measures are not present, thisates to patients that compassion is not
inherent in that environment or those TRs who work within it. Semeteery

managers, supported by hitgvel management must ensure facilities not only meet the

treatment and care needs of the patients, Batthkir compassionate needs.

To ensure a perserentred, compassionate culture is developed it is vital that patients
and carers are also involved in the vision and strategy of departments, to ensure that

professionals listen and are open to their ideas.
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Opportunity

Time constraints and work pressures were perceived as barriers to compassion,
subsequently removing the opportunity for TRs to engage. A clear recommendation
would therefore be to reduce/remove the effect of these barriers to aid theydafliver
compassionate care. If the UK Government seeks an increase in compassionate care and
coupled with a reduction in patient complaints and official inquiries into NHS Trusts

who are failing its patients, then the services need to be supported to promote
opportunity. Although it is appreciated that this recommendation has an impact on NHS
funding and services, attainment of this would not simply have to be reliant on
increasing the number of TRs employed or reducing the percentage of patients treated
daily. Capacity in many radiotherapy departments is severely stretched and increased
staffing would improve the ability for compassionate care. There is an imperative to
increase training numbers and retain experienced staff as TR staffing levels has already
been established as a priority to cope with the predicted future demand on services
[328]. Without increasing student and registered professional numbers, a further

reduction in opportunity has the potential to increase failings in compassionate care.

On alocal level, servicdevel managers need to address the roles and responsibilities of
their workforce, promote diversification and expansion of roles and responsibilities.
Similarly reviewing the supportive and administrative tasks associated with

radiotheapy and their potential devolvement to fuofessionals.

At this point it is important to consider the Francis report and the failings linked to
opportunities which were the driver for this research.

Reflections on the Francis report

In 2013 Lord Fraais attributed failings and appalling suffering to be caused by
RYHUHPSKDWVXMORXUH IRFXVHG RQ G R4nQ thatwoKthk VAVWHP
patients” > S @ 7KH WUDQVFULSWLRQV KLIJKOLJKWHG WK
still pressure plaad upon departments and those TRs practicing within them to meet the
MVI\VWHPVY QHHGV
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37KHUHYV PRUH WKDQ MXVW GHOLYHULQJ WKH WUHDWI
WKH\JUH D SHUVRQ , WKLQN ZH FDQ ORAKH 1VMKW RI L\

STR Year 2

It is recognised that challenges are faced by those aiming to create a unified vision for
the quality of care received by its patients. All levels of an organisation face a range of

diverse and complex internal and external expectatamnd requirements [325].

Although important and essential within the NHS to promote safety and standards of

care, there are additional pressures created through meeting targets, and overlapping
demands for information can often waste time. This takes &way from important

operational business, development of the vision, goal setting and implementation and
supportive strategies for the healthcare workforce. On a patient facing level, it can result

in a reduced time to focus on the patient, their treatraxperience often appearing like

a conveyor belt system, and this fails to create the capacity for compassion [32,239].
Within Trusts, the operational roles of TRs need to be examined to ensure they have
capacity to practice compassion rather than b&® VN RU pVA\VWHPY IRFXVH

The traditional view is that to be compassionate requires time. Although the
recommendations suggest an increase in time for patients will aid compassionate ability,
it does not centre on the notion that TR cannot be compatsioecause they do not

have time. Within chapter six it was established that obtaining an understanding of a
patient, knowing about them as an individual and appreciating them and their needs as
such portrayed compassion. Small and straightforward peadigcg. asking about their

life outside of radiotherapy) and behavioural displays (e.g. tailoring their display based
on knowledge about them) can demonstrate the TR recognises them as a person. These
practices often take no additional time and can berakien during standard treatment

and care delivery. The recommendation for increasing opportunity therefore addresses
the need for time in general with the patient to undertake routine practice, not the need

for time to allow TRs to be compassionate.

Perceived behavioural control

$V WKH LQWHUSUHWDWLRQ RI WKH HDVH RI XQGHUWDN

abilities influences the attituel®ehaviours relationship, it must be ensured that TRs
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KDYH WKH 2ULJKW VNLOOV ™ WRidd® 20 BiVingGhemRPSDV VLR C
confidence in both their abilities to undertake the behaviours and form an evaluative
response$ FULWLFLVP RI $M]JHQTV WKHRU\ RI SODQQHG EH
has acquired the resources to be successful in perfotherdesired behaviour [237].
Standardisation would therefore be required to ensure equality of resources across the
profession. It is recommended for the design and inclusion into the curriculum of all UK
radiotherapy and oncology courses a pedagogy aidgeskills that promote and

develop persowrentredness. Thus, ensuring all newly registered TRs entering the
profession will have a consistent understanding as a resource to perform compassionate
behaviours. The responsibility would then fall upon serdielvery managers to ensure
systems are in place to support the maintenance and enhancement of these skills whilst

in clinical employmentTRs and STRs believed repeated exposure and experiences

enables them to enhance their own compassionate skills.

I WKLQN WKDW KHOSV LI HYHU\RQHTV NLQG RI SUDFWL
year, watching all the radiographefs

STR Year 3

Ways to enhance compassionate ability

Development of the preceptorship model employed already by dor@al centres

would facilitate the observation and shadowing of TRs in different clinical settings. This
not only increases their range of experiences but provides them with the benefits of
personal motivation and development attained through the @lteerof role models
[330,331]. Shadowing those who are exemplars in compassion could inspire other TRs
to engage in similar behaviours. This can be achieved by illustrating an ideal,
highlighting possible achievements in compassionate care they carfatrianed
demonstrating the behaviours in which they need to engage for their interactions to be

perceived by patients as compassionate [332,333].

As motivation also includes the perceived outcome of the behaviour, observing the
positive impact experiencdyy patients as a result of compassionate behaviours can
strengthen intent. This can reinforce the importance of compassion within their

professional role.
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3«RQH RI WKH UDGLRJUDSKHUYV , ZDV ZRUNLQJ ZLWK KL
on Amazon, haght it and then went and found them on their first day of treatment and
JDYH LW WR WKHP« WKH\ EXUVW RXW FU\LQJ WKH\ ZH

STR Year 3

Negative role models can also have a positive impact in some instances. Observing the
adverseeffects on a patient when another TR has been dispassionate, enables the TR to
visualise a noitompassionate version of themselves; acting as a deterrent as they do
not want to become like that [331,334,335]. Although the recommendations are not
advocatinghe purposeful inclusion of necbompassionate negative role models into

clinical practice, their use would have a role within higher education institutions person

centred pedagogy.

Furthermore, the participants who attended thprooluction workshops prided
feedback on their session. The insights of the STRs and TRs demonstrate they had
reflected on their own behaviour as a result of the workshop, identifying ways they felt

they could make improvements to their own compassionate practices.

It was redly nice to get feedback from patients who have had treatment here, and to
hear how they feel we demonstrate compassion to them during their treatment. | will
GHILQLWHO\ XVH WKHLU IHHGEDFN LQ WKH IXWXUH , I

STR

SWKH ZKROH H[SHULHQFH PDGH PH WKLQN DERXW FRPS
radiographer to show compassion to patients each day was really interesting. It made

me think about it more and if any of my body language or actions could have been
misconsttH G WR WKH SDWLHQW LQ DQ\ RWKHU zZD\"’

STR

8, UHDOO\ HQMR\HG EHLQJ DEOH WR WDON IUDQNO\ DQ
PH WKLQN DERXW KRZ , DP SHUFHLYHG E\ VHUYLFH XVt
PH FRQVLGHU DRDPRRWWEKQ@W WWR WKHP DQG KRZ , FRXOG
P\ GDLO\ SUDFWLFH"

75

3$IWHU EHLQJ TXDOLILHG IRU D ORQJ WLPH \RX-FDQ VR
LWV QRW WKDW \RX GRQYW FDUH EXW \RX KDYH VHHQ
with so much stress that it can be a defence mecharitiending these groups has

GHYHORSHG P\ DZDUHQHVV RI KRZ , FRPH DFURVYV DQG

317



TR

Hearing the positive and negative accounts provided by the PaCs and how it had made
them feel, engaged the TRs and STRs in a process of experiential learning. This
phenomenon has implications for higher education institutions regarding how they can

incorporate teaching which enhances compassionate practice into their pedagogy.

Recommendabns summary

Collectively the recommendations address the:

X Responsibility of higher education institutions and service delivery managers /
clinical departments to ensure a robust, vaheased recruitment strategy is
LPSOHPHQWHG (QVEVILIQUWKHRWNLOQKWQ WKH SURI
(motivation).

X Unified development and reinforcement of a culture which promotes
compassion is embedded and supported at every level (subjective norms).

x Need for servicdevel managers to consider ways opportunity cambesased
through the reduction of pressure and time constraints on TRs (opportunity).

X Necessity for skill development, providing TRs with the resources to engage in

compassionate display (perceived behavioural control).
These recommendations aim to e profession with TRs that not only hold intent
to be compassionate, but they are motivated, have the confidence and opportunity to be

compassionate and are doing so in a supported culture which shares the vision for

personcentred compassionate care

Beyond therapeutic radiographers

TRs were the professionals investigated in this research, their display of compassion

being directly under the lens. This decision based on the researchers own professional
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registration and the desire to understand and enhance compassionate care fefithe be

of patients.

The conceptual framework establishes that although some practices may be specific to
radiotherapy, compassion within cancer healthcare is not defined nor demonstrated by
ZKDW SUDFWLFHV WKH 75 RU KHDOW éwrsundretpinvik- RQD O )
attitude, in alignment with professional and cultural values determines intent, prompting
behavioural responses which facilitates compassionate display and how it is perceived.
The practices are the ejpdoduct, the act which holds inteRiQ WR PHHW WKH SD)\
needs.

The conceptual framework would therefore translate across healthcare settings as
compassionate display will always be influenced by attitudes. Compassion can be
achieved and demonstrated through the behavioural clageific€at every healthcare
professional. The practices will be shaped by an evaluative response appropriate to the

context of care.

In addition, the definition and conceptual framework were not developed solely within a
radiotherapy context focusing puray TRs. Those experiences relayed by PaCs, STRs
and TRs did not simply focus on TRs. Examples of compassionate and non
compassionate accounts recalled a whole spectrum of health professionals including,
nurses, consultants, general practitioners and dikadth professionals. Thus, the
formulation of the conceptual framework spans across cancer healthcare and beyond

radiotherapy.

O]Pvu vS8 8§} (E ]}PE % ZC[e % E}( **]}v 0 eS8 v (E -

The professional and cultural values presented in the conceptual foekree in direct
alignment of those professional standards which guide a TRs clinical practice (Figure
7.2).

7KH 6&R5 KLJKOLJKW réspett gafignt wadfiRien@atty &t all timesD Q G
3 Ractise in an antdiscriminatory manner, giving compassate care that takes
account of socioF XOWXUDO GlURIUBNYER®DO Y Dpboxbt&and$ORQJV
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protect the best interests of your patients at all times, giving due recognition to the
views of carers where appropriate D Ge@péwer thenfpatients)}o make decisions
DERXW WKHLU FD (QltdaD\aluas)J2OP WP HQW -

Similarly, the Health and Social Care Professions Councils mandate TRs must,
Uunderstand the need to respect and uphold the rights, dignity, values, and autonomy of
service X V H (@Mfessional values). As wellastd GDSW SUDFWLFH WR PHH
GLITHUHQW JUR XSV IDQunersa@ilthéln€er o Priwde service users or
people acting on their behalf with the information necessary to enable them to make
iNfRUPHG G HEUWNMaR&Ueés) [30].

The findings provide TRs professional and regulatory bodies with the evidence base
that depicts the importance of the values contained within their professional standards
and the impact they have on patients wittlinical practice. The findings also reinforce

the necessity of those values within a TRs professional role.

ety Person-
centred
Ayt Trust
Confidentislity
el . Cultural
o ualf:m Caring values Rt
i l"w. i Professionalism
Respact Open

Figure 7.2: Professional and cultural vales

The behaviours established within the findings; embodied connection, characteristic
expression and indicative communication provide the ways these values can be
displayed by a TR to patients within clinical practice (Figure 7.3). The values and
behavioursestablished within the findinguld be used in conjunction with the values

based practice training models advocated by the SCoR [336].

320



Ganaine Attentive
Perception

Embodied Characteristic
- . Sensitivity

Recogniee my
s sircumstances

Tone

Bady language Communication

Figure 7.3: Compassionate behaviours; embodied connection, characteristic expression and indicative
communication.

Throughout the findings, all participant groups perceived compassion to be part of a
TRs professional role and responsibility. This indicates the work done by the
professional bodies and the pedagogy used by higher education institugtiastise

in instilling the importance of compassionate within STRs and TRs beliefs. The failures
at present appear to be attributed to STRs and TR having a limited understanding of
how those behaviours can be used within clinical practice to developmaatmn and
communicate their persarentred compassionate intent. Improving awareness of the

values synonymous compassion amongst professionals may help stimulate learning.

Dissemination of findings

The research has produced a definitiosahpassion and a conceptual framework,
aiding understanding of its application into clinical practice. Dissemination of the
research is essential to ensure the key messages are shared so NHS Trusts, clinical
departments and higher education instituticas icmplement the key recommendations.

Utilising the three platforms, dissemination for awareness, dissemination for
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understanding and dissemination for action will create a comprehensive plan, targeting a

wide audience [337].

'‘Dissemination for Awarenesgill be at a local level at the host higher education

institution and NHS Trust. As established, the topic is important to the wider healthcare
professionals, with the values connected to compassion being inherent for all higher
education institution meckl and health and social care courses. Discussions with

faculty leads and presentation at the faculty led learning teaching and assessment annual

conference would be a valuable forum.

'‘Dissemination for understanding' and ‘for action' will include prtesien at
UDGLRWKHUDS\ VSHFLILF FRQIHUHQFHY LQFOXGLQJ 6¢
European Society for Radiation Oncology (ESTRO), American Society for Radiation
Oncology (ASTRO). In March 2019, the work onm@duction was presented at the
Australian Society for Medical Imaging and Radiation Therapy Conference (ASMIRT).
The presentation was received very well with delegates being keen to hear the findings
specific to compassion. Based on the thesis and the findings, a publication plan has
been devised. The topics of compassion, healthcare professionalspadigotion

create an audience wider than radiotherapy. Therefore, in addition to publication in
Radiography journal, articles will be submitted to Nurse Education Today and other
profesions journalgndthis will provide an opportune platform for each facet of the

study.

There is also the opportunity to work witle UK Parliament's Knowledge Exchange
Unit. This will provide a platform to engage with parliamentary groups and policy
makes, to make recommendations based on the findings of this thesis for the inclusion

of the caconstructed definition and conceptual framework in future healthcare policy.

Co-production as a methodology and research method is novel and in its infancy. There
is a pertinent opportunity to share and educate others regarding its value in research,
particularly where the topic / concept under investigated is experienced from a variety

of demographical perspectives. Publication in a qualitative methods jourhal wil
contribute to the knowledge base and facilitate others to utilise this method in their own
studies. The benefits of goduction for the participants will also publicised. The
experiential learning experienced by the TRs and STRs will be of intertbsisi®

working within an academic arena. The sense of personal enhancement and

empowerment experienced by the PaCs will be of relevance to patient and public
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organisations, for example INVOLVE and the Scottishp@aduction Network.
Similarly, at a localdvel these benefits will be shared within the local trust and any
DIILOLDWHG VXSSRUW VHUYLFHV WR VXSSRUW WKH LP.

engagement of patients and carers into services and research design and delivery.

Further work

As established in chapter one, the original ambition of the research was to address any
MHITHFWY WKH XWLOLVDWLRQ RI WKH SDUWQHUV LQ OH
of STRs. Although the research focus changed and became more refined, thd&anotiv
behind the research has not changed. Overwhelmingly, the desire has been to improve
the compassionate care received by patients undergoing radiotherapy. By providing an
understanding of what compassion is and how it is displayed, provides the fonndat

begin to address how compassion can be enhanced and embedded in pre and post
registration TRs. The translation of these findings in to academic and clinical practice is

essential to ensure PaCs are receiving compassionate care.

Social learning thay would be a key topic for further research due to the influence of
positive and negative feedback on enhancing motivation to engage in compassionate
display. A further area of research would be to explore the use of role models in

behavioural development

The immediate future will see the establishment of collaborative working partnerships
with the two local higher education institutions who are responsible for the training of a
wide range of health professionals, including allied health, nursing andimeedihe
ambition is to develop resources to promote and enhance compassion in pre and post

registration professionals.

Final reflexive piece

Despite the traditional challenges faced during the undertaking of my PhD, the process
has not only been enjoyable but there are so many positives that | can take from it. |
have been able to work with some great people. The principal investigators have

become key people within my network. We call upon each other to offer help and
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advice when needed, becoming friends over the years. Within our profession, it is

important to have a strong network, to work together to help and support each other.

Personabnd research skills

Undertaking eleven focus groups and the first tw@@mluction workshops had built
upon my foundation of knowledge and skills, giving me an opportunity to develop my
VNLOOVHW | X U-@dttittibn wark8hdp &drtdinky Restduese skills. | had to
exert control over the dominant TR whilst promoting the STRs to speak in a situation
where they felt their opinions were restricted. This needed a careful balance, so
discussion was not stifled or overly controlled by me, leavingd#ngcipants feeling

like their opinions were not welcomed or valid. In addition, although dominant, their
opinion was still valid as it was their opinion, so | needed to ensure this message was
also portrayed to them. All this was occurring whilst tleendard tasks required for the
effective facilitation were being undertaken. This included the provision of instructions
for participants, note taking to record the discussion and all while keeping a friendly,

approachable but neutral stance.

This thesiss not the end of my research career, so the enhanced and new skills acquired
will be invaluable in my future projects. It has been clear throughout that the skills | was
developing and acquiring would be ones that | could use to enhance the quality and
quditative validity of future research. What | had not anticipated was the number of
skills that | would be able to apply to my work and personal life. For example,
undertaking the research has changed the way | engage in meetings with other
professionalsHVSHFLDOO\ WKRVH LQ pKLIJKHUY SRVLWLRQV \
importance of sitting back, listening, and then having the confidence to take my time

and formulate a response. | am naturally quite a shy person, sometimes | find being in
meetings$ daunting and am quite happy to let others take the lead. Engagement with
people in the focus groups,-pooduction workshops, and during the registration and
development of the research, (the list could go on) has given me the confidence to take
my time, engage in or lead the conversation. Similarly, disseminating my work through
presentation has enhanced my presentation skills and given me the confidence in my

expertise, to take my time and communicate my message clearly.
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In addition to the experien@nd skills gained by undertaking the research, | was able to
complete several qualitative MSc methods courses which helped during this thesis and
will be a skill set that | can apply throughout my professional research career.

Using ceproduction

The @-production workshops took a lot of organising but although hard work, they

were thoroughly enjoyable. There was a real buzz throughout (except as indicated at site
C) and it was just so great to see people working together to achieve a common goal.
Therewas something quite special about it all and | was honoured that | was part of it.

Why compassion is important

Working with the patients and carers has been incredible. It goes without saying that
HYHU\RQHYV FRQWULEXWLRQ KBuvthere id $ome@ivida®oxiD EO H L
working with this group that is really inspiring. Of course, they talked about their

negative experiences, but they were never moaning. They had tackled whatever they

had faced in life, and many were continuing to face dilee@ampact their cancer

diagnosis (or that of their loved one) had brought. Their insights showed how important

it is not only to be compassionate but how important our role as TRs is during their

treatment.

Their insights clearly demonstrated that pateneed compassion. There were some
experiences that were difficult to hear, at times during the focus group | wanted to
apologise to the participants for the care they had received. | was upset to think that a
health professional, or one of my radiograpbolleagues or maybe even a friend had

failed to be compassionate to these people.

At one point, one of the participants recalled an example that | had been present at
during my clinical years. As soon as she said it, | remembered it so well andeuld e
recall the consultant who had been involved in the incident she was referring to. | had

not recognised the patient, nor had she indicated that she recognised me or that she
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remembered that it was me who was treating her at that time. It made meorefiegct

own actions, should | have challenged the consultant for his behaviour, could | have
done anything differently to help this patient and have stopped the situation from
happening. The data analysis was very difficult to undertake and at timesdl sitoul

with tears in my eyes listening to the negative examples experienced by these patients
and carers. The positive accounts could also be just as emotive. Why compassion is
important | feel is evident because of this, more than ten years had passdt atildl
remembered the event and the negative way it had made her feel. Likewise, those
patients and carers who recalled compassionate experiences had remembered how
positive it had made them feel. If it had not been a significant experience iliviir

or not held any consequence, then potentially they may not have remembered the
details. But they had and this to me showed the impact both compassionate-and non
compassionate practice can have on patients. These are the lasting memories of their

tredment and care that patients take away with them.

My personal learning

Alongside all the other changes which have arisen through the undertaking of my PhD
(skillsets, confidence, knowledge and abilities etc.), the findings have really made me
reflect on my own behaviour, my body language in particular and how this can be
interpreted by others around me. The research has made me more understanding and
more appreciative of the individuality of others. Not just in respect of being
compassionate, but across life in general. | always considered myself to be a caring and
compassioate person, but it has made me reflect that it is not what | think about how |
should be displaying compassion, it is the person who | am directing compassion

towards whose opinion is important.

Although I no longer work clinically, my role within reseanmeans | still interact with
patients and carers and a whole spectrum of health care professionals. | have worked to
try and apply my enhanced level of understanding to my interactions with everyone |

meet and engage with.

It has also made me reflectarpmy own values and beliefs, making me realise how |
have naturally aligned myself at work and at home with people who | share those values

with. Undertaking the research has made me realise who | am and what | stand for.
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Original contribution to knowlepe

Coproduced findings

As established, previous research investigating compassion in radiotherapy has failed to
consider the perspectives of multiple groups. In respect to defining and understanding
compassion in general healthcare, although some consideration has been given to
multiple perspectives, the insights of patients on compassion has been identified as a
significant gap in knowledge [45]. The methods employed by those investigating
multiple perspectives have also relied upon the traditional role of the researcher as the

singular constructor of findings.

Within this thesis the definition of compassion and the conceptual framework were co
constructed between the researcher and over seventy participants. Importantly this
means the findings benefited from a wealth of soc@dnstructed understanding of the
concept. The inclusion of the perspectives of those delivering and in receipt of

compassion, has provided mutimensional insights into the concept.

This not only affords strength and originality to the research bluial interpretation
and implementation of the findings into working practices, asotwstruction has
SURYLGHG pUHDO OLIHY PHDQLQJ WR WKH FRQFHSW

Coproduced definition

With respect to the definition specifically, this provides clarity to the cdneigipin

radiotherapy whilst distinguishing it from other similar concepts. The previous

inclusion of concepts like sympathy, empathy and pity were felt to make the existing
definitions ambiguous and limit their translation into practice. This will mia&e t
GHILQLWLRQ pXVHU IULHQGO\Y DV LW LV GHYRLG RI MC

Coproduced conceptual framework
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The conceptual framework provides further clarity to the concept of compassion. By
providing an understanding of how compassionate behaviouirsstigated and
demonstrated, the conceptual framework establishes the structure of the component
parts essential for compassionate dispiEach component part provides a summary of
the key attitudes (values), behaviours and practices. The diagrammaéts roaxl be

used within academic delivery to aid understanding of the component parts of
compassion and their role within compassionate display.

Some empirical frameworks on compassion have been produced but have not been co
constructed from the perspectivef multiple demographical groups [45,338].
Subsequently these fail to capture the complexity and issues of perception and the
ability of a TR to display genuine intent to be compassionate. These two components
are vital to its delivery and interpretatibg the patient as compassionate. Thus, the
inclusion of intent and perception in the conceptual framework is essential for it to be
translated into clinical practice.

Coproduction methodology

As reported, the methodology and method epoaduction washe main strength of the
research rigour. The thesis has detailed the philosophical underpinnings of co
construction in alignment with qualitative inquiry and social constructivism which has
not been detailed prior. Furthermore, it has created a proaekd that provides a
structure for researchers wishing to employ the methodology and the method in future

studies.

In summary, this thesis makes several original contributions to knowledge:

1. The findings provide a context specific-constructed definitio of compassion.
Although the definition is generalisable, at present there are no other published
definitions of compassion specific to radiotherapy. Nor is there any definition of

compassion within healthcare that has beenartstructed.

2. The findings provide a conceptual framework for understanding compassionate

display. At present there is no framework which identifies the component parts or
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identifies the importance of the attitudehaviour relationship within

compassionate display.

3. The thesis provides a process model for the use-obustruction in research and
has demonstrated the alignment ofproduction with the key principles of

qualitative enquiry and social constructivism.

Conclusions

The findings have demonstrated hpmfessionahndcultural value$oth underpin an
attitude that is congruent with compassion. It is these values that are fundamental for
establishing intent, an innate desire within the TR to be a compassionate pnalessio
Intention is integral to the ability to display compassion, enabling the patient to perceive
personcentred behavioural interactions as a genuine display of compassion.

Engagement in the three behavioural classifications required for compassioniezmbod
connection, characteristic expression and indicative communication are essential for

TRs to connect with and establish an awareness of the patient. Compassion then
EHFRPHY DQ HYDOXDWLYH UHVSRQVH WR WKH SDWLHQ

them.

SWKDWTV QRW EHLQJ FRPSDVVLRQDWH EHFDXVH \RXTU
MXVW DXWRPDWLFDOO\ JRLQJ LQWR WKDW PRGH EHFD
FRPSDVVLRQDWH’

STR Year 2

AP ZHOO DZDUH WKDW EHFDXVH tHey hiava & &Rfferefitv X QLT X H:
perspective of what their own kind of what they consider to be compassion and of
FRXUVH WKDW LQIOXHQFHVY ZKDW WKH\ LQWHUSUHW F

TR Site B1
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Developing a shared vision for compassion will helprisure compassion is promoted
and practiced as standard by the collective and becomes the foundation of radiotherapy

practice.
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Appendices

Appendix 1:
Concept analysis: Twitter Review 19th June 3rd July 2016

A Twitter search was conductetilising the #compassion to capture current discussion
around the topic.

This provided a broader meaning to the term outside the published healthcare context as
the twitter hashtag collates accounts and posts from a wide range of individuals,
newspapers;harities and organisations.

Searching using the #Compassion identified 108 accounts, of these 25 were included
within the concept analysis. 15 tweets were also included in the review. The review was
conducted over an iday period, with twittebeing accessed on different days and
different times of those days to capture the array of pertinent issues within the news and

popular culture which may have dominated social media at that point in time.

Searching on Twitter using #Compassion also andasgeets and accounts which used

the hashtag #compass. All but one of these were excluded from the analysis as their
focus was on geographical location, orienteering, marketing and recruitment. Patchwork
&RPSDVVYV DFFRXQW ELRJUD 8rds&Ka’ BHZHHDY K H @ RE DEOH G
HISHULHQFHYV LQVSLUDWLRQDO UHVRXUFHWhNER KHOS
indicated a more personal supportive compass rather than a geographical one as it aimed

to prepare its followers for what lay ahead in life.

Table one is an example of the Excel document used to record the author, content of the
tweet or profile, hashtags used and a summary of key points.



Theme | Author Content/Description of account| Hashtags Key points

Animal Vegan, because nothing tastes| #Compassio| - Meat free
Welfare | Individua | better than compassion n diet
I - Not killing
animals for
consumptio
n
- Teachings
If someone is down on .
their luck and no place fo of the bible.
Religio | Individua go. what will youidos #Jesus #god| - Promotion
Jesus Christ
n | will open up his home. #heaven of
| am following his lead with
love and compassion. #love behaviours
qixpoet

#compassior

Table 1: Extract from Excel Twitter review.

By reviewing the content of the tweets and the profile statements of the accounts a
number of reoccurring topics and themes were identified. The author placed each of
these within one of six categorises; animal welfare, religion, spirituality, humanijtarian
self-care and healthcare. Not all could be taken in isolation with a number post tweets
crosscutting over a number of themes, this was especially apparent with spirituality,
self-care and humanitarian. Once the content of the tweets and the accoenésagk

no new themes, the author concluded saturation had been reached.

The six concepts can be summarised as:

Animal Welfare

These users and tweets followed the theme of saving or protecting the animal from over

farming, inhumane conditions andture of their slaughter. Each of which identified

animals are subject to some form of suffering or inequality and called for an



intervention in order to reduce it, most frequently suggesting opting for a vegetarian or

vegan diet.

Healthcare

Healthcarecould be divided into two main threads, supportive care (towards others) and
end of life care. Supportive care offered services for those diagnosed with a medical
condition whereas end of life care called for improved services, options and the right of
choice for those facing death. Both however aimed to promote best practice through
providing patients with information, support and autonomy within their area of
healthcare.

Religion

Tweets and accounts in this category often promoted the activities of faiths and
religious groups, advertised meetings and events. The content would often highlight the
teachings of the bible, how Jesus would respond to those in need, promoting moral
actions and behaviours and advocating how others should follow to improve the lives of

others.

Humanitarian

The focus of these was to promote equality across society on local, national and
international levels. Often these tweets were designed to raisereasa of injustices
across the world or to urge people to unite to help areas which had faced natural
disasters, poverty or suffered from the effects of war. On a more basic level they
intended to promote good will to all by allowing us to understangdhance of our

daily lives and the acceptance we should have of others and ourselves for being
different. Resultantly the meaning of compassion within this theme had two strands,
firstly as a means to accept and appreciate fellow humans for all eredies.
Secondly as way to act upon the sufferings and misfortune of others and aid their

transition out of the period of suffering.



Spirituality

As with humanitarianism, spiritually tweets and profiles frequently discussed good will
and peace acreghe human world. These tweets however warranted the classification
of spirituality as they discussed qualities of being concerned with the human spirit or
soul, speaking of inngreace and the healing powers of the universe. These tweets
frequently disussed compassion as meditation and inner qualities in order to enhance
RQHYV RZQ OLIH

Self-care

This was closely linked to spirituality by the promotion of the irgigrension. These
however encouraged the follower to take action in their own lives@te a strong

mind and character wanting them to have the ability to believe in themselves and protect
themselves from the psychological hazards of the world rather than a focus on the inner

spirit or soul. Compassion therefore had an external focusrrdian an internal.

Limitations

It must be considered that the review only spans ateyIperiod and therefore only
represents tweets at that point in time and therefore may not represent a broad range of
ideas around the concept. The saturatictheies however denotes that tweets
discussing other topics popular within the media or climate would have still fallen into
one of the six classifications.

An additional limitation is that not everyone will engage with this form of social media,
thereforepossibly alienating topics which may be discussed by different social or

geographical groups.



Summary of points

x Six classifications

x Promotion of actions or behaviours to improve or enhance the life of oneself or
of another (human animal).

x Equality for all.

x Selfcare



Appendix 2:

Host higher education institution research approval

Sheffield |Centre for Health
Hallam  |and Social Care
University | Research

20 July 2016

Amy Taylor
Sheffield Hallam University
Centre for Health and Social Care Research

Research proposal number: 2015-16/HWB/HSC/36
Dear Amy
This letter relates to your research proposal:

Exploring compassion and compassionate behaviours in cancer care: A mixed
methods study

This proposal was submitted to the Faculty Research Ethics Committee with a
standard SHURECL1 form. This indicates that your project does not require formal
ethics and scientific review. As such, it has been added to the register of projects and
given a reference number. You do not need any further review from the Ethics
Committee. You will need to ensure you have all other necessary permission in place
before proceeding, for example, from the Research Governance office of any sites
outside the University where your research will take place. This letter can be used as
evidence that the proposal has been registered within Sheffield Hallam University.

The documents reviewed were:

March2016 Binderl

Good luck with your project.

Yours sincerely

Toto Allrate

Peter Allmark

Chair Faculty Research Ethics Committee
Faculty of Health and Wellbeing

Sheffield Hallam University

32 Collegiate Crescent

Sheffield

S10 2BP

0114 224 5727

p.allmark@shu.ac.uk
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Health Research Authority approval
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Appendix 4:

Trust research anddevelopment/innovation approvals

Site A:







Site B
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Appendix 5:
Pilot Focus Group Feedback

| acted as moderator for the focus group that Amy conducted with service users to

explore theconcept of compassion.

As moderator it was my role to take notes and observe the group dynamics, these are

some of my observations:

. Amy welcomed participants and explained the purpose was to understand their
perspectives on the topic

. She asked that theglk one at a time and respect confidentiality

3. She emphasised that there were no wrong answers and wanted people to freely
express their views

. She had prepared 2 trigger statements to share with the group that promoted discussion
this was particulayl effective as participants discussed and debated different view

points

. Amy actually said very little apart from asking individuals to expand or clarify what

they were saying

. The different trigger statements provided a good structure and Amy kept to time

. She encouraged participants who had said little to share their views and this came over

as very supportive and ensured all opinions were heard

. Amy works with service users and has good communications with them and | was

struck how as focus group faciltatsd KH DGRSWHG D PRUH pGLVWDQW
ZDV UHVSHFWIXO RI HDFK SDUWLFLSDQWYTV YLHZSRLQV
acknowledge each persons contribution.

. I thought the participants in this group were interested in the topic and shootesf a |

respect for each other, which perhaps may not be the case with a different group. Amy

will need to prepare for situations where some participants dominate or have difficulty

voicing their views.
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Appendix 6:

Pilot focus group participant information sheet

Participant information sheet: pilot focus group

Study title: Exploring compassion and compassionate behaviours
cancer care: A mixed methods study

Investigator Amy Taylor
Telephone number

Participants name:

| would like to invite you to take part in a focus group which I will be undertaking
at the higher academic institution where you are involved in the partners in
learning group.

Before you decide | would like you to understand why the focus group is being
done, what it would involve for you and provide you with an opportunity to ask if
anything is not clear.

1. What is the purpose of this study?

The aim of the focugyroup is to find out what your understanding of compassion is
and how you think it is displayed within healthcare.

The research is interested in your opinion; there are no right or wrong answers
which you can give during the focus group.

2. Why have | been invited?

You have been invited to participate as you:
- Have previously been diagnosed with cancer and/or are a family member
or carer for someone who has been diagnosed with cancer.
- Are currently involved in the academic delivery as part of th@artners in
learning group.

XVI



Your decision to take part in this study is entirely voluntary. Whether you take
part or not will not affect your current or future involvement with the higher
educationinstitution.

You may refuse to participate or you can withdraw from the study at any time.

If you agree to participate you will be asked to complete a consent form and attend
on a date given by the resaaher. The group will consist of you and other
members of the partners in learning group.

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the researcher.

There will be no payment for your attendance, refreshments and biscuits will be
provided during the focus group.

If you agree to take part in the study you will be asked to do the following things:

x Provide consent
x Attend on the date given to you.
x Discuss with the group questions asked by the researcher

There are no identified risks associated with this study.

The main benefit to participation is the opportunity to develop and improve the
future care received by patients undergoing radiotherapy, as the results of this
research hope to aid the teaching of compassion in radiotherapy edation.

XVl



9. Will my taking part in this study be kept confidential?

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the researcher.

Notes may be taken during the session but all notes will be anonymous and any
identifying details will be taken out of any final report and any publication so
people reading these will not be able to identify you.

The written notes will have all links toyou removed at the end of the study and
will be kept for 5 years after the study has ended.

The documents relating to the administration of this research, such as the consent
form you sign to take part, will be kept in a folder called a site file or project file.
This is locked away securelyThese documents will be destroyed five years after
the end of the study.

10. What will happen to the results of the focus group ?

The anonymised results will be written up as part of the researcher PhD. You will
not be identifiable in any published report.

You will be provided with a summaryreport of the study to demonstrate what the
focus groups have found.

11. What if there is a problem  or | want to complain  ?

If you have any queries or questions please contact:
Amy Taylor
amy.taylor@shu.ac.uk

Sheffield Hallam University Faculty of Health and Wellbeing

Alternatively, you can contact my supervisor: Karen Collins Email
k.colins@shu.ac.uk

If you would rather contact an independent person, you can contact Peter Allmark:
email|p.allmark@shu.ac.ukTelephone number 0114 225 5727. He is a member of
the relevant University ethics committee.
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Appendix 7:

Participant consent form: Pilot focus group

Participant consent form: Pilot focus group

Study title: Exploring compassion and compassionate behaviours in cg
care: A mixed methods study

Investigator Amy Taylor

Telephone number

Version 1: July 2016
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Appendix 8:

Pilot focus group guide
Facilitator:
Invigilator:
Number in attendance:
(8 mins) Introduction and housekeeping:

x Thank you:

x Purpose: PhD development, test method, feedback

x Format: audio recordedyoluntary, 2 sectionrverview.

X Rules: Respect each other; try not to talk over etc. No right or wrong answers.

(30 mins) Section 1: What does compassion mean to the participants?

X Provide participants with definition 1:
"Sympathetic pity and concern for the sufferings or misfortunes of others"

This would imply that compassion is a feeling or an emotion, is this what compassion

means to you?

x Provide participants with definition 2:
"Deep awareness of the suffering of another accompanied by the wish to refeit”

This definition indicates a desire to do something about the suffering; do you think that

compassion is an action?
(20 mins) Section 2: Experiences of being in a Focus group

Possible trigger questions:
X How have you felt being involved in this focgoup?
x Is this a topic they felt comfortable talking about in front of others?

X Are there any reasons why you would not wish to be involved?

Is there anything else you would like to add?
(2 mins) Thank you and close of focus group.

XX



Appendix 9:

Focusgroup attendee demographic information

Patients & Carers

Participant Name:
LCER CER GO COR CER AR CER (AR (AR CER CAR (O (AR SO CR GO (O (R (O COR (O (AR COR CER GO (O (R KR CAR GO (O (O SR (R (4

Participant ID:

LCERCER (O COR CERCR COR (O COR G GO (O (O GO R GO (O (R R GO (O (AR COR R GO (O (OGO GO (O (O (R R (R (¢

Centre of recruitment:
N R R (R (R (R (R (R (R (R (R R (R (R (R (R (R (R (@R (R (R (R (R QR (R (R QR QR (R (R (R QR (R ¢

Gender:
L O CER CER CER (R (R (R (R (AR (AR CER CER CER (R (O (AR (R (AR (AR CER CER CER (R (R (R (AR (AR CER CER CER CER (ER (AR (a4

Age (Years):

LSRR SO COR CER R CER CER (O (O CR AR CER (O (O (R GO GO (O (O GO G GO GO (O (O G AR COR (O (O (R (R GO (O (¢

Ethnicity:

LSRR SO COR CER R CER (O (O (O CR CER CER (O (O (R GO GO (O (O G GO GO GO (O (O G GO GO GO (O (R (R (R (I (¢

Attending as a:
(Please circle)

Patient diagnosed with cancer  Carer Family member

Additional information you would like to add about yourself:
(Optional)

L ERAEEEEAEEEEELEEELELE KK KK
LSRR SO COR CER R CER (O (AR (AR GO CER CER (O (O (R GO GO (O (O G O GO GO (O (O G GO GO GO (O (R R (R (I (¢
LSRR SO COR CER R CER (O (AR (AR G CER (O (O (O (R GO GO (O (O G GO GO GO (O (O G GO GO GO (O (R R (R (I (¢
LSRR SO COR CER R CER (O (O (AR CER AR CER (O (O (R GO GO (O (O G GO GO GO (O (O G GO GO GO (O (R R (R (I (¢
LK KK KK

XXI
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Therapeutic Radiographers

Participant Name:
ECEE COE COR GO SR SO O (R GO G (AR GO G (AR (R (O (AR O (R CAR G (O (AR (O (R (O G (O (O (O (R (AR AR (R (¢

Participant ID:

LCERCER (O COR CER R (O (O COR R GO (O (O GO R GO (O (R R GO (O (AR COR R GO (O COR G GO (O (O (R R (R (¢

Centre of recruitment:
LR CER (R (R (R (AR (O (R (O (R (R CER SR (R COR (R CER (R (AR (R (R CER (O (R (R (R CER (R (O (R (R CER (R (@R (¢

How long have you been qualified (Approx.)?
LK K KKK KL LCER SR COR CER (R CER GO (O (O GO CER (O (O (O (O (R (R (¢

AFC grade:

LCER SO COR CER R CER CER (AR (O CR AR COR (AR (O GO GO GO (O (O GO GO GO GO (O (O G GO COR GO (O (R (R GO (O (¢

Do you have a specialist role?

(Please circle) Yes No

If yes, please give your title:/details
UL LK KKK

LSRR SO COR CER R CER (O (AR (O G CER CER (O (O G GO GO (O (O GO GO GO GO (O (O G AR GO GO (O (R (R (R (I (¢

Gender:
KKK KK LR CER CER (R CER (R (R (R (R (O (R (O SR (R (R (O (R (R (R (O (R (R CER (R (AR (AR (@R (¢

Age (Years):

LSO CER (O CER CER AR (O (O (R CER GO (O (O COR R GO (O (R R GO (O (O COR G GO (O (R G GO (O (O (R SR (R (¢

Ethnicity:

L R CER G COR (R COR (R (AR (AR (R CAR (O (O SO R GO (O (O (R R (R (O (AR CER G (R (AR CER CAR GO (R (O (R (R (4
Additional information you would like to add about yourself:
(Optional)

LSRR SO COR CER R CER (O (AR (AR CER AR COR (O (AR (R GO GO (O (O G GO GO GO (O (O G GO GO GO (O (R R (R (I (¢
LCER GO (O CER GO CER GO (AR (O GO R GO (O (O COR R GO (O (R (R (R (O (¢ LK KK KKK
LSO GO CER CER CORCER GO (O (O CER R COR (O (O (O CR GO (O (O GO GO O (O (O (O GO GO COR (O (O (R (AR R (O (¢
[CER GO COR CER CERCER GO (O (O GO CER GO (O (O (O CR GO (O (AR GO GO AR GO (O (O GO GO COR (O (O (R (R R (O (¢

Student Therapeutic Radiographers

XX



Participant Name:
LCERCER GO (R CER AR GO (R (AR CER GO (AR (AR SO CAR G (O (R (R COR (R (O COR CER GO (O (R KR CAR GO (O (O SR (R (4

Participant ID:

LSRR SO COR CER R CER (O (O (O CER R CER (O (O (R GO GO (O (O GO G COR CO (O (O GO R COR (O (O (R (R R (R (¢

Year of study:

LSRR SO COR CER R CER (O (O (O COR AR COR (O (O GO GO GO (O (O GO GO GO GO (O (O GO R GO (O (O (R (R R (R (¢

Programme of study:
(Please circle)

BSc Radiotherapy & Oncology PgD Radiotherapy
& Oncology

Gender:
LR CER R (R (R (R (O (R (R (O (R CO (O (R CR (R (O (R (R (R (R (R (O (R (R R CEE (R (O (R (R (R (R (@R (¢

Age (Years):

LSRR SO COR CER R CER (O (AR (O CR CER CER (O (O GO GO GO (O (O G GO GO GO (O (O G GO COR SO (O (R (R (R (I (¢

Ethnicity:

LKL KCK KKK KK KL LK KK KKK

Additional information you would like to add about yourself:
(Optional)

LSRR COR COR (R (R (R COR (AR (AR AR (AR COR (AR (AR (R (O (O (O (O (O GO GO (O (O (O GO GO (AR SO (AR (R (R (R (O (4

LSRR COR COR (R CER (R COR (AR (AR AR (AR COR (AR (AR (R (O (O (O (O (R GO GO (O (O (O CE GO (AR SO (AR (R (R (R (O (4

[CER GO CER CER CERCER GO (O (O COR R COR (O (O (O CR GO (O (O GO GO AR GO (O (O GO R COR (O (O (R (AR R (O (¢

LSRR GO CER (O CERCER GO (O (O COR R COR (O (O (O CER GO (O (O (O GO AR GO (O (O GO GO COR (O (O (R (AR R (O (¢

LG COR (O CER CER AR GO (O (O GO COR GO (O (O (R GO GO (O (O COR QR (¢ LK KK KKK

LCER GO (O (O CER GO GO (O (O CER R GO (O (O GO G GO (O (O GO GO GO GO (O (O GO GO COR (O (O (O (R QR (¢

LSO GO CER CER CORCER (O (O (O CER R COR (O (O (O CER GO (O (AR GO GO GO GO (O (O GO GO COR (O (O (R (IR R (O (¢

LSRR GO CER CER CERCER GO (O (O COR R COR (O (O (R CER CER (O (O GO GO AR GO (O (AR GO GO COR (O (O (R (R R (O (¢
LK KK KK KL
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Appendix 10:

Student Therapeutic Radiographers participant information sheet.

Participant information sheet: Focus group

Study title: Exploring compassion and compassionate behaviours
cancer care: A mixed methods study

Investigator Amy Taylor
Telephone number

Participants name:

| would like to invite you to take part in afocus group which I will be undertaking
at your place of study.

Before you decide | would like you to understand why the focus group is being
done, what it would involve for you and provide you with an opportunity to ask if
anything is not clear.

1. What is the purpose of this study?

The aim of the focus group is to find out what your understanding of compassion is
and how you think it is displayed within healthcare.

The research is interested in your opinion; there are no right or wrong answers
which you can give during the focus group.

2. Why have | been invited?

You have been invited to participate as you are a student Therapeutic
Radiographer studying at Sheffield Hallam University

XXIV



Your decision to take part in this study is entirely voluntary.
You may refuse to participate or you can withdraw from the study at any time.
Your refusal to participate or wish to withdraw would not influence in any way

your current or future studies or grades on this or any module/course at Sheffield
Hallam University.

If you agree to participate you will be asked to complete a consent form and attend
on a date given by the researcher. The group Wwdonsist of you and other student
therapy radiographers.

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the researcher.

The focus group will occurduring your standard academic calendar and therefore
you will not incur any additional expenses.

If you agree to take part in the study you will be asked to do the following things:

x Provide consent
x Attend on the date gien to you.
x Discuss with the group questions asked by the researcher

There are no identified risks associated with thistudy.



8. What are the possible benefits of taking part?

The main benefit to participation is the opportunity to develop and improve the
future care received by patients undergoing radiotherapy as the results of this
research hope to aid théeaching of compassion in radiotherapy education.

9. Will my taking part in this study be kept confidential?

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the researcher.

Notes may be taken during the session but all notes will be anonymous and any
identifying details will be taken out of any final report and any publication so
people reading these will not be able to identify you.

The written notes will have all links toyou removed at the end of the study and
will be kept for 5 years after the study has ended.

The documents relating to the administration of this research, such as the consent
form you sign to take part, will be kept in a folder called a site file or pfect file.

This is locked away securely.These documents will be destroyed five years after
the end of the study.

10. What will happen to the results of the focus group ?

The anonymised results will be written up as part of theesearcher PhD. You will
not be identifiable in any published report

11. What if there is a problem  or | want to complain  ?

If you have any queries or questions, please contact:

Amy Taylor

amy.taylor@shu.ac.uk

Sheffield Hallam University Faculty of Health and Wellbeing

Alternatively, you can contact my supervisor: Karen Collins Email
k.colins@shu.ac.uk

If you would rather contact an independent person, you can contact Peter Allmark:
email|p.allmark@shu.ac.ukTelephone number 0114 225 5727. He is a member of
the relevant University ethics committee.
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Appendix 11

Focus groups consent form

Participant consent form: Focus
Group

Study title: Exploring compassion and compassiori@hbaviours in
cancer care: A mixed methods study

Investigator Amy Taylor
Telephone number

Version 4: 12.05.2017 IRAS ID 212566
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Appendix 12:

Therapeutic Radiographer participant information sheet

Participant information sheet: Focus group

Study title: Exploring compassion and compassionate behaviours
cancer care: A mixeohethods study

Investigator Amy Taylor
Telephone number

I would like to invite you to take part in a focus group which I will be undertaking
at your place of employment.

Before you decide | would like you to understand why the focus group is being
done, what it would involve for you and provide you with an opportunity to ask if
anything is not clear.

The aim of the focus groups to find out what your understanding of compassion is
and how you think it is displayed within healthcare.

The research is interested in your opinion; there are no right or wrong answers
which you can give during the focus group.

You have been invited to participate as you are a registered Therapeutic
Radiographer.
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Your decision to take part in this study is entirely voluntary.
You may refuse to participate or you can withdraw from the study at any time.
Your refusal to participate or wish to withdraw would not influencein any way

your current or future employment or any future involvement with Sheffield
Hallam University.

4. What will happen to me if | take part?

If you agree to participate you will be asked to complete a consent form and attend
on a date given by the researcher. The group widbnsist of you and other therapy
radiographers.

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the researcher.

5. Expenses and payments

No expenses will be provided but the focugroup will occur at your place of work
during the working day so minimal disruption will occur.

6. What will | have to do?

If you agree to take part in the study you will be asked to do the following things:

x Provide consent
x Attend on the date giva to you.
x Discuss with the group questions asked by the researcher

7. What are the possible disadvantages and risks of taking part?

There are no identified risks associated with this study.

8. What are the possible benefits of taking part?

The main benefit to participation is the opportunity to develop and improve the
future care received by patients undergoing radiotherapy as the results of this
research hope to aid the teaching of compassion in radiotherapy education.
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9. Will my taking part in this study be kept confidential?

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the researcher.

Notes may be taken during the session but all notes will be anonymous and any
identifying details will be taken out of any final report and any publication so
people reading these will not be able to identify you.

The written notes will have all links toyou removed at the end of the study and
will be kept for 5 years after the study has ended.

The documents relating to the administration of this research, such as the consent
form you sign to take part, will be kept in a folder called a site file or pfect file.

This is locked away securely.These documents will be destroyed five years after
the end of the study.

10. What will happen to the results of the focus group ?

The anonymised results will be written up as part of theesearcher PhD. You will
not be identifiable in any published report

11. What if there is a problem  or | want to complain ~ ?

If you have any queries or questions please contact:

Amy Taylor

amy.taylor@shu.ac.uk

Sheffield Hallam University Faculty of Health and Wellbeing
Alternatively, you can contact my supervisor:

Karen CollinsEmail k.colins@shu.ac.uk

If you would rather contact an independent person, you can contact Peter Allmark:
email[p.allmark@shu.ac.ukTelephone number 0114 225 5727. He is a member of
the relevant University ethics committee.
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Appendix 13:

Patients and carers recruitment poster

Call for volunteers

,] /f[lu uC d Co}E&U /[u HEE vSoC }]vP <}u
Sheffield Hallam University looking at what compassion means
in cancer healthcare.

| am interested in hearing your thoughts on compassion and |
am looking for volunteers to be part of a focus group held here
S YYYX

If you are interested please speak tae of the staff here at the
YYYYXX AZ} v P]JA Clu v Jv(}EuU 3]}V %o

The information pack is designed to help you decide whether

you would like to take part, by taking the information does not
mean that you have to be involved, you can change your mind
at any time.
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Appendix 14:

Patients and carers participant information sheet

Participant information sheet: Focus group

Study title: Exploring compassion and compassionate behaviours
cancer care: A mixed methods study

Investigator Amy Taylor
Telephone number

I would like to invite you to take part in a focus group which I will be undertaking
at your local cancer support centre.

Before you decide | would like you to understand why the focus group is being
done, what it would involve for you and provide you with an opportunity to ask if
anything is not clear.

The aim of the focus groups to find out what your understanding of compassion is
and how you think it is displayed within healthcare.

The research is interested in your opinion; there are no right or wrong answers
which you can give during the focus group.

You have been invited to participate as you have previously been diagnosed with
cancer and/or are a family member or carer for someone who has been diagnosed
with cancer.
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Your decision to take part in this study is entirely voluntary.

You may refuse to participate or you can withdraw from the study at any time.

If you agree to participate you will be asked to complete eonsent form and attend
on a date given by the researcher. The group will consist of you and other patients,
carers and family members.

The discussion will be audio recorded but all information will be made anonymous
and can only be accessed by the remeher.

There will be no payment for your attendance but travel expenses will be
provided.

Refreshments and biscuits will be provided during the focus group.

If you agree to take partn the study you will be asked to do the following things:

x Provide consent
x Attend on the date given to you.
x Discuss with the group questions asked by the researcher

There are noidentified risks associated with this study.

The main benefit to participation is the opportunity to develop and improve the
future care received by patients undergoing radiotherapy, as the resultsf this
research hope to aid the teaching of compassion in radiotherapy education.
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9. Will my taking part in this study be kept confidential?

The discussion will be audio recorded but all information will be made anonymous
and can only beaccessed by the researcher.

Notes may be taken during the session but all notes will be anonymous and any
identifying details will be taken out of any final report and any publication so
people reading these will not be able to identify you.

The written notes will have all links toyou removed at the end of the study and
will be kept for 5 years after the study has ended.

The documents relating to the administration of this research, such as the consent
form you sign to take part, will be kept in a folder called a site file or pfect file.

This is locked away securelyThese documents will be destroyed five years after
the end of the study.

10. What will happen to the results of the focus group ?

The anonymised results will be written up as part of theesearcher PhD. You will
not be identifiable in any published report.

You will be provided with a summary report of the study to demonstrate what the focus
groups have found.

11. What if there is a problem  or | want to complain  ?

If you have anyqueries or questions, please contact:

Amy Taylor

amy.taylor@shu.ac.uk

Sheffield Hallam University, Faculty of Health and Wellbeing

Alternatively, you can contact my supervisor: Karen Collins Email
k.colins@shu.ac.uk

If you would rather contact an independent person, you can contact Peter Allmark:
email[p.allmark@shu.ac.ukTelephone number 0114 225 5727. He is a member of
the relevant University ethics committee.
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Appendix 15:
Focus Group Guide
Participants/site:
Date:
Moderator:

Participants: n=

Focus Group Layout

Part 1: Introduction, Housekeeping & Ground rules (5 Mins)

Welcome
%0 V SI}VW % UE %} U uC €&} oredordihg, @hodyfidls E}o U p ]}
Right to withdraw, no influence on course
Rule: No right or wrong, no talking, respect and privacy
Format: 1 sections:
0 1) General discussion
0 2) Statement and discussion.

X X X X X

START RECORDING.

Part 2: Section 1 General discussion (205 minutes)

Question for the group What do you think compassion is?
Possible prompts:

X Where have you heard the word used?
X Why do you think it is used in this environment?
X What do you think when you hear the word compassion?

Part 3: Section 2 Review of themes from the literature (20 mins)

Show the participants the necompassionate case df & &

Ask the participantsHaving read this:

XXXV



X What are your thoughts about that scenario?

Possible prompts:

Inform participants that Based on the liteature compassion is believed to be displayed in
healthcare through 3 ways:

1) Nonverbal
2) Verbal
3) Professional behaviours

Ask participants to think about the 3 ways compassion is displayed

X how do these relate to the scenario?
X What could/should the TR have d®mstead
X how could compassionate have been displayed?

**|g there anything else you would like to add? **

Part 4 Close of the focus group

X Thank you
X Member checking/ceproduction workshop involvement
X Questions.
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Appendix 16:

SHVHDIKAHKWWLRQ RQH GDWD FRGHV G6WDJH F

TKHUDSHXWLF 5DGLRJUDSKHUYV

XXXVII



6WXGHQW 7KHUDSHXWLF 5DGLRJUDSKHUYV
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SDWLHQWY DQG FDUHUV
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Appendix 17

Research question two data code%(Stage 1 coding).

TKHUD SHDDGW RBUDSKHUYV

6WXGHQW 7KHUDSHXWLF 5DGLRJUDSKHUYV
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Patients and carers
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Appendix 18

Research question one thematic mapgqPart 2 theme development)

Therapeutic Radiographers

Student Therapeutic Radiographers
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Patients and carers
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Appendix 19

Research question two thematic maps(Part 2 theme development)

Therapeutic Radiographers

Student Therapeutic Radiographers
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Patients and Carers
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Appendix 20

Site:

Date:

Co-production workshops guide

In attendance:

No. Name Participant group

G IWIN|F

Allocate attendees to table and provide each group with:

X
X

X

Flip chart and pengto record discussion and keep order of the tasks.

Postit notes tto write any comments or themes which they may not have felt
were directly related to the task but felt would contribute to the
discussion/findings.

A set of the author's research questions so that they could refer to these to
refresh memoies or refocus discussion back on to the purpose of the task.

Provide an overview of the session (15 mins):

X

X
X

Tasks

Background on what had been completed thus far to provide the context and

purpose of the sessions and serve as a potential memedrgsher for those

than came to FG.

Explain the format of the afternoon (tasks, working together, detail of

individual tasks will be provided before each starts)

Housekeeping t no fire alarms and location of toilets etc.

Ground rulest respect for the omion of others, there are no right or wrong
veA Ee v Z}A /[u v} 8Z & 3} }uu v3 pus 8} o]*3 vX

How some of the extracts maybe of the FG they were involved in or even their

words but had been anonymised.

Privacy of the information discussed withinesithe room.

Obtain verbal consent for attendees having their photographs.

Task 1a (30 mins)

Tasklb (40mins)

Task 2 (40 mins)

Lunch (40 mins)

Close and thank you (5 mins)
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Appendix 21

Summary of Clusters

Communication, body languageandtone all relate to the ways compassion can be
demonstrated through communication both verbal anevedral and the

interconnectivity between these (Photo 1).

Photo 1 Nonverbal and verbal communication

Attentive, spending/giving time, activdistening andpermission to open upare all

ways which engagement can occur and/or be demonstrated (Photo 2).

Photo 2: Engagement
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Awareness of the person, check for understanding, choose your words carefully,
sensitivity, honestyandrealistic weregrouped together as it was felt these represented
interactive behavioural approaches and practices essential when using verbal

communication (Photo 3).

Photo 3 Interactive approaches

Rapport, empathy, trust, understanding, welcoming, bedside manner, genuine,
reassurance, encouragandsympathsewere collated as these were percieved
demonstratable ways that compassion could be shown through betienbahand
verbal communicatiofPhob 4).

Photo 4: Norverbal and verbal display

Holistic, caring for carers, checking how | am, caring, continuity of care,
considerate, make comfortable, supportiveandpatiencewere grouped as they are all

forms of caring and demonstrating care (Phgto 5

XLV



Photo 5 Caring

Enhancing my knowledge, signpostingndempowermentwere believed to be for a
person receiving compassionate care. These are not only undertaken for or towards the
patient as part of compassionate care, but they can also be a consequential benefit for

the patient when completed effectively (Photo 6).

Phado 6: For the person

Not another number, not a blanket approach, personal touch, reacting and
adapting andgive me a choiceare all about the person being treated as a human being

and not simply as a patient as a means of demonstrating compassion (Photo 7).
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Photo 7 Humanistic

Professionalism, dignity, respect, privacy/confidentiality, nofjudgemental and
willing are all réated to professional attributes and qualities of a registered healthcare

professional (Photo 8).

Photo 8 Professional attitude

Appreciation of needs, recognise my circumstance, go the 'extra mile', doing
somethingandmeeting needsvere collated. Thesrepresent the foundation of
understanding the patient, their requirements and the comprehension of their role and
responsibilities for undertaking an appropriate response which accomplishes are desired

outcome (Photo 9).

Photo 9:Understanding

Hope (Photo 10) angerson centred(Photo 11) remained independent as it was felt

both could be crossutting over several categories.



Photo 10 Hope Photo 11 Person centred

Perceptionis both the ability of the individual to understand how their own behaviours,
attributes and actions are perceived by another and to understand that each person will

perceive their behaviours in different ways (Photo 12).

Photo 12 Perception

Treatment environment remained independent as although influenced by those
working within it and the culture they create; it was also about the physical environment

where they received their treatment and care (Photo 13).

Photo 13: Treatment envionment

The caggories were arranged within their cluster groups in preparation for their use at
the NTPPIE (Photo 14).
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Photo 14: Fiftyfive behaviours, attributes and practices
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Appendix 22
North Trent Patient and Public group agenda

North Trent Patient and Public Involvement Group
Consumer Research Panel Business Meeting

Format:

1. Update and review of PhD project (15 minutes)

2. Overview of session (10 minutes)

3. Discussion of extracts (15 minutes)

4. Task 1: Defining compassion (RQ1) (30 minutes)
5. Task 2: Compassionate display (RQ2) (30 minutes)
6. Lunch (45 minutes)

7. Thank you & close (5 minutes)
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Appendix 23

Research question two: Onédwundred and twenty-three compassionate behaviours
generated across the focus groups

Shared experience with
otherpatients

Treatment Environment

Staff / hospital culture

Signposting

Advice

Patient centeredness

Appropriate referral

Continuity of care

Identification of needs

Provide information

Staff are prepared

Staff acknowledge
limitations

Privacy/confidentiality

Efficiency

You remembered me

TP QRW D V\

, TP D KXPDQ

You remember my specié

event
| want normality Spending/giving time Sympathise
*R WKH pH[WL Respect Dignity

Realistic

Person centred

Advocate for others
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Unassuming Sensitivity Hope
Attentive Non-discriminatory Encourage
Protect from upset Reassurance Simple things
Supportive Friendliness Genuine

No technical jargon

Checking how Bm

Explain to me

On my level Give me a choice Be thorough
Choose your words Be humorous Know me
carefully
Make me feel special Rapport Perception
Recognise my Being there Empathy
circumstances
Understanding Permission to open up Trust
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Attention Chance to talk Active listening
Automatic Delve deeper Communication
Empowerment Check understanding Body language

Physical contact Demeanour Warning shot
Big C Honesty Caring
Helping Caring gestures Make comfortable
Look after Comfort Meeting needs

Appreciation and support
of family needs

Appreciation of needs

Staff confidence

Professional efficiency

Practical care

Appropriate follow up

Professionalism

Taking responsibility

Information giving
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Non-patronising Willing Patience
Non-dismissive Inclusivity Non-judgemental
Considerate Caring for carers Holistic
Chatting Tone Check for understanding
Conversation Bedside manner Taking time
Doing something Reacting and adapting Assisting
Not another number Personal touch Personal questions
Not making me feel guilty] Professional questions Involvement
Frank and to the point Time to think Enhancing my knowledgge
Delivering treatment Positive environment Culture
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Appropriate emotion from
staff

Hear me

Know about them

Awareness of the persor

Not a blanket approach

Welcoming
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Appendix 24

Matrix of the fifty -five categories, site and frequency of selection within the each

of the coproduction workshops

Site A: Site B Site C Total
Genuine (3) Genuine (3) Genuine (1) 3 (7)
Empathy (2) Empathy (3) Empathy (1) 3 (6)
Dignity (1) Dignity (3) Dignity (1) 3 (5)
Body language (3) Body language (1) Body language (1) 3 (5)
Supportive (2) Supportive (2) Supportive (to all) 3(5

(1) )
Rapport (2) Rapport (1) Rapport (1) 3 (4)
Appreciation of needs | Appreciation of needs | Appreciation of 3 (4)
(2) (1) needs (1)
Sensitivity (2) Sensitivity (1) Sensitivity (1) 3 (4)
Trust (3) Trust (2) 2 (5)
Reacting and adapting| Reacting and adapting
@ @ L6
Honesty (2) Honesty (2) 2 (4)
Patience (3) Patience (1) 2 (4)
Tone (3) Tone (1) 2 (4)
Go the extra mile (2) | Go the extra mile (2) 2 (4)
Respect (2) Respect (2) 2 (4)
Understanding (2) Understanding (1) 2 (3)
Active listening (2) Active listening (1) 2 (3)
Spending/giving time Spending/giving 2 (3)
(2) time (1)
Welcoming (2) Welcoming (1) 2 (3)
Professionalism (1) Professionalism (2) 2 (3)
Holistic (1) Holistic (2) 2 (3)
Hope (1) Hope (2) 2 (3)
Caring (2) Caring (1) 2 (3)
Meeting needs (1) Meeting needs (1) 2 (2)
Permission to open up | Permissionto open| 2 (2)
1) up (1)
Caring for carers (1) | Caring for carers (1) 2 (2)
Persorcentred (1) Persorcentred (1) 2 (2)
Communication (3) 1(3)
Willing (1) 1(2)
Reassurance (1) 1(2)
Sympathise (1) 1(2)
Choose your words 1(1)
carefully (1)
Personal touch (1) 1(1)
(Plr)lvacy/Confldentlallw 1(1)
Considerate (1) 1(1)
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Table 20.1 Matrix of the fiftyfive categories, site and frequency of selection within the each of the
workshops
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