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Summary 

This thesis comprises three principal elements. The first is a research 

methods element which was awarded Recognition of Prior Learning (RPL - 

see Appendix 1). The School of Education and Social Work examined my 

academic transcript from my masters’ course and determined RPL could be 

awarded.  

The compulsory structured literature review, therefore, is the first element 

in this thesis. I chose to undertake a systematised review, exploring the 

concept of graduateness, with a focus on United Kingdom (UK) nursing.  This 

review has within it an additional tier of method, as it contains a concept 

analysis of graduateness, using a modified version of Walker and Avant’s 

concept analysis model (1995) and from this a model of graduateness in UK 

nursing was constructed from the literature. The overall structure was 

derived from the work of McDonald Ross (2010) and the nursing-specific 

attribute clusters from Lyte (2007). The remainder of the content populating 

the model is drawn from the literature accessed for the review. Decision-

making around the nature of the review, the methods used, modifications 

made, and the model’s construction are all detailed. This work was 

presented and accepted at upgrade review in August 2016. 

In the empirical phase, it is expected that the focus articulates with literature 

review. I selected compassion from my graduateness model and explored 

this as a graduate attribute by examining the nature of compassion 

generally, before concentrating on its education and learning aspects in 

nursing and social work. I employed a critical discourse analysis 

methodology in this study and considered compassion in the two fields, from 

both UK and Scottish focus in the literature analysis and focus groups, 

respectively. Focus groups were conducted locally, with near-to qualifying 

students of nursing and social work and newly qualified practitioners of both 

professions to sustain the new graduate interest in compassion. 
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Professional doctorate in education structure 

The professional doctorate in education is a modularised programme 

comprising up to five component parts (see Appendix 1). 

Research module and recognition of prior entry (RPL) 

A taught, credit-bearing research methods module, with a summative 

dissertation, is the first core element of the programme. In my case, after an 

outline proposal was accepted and I was admitted on to the programme, the 

academic transcript from my MSc in Nursing at the University of Edinburgh 

was considered by a senior, non-supervising member of the team. This 

resulted in the award of advanced entry to module two of the programme 

(see Appendix 1). This meant I was able to attend planned sessions, but not 

expected to do the dissertation, which forms twenty per cent of the thesis. 

Literature review 

Given the award of RPL, the first part proper of this thesis is the next 

compulsory element — the literature review (see Appendix 1) — Part 1: 

Graduateness in United Kingdom Nursing: a systematised literature review. 

This forms twenty per cent of the programme’s credit. Upgrade review takes 

place after this element. 

Research modules 

The remainder of the thesis is research and may comprise three small 

studies, each comprising twenty per cent credit  (see Appendix 1). In 

consultation with my supervisors around my intended focus and discussion 

following upgrade review, I proposed that a single large study would form 

Part 2: Educational influences on the nature of compassion in nursing and 

social work in Scotland: a focus on near-to qualifying and newly qualified 

nurses and social workers. This is consistent with the regulations for the 

professional doctorate (see highlighted part, Appendix 1). 
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Part 1: Graduateness in United Kingdom Nursing: a systematised 
literature review 
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Chapter 1 Graduateness 

1.1 Introduction 

International published academic literature reveals a focus upon the value 

of higher education generally, and of undergraduate degree-study 

especially. Over the last twenty years, a growing interest in undergraduate 

study’s ability to transform students into graduates has emerged in a variety 

of academic disciplines. Many of these disciplines are exploring the 

attributes that their graduating students possess (or should be able to 

demonstrate) at the point of completion: transferable skills and capabilities 

that can be taken to the graduate’s next endeavour - typically work or 

further study. The debate in the UK led to the polemical discourse around 

the expected outcomes of education, according to Smith (2004). Smith 

continues by suggesting that this relates to a bigger issue around what an 

educated society gains from having learned individuals within their number. 

Much of this interest in the UK may be attributable to the influential 

Government report of Lord Dearing (Dearing, 1996). This report highlighted 

many issues but recognised the great increase in those going to university 

since the 1960s:  a rate of about five per cent of the UK population went 

onto higher education then, to approaching thirty per cent in 1996 (Barr and 

Crawford, 1997). These greater numbers and wider access to graduate-level 

education is the context in which Smith (2004) is writing. He cautions around 

the function and impact of graduates and standards associated with the 

increasing variety of programmes they pursue in higher education. He 

questions how one may define the qualities of graduateness and this 

appears in a context of his questioning of the socio-political context of the 

increasing emphasis of degree-level education. This question of 

graduateness and its attendant qualities are what this review will primarily 

seek to address. The term is sometimes written with and, at others, without 

quotation marks. For this review I have chosen to present it without, as 

simply, graduateness. 
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Recent years have witnessed the emergence of the term of graduateness. 

Its appearance in the literature and use pre-dates Smith (2004) however. 

The term is not found in the literature before the mid-1990s. It begins 

appearing in UK higher education literature, perhaps influentially by the 

Higher Education Quality Council (HEQC, 1996, according to Wheelahan 

2003) before spreading to other English-speaking (typically British 

Commonwealth partners) and to some countries where English is the lingua 

franca for publication, such as those in the Middle East (Safadi et al., 2010). 

It has become ever more apparent in the UK’s higher academic literature 

and this is reflected in nursing education writing in recent years. 

Graduateness and its suggested links with employability are therefore an 

area of some increasing prominence in the literature. It could be argued that 

this is important as it can define the value of degree-level study and degree 

acquisition, as Smith (2004) suggested, at a time of increasing focus on the 

cost of higher education and subsequent employment. There has been 

discussion regarding the value of degree-level study in nursing and I will 

explore the aspects of contention later.  

The UK has relatively new, and still emergent, provenance around producing 

nursing graduates. The first nursing graduates in the UK only began to 

emerge in the 1960s (Brooks, 2011). The UK only recently made the move 

towards all-graduate entry onto the Nursing and Midwifery Council register 

for new registrants. A driver for this was to have some greater level of degree 

currency between member states of the European Union (EU). This would 

allow greater passport to register and work within the EU for nurses under 

the Bologna process (Davies, 2008). The history of undergraduate 

preparation and therefore the possibility of witnessing graduateness as an 

emergent phenomenon in nursing exists in greater number, over lengthier 

periods, in places where this has occurred longer, like North America and 

Australia. Graduateness as an expression is a neologism, but from my own 

work-based experience, may also be heard in discourse about the value of 

higher education around the attributes that undertaking degree-study instils 

in graduates as a valued end point or study outcome. 
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My interest in the issue of graduateness has grown over the decade I have 

been an academic, culminating in the chosen focus for this study. The 

emergence of graduateness from policy and published literature (Dearing, 

1996; Macdonald Ross, 1996) coincides, in UK nurse education, with a move 

to ever higher academic pre-registration preparation (Royal College of 

Nursing (RCN), 1995; Watson, 2006). My earlier professional background as 

a practising nurse — initially educated in the traditional UK vocational style 

— further developed this subsequent interest in the skills, values and 

attributes that graduate nurses offered to the practice environment. This 

interest was part of a journey of discovery but engendered a personal 

curiosity around the issue of the graduate nurse. 

1.2 Changing educational policy in UK nursing 

As the policy advent of all-graduate entry to nursing registration in the UK 

approached (based upon an incrementally increasing academic demand for 

undergraduate nurse preparation, by successive UK governments), the issue 

of what a graduate nursing workforce gives to the nursing profession 

appears more salient and a profession-specific analogue to Smith’s (2004) 

question about graduateness more generally. Additionally, recent UK 

political and media positioning questions aspects of undergraduate nursing 

courses to be able to effectively prepare their students to care and perform 

some of the more traditional duties and skills or the nurse.  

These latter views have culminated in a call for a pre-nursing preparatory 

year, working as a care assistant (in England and Wales) by the UK 

government. This initiative seeks to promote a caring and compassionate 

values base through this experience (Health Education England (HEE), 2013; 

Triggle, 2013). This has occurred despite concern from the RCN (Triggle, 

2013). Of primary concern is that the pre-nursing year is conflated with an 

ability to somehow vicariously instil compassion within aspiring nursing 

students. It appears to take no account of the variability of experience or 

clinical context and says little on how this experience is mentored. There is 

little, if any, evidence of the validity of this within the HEE (2013) pilots and 
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it is arguably counter to developing graduate attributes as it accentuates the 

value of frontline practice without formally addressing or educating the 

applicant’s knowledge, value-base or self-awareness. This perhaps reveals a 

future tension in UK nurse education between an all-graduate nursing 

workforce and some element of a return to a more practice-based approach. 

A related and on-going issue within undergraduate nurse education 

impacting upon how it is perceived, by the profession and the public alike, is 

how people refer to or describe it. The Willis Commission (2012) refer to pre-

registration nurse education, for example, but the Francis Inquiry refers to 

nurses’ training (Francis, 2012). These are two near-simultaneous reports 

that deal with issues relating to nursing education but use entirely different 

language. This, in my experience, is mirrored amongst the profession and 

nursing academics. There are fundamental differences between considering 

undergraduate pre-registration nursing preparation compared with training. 

The latter is an outdated and limiting term, in my view, and would relegate 

nursing back to an earlier stage of its academic development. It is redolent 

with an image of skills acquisition, perhaps not at the expense of knowledge, 

but ahead of prominent theoretical understanding.  

The policy changes of the 1990s in UK nursing transformed the nursing 

career I embarked upon in the mid-1980s; from one aspiring professional 

status to one that is now a fully-fledged profession. Nurses are more fully 

educated in theory, there are more clinically autonomous practitioners, 

many nurses have extended roles, and some are prescribers. The advent and 

abundance of a more highly academically qualified workforce within UK 

nursing coincided with these developments. Undervaluing these 

developments could mean there is the potential prospect of professional 

self-denial or denigration of the value of higher education learning and, 

thereby, towards graduate-level education and graduateness. This is 

occurring simultaneously with a drive within the profession for the 

application and discovery of evidence to underpin practice.  
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The current drivers of policy and professional changes herald specific 

impacts on the educational delivery for nursing students. In my substantive 

role as a nurse educator, working predominantly with undergraduate 

nursing students, I wish to advance shared understandings of graduateness, 

and key graduate attributes related to nursing. Such understandings would 

assist with the development of curricula, as attribute acquisition could be 

explicitly targeted towards key points in the undergraduate journey. A 

further benefit of understanding graduate capabilities lies in the increased 

demands for graduate skills in nursing job specifications, including more 

senior nursing roles where functioning at master’s level or possession of 

master’s degree are sought. I would contend that capable graduates are 

more likely to be armed to succeed at master’s-level. 

1.3 Overview 

Beyond my academic interest in graduateness, there is arguably a 

professional one. Identifying the benefits of graduate-level undergraduate 

nurse preparation is potentially important in developing the basis upon 

which future commissioning of new registrants for the profession is made 

and in upholding and justifying the place of nursing within similar 

professions, especially in recruiting to university courses. Graduateness is a 

recorded central philosophical tenet of my own School’s current 

undergraduate programme and there is an attempt to place content and 

structure to support its development via the programme for our students. 

This is hoped to be achieved by a curriculum whereby students travel from 

dependent to independent learners by utilising shared nursing and field-

specific theory; have revised placement attainment records and personal 

portfolios to capture reflections, key experiences and to be critical and 

analytical in their assimilation of theory and practice. For me a concern 

exists, however, that whilst this is a laudable outcome or goal, there is 

questionable or, at least, an unlikely universal clarity around what is being 

sought. It is equally unclear as to whether students are sufficiently aware of 

this outcome and what this means for them. Furthermore, if there is 

uncertainty over a unifying notion of what graduateness is (Smith, 2004; 
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Macdonald Ross, 2010; Steur et al., 2012), how will we know when students 

are attaining it? The term’s increased prominence also heralds an issue 

around its status as a concept. A concept is definable as “… a perceived 

regularity in events or objects designated by a label…” (West et al., 2000, 

p1106), a description consistent with graduateness. 

1.4 Review focus 

It is from this backdrop that this literature review has been conceived. Many 

questions can be posed of the concept of graduateness and this review seeks 

to both ask and address these, in turn. The questions I seek to address within 

this review therefore are: 

1 What is graduateness? 

2 What does graduateness mean in the context of undergraduate 

nurse education? 

3 What is the relationship of graduateness with nursing in the UK? 

4 What may be the future influences of graduateness upon UK 

nursing? 

The derivation and definition of graduateness will, therefore, be explored in 

the course of this review. I intend to explore the concept and its wider 

application and as it is focussed, more specifically to the contemporary 

context of UK nurse education. Additionally, to provide clarity of the 

concept, a formal concept analysis will be carried out. This will be used to 

further explore the concept and its current application in contemporary 

undergraduate nursing education. Graduateness has been described as 

providing ‘…conceptual confusion…’ within nursing (Clinton et al., 2005, 

p83), mirroring much of the literature and discourse in higher education 

widely.  

The following concept model has been devised, based on my perception of 

the contemporary UK undergraduate nursing student’s journey (Figure 1). 

This shows a route of educational progression for the UK nursing student as 

they move towards graduation. The concept diagram is framed in a stepwise 
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fashion, as the Latin for ‘step’ is the derivation of the word graduate. This, 

more than styling, conveys progression. The concept analysis that follows 

unpacks the steps of this educational journey, highlighting the development 

of graduateness in UK nursing. 

Figure 1: Conceptual model      

                                                       Developing attributes 
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Chapter 2 Methodology 

2.1 Approach 

This review rigorously searched the literature in the field, to give a historical 

backdrop of graduateness, using the search results to explore the field and 

to locate this within nurse education (particularly in the UK) to provide 

context. This review meets criteria set-out by Grant and Booth (2009) for 

systematised reviews, who note that these contain many features of 

systematic reviews, are often done as part of postgraduate study and do not 

need to include quality appraisal of the literature. These reviews typically 

derive what is currently known about the subject, elicit uncertainties in 

findings in the literature and identify methodological weaknesses (Grant and 

Booth, 2009). This review informs and underpins a concept analysis of 

graduateness, which will seek to elicit its precise nature. From this analysis, 

it is expected that findings will be established that will be discussed around 

the focus and the review questions to provide and to inform further debate 

and developing a greater understanding of graduateness in nurse education.  

2.2 Search Strategy 

I employed a range of searching approaches and online search engines. I 

used five main online search methods to achieve this. The initial search 

involved the use of the University library’s own LLC search tool and of the 

educational database ProQuest. Subsequent searches using CINAHL (for 

specifically nursing-related works) was also undertaken, though overlap with 

the first two resources was appreciable. Google Scholar was also utilised, but 

it needed more specification in the Boolean terms, as it provided me with a 

very wide range of sources. ASSIA was also used, but gave few original hits, 

with many typically already accessed from other searches. 

A noticeable feature of all searches is the relative sparseness of the literature 

specifically exploring the existence or the concept of graduateness. There is 

a body of literature where potentially related concepts or features are 
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explored and a further collection of sources that use the word with little or 

no explication. Nursing literature notably falls into the final category. 

Possible synonyms were explored with “degree attributes” and “degree-

level attributes” both also with “nursing”. The term “degree attributes” does 

produce hits, however, the term seems to relate to other meanings 

altogether, unconnected with the attributes of those holding degrees. These 

typically relate to statistical tests or attributes of a given degree, rather than 

those of the graduates of that course of study. “Degree-level attributes” 

invariably brings up no hits at all. Consequently, these searches yielded no 

new sources for inclusion in the review. The lack of success with these 

potential synonyms suggests that the terms selected are the applicable ones 

that relate to the field of enquiry I am seeking for this review. 

The summary chart below (Figure 2) shows the breakdown of the search 

strategy and the sources obtained from it. Consideration was given to two 

other methods of conducting, organising and presenting the search strategy. 

The first was PICO — from Population, Intervention, Comparison and 

Outcomes (Cook et al., 2012; Oxford University, 2015) and the second 

SPIDER — from Sample, Phenomenon of Interest, Design, Evaluation and 

Research-type (Cook et al., 2012). Both are highly structured and guiding 

approaches for reviews that assist with search terms and review question 

formulation. They are both, however, primarily designed for traditional 

systematic reviews and developing evidence-based practice within 

healthcare and clinical settings. There is a focus on data extraction from 

research papers — principally quantitative papers for PICO, whereas SPIDER 

also caters for qualitative and mixed-method studies, according to Cook et 

al. (2012) — none of which is consistent with purposes of this review, 

therefore, they were, rejected. 
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Table 1:  Search Summary Chart 

Search Engine Search Terms Hits  Sources  

ProQuest “graduateness” 

“graduate attributes” 

“graduateness and competence” (also with 
and “nursing”) 

“graduateness and employability” 

     29 

   205 

       0 

   

       0 

11 

  8 

 

CINAHL Plus “graduateness” 

“graduate attributes” 

“graduateness and competence” 

“graduateness and employability” 

      3 

    16 

      2   

      7 

  1 

  5   

  2 

  0 

Google Scholar “graduateness” 

and “nursing” 

“graduate attributes”  

and “nursing” 

“nursing graduate attributes” 

“graduateness and competence” 

and “nursing” 

“graduateness and employability” 

1178 

  244 

  881 

6800 

      2 

  744 

  176 

    28 

 

12 

 

 

  1 

 

  3 

  2 

LLC Search “graduateness” 

“graduate attributes” 

“graduateness and competence”  

and “nursing” 

“graduateness and employability” 

    97 

    81 

     

    42 

    50 

11 

  6 

   

  4 

  3 

ASSIA “graduateness” 

“graduate attributes” 

“graduateness and competence” and 
“nursing” 

“graduateness and employability” 

and “nursing” 

   4 

  16 

      0 

    0 

    0 

1 

1 
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2.3 Literature quality and data extraction 

The searches resulted in nineteen papers in total relating to graduateness. 

These included six philosophical papers on the topic, two policy documents, 

two empirical studies (one specifically about nursing graduateness) and one 

paper using graduateness and employability as virtual synonyms. Eight 

papers focussing on graduate attributes had material that was relevant to 

the transferable skills of graduates; four of these from nursing. Only nine 

sources had sustained discourse about graduateness itself. This appraisal is 

consistent with systematised reviews, described by Grant and Booth (2009) 

and discussed earlier in the approach section.  
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Chapter 3 Graduateness in the literature 

 3.1 Defining graduateness from the literature? 

The earliest definition of what one may advance as referring to graduateness 

(though the term itself was not used) was originally stated in 1852: 

“…to see things as they are, to go right to the point, to disentangle a skein of 
thought, to post with credit and to master any subject with facility.”   

    (Newman 1986, p135 - originally 1852 - cited by Topping and Taylor, 2010) 

Topping and Taylor’s work did not explore graduateness itself per se, but 

rather the nurse education workforce of the future and looking at the 

graduate capabilities of the teaching staff themselves (Topping and Taylor, 

2010). This quote, however, reflects the skills of a graduate, as viewed at the 

time, but still promotes a level of attribution that one may suggest as having 

a meaningful contemporary association with a journey through a 

programme of degree study. Newman’s quote includes reference to decisive 

thinking, analysis of competing ideas and an idea of capability or 

competency suggested and, interestingly, the notion of transferability of 

these skills regarding “any subject” (Newman, 1852, as cited by Topping and 

Taylor, 2010). Newman is proposing a notion of personal development via 

the acquisition of attributes or skills that accompanies degree study and 

attainment. I suggest he is referring to a range of capabilities, which are 

beyond expected subject knowledge that may reasonably be expected as 

outcomes from a field of study. 

Graduateness, however, may be variously defined but does not appear in 

the Oxford English Dictionary currently. The term does not feature in other 

dictionaries either and I will return to this issue later. It can be found online 

on Wiktionary (‘The generic qualities expected of any graduate’ 

Wiktionary.org, 2013). This lack of status, for what is a term with increasing 

use in higher education is problematic though; a word with a body of 

academic literature devoted to it should have both enquiry and a 

subsequent case built for either its fuller acceptance in the language or its 

reframing or removal from use within higher education. This can be seen in 
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the literature where some authors place the word in quotation marks (for 

example, Wheelahan, 2003; Smith, 2004; Bernstein et al., 2012) and others 

do not (Walker, 1998; Burke and Harris, 2000; Macdonald Ross, 2010). These 

examples show the lack of uniformity or agreement, over the lifespan of the 

literature-set, but I have made the conscious choice to write the word 

without the quotes. These examples represent working examples of 

definitions, but I will return to defining the concept in the course of this 

review (see Chapter 4, sections 4.5 and 4.6.2, p42 and 46/7). 

3.2 Qualities of graduateness 

Earlier, I identified the difficulties Smith (2004) expressed in defining the 

qualities of graduateness and the value that graduates give to society. He 

continues by noting the narrow parameters of the utility of the graduate as 

opposed to any other perceived benefit (Smith, 2004). Keith (2010) melds 

two views by citing both Macdonald Ross (1996) and Wheelahan (2003) who 

talked of graduate skills and study in a discipline, respectively. Steur et al. 

(2012) suggest that those concluding undergraduate studies (in any 

discipline) are fundamentally changed by their learning experiences to mark 

them from others who have not achieved this or who have attained degrees 

by having been exempted via recognition of prior learning. Walker (1998) 

refers generically (without describing his notions as a definition) to capable 

graduates as possessing enough knowledge and skills to function capably, 

know how to use their skills and yet are also skilled in applying their 

knowledge. This standpoint fits well with other views of graduateness and, 

from my perspective, is consistent with conceptions of what a graduate 

nurse should possess and display in their practice. Walker extends his notion 

of graduateness by suggesting graduate-level skilled performance is more 

than possessing or using a set of specific skills but is also about setting these 

within a context of ‘…social, intellectual and moral implications of actions…’ 

(Walker, 1998, p2). He continues by cautioning that focussing solely upon 

key skills-sets (without context) is the antithesis of graduateness as it 

relegates learning to be merely occupationally task-oriented (Walker, 1998). 



 
 

 

- 26 - 

There is an implication within Walker (1998) that such contextual skilled 

performance becomes part of the graduate’s disposition. 

 

A conviction has been expressed, by Steur et al. (2012), that graduateness 

does exist and they seek to provide a defence or rationale underpinning the 

formative function of undergraduate preparation that strikes me as 

supportive of Walker’s views above. They advance the notion that 

graduateness, as a concept, possesses an essence within it (Steur et al., 

2012). The acquisition of graduate knowledge, skills and attributes of 

themselves is not enough to portray it. The essence of graduateness is the 

ability to make developmental connections between the constituent parts 

and apply them to roles, tasks, thinking and values (Steur et al., 2012). This 

view appears to connect with that of Yorke and Harvey (2005) when these 

authors criticise skills without theory approaches to learning and highlight 

the need for personal efficacy and metacognitive attitudes and skills to be 

developed, which impact on the graduate’s performance more generally 

(across their roles in life). These points seem to be echoed by Star and 

Hammer (2008) who note the narrowness of skills acquisition alone, without 

creating autonomous, reflexive, critical and social justice thinking 

professionals and citizens. On the other hand, Bernstein et al. (2012) identify 

that higher education institutions’ (HEIs) business and the graduates 

themselves continue to wrestle with the supposed derivation of the concept. 

The views of Bernstein et al. are a minority voice in this discourse. 

 

Perhaps Macdonald Ross (2010) explains the paucity of explicit defining of 

graduateness, by suggesting that authors imply (without overtly declaring) 

that a basic definition exists in simply possessing a degree. I believe this may 

describe a basic fact surrounding the term, but for graduateness as a 

conceptual and contextual behavioural manifestation of skills, knowledge 

and education, it seems an oversimplification. It also would, by logical 

extension, apply to those, for example, with an honorary degree. This latter 

point runs counter to the position that Steur et al. (2012) propose. 
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The strength of the UK’s link with graduateness is noted by Wheelahan 

(2003), citing the HEQC (1996b) report as germinal to a wider academic 

interest in the term and notion of graduateness. She suggests that 

internationally interest is growing. Notably, searches show an appreciable 

level of interest and sources in the area within Australian literature, where 

Wheelahan herself was writing at that time. This highlights a global spread 

of interest in graduateness and this strong link with the UK, whilst still 

apparent in literature, is now replicated elsewhere since the time of 

Wheelahan’s 2003 paper. The growth in interest also suggests an increasing 

acceptance that there is a reality to the concept of graduateness.  

An example of this acceptance may be seen in the coining of the new, related 

term of ‘graduatization’ within the literature-base by Okay-Somerville and 

Scholarios (2013, p557). These authors explore the attributes of graduates 

in newly emergent professions that have only recently begun to provide 

graduate-level preparation. ‘Graduatization’ suggests a process of 

development; a transitional phase where the undergraduate develops and 

acquires the attributes of a graduate. This is important as Okay-Somerville 

and Scholarios (2013) are advancing the notion that attribute acquisition is 

incremental and not simply accrued at point of degree conferral — a 

proposition that further confirms the stance of Steur et al. (2012). 

This newly emergent degrees situation, that Okay-Somerville and Scholarios 

(2013) are focusing on, is consistent with nursing in the UK, as although 

nursing degrees have been attainable for over fifty years, being numerous 

and commonly found at pre-registration level across the nursing workforce 

has only emerged over that last two decades.  They term graduateness as 

“…employability skills…” (Okay-Somerville and Scholarios, 2013, p557). This 

is interesting as they are equating graduateness solely with skills employers 

might seek or desire in graduate employees. Other authors link the graduate 

attributes with employability but do not appear to define graduateness on 

that aspect alone as Okay-Somerville and Scholarios (2013) do.  
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In recent years, in Scotland, an emergent discourse has begun to develop 

that has attempted to structure and define a new, related term —   

‘mastersness’ (Scottish Higher Education Enhancement Committee (SHEEC), 

2013). ‘Mastersness’ (those proposing it acknowledge its clumsiness and 

grammatical imprecision) proposes seven primary attributes that 

successfully studying at master’s-level should provide, standing as hallmarks 

of the master’s graduate (SHEEC, 2013). The limitation of Macdonald Ross’ 

implied definition of graduateness — around mere degree attainment —   

returns into focus here as ‘mastersness’ suggests itself to be a likely build-

on term and concept to graduateness (intuitively and assumptively). 

‘Mastersness’ could, therefore, be narrowly defined (applying Macdonald 

Ross’ suggested narrow terms) as simply possessing a master’s degree. The 

report into ‘mastersness’, however, shows an evident level of development, 

with a model devised and seven steps or facets described to show what they 

mean and a rationale justifying each one (SHEEC, 2013). This is a level of 

concept development that is not found in any of the early graduateness 

literature base. 

3.3 Contemporary nurse education and graduateness 

Nursing has emerged from a long era of being a vocationally trained 

professional career towards its transformation into an academic discipline. 

This transformation has brought with it (in the UK) the public examination 

of the place of the academically educated nurse and discussion of the 

attributes of the nurses produced. 

The importance of graduate-level skills and preparation is visible and with 

all-graduate undergraduate preparation now established in the UK, one can 

ask whether those skills and attributes are to play an even more prominent 

role in the future. In part-addressing this question one can expose the 

position portrayed by the seminal healthcare commentator Andrew 

Jameton, who states that among a range of defining attributes nurses must 

possess, one is the ability to demonstrate caring competence (Jameton, 

1984). This is (initially) a professional attribute in terms of acquiring and 
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enacting practical skill, but when one considers the notion of praxis as the 

application of theory to enable or inform a practice, a case emerges for this 

to be a graduate-level aspect. This assertion shows the need for the 

enlightened application of theoretical learning into professional praxis, by 

not only knowing the components of care provision but by being able to 

timeously, sensitively and ethically apply them to the caring encounter.  

One can argue that optimal care requires refined application of nursing 

knowledge and skills, intervening in specific encounters in individual, 

immediate, contextual and (arguably) seemingly additional ways, perhaps 

above and beyond expectations of a situation — skills application one may 

consider consistent with advanced learning. These views find support from 

Girot (2000), confirming the effectiveness of practice performance of 

graduate nurses, especially around the use of systematic ways to seek 

information-focussed planning of care. This is a single view, however, which 

is countered to some extent by Clinton et al. (2004) whose UK study found 

little difference between graduates and diplomates, at the point of 

registration, though they were solely comparing competency. 

Employer uncertainty was revealed by Burke and Harris (2000) around the 

cost implications of all-graduate entry, an issue and the belief amongst over 

ninety per cent of professors of nursing interviewed, who felt that nursing 

required ever more high-level skill and theoretical knowledge but, 

somewhat inconsistently, were not persuaded about the need for an all-

graduate profession. As far back as the mid-1990s, the RCN was suggesting 

an all-graduate entry for nursing, as a facet of clinical credibility with like 

professions and as an acknowledgement of the complexity of the roles, tasks 

and responsibilities of being a registered nurse (RCN, 1995). This is 

interesting from a UK perspective, as this had not traditionally been a 

defining factor for undergraduate entry to the Register or employability. As 

one of the more recent emergent professions, passing to Diploma-level, 

being deemed clinically-competent (Watson, 2006) and being of ‘good 

character’ have been viewed as (hierarchically) more crucial until the most 

recent of times: potential vestiges or historical echoes, I would argue, of the 
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underlying discourse harking back to Nightingale’s advent of modern nursing 

(which will be explored in the following section). I also view this as reflective 

of the reminder that McKie et al. (2012) provide of the Aristotelian view of 

wisdom, differentiating as it does between moral (or character) and 

intellectual (or academic) virtues. 

 

In seeking to understand this more current developmental situation within 

nurse education in the UK, I feel it is necessary to outline the historical 

context out of which this has emerged. There will also be brief portrayals of 

the North American context and that of the emergence of mental health 

nursing in the UK to offer perspective and contrast. 

3.3.1 Historical context of UK nurse education 

Burnard and Chapman (1990) comprehensively outline the origins of 

formalised nurse education in the UK, highlighting Nightingale’s 1860 

establishment of her school at St Thomas’ Hospital, London as germinal to 

the concept of modern nursing. They acknowledge Pastor Fliedner’s 

influence on Nightingale (Burnard and Chapman, 1990; Diamond, 2013). 

Religious orders previously cared in ways now recognisable as nursing, but 

Nightingale incepted formal vocational training (Burnard and Chapman, 

1990). Nightingale’s nurses helped patients physically and spiritually, acting 

as an able assistant to medicine’s curing function. Initially, minimalist 

education attributes were supervened by the demand for virtuous morality 

and these (female) nurses were at the doctor’s side, acting upon their 

instruction (Burnard and Chapman, 1990; Rafferty, 1996). This backdrop 

gives prominence to the professional power and gender politics of nursing 

with medicine, which has only been challenged in recent decades (Rafferty, 

1996). 

Nightingale established a two-tier approach with nurses trained as described 

before, but then developed an upper echelon of ‘…lady-pupils…’ who would 

qualify for ‘…superior situations’ (Burnard and Chapman, 1990 p4). Within 

the following twenty years, many of these pupils were matrons around the 
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UK (Burnard and Chapman, 1990). This hierarchy, based on education, 

remains evident within nursing. Girot (2000) identifies, however, that whilst 

academic differences can be readily measured, for example, between 

diplomates and graduates, practice outcomes are less evident. This is 

important in assessing graduateness as an outcome of nurse education, but 

caution is needed, as Girot was writing when numbers of graduate nurses in 

the UK was not yet very sizeable. 

3.3.2 North American context 

McCormick (1997) describes developmental similarities in the United States 

(US) but notes highly academic, specialist and technicist roles advanced 

quickly from the mid-20th century. This led to fierce professional identity and 

autonomy at an earlier point in North America. Saliently, baccalaureate 

preparation was introduced and exploitation of the talents of masters’ 

graduates, in great numbers, many years before other countries resulted in 

a raft of high-range nursing theory emanating from the US (Watson, 1985). 

Tiers of nursing also characterise the profession in the US with care and 

status division evident along academic lines (Watson, 1985; McCormick, 

1997). The associate level of professionally qualified nurses grew out of a 

nursing shortage following World War II and the emergence of community 

colleges into American higher system (Vinson, 2000).  

The implementation, incorporation into practice and examination of the 

high-level nursing theories developed in the US has been much greater. The 

work, use and impacts of the US-based grand theorists King, Orem, 

Henderson, Roy and Peplau has international reach. These theorists, as 

practising graduate nurses, sought role transformation by advancing new 

theoretical constructs for care and learning that, in turn, influenced the 

development of a new type of knowledgeable, clinically capable, research 

and academically able nurse. Nurses were able to care and function in a 

professionally autonomous fashion in advance of what was seen in the UK. 

Arguably, this has advanced nursing theoretically, professionally and 
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clinically, showing that academically able nurses can profoundly influence 

their future practice (Girot, 2000). 

The North American example shows the drift towards higher educational 

study in nursing. The next one shows the lack of historical uniformity within 

nursing in the UK itself. 

 3.3.3 Mental health nursing 

In mental healthcare, an alternative scheme developed in the UK in the late 

nineteenth century, devised under medicine’s auspices to conform to the 

needs of psychiatry (Hurley and Ramsay, 2008). A prolonged period of 

tension existed between the emergent General Nursing Council (GNC) and 

the Royal Medico-Psychological Association (RMPA), the curators of mental 

health nursing (attendants) which prevailed until well into the twentieth 

century (Chatterton, 2004). The GNC considered attendants to be 

insufficiently trained or skilled to be classed as nurses until they passed their 

examinations, but the RMPA deemed those exams to be overtly physical 

health-oriented and unsuitable (Chatterton, 2004). This resulted in mental 

health nursing’s exclusion from the wider UK nursing family, retaining it in 

close alliance with psychiatry for a protracted time. The issues that resulted 

from these contested and uncertain beginnings — what Hurley and Ramsay 

(2008, p15) term as a ‘…prolonged and tortured infancy…’ — have never 

been fully shed in that mental health nursing has always been separated 

from general nursing and sought also to set itself apart. Mental health 

nursing, as an undergraduate field, is now largely restricted to the UK and 

Ireland, sharing some common themes with other fields, including a degree 

requirement for new UK registrants. 

3.4 Summary 

Nightingale’s historical influence remains in some forms; no less in tiers of 

nurse education and associated task division, career-trajectory and 

autonomy that remain evident in contemporary UK nursing. Nightingale’s 

notion of subservience to medicine (and especially of women to men) is 
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outmoded and contemporary nurses extending their skills, knowledge and 

role, whilst not an anathema to her ideals, creates a sense of nursing 

professional autonomy that challenges the hegemonic relationship with 

medicine that she partially engendered (Rafferty, 1996). 

Having contextualised the wider educational context of graduateness, its 

potential derivations and located nursing education within it, the review will 

proceed to a deeper exploration of the concept. 
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Chapter 4 Exploring the concept of graduateness 

4.1 Introduction 

The next stage of the review is a concept analysis. Concept analyses are used 

to define words and their usual linguistic application (Beckwith et al., 2008). 

They in turn quote Wittgenstein (1953, as cited by Beckwith et al., 2008, 

p1833) in terming concept analysis as ‘grammatical investigation’ in 

identifying the subject matter in a field. In nursing, concept analyses are 

typically undertaken to identify and understand concepts that are similar, 

misunderstood and unclear or have multiple meanings. A concept analysis 

could be used, for example, to differentiate between care and treatment. 

Care and treatment can overlap and ideally perhaps always should, and a 

concept analysis can tease out the common specifics of this relationship and 

identify where they differ. It is this potential within concept analysis that 

attracts me to this approach. Graduateness as a variously defined, non-fixed 

or even as a confusing (Clinton et al., 2005) or contentious concept 

(Bernstein et al., 2012) can lend itself to such analysis and therefore the 

approach can provide a single theoretical understanding of it for the reader. 

The concept analysis is framed by an adapted method of Walker and Avant 

(2005), drawing on the earlier work of Wilson (1963) that they outline in 

earlier editions of their text (Walker and Avant, 1995). The Wilson method 

uses an eleven-step approach, which Walker and Avant reduce to eight 

steps, crucially converting the notion of exploring common and colloquial 

uses of conceptual terms alongside scientific application (Walker and Avant, 

2005; Risjord, 2009). Risjord further suggests that this change is helpful as it 

confirms the plural voices contributing to the concept to be heard, Wilson’s 

method can result in the writer appearing as the sole authority (Risjord, 

2009). Beckwith et al. (2008) urge caution with the use of Wilson’s approach 

in higher education as it was constructed for use with children. These 

authors consider that an assumptive use and understanding of the notion of 

a concept is inherent in Wilson’s original ‘simplistic’ scheme (Beckwith et al., 

2008, p1831). Walker and Avant (2005) take time to offer a detailed 
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definition of what they view as a concept, thereby allowing the would-be 

user of their modified approach guidance on what is like to be consistent 

with it. 

The seven steps are selecting a concept; determining aims and purposes of 

analysis; identifying all uses of the concept that can be found; determining 

the defining attributes; identifying a model case; identification of borderline, 

related, contrary, invented and illegitimate cases and identifying 

antecedents (from Walker and Avant 2005, p65). They continue by 

suggesting main outcomes of the process include the generation of specific 

operational and/or theoretical definitions of the concept that provide a 

working clarity for those dealing with it — this could prove to be inherently 

useful regarding graduateness. It can also clarify terms in a field that have 

become almost like punchlines or buzzwords, where meaning has been lost 

or never fully explicated — again this may relate to the use of graduateness 

in educational literature. Walker and Avant (2005) note some cautions, 

including that the process is spiral in nature and not linear — though Risjord 

(2009) identifies that despite this caution many published analyses appear 

like this in both presentation and thinking — as this facilitates iteration; that 

it is easy to slip into moralising when the concept has a value; that the rigour 

needed can leave the analyst feeling swamped or conversely the analysis 

feels quite easy and the extensive intellectual endeavour can be lost. This 

last point is also highlighted by Beckwith et al. (2008). 

4.2 Concept analysis 

A concept is a mental notion conveying abstract and symbolic structure and 

definition (Watson, 1985). As such, concepts help give meaning to things 

that are intangible, not seen: Watson (1985) uses weight as an example of 

this. Concept analysis is a means of establishing the nature of something we 

construct as a concept, allowing a determination of whether the things 

perceived as a constituent of the concept exemplify it well or not (Walker 

and Avant, 2005). Such analyses are designed to be dynamic, iterative and 

have elements of subjectivity. The status of a concept that an analysis 
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delivers is temporally bound and based on the rigour, searching and 

creativeness of the analyser. Thence, conceptual understandings derived are 

a capturing of its constituents parts at a specific moment and based upon 

the personal deliberations of its author (Walker and Avant, 2005). Beckwith 

et al. (2008) also emphasise the centrality of the context of time to concept 

analysis. Walker and Avant’s model allows for the presentation of a model 

case that provides a descriptive paradigm that defines the concept at that 

time-point (Walker and Avant, 1995). Such analyses are popular methods 

within contemporary academic nursing writing. 

4.3 Graduateness and concept analysis 

Bernstein et al. (2012) identify that higher education institutions (HEIs) and 

the graduates themselves continue to wrestle with the supposed derivation 

and reality of the concept. Indeed, they extend the uncertainty further by 

speculating on where any credible responsibility resides for instilling these 

values, attributes and skills or qualities within students or in the immediate 

postgraduate episode. The assertion of Steur et al. (2012) challenges that 

view as they propose that graduateness is a valid concept. 

A principal purpose of concept analysis is to help with developing clearer 

comprehensions of ambiguous concepts (Walker and Avant, 2005). Given 

these issues prevalent in the term and application of the concept of 

graduateness, I suggest that it lends itself to being analysed in this way. 

Risjord (2009, p685) promotes synthesis of views around redefining the 

activity of concept analysis and indicates that ‘…concepts get their meaning 

from context.’ This is crucial in this review as the context is focussed around 

the notion of the existence of graduateness as an outcome of higher 

education, but this is to also be viewed through a specified contextual lens 

of nurse education and more specifically still, within the UK.  

A further issue to factor when constructing a concept analysis around 

graduateness is that it can end up situated, as Risjord cautions, between the 

potentially competing notions that the concept is ‘…theory-formed 

(contextualism)…’ and ‘…theory-forming (building-blocks).’ (Risjord, 2009, 
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p685). The reason for this is that as there is no clear thread of theory 

emerging in the foundations of graduateness, though it may be explicitly 

there when explored further, and it may (equally) have potential to be 

capable of generating educational theory. This latter point is a key reason 

for me deciding to utilise this approach.  

Paley (1995) challenges this, to an extent, by viewing concept analysis as a 

reductionist methodology and therefore limited in its theory-forming 

capacity. Beckwith et al. (2008) however, point out that there is evidence 

that the use of concept analyses has generated theories within nursing.  

These authors assert the typically positivist nature of concept analyses, 

whereby the activity suggests theory-formed empirical outcomes: 

something that reductionist approaches like Walker and Avant cannot 

guarantee. A more philosophical or normative approach, consistent with 

Risjord (2009), can potentially be theory-forming, leading to modification of 

the chosen model or approach, as it can be used to untangle uncertain 

concepts, provide both definition and clarity and address the focus in the 

Wittgensteinian grammatical investigation sense that is referred to by 

Beckwith et al. (2008). In this philosophical sense, the process of analysing a 

given concept is relational to another. In this case, graduateness must be 

analysed against a differing concept to show the relationship between them. 

Clarifying the concept in this fashion may give rise to its meaning and that 

provides a route by which it may be meaningfully understood and thence 

applied in practice (Beckwith et al., 2008). This process, therefore, will result 

in a clear working definition and provide a model case as an exemplar, albeit 

a time-bound one (Walker and Avant, 2005). Further, it can expose the 

related, similar and contrary cases to provide the relational comparators 

needed for the normative, philosophical or theoretical building-blocks 

Risjord (2009) promotes. In this sense, the adapted model and normative 

lens through which the concept is then viewed becomes theory-forming or 

theory-informing in nature. All this means that I have removed the eighth 

step of identifying empirical referents, as the normative approach is about 
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forming new understanding rather than seeking confirmation of one that 

already exists. 

This normative notion is consistent, in my view, with the position Macdonald 

Ross (2010) adopts, suggesting as he does, that authors of papers on 

graduateness typically do not define it (he argues, as a direct result of 

possessing a degree implying it is already defined). Rather, he suggests that 

attributes are identified, as these show the expected properties or 

characteristics of those who have a degree (Macdonald Ross, 2010). He 

continues by noting the difference between ‘…descriptive…’ and 

‘…prescriptive…’ views of graduateness — the characteristics graduates are 

expected to have, contrasted with those that it is felt they should have 

(Macdonald Ross, 2010, p6). Macdonald Ross’ views, therefore, highlight the 

lack of anything other than an implied definition of graduateness — a 

deficient position, not least because of my earlier criticism of any 

assumption that having a degree means one can automatically demonstrate 

graduate attributes or functioning. He also describes the need for clear 

identification of graduate attributes (Macdonald Ross, 2010). Further, he 

offers an insight into what additional or ‘…ancillary qualities…’ (Macdonald 

Ross, 2010, p3) facilitate graduate attribute acquisition, but which are not 

typically part of university syllabus, and suggests that graduates are assisted 

in their development if they are numerate, literate and have IT capability 

(amongst others). I would argue that akin to those qualities are personal 

ones too, such as emotional intelligence (Rankin, 2013) or other values, 

attitudes and experiences: combined life skills or learning and personal traits 

that may facilitate higher study. This augments the notion of graduateness 

as a way of being — a philosophical position of typification expounded by 

those such as Husserl and Schutz (Wilson, 2002) — and graduate attributes 

as properties that mark the characteristics of that type of person.  This is the 

type of unclear or not commonly understood relationships that concept 

analyses are designed and used to deconstruct. Both the concept analysis, 

using the adapted approach via a normative lens, and the completed review 
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aim to ultimately be able to address these multiple and varied points with 

increased clarity. 

4.4 Concept analysis: method considerations 

4.4.1 Selecting a concept 

Walker and Avant (2005) suggest the concept should be an issue critical to 

one’s needs. The literature review centres upon graduateness, with specific 

reference to UK nursing. This therefore determined the focus of the concept 

analysis. 

4.4.2 Determining aims and purposes of analysis 

This is the determining of the ‘Why?’ of the analysis, according to Walker 

and Avant (2005). They suggest that the underpinning reason or reasons for 

conducting the analysis are detailed here. This stage is important in 

maintaining focus and the explicit uses of the outcome of the analysis. This 

will help not only with focus but also in ensuring the iterative, spiralling 

presentation and thinking that Risjord (2009) recommends, that will allow 

me to revisit aspects and earlier sections and discuss the links between 

them. 

4.4.3 Identifying uses of the concept  

It is important here to determine an exhaustive exploration of all the 

potential uses of the concept being analysed (Walker and Avant, 2005). In 

this section of the analysis, I will reiterate elements of the term’s definition 

and the nature of its emergence, definition and uses within the literature-

base to guide the determination of defining attributes, the model and 

opposing cases and the antecedents and consequences later in the analysis. 

This is important as it will assist with the iterative process of the review and 

capture philosophical and practical applications of the word. 
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4.4.4. Determining the defining attributes 

This section explores characteristics of graduateness drawn from the 

literature-base to achieve an attribute-set that will take cognisance of 

commonalities and important cornerstone features in the writing that can 

be viewed as definitive of the concept.  

I am applying a three-tier view of graduateness in nursing, based upon 

Macdonald Ross (2010) to locate the attributes. I have chosen this approach 

as it is a key schema available within the literature that seeks to characterise 

the nature of graduateness (in the widest sense) and allows for the concept 

to be viewed on differing levels and across academic disciplines. These 

different viewpoints are important as the literature lacks unanimity on what 

graduate attributes are or on how they are clustered. This will allow my 

analysis to build the model case for graduateness in nursing in the next 

section.  

4.4.5. Identifying a model case 

The model case is the central component of this approach to concept 

analysis (Walker and Avant, 2005). This case acts as the exemplar of the issue 

under analysis. It provides the typical case of the concept at the given time-

point. 

The model case will be constructed by using the literature to propose a view 

of graduateness in nursing, based upon the previously mentioned schema of 

Macdonald Ross (2010). I will, therefore, present the model case for 

graduateness in UK nursing using his three tiers of generic, shared and 

specific attributes. This approach separates the discipline-specific 

(vocational attributes) from those of a more general nature (generic 

attributes) (Smith and Bath, 2006). The chosen approach has the additional 

tier, however, of shared attributes, which is a home to those qualities that 

are not common to all graduates but may be seen in those, for example, of 

related disciplines such as medicine, nursing and social work. This enhances 

the specificity of the model case by showing the relationships between the 
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different attributes sets, but not only in comparison of general versus 

vocational but with other professions. Nursing specific and related attributes 

will be added by adapting elements of the model devised by Lyte (2007). 

Lyte’s model of nursing graduateness, whilst encompassing some graduate 

attributes one may expect in a more generic sense, elicits features that she 

demonstrates are specific to nursing (Lyte, 2007). As such, some of these 

features will be elements of the shared attributes and others will 

comprehensively inform the profession-specific section.  

4.4.6 Identification of borderline, related, contrary, invented and 

illegitimate (additional) cases 

Walker and Avant’s model commands that all these types of cases 

discovered in the course of analysis are listed and their relationship to the 

central focus discussed (Walker and Avant, 2005). They view inclusion and 

consideration of these additional aspects as part of the whole defining 

process, as the analytical conversation one has with the central concept will 

illuminate conceptual overlaps with these others. 

4.4.7 Identifying antecedents and consequences 

Walker and Avant (2005) caution that the last two sections are on occasion, 

handled in superficial ways or even omitted but note that how a concept is 

applied can be illuminated by the successful use of these steps. For reasons 

of adherence to the cautions of Beckwith et al. (2008) and Risjord (2009), 

however, the final step has been omitted as I seek to normatively provide 

potential building-blocks of theory, as opposed to trying to confirm empirical 

referents (in the reductionist way identified, cautioned and criticised by 

Paley, 1995; Beckwith et al., 2008; Risjord, 2009). These authors warn that 

to do this can mean providing spurious conclusions. Here it is important as 

the concept analyst, I ascertain the prior events that influenced the shape of 

the concept as the process is defining it (Walker and Avant, 2005). The 

importance of this is not only the defined shape, but the impact this has on 

what occurs thereafter — these are the consequences of the concept’s 

manifestation or existence. 
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4.5 Concept analysis of graduateness 

Concept Selection: Graduateness is selected due to its popular use in 

academia and related writing (including nursing literature). Despite this 

popularity, it lacks common meaning, agreed definition, conceptual clarity 

or even wide acceptance as a concept. There is, therefore, a potential within 

the analysis framework to begin addressing these aspects. 

Aim and purposes of analysis: 

a) To define graduateness. 

b) To seek clarity of the concept and to apply it within nursing and nurse 

education contexts. 

c) To propose a theory of UK nursing graduateness, as a disposition, and 

one applicable to UK nursing. 

Use of concept: The concept’s application suggests the attainment of 

graduate status is crucial. Recent higher educational literature has created a 

new discourse, suggesting that key attribute-sets can be elicited to 

dispositional change in the graduate as a direct result of completing a 

degree. 

Defining Attributes: From the literature available, an early working 

definition of graduateness in UK nursing is the successful attainment of a 

higher education degree (Macdonald Ross, 2010). From that process, 

graduates develop key nursing attributes. Those attributes may be common 

to all graduates, shared among those who have studied related subjects or 

be subject-specific. These transferable skills-sets and attitudes are markers 

of graduate-level performance and/or disposition, contributing to making 

these individuals desirable to employers. 

Model Case: The model case is the typical exemplar of the concept. In the 

model case of the UK graduate nurse, this is one who has studied nursing as 

an undergraduate, usually with a combination of theoretical preparation 

and varied practice placement experiences, related to a specific field of 

practice (Adult, Child, Mental Health and Learning Disability). This graduate 
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will share some core attributes with all graduates; some that are shared with 

those studying care-related disciplines, as well as nursing-specific elements 

of their performance and bearing. 

 

This nurse will demonstrate capability to function as clinically competent at 

the point of graduation, be able to understand the theoretical basis of the 

health conditions, care and interventions they encounter, so they can lead, 

perform and delegate related tasks. They will exhibit professional qualities 

like accountability, responsibility and respecting confidentiality, individuality 

and dignity of patients. 

 

They will have competency in the clinical practice skills they require as part 

of their role.  As critical thinkers and problem solvers, they will be research-

able so they can interrogate, interpret, apply and evaluate evidence to 

extend and develop care in their field.  

 

They possess an ethos of and capacity for independent lifelong learning and 

continuous professional development, to assist in maintaining or advancing 

their practice and the profession. This nurse will have a well-developed 

sense of ethical understanding, care and compassion, teamwork, 

communications (verbal/non-verbal, written and information-technology-

based) and interpersonal interactions (empathy, interdisciplinary and 

nurse/patient relationships). 

 

Borderline, Related, Contrary, Invented Cases: Nursing diplomates and 

those with certificate-level registration could be considered borderline 

cases. These staff are very experienced and often have post-qualifying 

development (short of degree status) meaning they can exemplify 

professionalism and competence in their roles. The theoretical, research and 

evidence-based elements of their experience may be typically less well-

developed, but they nonetheless function at very high levels. 
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Related cases would include graduate nurses who have studied generic 

programmes in other countries, diploma or certificate-level nurses who have 

‘topped-up’ their qualification to degree-level or who have a first degree in 

another subject. 

 

Vocationally trained Health or Social Care Assistants are contrary cases. 

These staff may undertake personal, interpersonal and psychosocial care 

tasks relatively independently, but even in cases of high competence, these 

tasks are delegated or are performed under professionally qualified 

supervision. Theoretical underpinnings of the task are unlikely to be as well-

developed, compared with professionally qualified staff. Furthermore, 

undertaking a nursing-related task does not allow the practitioner to have 

the word ‘nurse’ in their role-title. 

 

Antecedents and Consequences: Nursing undergraduates; foundation 

degree, diploma, certificate-level educated, and relevant care-related 

experience are all antecedents to becoming a graduate nurse who will 

become able to demonstrate graduateness and these form the population 

from which those, who are so-developed in the model case, are selected. 

 

The consequences of graduateness in nursing are that it fully 

professionalises the discipline academically and clinically. Nursing becomes 

ever more able to evaluate, modify, generate and advance its own unique 

body of knowledge. This results in greater professional autonomy for 

practitioners so they may function within multi-professional contexts in 

more equitable ways, including leading care and developing its distinctive 

field of academic endeavour and enquiry. 

 

Another consequence is on-going debate around the graduate nursing 

population losing touch with the traditional roots of nursing care; giving 

some of that role away to healthcare assistants and undertaking pseudo-

medical roles instead. This debate has led to a discussion around return to 
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the traditional training method and calls for learning compassion to be 

maximised 

4.6 Discussion of concept analysis 

In this section, the analysis is discussed, and I justify inclusions and explore 

the aims in greater detail. I will, therefore, discuss a definition of 

graduateness and further clarify the place of graduateness within nursing 

(UK nursing in particular) and propose a theoretical model of graduateness. 

This theoretical model will be the primary normative output of the modified 

concept analysis model. 

4.6.1 Concept selection 

Whilst other educational issues that interest or exercise my thinking, I am 

intrigued by the issue of graduateness. Graduateness features in my own 

institution’s undergraduate nursing curriculum map and philosophical 

statement. We do not, however, give any rationale or description of exactly 

what this is, how we know we are achieving this or indeed why it is there 

(aside from a notional sense that it is a worthy and ‘good’ outcome). This 

suggests there is a need to seek greater clarity, convey a better 

understanding that concept analysis can provide, not only for our local 

purpose but also in nursing as there is a dearth of common explication or 

definition in the literature in the field. 

Including graduateness as a curriculum outcome is interesting, as it implies 

a marker of a transition. How one may assess or measure what has changed 

or whether that is enough, is problematic without some unifying notion of 

what graduateness means within a nursing education context. The 

contestable, implied suggestion is that graduateness is more than a set of 

attributes and that it is dispositional, that is, that possession of graduateness 

qualities as evident markers of the graduate in their professional practice, 

thinking and capabilities. It is this situation that captured my interest and 

motivated me to choose graduateness as the review’s focus. These two 

points, when detailed in this way, reinforce the earlier issue of the centrality 
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of the selected topic, underlining the usefulness of graduateness to both my 

studies and workplace. Wilson (1963, as cited by Walker and Avant, 2005) 

views this as a process of topic isolation that defines our personal view of its 

contextual and bounded significance to our work and the relevance to our 

need to understand it. Therein, that personal resonance confers personal 

relevance and a degree of ownership.  

Having used these authors’ guidance and deconstructed my interest in 

graduateness, its centrality to my personal context and its uncertain 

application within nursing, I conclude that this is a concept worthy of 

analysis. Taking heed of the Risjord’s (2009) earlier noted caution around the 

typically linear style of concept analyses, in both their presentation and 

thinking, I will revisit issues at choice points in this discussion. 

4.6.2 Aims and purposes  

The aims of this analysis were derived out of the four review focus questions 

presented earlier. Each of these is addressed in turn as this discussion 

progresses. The three aims and purposes will themselves be areas for further 

discussion that will allow consideration of the impacts of graduateness upon 

UK nursing.  

To define graduateness, drawn-out from the process of literature review and 

concept analysis seemed a helpful aim and purpose and even in 

acknowledging the temporal nature of the analysis, I believe this provides 

context for this review. To explore the specific relationship with nursing (in 

the UK especially) connecting the analysis with the reasons for selection 

detailed above.  

The earlier working definition in the concept analysis was derived from my 

reading of the related literature, I have modified this in light of concluding 

the analytical process, as follows: 

Graduateness in UK nursing is the successful completion of a nursing degree, 

a process that allows for the development of key attributes, which may be 

common to all graduates, shared with those with related degrees or be 
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nursing specific. Such transferrable attributes are markers of competent 

graduate-level nursing performance, resulting in these individuals being 

desirable to employers. 

This definition encapsulates the key features of graduateness attributable 

more widely, but also contains features that are expanded upon in the UK 

nursing-specific model case that follows. The reference to employers reflects 

the strong relationship in the literature between being a graduate and being 

employable. This definition gives direction to the concept uses but is also 

influenced by it. 

4.6.3 Concept uses   

The history of the term graduateness and some of the more common and, 

at other times, competing views around the term are laid out by Glover et 

al. (2002). They focus on the definition of ‘…the effect on knowledge, skills 

and attitudes, of having undertaken an undergraduate degree…’ (Glover et 

al., 2002, p294). They continue by acknowledging the varied interpretation 

of the term by stakeholders interested in the concept. This definition is 

important as it conveys a generality of the outcome of successful degree-

level study, without bearing down upon the potential detail contained 

therein. The latter, general point made by Glover et al. (2002) is equally 

crucial in my view, as this is the aspect that this concept analysis and 

literature review unravels, regarding graduateness in nursing and nurse 

education. 

Aside from the Glover et al. (2002) view, there is widespread agreement 

about its relevance to possession of a degree as the basis for the term. This 

tends to be followed by the attachment of other aspects — sometimes 

complimentary, others less so — that develop the notion and application of 

the word. It is in the generation of these additional aspects that the word 

becomes a concept, with the mental abstraction and symbolism that Watson 

(1985) elicited as graduate attributes, more evident. 
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Acquisition of knowledge and skills or competencies are widely agreed upon 

as facets of graduateness (Walker, 1998; Smith, 2004; Keith, 2010; 

Macdonald Ross, 2010; Steur et al., 2012). The application or centrality to 

graduateness and its manifestation, however, are less well agreed upon. 

Some authors see generic attributes as, of themselves, hallmarks of 

graduateness. Wheelahan (2003, p.3) observes the advent of generic skills 

and knowledge as being termed ‘attributes’. Smith (2004, p127) notes the 

danger of focussing solely upon the ‘…usefulness…’ of graduate-level study 

and graduates, at the potential cost to higher ideals of education around 

autonomy, generation and reappraisal of contemporary ideas and producing 

knowledge.  

Social value is focussed upon graduates being like value-for-money 

outcomes of education with packets of skills and a readiness to function in 

work: a financially driven imperative of employability, rather than seeking 

other esoteric intellectual capabilities, cautions Wheelan (2003). Star and 

Hammer (2008) note the potential erosion of this higher purpose of degree 

study and the advance of the generic skills approach to maximise graduate 

employability as a means of redefining what degree-level education can 

offer. These views find support from Murdoch-Eaton and Whittle (2012) 

who acknowledge the varied influencers of the types of skills-sets students 

acquire across disciplines and differing learning and experiential contexts. 

Steur et al. (2012) largely agree with the erosion stance and offer one model 

of graduateness that incorporates intellectual, social and moral 

development of students as constituents of our understanding and as a 

visible attribute-set of the concept. 

Within nursing education, Watson (2006) details the late twentieth-century 

relationship between nursing and universities and notes the uneasy view of 

university-prepared nurses that was once endemic in the UK (and which 

conceivably persists). Indeed, recent UK media outputs have a content 

tendency around nurse education returning to the wards. This can be viewed 

as being very skills-oriented and probably at the expense of the expressed, 

more embracing views of graduateness (and the purposes of degree-level 
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education) being concerned with acquiring higher learning (Smith, 2004; 

Watson, 2006; Steur et al., 2012). It is a layman’s naïve view too, as modern 

nursing takes place in many caring milieus, away from hospital wards as the 

sole arenas of care. 

Graduateness has multiple meanings beyond it being a depiction of degree 

possession, with employability and attribute development central themes in 

the literature underpinning the concept. It is, therefore, a general concept; 

layered and context-bound and one that can be applied to specific fields. 

This analysis seeks to deconstruct this complexity, starting with the 

definition provided and moving onto the defining attributes, the model case 

and the contrasts and impacts drawn out in the last two stages of this model. 

4.6.4 Defining attributes  

A range of views that underpin graduateness, the clusters and even the 

individual attributes of several authors and reports are provided by Glover 

et al. (2002). Other authors also point to a differing version of these notions 

(Medlin et al., 2003; Yorke and Harvey, 2005; Smith and Bath, 2006) giving a 

sense of variation of discussion and view in the field.  There is a lack of any 

sense of a unanimous view in the literature as to which attributes are 

common amongst graduates or of what constitute nursing graduate 

attributes. Lyte (2007) unpacked a great many attributes and traits in the 

course of her work that influenced the final synthesis of her model. 

Coalescing like and related items into the broad domains of the final 

structure. 

In allotting the attributes to each domain I have selected those which recur 

in the literature, suggesting that their repeated appearance gives weight to 

their importance. For nursing-specific graduate attributes, the literature has 

fewer voices dealing with specifics. I have not included Lyte’s (2007) model 

content unquestioningly. Rather, I am adopting her broad concept yet 

adapting it to consider other ideas and influences from other literature and 

will justify these choices as they are discussed. Furthermore, Lyte’s model 

exists in a stand-alone fashion for nursing and it is already several years old. 
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In adapting it for my model I am locating these ideas with wider graduate 

attributes to show commonality with other fields, as well as suggesting the 

contemporary specifics of the UK nursing graduate. One example of this is 

the centrality to the model of employability in nursing graduates.  Many 

other authors, from a range of fields, deal with employability of graduates 

ranging from discourses around higher education’s wider preparedness and 

readiness for employment (Glover and Youngman, 2002; Young and Harvey, 

2005; Crossman and Clark, 2009; Culkin and Mallick, 2011) to exploring 

educational preparation specific to individual professions like nursing (Lyte, 

2007). 

Generic attributes  — those that should be present and act as markers of any 

qualified graduate. Shared attributes — those qualities which one would 

consider are common to graduates who have studied related fields of 

academic endeavour. Finally, specific attributes — those qualities that are 

discipline-specific or are tailored for application or emphasis within a given 

field (Macdonald Ross, 2010). This structure captures the entire approach 

but includes a component (crucial for the development of a UK nursing 

model case) on the nursing attributes, primarily derived from the work of 

Lyte (2007). 

Generic attributes are typically referring to a range of transferable skills and 

qualities which can be said to match with Newman’s earlier recorded quote 

around tackling a wide range of intellectual challenges with capable mastery 

(Newman, 1852, as cited by Glover et al., 2002; Topping and Taylor, 2010). 

Generic skills have been described as:  

“…abilities, capacities and knowledge one requires to function as a 
sophisticated professional in an information rich society” (Pearce, 2002, as 
cited by Pearce and Foster, 2007, p1286) 

There are varied views of what these attributes are. In one study, attributes 

discussed included honesty and integrity and an ability to engage with 

different types of people (Schull et al., 2012). These attributes could, 

arguably, be enhanced by exposure to the rigours of study, but are also 

qualities which may fit better with Macdonald Ross’ (2010) pre-existent 
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additional traits. Yorke and Harvey (2005) earlier identify (largely, from an 

employer expectation lens) these skills as working with others/team-player 

ethic, communication (across a range of interpersonal, verbal/non-verbal 

and written formats), self-discipline, adaptability/flexibility, independent 

and lifelong learning capable, time management and prioritisation and 

increasingly those skills suggesting emotional intelligence like tactfulness, 

assertiveness, initiative and problem-solving. There is little consensual view 

on these attributes specifically for nursing such is the lack of detailed 

literature on the subject. In her thesis, Lyte (2007) produces a potentially 

helpful model nursing graduateness. Features of this model, being specific 

to nursing, will be used in the construction of the subject-specific attributes 

part of the theory this concept analysis aims to produce. 

Shared attributes related to nursing can readily guide one’s thinking towards 

medicine and allied professions, but the attributes may also be shared by 

other professions, within which vocational expectations and a nurturing 

compassionate role are also expected, such as teaching or social work. 

Shared attributes include aspects that are developed from our self-

awareness like compassion, empathy and ethical and moral decision-

making. I propose that this group of attributes can be seen to link the generic 

to the specific, moving the attributes of all graduateness into those of fields 

that share some graduate characteristics. 

Field-specific knowledge, skills and understanding may be viewed as defining 

attributes of graduateness, particularly in vocational degrees. Knowledge 

itself is not the sole educational outcome, but rather how this is applied by 

those acquiring that aspect of knowing (Bloom, 1979 as cited by DeVries and 

Downie, 2000). Yorke and Harvey (2005) note that knowledgeable workers 

are what employers want and this makes the specific-field knowledge 

acquired in study vital. They go on to suggest that disciplinary knowledge 

can develop quickly and rapidly become outdated. This makes vital the 

coalition between field-specific knowing and lifelong learning/on-going 

professional development much more vital and brings the wider need for 
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accessing the transferrable, generic skills of one’s degree-level education to 

bear. 

4.6.5 The Model Case  

The model case of graduateness in nursing is framed around the typical 

educational journey from novice nursing student to graduate registrant in 

the UK nurse education system. This case sets out an exemplar that 

illustrates the most archetypal route taken on that journey. This allows for 

comparison with other related or additional cases, which differ from the 

constructed model. The model case provides the structural framework 

informing the following theoretical model (see Figure 2, next page). The 

three-stage structure is derived from Macdonald Ross (2010). The attributes 

are drawn from sources which are justified in turn. Nursing specific 

attributes are largely adapted from Lyte’s (2007) model. Lyte refers to the 

academic attributes as being higher-order skills but also notes that her data 

supports the notion of nursing competence being a blend of academic and 

professional technical skills-sets (Lyte, 2007). 
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Figure 2:  Model of Graduateness in UK Nursing  

 

 

4.6.6 Borderline, related, contrary, invented and illegitimate cases 

Each graduate attribute may be viewed individually as a constituent or 

related part of the whole concept of graduateness. They are though, of 

themselves, not wholly representative of the concept. 

In identifying a model case Walker and Avant (2005) suggest that there must 

be an opposing case. There is, however, no literature dealing with this, in 

any specific sense, regarding graduateness. Instead, literature offers the 

mixture of viewpoints that I have captured throughout this review and 

analysis, of what constitutes markers of graduate learning. I have concluded, 

therefore, that the antithesis of graduateness, and therefore its opposing 

case, is undergraduateness. In other words, undergraduates of a specific 
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discipline do not possess the full array of attributes of that profession’s 

graduates, until concluding their development to the point of graduation. 

There is a cluster of nurses who form a similar case-set to the model case, 

but who remain outside of it, in my view. These are graduates (with non-

nursing degrees) who have undertaken non-degree studies with 

registration, either before the nursing course or post-registration or 

registered nurses, who later studied nursing to degree level. I fit this latter 

group; both groups that will decline in future as all new nursing registrants 

must undertake a nursing degree course to register in the UK. 

More specifically, this conclusion is not just applied (as is more usually the 

case) to those on degree pathways not yet completed, but also to all who 

have simply not studied at degree-level at all. As an opposite case, this seems 

logical and does not detract from people who acquire some of the attributes 

that we associate with graduateness via experience and well-honed use of 

the ancillary qualities Macdonald Ross (2010) propound, which were 

detailed earlier in this review. The difference here is that these attributes 

will not have emerged via successful conclusion within the academic 

structure and rigours of degree study: the primary first marker of 

graduateness (HEQC, 1996a). This assertion means one who functions very 

like a graduate from a more experiential or vocational background cannot 

be said to show graduateness. Furthermore, Steur et al. (2012) argue that 

non-graduate individuals can demonstrate scholarship, without possessing 

graduateness, as it is an attitudinal learning activity prized in some 

occupational arenas, away from academia, to tackle complex problem-

solving. In these cases, the individual’s capabilities, knowledge, skills and 

disposition could be best described as graduate-like. 

4.6.7 Antecedents and consequences 

The antecedents to UK nursing graduateness are extensive and have been 

dealt with earlier, in tracing the historical influence of nurse education from 

Nightingale through to the present day. Influences of higher education 

learning from other fields are also antecedents, as nursing sought to fully 
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professionalise generally. More specifically, another antecedent driver came 

from the nursing degree systems in other countries, particularly North 

America. These issues all have a formative role to play in the journey towards 

graduateness in UK nursing. 

Consequences include the public, political and media beliefs expressed 

about nurses not needing to be graduates (Burke and Harris, 2000) or of the 

compassionate, caring aspects being lost in the pursuit of academic 

advancement (Watson, 2006). This latter issue indirectly led to the 

consideration of the nature of UK undergraduate nursing preparation in 

influential recent reports (Francis, 2012; Willis, 2012). Another issue that 

(arguably) emerges consequentially from nursing graduateness, is the rise in 

traditional nursing tasks being undertaken by healthcare assistants, under 

delegation or supervision of qualified nursing staff, of some caring roles 

being transacted within social care environments by local authority or third 

sector carers and nurses themselves adopting advanced or extended roles, 

perhaps due to their better developed theoretical understandings, in some 

previously medical-only interventions, for example,  prescribing. 
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Chapter 5 Findings and discussion  

5.1 Overview 

The primary task within this chapter is to demonstrate and justify the 

rationale around the inclusion and location of each of the attribute clusters 

into component domains of the devised three-stage model. The decisions 

made around the selection of that structure from Macdonald Ross (2010) 

has already been explained. The inclusion of Lyte’s (2007) model and the 

modifications made to that, will be justified based on this contemporary 

literature review and concept analysis. 

There are dozens of attributes and traits that could be included. The model 

clusters alike terms, identified from the literature, under collective headings. 

5.2 Core domain 

5.2.1 Self-discipline 

Many authors refer to the development of some forms of transferrable 

personal diligences and self-awareness and control emerging from 

undergraduate study. These are variously termed, but I have chosen to bring 

these together under the label of self-discipline, taken from Yorke and 

Harvey (2005).  

Included within this attribute-set is motivation which may be described as a 

disciplined ‘impetus to reach a goal…’ according to London Guildhall 

University (1997, as cited by Glover et al., 2002, p296).  Another aspect 

within this cluster is autonomy (Treleaven and Voola, 2008; Nair et al., 2009). 

Autonomy is powerful and it takes personal discipline to harness both the 

personal and intellectual manifestations of this, perhaps explaining the 

London Guildhall University quote including the word discipline. The self-

discipline theme is extended by Smith and Bath (2006) noting the tradition 

of some education providers developing graduates towards enhanced 

sensitive engagement with society in ethical and sensitive ways. This 

equates well to the acquisition of ‘social competence’ suggested by Dahlgren 
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et al. (2008, p133). Star and Hammer (2008) believe that university 

education should see graduates who are autonomous and who become 

professionals who are motivated by a need to contribute to a just society. 

Murdoch-Eaton and Whittle (2012) suggest that students who undertake 

extra-curricular volunteering or participate in teams or committee-work 

may enhance this social citizenship aspect of generic skills development. 

Time management also sits within this cluster (Pearce and Foster, 2007; 

Murdoch-Eaton and Whittle, 2012). The discipline of studying can often 

enhance this skill and it has a benefit to future employers if the graduate can 

demonstrate reliability in managing time, especially if they can order and 

prioritise tasks. 

Flexibility and adaptability also features in the graduate attribute literature 

(Yorke and Harvey, 2005). Other authors note manifestations of this 

attribute, such as adaptability between autonomous functioning and 

teamwork (Medlin et al., 2003; Schull et al., 2012). This is extended by Schull 

et al. (2012) identifying an ability to listen and to develop empathic 

understanding as being important. 

5.2.2 Critical thinking/problem-solving 

These attributes are implicitly referred to within Newman’s quote given 

earlier (Newman, 1852, as cited by Topping and Taylor, 2010). Newman 

suggested that the graduate can deconstruct (‘…disentangle a skein of 

thought…’ p135) and comprehend capably from that to attain some level of 

mastery over the problem. One may argue that this is having analytical and 

creative thinking skills assists in graduates being able to quickly assess issues 

and arrive at strategies and/or solutions to challenges, academic, 

professional or practical. As a skill, it is said to be a marker of intellectual 

capability (Sosu 2013). 

The more contemporary literature agrees with this, with many authors 

identifying these skills as central outcomes from degree learning (Quek, 

2005; Smith and Bath, 2006; Star and Hammer, 2008; McGarry et al., 2011). 
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These are amongst the highest of graduate attributes (Star and 

Hammer,2008). 

One may also consider numeracy within this cluster. Some authors point to 

the value of graduates possessing numeric skills that are viewed as 

transferrable to the professional work context (Smith and Bath, 2006; Nair 

et al., 2009). Macdonald Ross (1996) suggests, however, that numeracy may 

be one of several attributes typically acquired before studying. 

5.2.3 Communication 

Communication skills are widely regarded as part of a generic attribute 

cluster. Some authors break these skills down into verbal/non-verbal, 

written, presentation and IT components (Pearce and Foster, 2007), 

whereas others consider the umbrella term (Crossman and Clark, 2009). 

Coping in an ever-more information-laden society and the types of 

knowledge and skills associated with it are contemporary pressures 

graduates must adapt to, according to Star and Hammer (2008). The place 

of record-keeping within professional practice has high prominence in 

nursing, therefore an ability to record and transmit information capably at 

handover or to patients and relatives is vital. 

Having the capacity to think critically, problem-solve and an ability to convey 

these are an intuitively powerful combination. The requirement to think, 

research, construct, write and present academic work is, therefore, an 

enabling, transferrable discipline for graduate life. Within communication, 

one may also consider the presence of integrity and honesty. Macdonald 

Ross (1996) would also view these as precursor traits, but others like Schull 

et al. (2012), include these as graduate attributes. Whilst honesty and 

integrity are dispositions or are evidenced by actions, I suggest, one such 

manifestation of this is across the gamut of communications, as confident, 

assertive and professional communication may be viewed as graduate-

honed assets. 
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5.2.4 Employability  

This is included within the model as it is a prominently linked concept with 

graduateness, with an ever-extending literature base (Glover et al., 2002; 

Crossman and Clarke, 2010; Walsh and Kotzee, 2010; DeVos et al., 2011). 

There is a distinct (from graduateness) body of literature associated with 

graduate employability, with emphasis on employer expectation, graduate 

skills-sets (both generic and profession-specific) and around graduate 

employment prospects. The skills-sets point can be seen in fields beyond 

nursing, such as veterinary medicine (Schull et al., 2012), market research 

(Culkin and Mallick, 2010) and engineering (Nair et al., 2009). Yorke and 

Harvey (2005), however, note the developing trend of vocational degrees 

and associated work-readiness, yet highlight the high employability rates for 

UK graduates in professional fields not associated with their degrees, 

suggesting an attraction (to employers) of wider graduate development.  

There are also a small number of papers that directly link graduateness and 

employability of graduates, but crucially, often viewing them as linked 

without them being the same. Okay-Somerville and Scholarios (2013) being 

the most prominent authors for whom graduateness and employability are 

the same thing. These authors view graduateness, as a skills-set for 

employment, but note in their paper that emerging “graduatized” 

occupations seem to demonstrate these skills less well than those more 

established and proceed to suggest that the list of employment skills 

equated with graduates is ever-increasing. One may argue that to view 

graduateness simply as graduate employment skills alone is reductionist, as 

it says little of how a graduate employee possessing the skills may apply 

these and in the case of the newer vocational degrees (these authors were 

exploring) anything of the transferability to other fields, as suggested by 

Newman (1986, as cited by Topping and Taylor, 2010). There is an issue with 

this view, which I expressed earlier, in that scholarly effort can become 

driven towards the attainment of employment-related competencies to the 

point that wider academic thinking and endeavour can become stifled: a 

criticism that can be made of vocational degrees for the professions, where 
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specific curricula and attainments are potentially prized ahead of the wider 

learning available in liberal degree study (Smith, 2004). Within nursing 

education, it can be argued that courses are often built principally around 

rationales of technical capability and competency attainment (McKie et al., 

2012). 

The notion of employability as a suitable outcome of undergraduate 

preparation is extended and challenged by Culkin and Mallick (2010) . They 

identify with the empowered graduate who has knowledge and skill to 

function and be creative. They note the trend of governments imposing, 

howsoever tacitly, a responsibility on higher education to produce 

employable graduates (Culkin and Mallick, 2010). This is reflective of Yorke 

and Harvey (2005) who note the less tolerant attitude towards graduates’ 

potential employers. They want graduates to be employable by possessing 

(so-called) softer interpersonal and team working and building skills, aside 

of the raft of traditional attributes expected of the graduate and often to 

sacrifice some of the discipline-specific approaches from their degree in 

exchange for multi-disciplinarity (Yorke and Harvey, 2005). Steur et al. 

(2012) offer the view that graduateness models that are conflated with 

employability alone risk omitting an accurate assay of the graduate’s 

intellectual capabilities. They go further by cautioning that many papers deal 

with graduates’ work readiness. 

Glover et al. (2002) offered an explanation that pre-dates these sources by 

noting the weight of evidence of the changing face of university learning 

over the previous half-century before their paper. This shows a gradual shift 

from education for its own sake to a more expectation and added-value type 

approach involving aspects such as transferrable qualities and skills (Glover 

et al., 2002). These authors also note that transferable graduate skills make 

for staff who adapt to the changing employment market and therefore 

extend the concept of graduateness. Despite these views, the literature 

suggests the drift is towards producing competent work-ready graduates in 

many courses and is the case within UK nursing, where the curricular 

components and outcomes are prescribed by the need for adherence to the 
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Nursing and Midwifery Council (NMC) standards and competencies (NMC, 

2010). 

5.3 Shared domain 

5.3.1 The nature of shared attributes 

The literature on graduateness and graduate attributes often defines 

generic skills and specific skills. Only HEQC (1996) and Macdonald Ross 

(2010) add shared attributes. The latter suggests that ‘skills’ is not universal, 

as often the features are dispositional — knowledge, attitudes or values. 

There is no list of shared attributes in the literature, therefore those given 

here are a judgement based upon related healthcare literature, where 

commonality exists. Macdonald Ross (2010, p2) describes the criteria for this 

domain as those “…general attributes that might be common to graduates 

from families of degrees.” Macdonald Ross (2010, p7) later cautions that 

there is no need for “essentialism” in the selection of any attribute set, as 

there are no absolute or universally held characteristics of any of the 

domains. Therefore, the inclusions here are judgements. 

5.3.2 Professionalism 

Professionalism has been described in sociological terms by identifying 

groups and individuals with certain professional traits and activities (Copnell, 

2010). In medicine, professionalism may be viewed as a morally virtuous 

endeavour (Andruszkow et al., 2014). Professionalism is complex in nature 

and definition (Burford et al., 2014), with Andruszkow et al. (2014) noting 

complexity in partnership and collaboration with other professionals and 

patients, respect, responsibility and accountability in support of knowledge, 

skills and clinical judgement. There is a resonance for nursing in this position. 

Furthermore, medicine is a profession with which nursing, and other 

healthcare-related disciplines, would expect to share attribute clusters, 

especially around clinical collaboration, ethical decision-making and 

confidentiality. Several individual attributes have been suggested as aspects 
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of professionalism, including accountability, integrity, personal mastery/ 

self-control, trustworthiness and interpersonal skills (Decker, 1999).  

These are the types of attributes found within codes of conduct for 

professions. Codes of conduct contribute to the sense of professionalism. All 

of nursing’s healthcare and social work partners adhere to similar codes. 

These typically include conduct aspects around service, educational, ethical 

and personal domains. The Code: Professional standards and behaviour for 

nurses and midwives (NMC, 2015) identifies four principles of prioritising 

people, practise effectively, preserve safety and promote professionalism 

and trust. This code builds on its predecessor and reflects both the public 

and profession’s expectations. Healthcare professionalism is, therefore, a 

societal expectation, professional service and behaviour ideal, framed 

around moral, ethical and scientific aspects of practice. Nursing shares this 

broad ideal with allied professions, each with a specific code to reflect its 

own practice context. Professional codes are only one route to 

professionalism as students of healthcare professions are exposed to a 

variety of other influences including education and wider individual and 

social factors (Burford et al., 2014). This interplay appears as a source of the 

component’s complexity. 

5.3.3 Interprofessionality  

Interprofessional working is not new within healthcare and is increasingly 

the preferred operational model of professional collaboration (Pyle et al., 

2009). Multidisciplinary teamwork has long been established. In more recent 

times, however, developmental approaches that see a wider range of 

professionals collaborating in treatment and care have resulted in joint or 

integrated forms of working that include shared leadership, policies, 

budgets, records, training and co-location of staff, where there was once 

separation. In considering healthcare quality improvement, for example, 

Taylor (1996) suggested a greater level of professional regard and 

collaboration to be important. This context makes the inclusion of 

interprofessionality in Lyte (2007) not surprising. There may be specific 
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uniprofessional features but possessing the ability to function in the 

interprofessional arena seems to be shared. Interprofessionality is a way of 

reconciling the different skills-sets of healthcare professionals to function 

together (D’Amour and Oandasan, 2005). These authors continue by stating 

that for it to function there is a need for each profession to understand 

changing operational roles and to participate in shared education. 

Arguably, interprofessionalism can never be a unidisciplinary attribute. The 

fact that interprofessional attributes are required suggests that there is a 

care arena in which they can be used, that contains other professionals who 

are also practising interprofessionally. It is believed that effective 

interprofessional engagement is a vital component of maintaining safety in 

healthcare and to “…positive provider and patient outcomes” (Laschinger 

and Smith, 2013, p26). They see interprofessionality as being maximised in 

services where there is a sense of practitioner empowerment in the 

structures, mutual collegiate respect, feedback and encouragement. Nurses 

play an integral part in such teams and can, along with other professionals, 

both respect and understand other disciplines’ roles in developing 

teamwork (Laschinger and Smith, 2013). I contend that educating nurses to 

degree-level facilitates interprofessional education. Some newly qualified 

staff, however, may require additional skills in leadership to overcome 

traditional boundaries and power relationships.  

5.4. Specific domain 

5.4.1 Graduateness in nursing 

The work of Lyte (2007) is central to the nursing-specific set of attribute 

clusters. Lyte identifies many individual graduate attributes in the course of 

her case study. Lyte uncovers enough added value in being a nursing 

graduate from her case study and supporting literature to be able to draw 

these into a model for nursing graduateness that explicates the graduate 

nurse way of being how they capably enact their professional wherewithal. 

These are not presented by Lyte in hierarchical order, but in a cyclical, co-

dependent fashion (Lyte, 2007). This made relocating interprofessionality as 
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a nursing-specific aspect component of her model challenging. The 

challenge is that I could no longer represent the model in the specific 

attributes section. This decision is justified in the previous section. In 

locating interprofessionality in the shared attributes, this acknowledges 

both the nursing need for the skills involved, whilst simultaneously 

acknowledging the changing collaborative context within healthcare and 

how this is developing in the near decade since Lyte’s work was completed. 

This decision, therefore, retains this element but shows an altered 

relationship with the other parts of the model, thereby retaining the 

interconnected nature of the model’s components. 

Lyte (2007) includes core skills, similar and overlapping attributes with those 

in the core domain, as a subset of discipline-specific knowledge. These are 

not included in the specific domain of this theoretical model to avoid 

replication, given they are contained in core clusters, alongside 

employability. These decisions enable the incorporation of both Macdonald 

Ross’ three-stage structuring with the broad-sweep of Lyte’s specific 

components. 

The Lyte (2007) model suggests that nursing graduateness is a coalition of 

factors and attributes acquired during undergraduate preparation. These 

result in academic and operational competence derived from discipline-

specific skills and knowledge, metacognitive capabilities and efficacy beliefs, 

supported by a commitment to patients, health service and the profession, 

lifelong learning, as well as interprofessionality. Like the wider academic 

graduateness model Steur et al. (2012) advance, Lyte’s model is an interplay 

of broader intellectual, attitudinal and skills-based domains, rather than lists 

of individual graduate attributes. Finding ways to assess competence is an 

important factor in nurse education (Safadi et al., 2010). 

5.4.2 Discipline-specific skills and knowledge 

Nursing has sought to reconcile its underpinning knowledge with its practice 

for a long time, which is sometimes described in terms of the art and science 

of nursing care. Chinn and Kramer (2008) note that nursing’s ways of 
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knowing have always extended well outside the bounds of empiricism. They 

argue for a science of nursing, but also cite Carper’s seminal four ways of 

knowing — empirical, moral, personal and aesthetic knowledge (Carper, 

1978 as cited by Chinn and Kramer, 2008). These ways of knowing and 

historical and cultural influences are part of modern nurses’ processes of 

professionalisation. The drive for evidence-based knowledge within 

contemporary nursing, particularly when drawn from empirical research, 

can be viewed as reductionist in this sense, as it obscures focus on other 

ways of knowing.  

There is also an issue between theoretical and practical knowledge, and 

which should be most prized. Lum (2007) exposes the tension in nursing 

around protagonists for higher education and those for work-based practical 

learning. He notes this is typically managed by accommodating both in 

balancing curricular designs. He terms this balancing a search for the 

“…golden mean…” (p129), suggesting this is near-impossible to achieve. 

There seems no single way to balance the debate. Carper’s ways of knowing, 

however, offers a guide in that nurses need to learn theoretical knowledge, 

professional values and attitudes and practical skills and to forge these 

aspects into their professional disposition. This is consistent with Lyte’s 

model, as it is built to allow this expression of academic and operational 

(clinical) competence, alongside key areas of professional and personal 

commitment and enterprise (Lyte, 2007). Operational competence does not 

necessarily equate to graduateness alone but is elevated to this level when 

added to competence in higher academic skills in the field (Lyte, 2007). This 

is supportive of Decker (1996) who noted that the components of 

competence include field-specific knowledge and abilities in not only 

physical roles but in attitudes, motivations and (crucially) mental 

capabilities. Nursing competence ensures that nurses’ actions are carried 

out with precision: a skills-set that nursing students must master to care for 

people holistically (Kajander-Unkuri et al., 2013). 

Aside from competence, Lyte (2007) notes that other skills like reasoning, 

judgement, diagnosis and decision-making are shared, higher-order 
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academic attributes (Burke and Harris, 2000). When these have the word 

clinical as a prefix (and the nursing-specific application) added, these then 

form part of discipline-specific knowledge and skills. It has been noted that 

critical thinking, as a disposition, enhances performance and practice in 

professionals (Sosu, 2013). 

It is important to say that this component is closely allied to the discipline-

specific knowledge and core skills and knowledge (Lyte, 2007), which my 

theoretical model includes in the core domain. 

5.4.3 Commitment 

Nurses are traditionally associated with a kind of devotion to caring and 

duty, dating back to Nightingale’s time or even before (Burnard and 

Chapman, 1990). The inclusion of these commitments is somewhat driven 

by this historical provenance of dedication, vocation and good character. 

This professional devotion to duty (patients, service and profession, 

arguably in that order) existed before the advent of graduate nurses and was 

achieved by strong professional association and selection discussed earlier 

in the review.  

Today, in the UK, this is embedded within the nursing consciousness by the 

NMC Code of Conduct (2015) (the code). The code embodies aspects of 

professional, personal and public conduct, performance and expectations 

that nurses need to adhere to. These expectations are reflected in 

competencies the NMC requires in undergraduate curricula and in its advent 

for registrants to demonstrate their on-going learning and development via 

periodic revalidation (NMC, 2015). 

Aside of these demanded commitments from the code, nurses arguably also 

voluntarily enact them based on personal values, educational background 

and vicarious professional socialisation. Lyte (2007) notes that the links with 

metacognitive and efficacy components plus discipline-specific knowledge 

ensure that the commitments support the attributes within these, and the 
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learning occurring as these areas develop strengthens the commitment, self-

awareness, motivation and capacity to learn and develop. 

Perhaps the most critical manifestation of commitment may be found when 

considering compassion in nursing. The value of compassion is one which 

may be viewed as synonymous with the profession, redolent as it is with its 

religious order roots and Nightingale-era development (Schantz, 2007). 

Compassion may be defined by the complex interplay (between people) of 

relational factors such as emotions, roles, empathy in the caring context of 

shared (yet differing) life experiences, social perspectives and personal 

impacts (Bhui, 2016). This complex interplay is reflective of the earlier work 

of Schantz (2007) who identified compassion with personal engagement and 

empathy, an internal urge to do good, to ensure actions are just and 

merciful. Compassionate care is arguably the hallmark of nursing 

intervention and in marking the profession’s caring nature in this way, it 

promotes the notion of service: an interpersonal professional specification 

of how care is delivered. This can be seen in the idea that compassion in 

nursing is arriving at cogent decisions, based upon justifiable reasoning and 

moral actions (Schantz, 2007). 

Compassion is identifiable as a human attribute beyond nursing, as part of 

the intuitive caring disposition that many people can demonstrate in both 

lay and professional life. Compassion has also been an identifiable facet of 

nursing care from long before it was a graduate endeavour. Many authors 

reflect compassion as core to nursing care (Straughair, 2012b, Dewar and 

Nolan, 2013; Shea et al., 2016; Burridge et al., 2017). 

Its location here within this specific domain indicates the emphasis or nature 

of compassion that the nursing profession seeks of its registrants and that 

the public commands (Bray et al., 2014). These authors continue by 

considering compassion as a key nursing professional attribute. With the 

NMC (2010) effecting all-graduate entry onto the register from 2013, it 

becomes a de facto UK nursing graduate attribute. The Willis Commission 

could not identify any deficits in UK undergraduate nurse education that 
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could account for perceptions of uncompassionate nurses or deficiencies in 

nursing care (Willis, 2012). Nurses as graduates and practitioners, I contend, 

must be able to develop ways of expressing compassion in their care and be 

open to exploring new understandings to maximise the profession’s ability 

to sustain the expectation, using the graduate skills-sets of metacognition, 

lifelong learning and research-ability to assist in their enquiry. 

5.4.4 Lifelong learning/continuous professional development 

The connection between this aspect and the commitment before was 

referred to earlier. Professional development is not new in UK nursing but 

there have been considerable advances in the scope and types of learning 

and developmental opportunities in the last twenty years. The advent of the 

diploma nurse in the mid-1990s saw many traditionally trained nurses seek 

to take academic qualifications and many clinical and skills-based courses 

started to be reformulated to include academic awards alongside the 

attainment of the skills. 

Another Project 2000 impact was the development of an ethos of lifelong 

learning across the workforce in the UK. Initially, this was with those 

undertaking the new academically based courses, but soon employers and 

existing staff began providing and seeking these new opportunities, 

respectively. 

Lyte (2007) suggests there is evidence of nursing graduates holding a 

professional drive of being committed to learning and shows links with the 

metacognitive component on her model. This personal drive is, arguably, an 

important part of nursing graduates’ disposition. Similarly, the relationship 

with discipline-specific knowledge enhances this, especially concerning 

competence. Academic development is a part of lifelong learning, but 

personal development may be so much more than course and certificate-

based, but also includes reflective and experiential learning, with apparent 

links to the metacognition and efficacy component. 
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5.4.5 Metacognition/efficacy 

This aspect of Lyte’s model focuses on reflection. Reflection has become 

known as a key and integral part of professional nursing practice for many 

years. Reflection is taught in undergraduate courses and encouraged in all 

practitioners. Lyte (2007) identifies reflective learning, practice-based and 

experiential reflection and knowledge and career development. This 

component is also consistent with Carper (1978) especially the moral, 

personal and aesthetic ways of knowing (as cited by Chinn and Kramer, 

2008). 

Efficacy attributes that Lyte (2007) identifies as essential to nursing include, 

confidence, being able to challenge, flexibility, proactivity and initiative. Lyte 

further suggests these are cornerstones of developing knowledge and 

advancing professional practice and behaviours.  

In this component, Lyte (2007) is identifying the way graduate nurses think, 

act and develop within their professional practice and draws on similar 

attitude and skill facets seen in the literature of other graduate fields. If the 

discipline-specific component exemplifies the academic development and 

clinical competence of the graduate nurse and the commitments, the 

operational values and skills, then the metacognitive/ efficacy component is 

the way graduate nurses internalise their knowledge and practice and 

understands, hones and seeks to develop them. Metacognition may be 

described as an ability to monitor and control one’s own cognitive processes 

and to make judgements about issues or tasks to develop capability in areas 

like planning/organising, relationships, seeing trends/patterns in behaviour/ 

information and prioritising (McLoughlin et al., 2006). These authors 

continue by defining four types of metacognitive knowing — self-knowledge, 

task knowledge, strategic knowledge and planning/goal knowledge. These 

knowledge types are relevant to contemporary nursing, but also consistent 

with the attributes that Lyte uncovers. 
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Chapter 6 Conclusions 

6.1 What is graduateness? 

This review has extensively traced the modern origins of the use of the term 

graduateness and in so doing has uncovered a more historical discourse 

around the value of higher education. The review has also interfaced with 

an overlapping, yet differing, literature base concerned with graduate 

employability. The overlap in terms of graduate disposition and employment 

readiness or attractiveness to employers is important as it gives rise to a 

primary cluster of attributes that assist the transitioning and career 

progression of the graduate into the world of work. This applies to nursing 

generally and in the UK more specifically, as graduation also confers NMC 

registration. Registrants must have fulfilled all academic, practice placement 

and good health and good character criteria before being admitted to the 

relevant part of the register. Alongside these statutory requirements the 

nursing graduate will have acquired generic attributes that are common to 

all graduates, have some that they may share will others in related fields and 

a specific set of attributes unique (at least in their application in professional 

practice) to nursing. 

This structuring of the three sets of attributes are reflective of the work of 

MacDonald Ross (1996) and the specifics related to nursing are largely 

drawn from the work of Lyte (2007). Arriving at that proposal was the 

culmination of two distinct processes conducted within this review. Firstly, 

the structured review of the literature in the field (see Figure 2, p53). This 

revealed the literature in the field over the last twenty years in higher 

education and offered some focus on nurse education. The literature-set 

around graduateness was shown to be relatively sparse, lacking in definition 

and consensus and that the term itself is open to multiple meaning and use, 

plus it is not included in major English dictionaries. Furthermore, North 

American discourse does not seem to acknowledge the term. These issues 

provide insight into the non-consensual and contested nature of 

graduateness, which assists with the case for more considered analysis. 
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Second is the application of the literature to the nursing context, utilising 

concept analysis. 

6.2 What does graduateness mean in the context of undergraduate nurse 

education? 

This review devoted considerable effort to justify the selection of concept 

analysis as a methodological approach and to defending and, ultimately 

modifying the selected Walker and Avant (2005) model. This included taking 

the cautions on board in how the analysis was conducted and shaped. This 

also included the acknowledged limitation of the time-bound nature of the 

findings, which is common to all concept analyses (Walker and Avant, 2005).  

The principal outcomes of this structured literature review, therefore, are 

delivered as the result of two complementary systematic processes. The 

structured literature search and review provided the literary backdrop and 

the concept analysis the focus and detailed deconstruction of the nursing-

specific literature to provide the working definition of nursing graduateness 

in the UK, the current model case within UK nursing (see section 4.6.6, p54) 

and to propose the theoretical model (see Figure 2, p53). These outcomes 

have been discussed and the decisions around their final shape justified. 

6.3 What is the relationship of graduateness with nursing in the UK? 

The advent of an all-graduate nursing profession from 2013 in the UK is a 

driver in understanding what nursing gains from such a development in the 

registered workforce. The ability to be ready for evidence-based practice, 

research-capable and prepared for lifelong learning are attributes consistent 

with the NMC’s new code of professional conduct and move towards 

revalidation (NMC, 2015). 

This review also offers some prospect to the employers of UK graduate 

nurses of the expected attribute clusters they may expect to gain, adding to 

wider understandings regarding employability. Lyte’s model being modified 

and incorporated into the developed theoretical framework acknowledges 
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the only piece of empirical work on graduateness in nursing to date (Lyte, 

2007). 

6.4 What may be the future influences of graduateness upon UK nursing? 

Having all-graduate entry means that nursing in the UK can now measure 

the impacts of this development across the workforce.  Such a workforce is 

nominally a good thing, of itself. Being able to assess the impacts of this 

however on care delivery, patient experiences, evidence generation and 

implementation and the levels of research and continuous professional 

development activities should help the profession assess how things are 

changing and the impacts that are resultant from these developments. This 

evaluative process, in turn, should offer a view of the enhancing benefits of 

graduateness in UK nursing. 

6.5 Final Summary 

Graduateness, widely, remains a concept that is lacking in consensus, and a 

contestable one, in higher education (Bernstein et al., 2012; Steur et al., 

2012). This review has sought to identify and clarify important issues around 

in the field and to seek to bring clarity to graduateness as it applies to nursing 

education in the UK. 

The remaining portion of this thesis is empirical research and (as described 

earlier, p11) I must provide articulation between each part of the thesis, to 

ensure linkage and coherence within the inquiry. I have selected the theme 

of compassion, drawn from and discussed in the commitment cluster in the 

model (see Figure 2, p53 and section 5.4.3, p66). Compassion is an important 

area of inquiry as it is a central value or core tenet of nursing practice 

(Straughair, 2012b, Dewar and Nolan, 2013; Shea et al., 2016; Burridge et 

al., 2017). 

Compassion in UK nursing has been under considerable scrutiny in recent 

years (Francis 2012; Willis 2012; Campbell, 2013). Therefore,  how nursing 

educationally responds towards shaping and developing compassion is of 

growing interest in the literature (Dewar and Nolan, 2013; Shea et al., 2016; 
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Burridge et al., 2017), clearly making it of prime importance to understand, 

both for contemporary nursing practice and education. 
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Part 2: Educational influences on the nature of compassion in nursing and 

social work in Scotland: a focus on near-to qualifying and newly qualified 

nurses and social workers 
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Chapter 7 Compassion: a literature review 

7.1 Introduction 

Over the last half-century nursing across the world has developed in many 

areas. For example, the education of pre-registration nurses to higher and 

degree-level; the advancing roles of the nurse; an ever-developing unique 

body of knowledge and increasing nursing autonomy (as an outcome of 

those developments), have all gathered momentum within this timeframe. 

Such changes, coupled with an on-going realigning and redefinition of the 

relationship with medicine (and other stakeholders in healthcare) have 

arguably recast nursing and project it as a more self-confident, stand-alone 

profession.    

This selection of compassion within this thesis is principally based upon my 

location of it as an attribute within the (foregoing) systematised literature 

review into graduateness in United Kingdom (UK) nursing. This study, 

therefore, centres on the expression of the human and professional value of 

compassion and compassionate care, among care profession graduates. 

More specifically, that expression within near-to graduating nursing and 

social work students and newly qualified practitioners of both professions in 

Scotland. I propose, within the earlier systematised review, that compassion 

resides in the nursing-specific graduate attributes domain. Specifically, with 

commitment cluster (as drawn from the nursing graduateness model of Lyte, 

2007).  

In my consideration of compassion — as a study focus — I have discovered 

and been moved by the following quote, which I consider embraces some of 

the essence of professional, compassionate caring within it:  

“…the greatest response to unravelling the mystery of suffering was 
to be found in the mystery of care.” (MacAleese, 2008, np) 

 

This study seeks, in small part, to unravel some of that caring mystery. This 

view is, to an extent, supported by Sinclair et al. (2016) who notes the prized 

nature of compassion in healthcare to the public, professionals and 

policymakers alike. Compassion’s evident connections with caregiving 
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(alongside altruism and prosocial behaviour) are also reported by Gilbert 

(2017), which shows the strength of the links between these two forms of 

emotional expression and human interpersonal interaction. Gilbert’s views 

are akin to those suggested by Sinclair et al. (2016). 

The need to understand compassion in care becomes more apparent if one 

considers the views of Leget (2015). He details the political context of 

professionalism within health professions (from the 1970s) and an 

increasing level (in Western countries) of economy dominating the 

healthcare provision, changing the role of compassion from a central guiding 

tenet to one which he sees as applied merely to salve ailing levels of health 

service (Leget, 2015). Moreover, with a lens specifically on the UK’s National 

Health Service (NHS), Ballat and Campling (2011) express their concern 

around the current and historic low priority that has been accorded to 

compassion in professional relationships with patients (since the birth of the 

NHS in 1948). They lament this given the considerable social value and highly 

prized nature that the NHS has within UK society. The Francis Inquiry in 

England identified the need for a higher priority to be given to compassion 

within nursing in student selection, in pre-registration education curricula 

and in-service training for existing staff (Francis, 2013). 

The rationale for selecting the two professions of nursing and social work 

(and their graduate attributions around compassion) is reflective of my 

professional background as a nurse, my previous professional exposure to 

multi-professional mental health work with social workers and the ongoing 

health and social care integration policy project in Scotland (Scottish 

Government, 2016). Comparing and contrasting expressions of compassion 

in these two caring professions can highlight areas of educational and 

practice commonality and divergence, which can potentially contribute to 

interprofessionality, professionalism, service development and joint training 

and support, especially within integrated service models. I included 

interprofessionality and professionalism within the shared attributes’ 

domain of my model of UK nursing graduateness, thereby providing a 

further strand of articulation between the review and this study.  
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Given this thesis is for the award of a professional doctorate in education, 

my interest, focus and emphasis will be placed upon learning and other 

educational drivers and facilitators of compassion, in the respective fields.  

The reason for a focus on the educational drivers centres surrounds divided 

opinion that compassion can be taught or trained. For example, one 

outcome of the Francis Inquiry is a proposal that compassion training is 

implemented in the National Health Service (NHS) (Francis, 2013).  There will 

also be consideration given to the education and professional barriers. To 

achieve this, a thorough overview of compassion (as a concept and value) 

will be provided to give a theoretical underpinning to this study. 

7.2 Literature review 

This chapter aims to contextualise the field of compassion in professional 

caring; therefore, I have undertaken a review of the extensive literature 

base. This review underpins the more specific focus of this study — the 

educational drivers/ facilitators, influences and enablers and aspects which 

can detract from the ability to express compassion in care or to ‘unlearn’ it. 

Literature review has been identified as a valid systematic approach to 

combine within a field of enquiry by Grant and Booth (2009). 

Table 2: Literature review criteria 

Headings Literature 
Review 

Search Appraisal Synthesis Analysis 

Grant & 
Booth 
(2009, 
p94) 
definition 

Published 
materials to 
explore recent/ 
current  
literature     
Covers wide 
topic-range  
with varying 
levels of 
completeness/ 
comprehensive-
ness  and may 
include research 
findings  

May/may not use 
comprehensive 
search 

 

May/ may not 
include quality 
assessment  

 

Typically, 
narrative 

Analysis may 
be 
chronological, 
conceptual, 
thematic etc  

 

This 

review 

Literature field 
vast, range of 
related or inter-
related themes. 
Research 
included 

Search yields 
themes/concepts 
associated with 
compassion 

No formal 
quality 
assessment: 
literature set 
not 
homogenous 

Narrative Conceptual, 
thematic and 
relational 
analysis 
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7.2.1 Search 

The extensive search utilised eight databases achieving many ‘hits’, 

dependent on search-engine and the term under enquiry. The general 

compassion search especially drew a vast level of hits. Filters were applied 

to all searches in terms of time-limits (2007-present, representing 10 years 

back from when I proposed this topic of research), English language only and 

full-text only sources. Books, journals, policy and websites were accessed. In 

some cases, retrieval of individual items from the reference lists was 

pursued to find the original sources and some hand-searching was 

undertaken to find the specific material of potential interest. 

Search engines accessed were Cinahl+, PubMed, Medline, Scopus and 

ProQuest. These search engines cover nursing and healthcare extensively 

and the final two social work and higher education. Google Scholar was used 

in a limited way (principally for general resources surrounding definitions of 

compassion, empathy, sympathy, pity and compassion fatigue) and the 

University library’s resource search facility, which interacts with/accesses 

much contained within these other sources.  

7.2.2 Nature of the literature  

The literature field for compassion is vast, the search for compassion and 

nursing is also extensive. The literature shows a complex intertwining 

relationship with empathy, sympathy and pity and captures burnout and 

compassion fatigue: all aspects included in this review, due to their 

widespread presence in the compassion literature. Searches were 

undertaken for each item, then in association with nursing and then social 

work. My focus majored on selecting sources from quality peer-reviewed 

journals and includes opinion/discussion papers, philosophical writing, 

original research, evidence reviews and textbooks. 

After the extensive search, I read the abstracts and determined the 

relevance for inclusion in this review in terms of their focus to compassion 

and related concepts. Sources specific to nursing, social work, education of 

both professions and compassion and related concepts were sourced and 
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read full text to determine their inclusion. Retained sources were then read 

fully and based on their content and rigour included in the review or 

discarded. A feature of the literature generally, is the level of very recent 

publications in the field and the related themes. This was particularly 

apparent for empathy and moral distress. 

A notable feature of the literature is the currency and volume of writing, 

with many research studies available, as well as philosophical opinion. The 

recency of the literature in the field suggests a renewed effort to explore 

and a search to understand complexities of the field, related concepts and 

their links to each other. 

This review refers to patient/s when referring to healthcare contexts and 

client/s or service user/s in social work aspects of the discussion. These are 

presented here, given they are common-usage terms in the relevant 

discourses. The terms themselves are the subject of complexity, controversy 

and associated debate and their use here does not indicate my personal 

preference for one over another, rather I am reflecting the dominant 

terminology from the respective fields of literature. 

7.3 Compassion: definition 

Compassion, as a concept, can be variously defined and has roots in Judeo-

Christian and Buddhist (and other) theological philosophies (Shlim, 2006; 

Goetz et al., 2010; Stickle, 2016). The term derives from Latin for ‘with 

suffering’ (Maben et al., 2009; Burnell, 2010). The Oxford English Dictionary 

(OED) provides one definition of compassion as a: 

“feeling or emotion, when a person is moved by the suffering or 
distress of another, and by the desire to relieve it; pity that inclines 
one to spare or to succour” (oed.com, 2018, np)  

I isolate this definition, from the wider range offered, as it moves beyond 

sympathetic feeling and onto decision and action about the person’s 

distress. This reflects the earlier views of Shlim (2006) who noted the desire 

to act or respond in caring ways when sensing another’s suffering. Likewise, 

Goetz et al. (2010) and Dewar (2011) acknowledge the notion of noticing 

how vulnerable another is, feeling (as a reaction to it) and doing something 
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meaningful to assist. It should be noted that the OED also gives “Suffering 

together with another…fellow-feeling” (oed.com, 2017), which suggests 

gaining some empathic understanding of another’s distress, similar to the 

emotional response that Dewar mentions. Compassion, therefore, is centred 

around feeling and sensing, but crucially for care professionals (in my view, 

reflecting upon the literature) is acting on what is felt or sensed to 

demonstrate caring and help alleviate distress or, as Steen (2012, p217) 

eloquently frames it:  

“Compassion, then, entails a flourishing of imagination, a curiosity of 
mind and generosity of heart that invites the senses to sit with the 
stories, fears, desires, limitations, potential, and the dis-ease of 
another.” 

 

7.3.1 Compassion considered 

In considering philosophical theories of compassion, White (2012, p114) 

identifies the need for “…moral imagination…” within individuals to 

recognise suffering in another. In so achieving this capability, the person 

naturally feels compassion, decides what they may do about it and then can 

respond to that suffering. This echoes the earlier definitions which also 

include the sensing of distress, processing how this affects us and then react 

to it. Being in tune with our own experiences of suffering can enhance our 

awareness of it in others and develop an understanding of the need for a 

compassionate response (White, 2012). This is a point that finds support in 

the work of Vachon (2016). Here it is possible to see developmental and 

learning potential in the sensing of and acting upon compassion: a focus of 

this study. Sensing is vital, I suggest, as White (2012) reports on how 

suffering may be physical (which we may readily witness), emotional (which 

is often less evident to the onlooker) or spiritual (which is highly personal, 

subjective and often hidden). Compassion belongs to a range of so-called 

prosocial behaviours that reflect “…the human tendency to help others in 

need” (Brown and Brown, 2015, p2). These authors report the view that such 

behaviours are thought to help others, whilst often providing psychosocial 
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benefit to the helper, like esteem and respect, stress-relief and salved-

conscience. 

In sensing another’s distress, therefore, we create (within ourselves) the 

impulse to act. Having self-compassion, or being self-kind, human and 

mindful can enhance our prosocial responding potential (Chenard, 2009; 

Mills et al., 2014; Raab 2014). Self-compassion, it can then be argued, allows 

us to be aware of our distress, deal with it internally and then apply our 

ability to sense distress towards others (Chenard, 2009; Raab, 2014). This 

view finds support from Lim and DeSteno (2016) who identify that personal 

growth following trauma heightens our desire to understand and maximise 

the welfare needs of others.  From these positions, it is possible to see that 

self-compassion, born from our own painful experiences, heightens the 

ability to sense and prompt compassionate responses towards others. This 

ability for sensing others’ distress, for developing White’s (2012) ‘moral 

imagination’ may be attributed to emotional intelligence, which according 

to Rankin (2013), is shown to enhance nursing response to those in distress. 

Care professionals who suffer emotional, psychological or physiological 

stress because of being unable to act in concordance with their ethical 

principles and values or professional commitment may be in moral distress 

(McCarthy and Gastmans, 2015). This is a well-documented phenomenon 

and an issue this review will dwell upon in greater detail at a later point. Care 

professionals can, at times, deviate from their ability to express compassion 

capably. Similarly, they may struggle to access the moral space whereby they 

might act, showing the powerful drive to be a provider of compassionate 

care in these professions and the attendant professional ‘suffering’ if one 

fails in this. It has been stated that compassion is where one witnesses 

suffering and that remorse is to feel responsible for it in some way (Tudor, 

2001). In this sense, one may argue that moral distress is a form of both 

professional and personal remorse. 

Empathy (another prosocial behaviour) has a relationship with compassion 

and compassionate caring but is not of itself compassion (Singer and 

KIimecki, 2014); rather it is component of it (along with empathic or personal 
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distress). As a human attribute, compassion has often been explored in 

connection with empathy (Welp and Brown, 2013) and this relationship will 

be discussed later. 

Empathy is a form of personal sensing of another’s situation; sympathy a 

sensing emotion derived from witnessing someone’s distress, which Singer 

and Klimecki (2014) see as near-synonymous with compassion. Both, 

therefore, may play a role in the urge to act to alleviate distress. Empathy 

also, I further propose, may contribute to feelings of moral (or personal) 

distress when caring professionals fail to act, or act with sufficiency, as the 

professional is accurately sensing a situation, but has been unable (for 

whatever reason) to act or to do so with enough impact. Sympathy and 

empathy may therefore also act as emotional barometers of action. 

Empathy also may engender personal distress to the extent that one may 

wish to withdraw from the encounter (Singer and Klimecki, 2014), rather 

than engage in further (compassionate) action to alleviate, providing a 

notion of emotionally connected concepts, yet not co-terminus with each 

other. In this regard, one may consider compassion to be of greater virtue, 

with its greater imperative than empathy for action (Sinclair et al., 2016). 

These themes will be explored in greater depth in terms of their contribution 

towards the professional delivery of compassionate care.  

Kindness or to be kind can be a synonym for compassion/compassionate 

(Faust, 2009). Faust, however, proceeds to suggest that compassion can be 

some form of healthcare Utopia, and as such, may often seem unattainable. 

He, therefore, proposes that professionals should be kind, that is, to act 

positively in care, to be helpful, gentle and amiable, but without the 

requirement or obligation to feel the distress as in sympathetic compassion 

(Faust, 2009). This means that kindness is an ethical good, yet it is rationally 

dispassionate. In being rational, Faust (2009) argues that kindness means we 

are less judgemental. 
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7.3.2 Compassionate professional caring  

Simply choosing to hark back to an earlier, apparently more compassionate 

time in healthcare terms is not an option (nor is it all that simple, I would 

suggest) for maximising compassion in professional care settings, according 

to Leget (2015). Leget emphasises that health care has changed and 

developed, and it continues to, therefore, initiatives designed to address any 

perception of compassion-deficit must be located within a contemporary 

care context and not a previous nostalgic or romantic one. That said, Leget 

believes it is possible to reassert a more humane and responsive side to 

modern health care where this is shown to be lacking (Leget, 2015). There is 

some support for this position from Jeffrey (2016) who notes the technicist 

and evidence-based drivers (within medicine) and Francis (2013), as 

previously indicated, who makes a recommendation around pre and post-

registration compassion-related education for nurses. 

There is evidence in the literature of a debate around the adjustment agenda 

with regards to levels of compassionate care. One manifestation of this level 

of concern, emerging from psychiatry, is the worry that as an alternative to 

perhaps addressing the need by doing extra unpaid hours, mental health 

professionals (in the face of various operational drivers and pressures) may 

try to ‘smuggle’ compassion into their regular interactions and 

interventions: suggesting a furtive or clandestine activity that enables them 

to show something of their compassionate, professional selves to their 

patients (Bhui, 2016). Equally, this editorial argues that such activity 

relegates time devoted to compassion in professional practice to that of an 

individually creative add-on, rather than as a mainstream facet of care, 

especially in those organisations that do not view time invested in 

compassion as productive (Bhui, 2016). The concern, therefore, exists that 

smuggled compassion becomes a self-salving norm, rather than reflecting 

compassion in a fulsome or holistic way. This echoes the earlier concerns of 

Schantz (2007). 

These challenges to the time and space for compassion are countered by 

Fotaki (2015), who also acknowledges the theoretical backdrop and debates, 
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but extends these by highlighting initiatives designed to enhance the 

situation, citing the NHS as an exemplar of where reaffirming compassion in 

practice-related policy is now prominent: running contrary to the earlier 

mentioned views of Ballat and Campling (2011) on the NHS’ traditional low 

priority around compassion (though these publications, respectively, 

straddle the NHS Commissioning Board (2012) strategy for compassion).  

Fotaki’s view, however, also runs counter to findings from studies that 

suggest that whilst entrants to caring professions arrive with a desire to 

make things better for those they will care for, something in course of the 

educational process appears to distance them from that desire (Campling, 

2015). This author continues by noting issues like uncaring management or 

leadership and poor teamwork that may influence such compassion erosion 

and points to a commodified need and ever more industrial/economics-

driven services to respond to that as further roots of such difficulty 

(Campling, 2015). 

That said, Fotaki (2015) extends the value of compassionate care by citing 

evidence that it can shorten hospital admission episodes and Sinclair et al. 

(2016) notes that compassionate health services tend to receive fewer 

complaints, thereby promoting further benefits of compassionate 

healthcare. These suggest a possible compassion dividend for services which 

seek to improve or maximise compassionate care. 

7.3.3 Compassion and nursing 

Nursing definitions of compassion reflect much of the tenets inherent in 

those outlined previously. In nursing, Bradshaw (2011) highlights the early 

nursing authors who defined compassion in care around being gentle and 

kind. Nurses should view those they care for as individuals with unique 

caring needs and not as medical cases (Ashdown, 1917, as cited by 

Bradshaw, 2011). The shared Judeo-Christian roots of nursing the sick and 

compassion meant that this could readily be reflected in the new profession, 

and it was, under the influence of Nightingale (Straughair, 2012a). This 

relationship between nursing and compassion has prevailed over time and 

indeed contemporary nursing research continues to make the religion-based 
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connection between nursing as a spiritual, vocational calling and an 

expression of some nurse’s compassion (Burnell, 2010). Burnell continues by 

citing several Christian authors on the subject, though this faith-based 

connection seems in the minority as a viewpoint in the literature, it 

nonetheless remains an ongoing link to the origins of the modern profession 

and the relationship with compassionate caring. This position also 

insufficiently explicates why nurses are compassionate in caring, when they 

are of other and of no faith. 

There is both a societal and professional expectation that nurses possess and 

enact the value of compassion in their care, according to Bray et al. (2014). 

These professional expectations and theoretical ascriptions of values aside, 

it is in the uniqueness of the therapeutic relationship and encounter where 

compassion is manifest in nursing care (Burnell, 2009). Compassion is a long-

expressed requirement of nursing (Yoshimura and Hayden, 2008). As a core 

element of caring for others, compassion is therefore central to nursing 

intervention, according to Chambers and Ryder (2016). It may also be core 

to nursing and one retained as a component of the care nurses provide, 

where it has become absent from other clinical inputs, according to Burridge 

et al. (2017). These authors continue by reporting many literary 

contributions identifying the centrality of compassion to nursing and 

support the findings of Sinclair et al. (2016) where patients noted that 

primary need for compassion in their care. Evidence also exists of a desire to 

care to be a primary motivation for people to enter nursing as a career 

choice (Straughair, 2012a).   

One can also see support from Burridge et al. (2017) for the Bray et al. (2014) 

view of the wider societal expectations surrounding the provision of 

compassion within nursing care. Compassion is promoted by Mills et al. 

(2014) as a major reason people are drawn to become a nurse and it may be 

a synonym for caring, a view supportive of Horsburgh and Ross (2013). 

Compassion is a nursing duty which when omitted from care demoralises 

and isolates the patient (Bramley and Matiti, 2014). These authors continue 

by suggesting how even transient moments of caring kindness may be 
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perceived as compassion to the patient (Bramley and Matiti, 2014). All these 

contributions emphasise the pivotal nature of the perception, expectation 

and drivers in society, in the profession and within nurses themselves, of the 

place of compassion in contemporary nursing care and associated thinking. 

A feeling has been expressed within recent UK public and professional 

discourses, however, that the space or capacity for compassion in nursing 

care has in some ways become diminished (Bray et al., 2014; Chambers and 

Ryder, 2016; Burridge et al., 2017). This reflects earlier work by Schantz 

(2007) who suggested that compassion and compassionate care were 

weakly understood or prioritised in contemporary nursing (at that time). 

Schantz (2007) went on to express a concern that compassion can be viewed 

as an option within care (rather than core to the caring encounter) and even 

seen (in a dismissively reductionist way) as a high-brow theoretical concept.  

A further example may be found, within UK mental health nursing, by Carroll 

(2015) who makes a plea around sometimes not having enough time or 

enough emotional capacity, due to caseload pressures, so that providing 

compassionate care can seem not to be possible, especially where 

operational structures such as targets and bureaucracy exist. 

The NHS Commissioning Board (2012, p13) refers to compassion as 

“intelligent kindness”, conveying the human element of kindness as emotion 

and this may guide us in how we deliver care (Oelofson, 2016). The 

intelligence aspect is of interest, as one can arguably develop thinking 

around intellectual intelligence informing the expression of compassion 

(and, therefore, expose debates around learning compassion); explore the 

concept of emotional intelligence (as the basis of ‘knowing’) in the field of 

compassionate care or potentially some combination of both. This notion of 

intelligent kindness may constitute the application of practical wisdom or 

the Aristotelian concept of phronesis; that is, wisdom applied in practice and 

born of teaching and experience (Pawar et al., 2017). Building capacity to 

allow nurses to develop compassion literacy may enable them to be more 

compassionate in their care delivery and provide resilience against moral 

distress and compassion fatigue (Burridge et al., 2017). This may be the type 
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of ‘compassion training’ that the Francis Inquiry recommendations had in 

mind (Francis, 2013).  

Ultimately, this suggests nurses are so-called because they are expected in 

their engagement with patient to nurture (a derivation of the word ‘nurse’), 

to craft care. It is not expected that they simply or coldly perform a range of 

technical procedures as a kind of health technician; the expectation is they 

deliver care compassionately 

7.3.4 Compassion and social work 

Like nursing, social work also emerged from Judeo-Christian roots (Berg-

Weger, 2016). In that, one can see that compassion may be viewed as 

something of a natural companion to social work practice. Social work 

practice was derived as a helping agency, rooted in welfare, from three 

movements in the UK in the aftermath of the Industrial Revolution (and its 

associated poverty and deprivation): individual charitable case-working, 

social policy (administration and legislation) and the need for assisting 

people towards self-help and self-reliance (Bamford, 2016). A similar need 

grew-up in the late 1800s, around the (mainly rural European) immigration 

to the predominantly Protestant, urban mid-West United States. Here, these 

immigrants found themselves impoverished, linguistically and culturally lost 

and ‘othered’ by the host population. This creates the requirement for a 

means of social intervention and welfare to assist with settling and social 

mobility (Ehrenreich, 2014). Both movements, therefore, can be viewed as 

analogous helping responses to social need, born of rapidly changing socio-

economic and socio-political circumstances, in different parts of the then 

developing world. Arguably, social compassion in action. 

Professional compassion in social work, nonetheless, developed in a 

differing way from nursing, and more recently. Social work values have been 

and are shaped by four paradigms: moral philosophy (which creates 

professional ethical discourse), associated legislation (which creates the 

practice context), political thinking (which moulded practice and models) 

and professionalisation (which creates professional identity and conduct), 
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according to Barnard (2008). This author continues by noting that UK social 

work practice in the 1960s was being driven (at least to an extent) by care 

and concern for people and by the 1970s, Barnard notes, the British 

Association of Social Work (BASW) code of ethics included compassion 

within it. Furthermore, it remains a central value for social work practice 

(Stickle, 2016). 

Compassion in social work, as a practice-virtue, has reflected a trend 

towards secularism in its application over the last half-century, with an 

emphasis on person-centred thinking and empathy (which will be 

considered later), according to Stickle (2016). This view notwithstanding, 

Kapoulitsas and Corcoran (2015) note the connectedness social workers 

often develop towards their practice and to the clients they serve. In support 

of this, Collins and Garlington (2017) suggest that social work remains 

profoundly engaged in compassionately responding to populations in 

society.  This highlights the contemporary view of an emotional investment 

in those social workers seeking to help and how they work with people, 

which is reflective of the earlier broader definitions of sensing distress and 

feeling a need to act to address it. To further emphasise this view, Pooler et 

al. (2014) identify in their study, that one area a significant number of social 

workers participating took value and vicarious reward from in their work was 

in being able to relieve distress in clients. This suggests that maximal 

emotional investment is being sought by these professionals and may 

translate into compassionate care. 

Overall, the emphasis and societal expectation for compassion in practice 

may be judged to be greater from the nursing literature yet remaining an 

important value to express within social work also. 

7.4 Empathy  

Empathy is a concept which is commonly referred to in both lay and 

professional discourses (as evidenced by the great amount of literature on 

the topic). It has an extensive evidence-base of its own, but here for this 

review, I have been selective and broadly outline the concept and its 
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relationship with compassion (and other emotional engagement concepts) 

and locate empathy’s place within nursing and social work.  

Empathy’s prominence can be seen in the following examples: former US 

President Obama is cited as having frequently expressed the need for 

greater societal empathy (Gerdes and Segal, 2011; Bloom, 2018) or the 

expressed notion of the primacy of empathy within social work practice 

(Wagaman et al., 2015). The concept is born of diverse practice and 

academic fields such as medicine, nursing, counselling, ethics, anthropology, 

sociology, psychology and philosophy (Gladkova, 2010; Jeffrey, 2016). In 

viewing empathy through multi-disciplinary lenses, four broad and 

(typically) intersecting schools of empathy have emerged: affective, 

cognitive, behavioural and moral (Jeffrey, 2016). I argue this results in 

complexity surrounding the conceptualisation, differentiation and operation 

of empathy itself and in how it is conceived of being in relationship with 

sympathy and (more broadly) with compassion. Examples of this latter point 

exist also from a neurobiological perspective, where empathy and 

compassion are also seen differently, reports Vachon (2016), with neural 

activity detectable in different parts of the brain for each.  

Similarly, from a psychological standpoint, past adversity and witnessing of 

suffering enhances the level or likelihood of empathy and promotes a 

greater chance of a compassionate response, according to Lim and DeSteno 

(2016). This point may be enhanced by what Jones (2018, np) refers to as 

‘self-soothing’, or as Welp and Brown (2013) present, an ability to recognise 

times when we need to be kind to ourselves that, in turn, allows us to show 

compassion to others. This latter notion is supported by Raab (2014). What 

is interesting within these self-compassion findings, as a predictor of greater 

willingness towards compassionate action with others, is that it is an 

intrapersonal emotional disposition, which seems to generate an 

interpersonal emotional response and action, according to Welp and Brown 

(2013) and Raab (2014).   

An area of philosophical debate is captured by Zahavi (2010) in exploring 

empathy and interpersonal relationships and experience. Here Zahavi notes 
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the varying ideas between differing theorists. He also considers the 

distinction between shared experiences, such as emotional contagion 

(entering the spirit and feeling of an occasion so that the emotions become 

one’s own) and empathy, where one may experience the feelings and/or 

context of another, but those remain grounded within the other and not 

adopted by oneself (Zahavi, 2010). An important distinction in that one 

accepts and displays the feelings in the former, whereas one understands 

and accepts those of another and may usefully therapeutically reflect them, 

arguably creating the space for an ethical and professional detachment. 

Empathy has been described as regarded, universally in contemporary 

society, as an absolute good (Bloom, 2018). Bloom himself, in railing against 

this belief, suggests a drive towards rational compassion as the way ahead. 

In challenging that sense of ‘goodness’ Bloom (2018) derives a clearer 

separation between empathy, as an emotional way of being from 

compassion, suggesting that situations where directly acting is required, 

often do not need more empathic understanding, but (rather) rationally-

compassionate actions. Having empathy does not guarantee compassion, 

according to Cornwall (2018), who goes on to point out that just because 

one may perceive or feel another’s experience, does not necessarily mean 

that all in that situation can or would act to alleviate the other’s distress. 

This emphasises the relatedness of these emotional concepts, but shows 

them as not being the same thing, as I presented earlier from Singer and 

Klimecki (2014): separate, yet linked or over-lapping. Furthermore, 

achieving empathy has been described as enhancing the capacity for 

compassion (Raab, 2014), supporting that separate yet linked nature of the 

two concepts. Bloom’s extensive views are in minority, singular even, but 

not entirely without merit as they force the reader to confront and examine 

values rather than making assumptions about them and conflating or 

confusing them with each other.  

Empathy’s value to humanity is championed by Baron-Cohen (2011) who 

also advances the idea that contemporary society has both need and 

capacity for greater levels of empathy. He continues by noting the problem-
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solving nature, from macro-societal issues down to individual problems, 

where greater empathy can be achieved and helpfully or meaningfully be 

applied (Baron-Cohen, 2011); a view that Bloom (2018) disagrees with. One 

can construct the emotional context of empathy as a balancing act between 

the prospect of empathic helping and moral good and a personal intrusion 

into another’s emotional self (Jamison, 2014).  

7.4.1 Empathy and nursing  

Within nursing Doyle et al. (2014) make a case for reasserting the place and 

value of empathy within nursing pre-registration curricula (considering high-

profile failures in nursing care in the UK over the previous decade). This is 

interesting, as it arguably suggests a requirement to understand patient 

distress (as opposed to merely sensing it), arguably ahead of acting to 

alleviate it. This view chimes with the earlier work of Yegdich (2001) who 

suggested nurses need to feel along with the patient in achieving empathy, 

to yield an objective sense of their situation and that this, rather than 

emotional proximity, was the key to the empathic place within patient care. 

The lack of the same need for proximity can allow the conveying of the 

patient situation and for clinical detachment (Yegdich, 2001). Emotional 

empathy allows for understanding and creation of emotional intensity in the 

nurse-patient relationship that allows nurses to identify with the patient 

experience (Yoshimura and Hayden, 2007). This view may suggest that 

advanced empathic understanding is not a part of compassion, but separate 

and supportively greater.  

Empathy as a unitary emotional engagement response, however, is at odds 

with those of Chambers and Ryder (2009) and Sinclair et al. (2016), who 

identify the value of empathy in nursing care. Moreover, it plays a role in 

care as a part of compassion (Chambers and Ryder, 2009) and it is viewed by 

patients as helpful in contributing to the development of compassionate 

care (Sinclair et al., 2016). Empathy may be viewed as a marker of 

compassionate nursing care, according to Baughan and Smith (2013). These 

views suggest empathy as a part of compassion or a concept that overlaps 

with it, but as discussed previously, this is not a unanimous standpoint. 
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Empathy enhances care outcomes but its evolution in nursing is poorly 

understood (Stroescu and Ivanovici, 2008). This is supported by Richardson 

et al. (2015), who identifies that patients know when empathy (and 

compassion) are being effectively utilised in their care and they extend this 

by noting the possibility of teaching therapeutic emotional engagement 

approaches, like empathy and compassion, to undergraduate nursing 

students: a theme this chapter will consider in a more detailed way later.  

Regarding mental health, these nursing students show higher empathy 

quotient scores than students of other courses and also understand mental 

illness and the stigma around it better (Pascucci et al., 2016). These findings 

offer a further insight into the values-base of nursing students — and in this 

case, with mental health nursing students, their focus and priorities — but 

also potentially to their education and skills. 

7.4.2 Empathy and social work 

The need for developing empathy in social workers is viewed (in the 

literature) with a sense of primacy. To be effective as a social worker, social 

work professions must be able to achieve empathy (Gerdes, 2010; Gair, 

2017). The prominence of empathy over many years within social work is 

evident but needs to be enhanced, according to Gerdes and Segal (2011). As 

it can be learned and developed, it needs to capitalise upon relationships 

due to its capacity to improve relationships and maximise social worker 

effectiveness and protect against compassion fatigue (Gerdes and Segal, 

2011). This last point suggests that it plays a role in portraying compassion 

in social work care. 

Another viewpoint agrees that empathy is the primary emotional disposition 

within social work as it engenders prosocial behaviours, like compassion and 

compassion satisfaction, among social workers, according to Wagaman et al. 

(2015). This view supports the view of Turner (2013) who views empathy 

development in social work students as foundational. This is supportive, in 

turn, of Gerdes and Segal (2011) who identify the need to prominently 
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include empathy skills development in undergraduate social work curricula 

in the U.S. 

These views reflect the helpful and professionally desirable nature of 

expressing empathic concern reported by Kinman and Grant (2011) and a 

similar view for a wider healthcare lens offered by Raab (2014). Empathic 

concern, interestingly, is said to encompass professional compassion, 

sympathy and warmth, showing a potential subsuming of these attributes 

within empathy; a view not found in the nursing literature (Kinman and 

Grant, 2011). The centrality of empathy to social work practice is restated by 

Ingram (2013), who goes on to assert the link between empathic care 

delivery and the emotionally intelligent social worker. Working to include 

spirituality within social work is an approach that can inspire empathy and 

trust, according to George and Ellison (2015). These examples identified 

from the literature emphasise the strong link between social work and the 

desirability of being able to adopt an empathic approach with clients. 

There is caution also from Kinman and Grant (2011), who found that 

empathic distress (an acknowledged professional anxiousness and personal 

discomfort resultant from bearing-witness to another’s negative 

circumstance) was a down-side to empathy in social work practice. This 

reflects the wider caution of the need for emotional detachment, which may 

relate I propose, to the more dispassionate kindness approach suggested 

earlier by Faust (2009).  

Whether as a partner, overlapping or subsumed disposition, I conclude that 

being empathic acts as an enabler for compassionate care, thereby 

emphasising the links between the concepts and marks the development of 

empathy as a powerful concept within social work education (Turner, 2013) 

and as an attribute of those professionally-qualified (Ingram, 2013; 

Wagaman et al., 2015).  

In summarising empathy and the two professions, from the nature and tenor 

of the literature-sets, I judge that the emphasis upon developing empathy 

within social work practice appears to be stronger than is found in nursing 
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yet is important to both. Interestingly, Nesje (2016) explored a popular 

conception of nurses having a high set (compared with other professions) of 

caring traits, empathy prime among these. This research showed no 

statistical evidence to suggest an increased capacity for empathy amongst 

nurses, in comparison to social workers and teachers. A solitary comparison, 

but one which begins to unpack the perceptions versus the realities of 

professionals and their relational motivations and capabilities. This study 

also reveals the complex and (often) unclear fields of beliefs, perceptions 

and the relationship in society, the literature and the professions around 

empathy, compassion and other prosocial behaviours. 

7.5 Sympathy 

Sympathy is often used in proximity with empathy and compassion 

(Gladkova, 2010). As a term and an emotional way of being, it is sometimes 

considered part of empathy and compassion (Jeffrey, 2016). Sympathy is 

activated by one’s awareness (sensing) of another’s emotional adversity 

(Gladkova, 2010) and results in feelings of sorrow for another (Jeffrey, 2016). 

In sympathy, there is a greater element of relating to how an event impacts 

upon oneself, thereby any helping actions may also concomitantly relieve 

one’s subjective distress resultant from the other’s situation (Jeffrey, 2016; 

Sinclair et al., 2016). In this regard, sympathy diverges appreciably from 

empathy, and especially moral empathy and its association with altruism 

and pro-social actions (Jeffrey, 2016). Empathy, therefore, is also seen as a 

response based on understanding, a level of relating not needed within 

sympathy (Sinclair et al., 2016). Furthermore, sympathy is expressed solely 

in response to negative experiences or events, whereas empathy can occur 

when relating to other types of situations (Gladkova, 2010). 

7.5.1 Sympathy and nursing  

One historical nursing text places sympathy in the first tranche of qualities 

nurses should have (St. John’s Ambulance Association et al., 1964). In a 

contemporary sense, if empathy in nursing is to feel along with the patient (as 

the objective other), it can be argued that sympathy in nursing is to feel for the 
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patient (Yegdich, 2001). This suggests that sympathy creates a potentially 

greater impact upon the nurse and with this personal investment, greater 

emotional subjectivity than is the case with empathy. This is supported by 

Snellman and Gedda (2012) who identify the place of sympathy at the origin 

of nursing ethico-moral decision-making and that it has more of a place than 

empathy in care. The view on sympathy as a central nursing ethical tenet is 

supported by Shahriari et al. (2013).  

In rejecting the application of empathy in nursing care, Snellman and Gedda 

(2012, p721) state that sympathy allows the nurse to become “…near 

without being intrusive or being absorbed by the lives or feelings of others.” 

This view is perhaps controversial but points to a centrality of sympathy as 

an emotional engagement that strongly influences nursing decisions and 

actions. That controversy is heightened when one compares it with the 

findings of Sinclair et al., (2016) who note that patients saw sympathy as 

unhelpful and self-pitying and more about the feelings of the nurse. Perhaps 

here, one can see that sympathy remains as knowing another’s distress 

rather than understanding it and if this insight does not convert to 

compassion it can be viewed negatively. 

Sympathy, therefore, may be viewed as an emotional response on its own, 

but also as a pre-cursor emotion to compassion and has a strong stake and 

overlap in the journey towards developing compassionate nursing care: an 

emotional recognition and (more desirably) a prompt towards the actions 

that one may consider as compassion. There is a confused and quite 

separate conceptual and relating connection with empathy, but they are not 

the same and not viewed as the same, with patients identifying that a nurse 

conveying empathic understanding of their needs is more important than 

one either solely acknowledging (pitying) or sympathetically sensing/caring-

about them (Sinclair et al., 2016), arguably due to the perception or belief 

that understanding generates compassionate action in care. Interestingly, 

St. John’s Ambulance Association et al. (1964) link the nursing quality of 

sympathy with understanding, which shows the historical belief of the 
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importance of these values on one hand, but also illuminates the conceptual 

confusion on the other, one could argue. 

7.5.2 Sympathy and social work 

The literature-base around sympathy within social work is exceedingly 

limited. This may be explained by the dominance of view and the 

profession’s embrace of empathy as a core value. Sympathy is viewed as 

somewhat historical and is a near-innate sorrowful emotional response 

(Gerdes, 2010). Given the nursing literature’s views around sympathy’s close 

relationship with compassion, this may also explain why compassion is less 

heralded in more recent social work discourse, than in earlier iterations of 

social work’s value base.  

The earlier presented views of Snellman and Gedda (2012), however, pose a 

problem for social work here. If sympathy is the foundation of ethical 

decision-making, how do social workers achieve this? One view may be that 

Snellman and Gedda are simply wrong and that empathy can be the basis 

upon which ethical decisions and actions can be enacted to or, that such is 

the level of the conceptual confusion between empathy and sympathy, 

professionals achieve ethical perspectives capably, despite the muddied 

field of thought that exists. Before the developing prominence of empathy, 

Gerdes (2010) notes the description of sympathy had affective features like 

those we now think of as empathic. Furthermore, as reported earlier, 

Kinman and Grant (2011) isolate sympathy as a component of the social 

worker’s empathic concern (alongside compassion and warmth). 

7.6 Pity 

Pity is a purely sorrowful emotional response to another’s plight (Ben-Zeev, 

2010; Burton, 2015), or in the case self-pity, to one’s situation (Punter, 

2014). It is linked to the related emotional behaviours of commiseration, 

condolence and consolation (Morse et al., 2006) and can be confused for (or 

result in) empathy or sympathy (Burton, 2015). Pity occupies a challenging 

position between the socially acceptable relationship proximal to or 

overlapping with sympathy, and a more value-laden, negative and 
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disapproving one equated with the wallow of self-pity (Punter, 2014). It is, 

therefore, easily convertible to being unhelpful, or as a vice rather than 

virtue, if it does not develop further, due to it being associated with lack of 

feeling of obligation to help (Ben-Zeev, 2010). Therefore, pity is a limited 

form of professional emotional engagement as professionals do have many 

more driving imperatives to seek to help to alleviate patient/client distress, 

therefore they need to move onto the more intensely engaged responses to 

support people. 

7.6.1. Pity and nursing 

There is a limited literature-base around the professions and pity as an 

engagement approach or disposition related to care. I include pity as Shelton 

(2016) applies it within their model of engagement (see Figure 3 p99). Pity 

must be differentiated from sympathy according to Yegdich (2001), showing 

that these two forms of emotional response are not the same, even though 

they are linked. Pity can be viewed by the onlooker or recipient, as trite, 

patronising or as a form of engaged response only to be used in limited ways 

(Morse et al., 2006). These authors, however, do note the (albeit 

engagement limited) place of pity in nursing care. This provides some 

support for the earlier position of Grypdonck (2008), who notes the lack of 

popularity of pity in nursing, but also suggests that pitying a patient 

minimises the risk of a nurse ignoring the patient’s ongoing plight, or 

suffering, altogether. This can mean that pity becomes the precursor to 

deeper nursing engagement with patient distress and can be reflected 

meaningfully in care (Grypdonck, 2008).  

There is a caution in the use of pity in nursing, however, as its superficial 

emotional investment may not prompt the nurse towards the 

compassionate relief of distress and thus, a complacent attitude where a 

nurse may feel they have recognised the patient’s distress and that this is 

enough (Digins, 2010). In each of these sources, these nursing authors are 

identifying the limitations of pity as engagement but are suggesting that in 

pity assisting in noting distress, nurses may be able to act further to alleviate 
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it or to achieve empathic understanding, sympathetic feelings and ultimately 

lead to compassionate action in care. 

7.6.2 Pity and social work 

Social work literature on pity is also limited. There is, arguably, a clearer-still 

tenor of avoidance of pity as an engagement response due to being viewed 

(typically) as a negative emotion — even although it derives from an ancient 

Greek word for kind or good (Gerdes, 2010). Pity should not be viewed as an 

equal to empathy or mistaken for it (even though it is related to it) as pity 

alone may lead to an ineffective emotional response (Gerdes, 2010). This 

supports Hingley-Jones (2005) who identifies the need for strategies for 

social work practice to move away from those that seek to create pity and 

blame alone.  

The scarcity of literature on pity in social work, plus the cautionary nature of 

it, indicates a qualitatively even more arms-length relationship than nursing 

has with the concept. Both professions’ literature-sets regard pity in practice 

as having significant limitation. That limitation may centre on the perception 

that pity equates to a negative condescending or patronising, self-absorbing 

emotion. This perception seems to apply even when one considers that pitie 

is French for compassion (Faust, 2009).  

7.7 Summary 

In concluding the discussion of these emotional concepts, with regard 

especially to this immediate last point from Faust, it is worth pointing out 

the caution Gladkova (2010) provides. Definition, exploration and 

explanation of these concepts has largely taken place from their perspective 

related to the English language, yet the emotional responses are described 

in other languages, but with attendant semantic and cultural variations. The 

exploration of these phenomena, therefore, contains possible linguistic and 

socio-cultural limitations that means one is unlikely to capture the 

associated issues in a universal way. 

There is debate as to the precise relationship between empathy and 

compassion. That empathy influences compassion seems clear, that it is part 
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of compassion much less so. Both positions can be seen in the findings of 

Sinclair et al. (2016). The place of sympathy within compassion and its link 

with pity are clear for authors such as Snellman and Gedda (2012) and 

Shahriari et al. (2013) for whom sympathy plays a clearer role in the 

generation of compassion. Personal experience and being capable of self-

compassion are aspects that seem to enhance a person’s capacity to express 

compassion themselves (Raab, 2014).  A similar situation applies to 

empathy. Experience appears to create a capability for readier 

understanding in other people, though whether this results in greater 

compassion being expressed is not clear (Welp and Brown, 2013; Raab, 

2014; Lim and DeSteno, 2016). 

One form of capturing the relationship between the concepts, I have just 

outlined, is shown within the conceptual diagram below (Figure 3, Shelton, 

2016). The caution of Gladkova notwithstanding, this captures the nature of 

the escalating intensity of response, in terms of both emotional 

engagements, then sensing and understanding and ultimately towards 

acting. 

Figure 3: Shelton (2016) 

 

This conceptual diagram, whilst helpful in conveying emotional investment 

and engagement intensity, does not demonstrate the inter-relationships 

between these concepts. It presents them in a limiting, linear and 
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hierarchical way, suggesting one response begets the next, and with that, a 

more intense level of engagement. This can be criticised as simplistic or even 

untrue as the relationship between empathy and compassion, for example, 

is not consistent with the literature on either concept, with empathy as a 

step on the way to compassion being challengeable (see especially the 

earlier views of Baron-Cohen, 2011). That caution aside, I propose that the 

diagram offers one view that may be assessed as useful in characterising 

something of the relationship investment for each concept and how this may 

impact on building them into professional care. 

In Figure 4, I present my representation of the close relationships and in 

some cases, the inter-relationships between them. This is my subjective 

synthesis, based on my targeted reading and conclusions drawn from this 

complex and sometimes confused and contradictory body of literature and, 

as such, has limitations. That said, this provides a view of the relationships 

and inter-relationships that I have not uncovered in my reading elsewhere. 

Figure 4: Relational conceptual model 

 

 

I represent sympathy in a smaller circle and pity (smaller still), closely 

associated with it (as the literature suggests these are the more limited 
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emotionally invested responses). Pity intersects with sympathy, indicating 

the relationship between them via the limited, but related, pity-sympathetic 

actions of commiseration, condolence and consolation we may use to 

acknowledge distress.  

I represent empathy and compassion as dimensional, related equals that, as 

some authors suggest, can overlap (Singer and Klimecki, 2014; Lim and 

DeSteno, 2016) and all four concepts as capable of occurring without the 

others. This equality and overlap also reflects something of the social work 

literature on empathy and compassion, which Kapoulitsas and Corcoran 

(2015) present. This decision also reflects the dominant view of the 

literature in nursing of the primacy of compassion and the analogous place 

of empathy in social work. 

Sympathy’s greater impact in leading to compassionate action is reflected 

with a more sizeable intersection, compared to that with empathy. A greater 

proportion of empathy exists in isolation, reflecting how it can operate alone 

in terms of understanding and sensing without the generation of any further 

action and that empathic feeling is possible for emotional situations that are 

not negative or about distress, for example, sensing or understanding 

someone’s joy, relief, beliefs, ethos or philosophy about something. Once 

more, this reflects the literature base’s broad assessment of these emotional 

engagement responses and offers a clear visual of the proximal relationship 

between the four concepts, yet differentiated, thereby limiting the potential 

confusion between them that the literature highlights. 

Overall, the nursing and social work literature shares some features about 

these concepts, but they also deviate in their emphasis for each profession. 

Table 3 summarises the professional literature’s relationship between the 

concepts and both nursing and social work. 
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Table 3: Summary of literature 

Concept  Nursing  Social Work 

Compassion Very strong association, extensive literature Association in literature 

Empathy Strong association, significant literature Very strong association, 

extensive literature 

Sympathy Association in literature Weak association  

Pity Some association in literature Weak association 

 

This table highlights the areas and shows nursing’s greater relationship to 

the concept of compassion with social work literature still emphasising this 

too. It shows empathy is more strongly present in social work writing than 

in nursing, but the latter still being significant. Nursing literature has a 

greater interest, though much weaker than either for compassion or 

empathy, in sympathy and pity. Social work literature shows low interest in 

these concepts.   

7.8 Professionally challenging phenomena for compassion in nursing and 

social work 

Having explored the nature of our human engagement capacity and how this 

may be manifest in nursing and social work, this section takes account of 

phenomena the literature considers thwarting or inhibitory to the 

expression of compassion in care. The foregoing sections lay out the 

conditions by which we may, as humans and professionals, relate and 

engage in differing and typically helpful ways to others in distress. This short 

section is important, however, as it identifies psychological situations where 

achieving compassion is challenged or where having a sense of compassion 

but being unable to suitably address the need creates nursing and social 

work practitioner conflict and stress. It may be argued these aspects can 

contribute to an alteration in the expression of compassion or even result in 

a form of unlearning of compassion and relating caused by occupational 

pressures and tensions in professions like nursing and social work. 
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These concepts — burnout, compassion fatigue and moral-distress — are 

considered in this section regarding the two professions. These concepts are 

well-identified facets relating to care professionals and may be considered 

as being in many ways linked to each other and to compassion (and the 

related factors identified). The links between compassion fatigue and moral 

distress as contributors to burnout are noteworthy. They are not the same 

as each other though, nor do they straightforwardly or linearly emerge.  

Each of these aspects are included in this review as they are important 

factors in relation to professionals’ self-dissatisfaction with the care they 

provide. Each has a considerable literature-base of its own, here I use the 

literature to characterise them briefly and suggest where they impact upon 

compassionate caring, to further illuminate the wider and complex field of 

compassion, related concepts and the professions’ responses to them. 

7.8.1 Burnout  

Exposure to high-level and, typically, sustained volumes of professional or 

occupational stress can result in burnout. Burnout does not only occur in the 

face of high-tariff stressors (such as dealing with trauma histories) but can 

also result from insidious work-place pressure or stress or a lack of challenge, 

professional monotony or occupational dissatisfaction.  

Burnout has been described as a gradually developing syndrome associated 

with ongoing imbalances between demands and resources (actual and 

personal) that results in an employee who feels hopeless, fatigued, 

demotivated and disillusioned (Todaro-Franceschi, 2013). 

Having empathy can cause stress and burnout in healthcare staff (Figley, 

2002; Raab, 2014). Raab suggests that sensing another’s distress or 

understanding the impacts upon events for people exposes the professional 

to experience something of the service user’s distress too. Faust (2009) uses 

this notion to propose his idea of dispassionate kindness (as a buffer 

mechanism to defend against burnout). Social work students were more 

prone to personal stress when they experienced empathic distress in people 

(Kinman and Grant, 2011). Social work is noted to be a profession that 
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attracts significant levels of burnout amongst its members and possibly due 

to being able to reach challenging levels of empathy (Gair, 2017) and 

workers being unable to effectively find helpful routes to discharge those 

feelings. 

Nursing also has a significant literature-base dealing with the occurrence and 

prevalence of burnout. Burnout is more prevalent in nursing in developed 

economies (Brunetto and Teo, 2013). Risks of increasing this prevalence are 

high consumer expectations, financial and resource strains within services, 

ageing populations changing the complexities of care need and an ageing 

nursing workforce (Brunetto and Teo, 2013). Even in nursing students, an 

incidence of burnout and compassion fatigue can be found (Barrett et al., 

2013). Students are exposed to the same stressors as permanent staff but 

also have the pressure of study on top of this. 

In social work, there is concern about the prevalence of burnout. This is 

especially the case in social workers who deal with child protection issues, 

where high emotional tariff casework impacts particularly (McFadden et al., 

2015). These authors consider the prevalence of burnout here as also 

attributable to lack of worker experience resulting from high turnover in the 

field. This suggests that high levels of social worker burnout create a need to 

expose newer recruits to the profession into very challenging casework, 

without the preferred levels of experienced support and supervision, 

thereby creating conditions potentiating burnout in these recently qualified 

staff too. 

Burnout affects people in negative psychosomatic, emotional, behavioural 

and performance-related ways (Canadas-De la Fuente et al., 2015). These 

authors also note the impact upon care delivery and patient care is that it 

can worsen and there are associated problems with absenteeism. These 

problems create issues or burdens for the individual professional, the public 

they serve and the service they work in. 
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7.8.2 Compassion fatigue  

Caring for other people comes at a cost (Figley, 2002; 2013). A respected 

academic colleague has speculated as to whether the expression ‘pay 

attention’ arose because it costs; there is an investment being made. There 

is a strong connection in the nursing and social work literature associating 

these professions with compassion fatigue. The term was first coined by a 

nurse, Joinson in 1992 (Yoder, 2010). Compassion fatigue is often associated 

with stress and can lead to burnout (Sabo, 2006). Perhaps this is unsurprising 

when considering the care element to each professional role, the need for 

engagement with service users and that compassion means to shoulder 

another’s burden (Figley, 2002). Compassion fatigue may be viewed as 

turning-off one’s feelings or feeling helpless and angry due to the stress of 

experiencing another’s distress or trauma (Yoder, 2010). 

Compassion fatigue or secondary traumatic stress (STS) is a phenomenon 

that can arise in care professionals (Bourassa, 2012; Figley, 2013; Todaro-

Franceschi, 2013). As stated previously, it can also affect students (Barrett et 

al., 2013). It occurs when professionals are recurrently exposed to the pain 

and distress of others, fail to discharge those emotions or detach from them 

and then internally assimilate those experiences as their own (Todaro-

Franceschi, 2013). It is more common where professionals manage trauma-

informed situations (Bourassa, 2012; Figley, 2013). Specific susceptibility 

and risk factors of past personal trauma, the level of exposure to trauma-

related casework and achieving high-level empathy within that, 

inexperience and countertransference may all contribute and ultimately 

result in care professionals experiencing negative biopsychosocial and 

spiritual responses, according to Bourassa (2012).  

 This type of repeated or unchecked exposure to stress and traumatising 

casework that causes compassion fatigue can directly lead to burnout 

(Figley, 2002; Sabo, 2006). The need to identify, support and intervene with 

these stressors is required to maintain worker health and functioning. Prime 
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amongst these is self-care (Figley, 2002) but organisational supports can also 

be built in around supervision.  

Despite being a term coined in the nursing literature, the level of interest in 

other caring professions is high. Social work’s interest and literature on the 

subject is notable and the concern surrounding it and the focus upon 

compassion fatigue is prominent. 

7.8.3 Moral distress 

Moral distress is a concept that may be related to compassion, though it also 

applies to many other ethically based care scenarios. It may be viewed as a 

phenomenon which has association to both compassion fatigue and burnout 

(Morley, 2018). It was initially, and is now regarded as seminally, defined by 

nursing scholar Andrew Jameton as arising: 

“…when one knows the right thing to do, but institutional constraints make 

it nearly impossible to pursue the right course of action.” (Jameton, 1984, 

p6) 

Jameton’s definition, however, is debated and viewed as limiting (Pauly et 

al, 2012; Fantus et al., 2017; Morley et al., 2017; Morley; 2018). The 

definition is described as implicit by Repenshek (2009) and as having a 

variety of definitions and perhaps lacks a unifying one (Pauly et al, 2012), 

who go on to note the conflict of practice ethics with the responsibilities of 

being a professionally qualified practitioner. Despite these challenges to the 

completeness of Jameton’s original definition, it is still widely cited, and it is 

suggested that ultimately variants of it have not moved on that much in the 

literature (Kondrat, 2017). Many authors expose the conceptual confusion 

(and the debate this inspires) in the field of moral distress (Repenshek, 2009; 

Pauly et al., 2012; Tigard, 2017; Morley 2018). 

Andrew Jameton updates his definition of moral distress as being where: 

 “…individuals have clear moral judgments about societal practices but have 

difficulty in finding a venue in which to express concerns.” (Jameton, 2013, 

p297) 
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Even this more recent definition (arguably) fails to fully capture the concept. 

This newer definition remains open to the accusation that Morley et al. 

(2017) and Morley (2018) highlight if professionals’ moral judgements, 

within a given situation, are accurate or justified in the first place. This may 

suggest practitioner confusion with moral subjectivity rather than distress 

(Repenshek, 2009). A caution to better understand the concept and to 

consider Jameton’s initial definition’s singular-focussed construction is 

provided by Tigard (2017). These arguments lead one to conclude that if the 

moral judgement is awry, the tension caused by the perceived constraint 

may not be justifiable. All the foregoing notwithstanding, there is a 

developing awareness, interest and associated literature-base in nursing and 

healthcare surrounding moral distress.  

Professionals accept responsibility for many aspects of care including 

compassion, yet ultimately do not have complete or, at times, any control 

over how healthcare episodes play-out (Austin, 2012). The lack of control, in 

this paediatric critical care study, emanates from societal, organisational and 

professional constraints and the pressure of an individual’s (in this example, 

compassionate) efforts simply not being enough (Austin, 2012). This author 

further notes, amongst many other constraints, a failure to maintain 

previous personal standards of care as working conditions became more 

challenging (Austin, 2012). Austin’s view is reflected in the findings of a 

critical care study by Dodek et al. (2016) who identify moral distress being 

compounded by an inability to care to the ethical standards they adhere to, 

especially when at variance with colleagues and in financially constrained 

services. 

Within child and adolescent mental health, Matthews and Williamson (2016, 

p1047) record healthcare assistants experience moral distress where they 

feel trapped between “compassion and control”. This is exemplified by the 

situation where staff felt the tension between their caring morality and an 

institutional expectation of dispassionate clinical detachment. A perception 

the organisation was unconcerned by their plight appeared to exacerbate 

their distress but was found to be alleviated when organisational support 
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structures were introduced (Mathews and Williamson, 2016). I advance this 

latter finding as a potentially vital contribution to staff support, education 

and in-service training development. 

Compassion-related moral distress issues are found in dementia care too 

(Spenceley et al., 2017). This study highlighted care that the nurses felt the 

person may not want due to family-representation of needs or structurally 

inflexible models of care that may be ascribed as challenging the 

compassionate nature of that care due to the lack of choice and/or 

individuality and respect. This study is supported by Pijl-Zieber et al. (2018) 

who found similar compassion-related themes.  

Exploring the issue of moral distress in social work one finds, in comparison 

to nursing, it is in relative infancy (Fantus et al., 2017). These authors 

explicate the phenomena by largely projecting a nursing literature-base via 

a social work lens onto the profession to identify similar issues and causes 

of moral distress. The provenance of moral distress from nursing is 

supported by Lev and Ayalon (2018) who express surprise at the limited and 

only recent research around this in social work, due to the often ethically 

charged environment of practice. Interestingly, Fantus et al. (2017) go on to 

suggest moral distress can have the positive benefit of critical reflection to 

develop the social worker’s consideration of values or practice, foster 

interprofessional collaboration and instil moral coping mechanisms for the 

future. 

In terms of this review’s focus on compassion, the specific compassion-

related element within social work literature on moral distress is limited. In 

their findings, Fantus et al. (2017) elicit several care-related situations where 

they compare the nature of direct care providers’ moral distress trigger 

points and compare them with social workers. There are some overlapping 

themes. This study does identify a couple of areas around compassion (and 

empathy too) as the vector for potential moral distress, namely within 

structural constraints leaving insufficient time for adequate support of 

clients and within one’s personal moral resource where the act of being 
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compassionate and empathic toward clients and families itself creates 

worker distress (Fantus et al., 2017).  

I conclude that nursing has defined and developed the field of enquiry of 

moral distress from Jameton’s (1984) ideas and social work is slowly growing 

its recognition of moral distress as a professional phenomenon and their 

evidence-base is developing and adding to its wider understanding. There is 

also early evidence that a relationship between moral distress and 

compassion-related themes also exists for social workers as it does for 

nursing, though the phenomenon is much wider than the focussed, narrow 

gaze upon compassion of this review. It is worth noting the view of Kondrat 

(2017) who identifies the deteriorating standard of care provision that the 

morally distressed practitioner can become capable of (including non-

compassionate inputs, I suggest) and the relationship and contribution it has 

towards burnout. 

Compassion-related issues as factors in the creation of moral distress in both 

professions appears to be an emergent theme in the literature. This I 

suggest, makes moral distress —  widely and specifically to compassion — an 

area that care professionals and those responsible for their support, 

education and ongoing training be mindful of. 

7.9 Learning and teaching compassion in nursing and social work 

Whether compassion can be taught and learned in a professional sense 

remains contentious (Richardson et al., 2015). Compassion is an attribute 

that appears to be innate in humans, yet one that can be shaped and learned 

(Goetz et al., 2010). 

Across the globe, professional regulators make explicit the requirement in 

nurses that compassion and compassionate care is an essential attribute of 

nursing care and in the UK, Nursing and Midwifery Council (NMC) pre-

registration standards indicate that compassion and compassionate caring 

relationships are integral at each of the progression (years 1 and 2) and sign-

off (year 3) points (Curtis, 2014). Curtis continues by noting the lack of detail 

as to how rigorously these attributes are tested nor are there educational 
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approaches suggested to facilitate the learning. Both Curtis (2014) and 

Richardson et al. (2015) concur on the complexities of defining, 

understanding and therefore learning compassion and agree that it can be 

learned and developed. The lack of clarity over what concepts like 

compassion, empathy and compassionate caring (that this literature review 

has exposed and considered) gives challenge to those who seek and desire 

to maximise associated learning. Given this lack of clarity within lay and, 

indeed, professional understanding of these concepts, understanding what 

is to be taught/learned, how to provide and enable professionals to learn 

and how to set learning outcomes and assess their attainment, I would 

argue, makes things even more complex.  

Professionals who work with extreme distress routinely, such as in palliative 

and terminal care contexts, can learn, develop and hone their sense of 

compassion and expression of compassionate care in practice according to 

Vachon (2016). This suggests something around exposure to distress and the 

perceived need for compassion fostering an emotionally intelligent and 

dextrous growth in these practitioners. Coming to be capable of self-

compassion is a primary task to developing and expressing compassion in 

care (Vachon, 2016), showing the necessity for a high-level of personal 

emotional acuity. This suggests experiential learning is influential here, with 

all the variability that ensues with vicarious approaches. It also suggests, 

however, that with the correct supports, like reflection and supervision, for 

example, that practitioners can be guided to self-assess and hone their 

developing skills and attitudes. The NMC’s standards for progression seem 

to imply exposure to and demonstration of compassionate interactions with 

patients as one mechanism by which nursing students may be assessed 

(Curtis 2015). 

In learning to enhance compassion in students Waugh and Adamson (2010) 

identify aspects like learning to enhance listening skills, showing oneself as 

competent and building trust as important, which suggests that compassion 

is enhanced or learned by developing good interpersonal communication 

skills. These authors continue by noting the value simulations with targeted 
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feedback as a preparatory learning activity prior to placement, where these 

new skills can be applied in practice. 

This study will proceed from here to develop a fuller understanding of the 

educational possibilities, approaches, values, attitudes, drivers and barriers 

to learning compassion (and related concepts) in nursing and social work. 

This will involve a deeper analysis of key literature in the fields and of 

exploring the views and experiences of near-to qualifying nurses and social 

workers and newly qualified nurses and social workers. 
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Chapter 8 Research process 

8.1 Background 

The literature reviewed in Chapter 7 sets the context for this study. The 

review clarifies some key issues and lays out contemporary thinking around 

compassion and related concepts. This contributes to a wider philosophical 

understanding of those aspects that may contribute to, and impact upon, 

the delivery of compassionate care in nursing and social work. This literature 

review summarises complex and diffuse fields of writing and has led to 

discovery of itself: two of the primary outcomes of literature reviewing 

according to Aveyard (2014). The topic of professional compassion, as a 

facet of care and graduate performance, is itself drawn from the 

systematised literature review segment of this thesis, which explored 

graduateness in United Kingdom (UK) nursing. This creates an articulation 

between the different elements of this Doctor of Education study. 

That literature review is wide and from here the study will become more 

focused to allow the building of further new knowledge and thinking in this 

field and in the two professions. I have chosen a two-phase qualitative 

approach to conduct this study. The primary method is of discourse analysis, 

which will be outlined and justified later in this chapter, applying this to a 

focussed body of literature, exploring the educational, learning or 

developmental nature of compassion, compassionate care and related 

concepts to understand the systematic nature of the discourse in the fields 

of nursing and social work. 

This chapter will outline my rationale for the study, it’s planning, the ethical 

processes, critical methodological decision-making and structuring of the 

discourse analyses within this study. I will also detail the research aims and 

questions and explain the chosen approach and contextualise this alongside 

other potential approaches and outline the decision-making processes and 

the resultant approaches that are included in this study. 
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8.2 Research aims 

8.2.1 Rationale and aims 

The rationale for this research centres upon exploring and understanding 

educational facets of compassion and compassionate care in nursing and 

social work, to provide timely and relevant insights into this attribute in the 

two fields. In exploring this, the study expects to encounter issues 

surrounding formal teaching and learning, role-modelling, critical 

experiential learning events and educational encounters. These educational 

facets are central to the aims and to the development of the research 

questions as they reflect themes present in the literature and are particularly 

evident in the nursing literature-set accessed for the background literature 

review in this part of the thesis. Deriving aims and questions from this 

literature base gives evidenced underpinning of both the study’s educational 

focus and an ordered coherence to the specific areas of inquiry, respectively. 

The impact of these and how they shape, develop (or indeed, maybe 

damage) near-graduate and newly qualified nursing and social work 

professionals’ sense/awareness of, development of and the expression of 

compassion/compassionate care in professional practice.  

The first aim is to assess the status of compassion/compassionate care as a 

graduate attribute. A further aim is to gain an understanding of whether and 

how new professionals learn to express compassion or provide care 

compassionately. 

The findings will offer a clearer definition of the place of compassion in 

professional care and how we develop or learn it within the professions. 

Furthermore, a new understanding of the similarities and differences 

between the literature and those joining or about to join the two professions 

and between those professions. This latter point may offer potential 

undergraduate interprofessional learning opportunities and efficiencies in 

post-qualifying training and continuous professional development. 
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8.2.2 Research questions 

1. What is compassion’s relationship with empathy, sympathy and pity as 

related concepts? 

2. What are the learning drivers and facilitators underpinning the 

development of compassion in near-to graduating students and newly 

qualified practitioners of nursing and social work? 

3. What impacts upon compassion and compassionate care may learning 

and development or detracting factors have on compassion in students and 

practitioners of nursing and social work?  

8.3 Research Methods 

Both as a nurse and scholar, I have always been drawn more towards 

qualitative research over quantitative approaches. As an honours and 

master’s dissertation candidate and as a researcher in professional life, I 

have utilised qualitative methods of inquiry to conduct studies. This is due, 

in great part, to the human relational nature of the research I have been 

involved with, to which qualitative methods and the rich descriptive data 

they produce, lend themselves. The nature of this educational research is 

similar in that exploring individuals’ subjective experiences of expression of 

values and skills and seeking to understand how this was learned, shaped 

and developed strikes me as intuitively linked with what Henwood (1996) 

suggests are the richly descriptive, constructivist and interpretive lens 

offered by qualitative methods. The context of the research focus and the 

questions that it seeks to address are the vital determinants of 

methodological approach, according to Allwood (2011). 

8.4 Qualitative and quantitative research 

The distinctions between these two major paradigms of research approach 

may be less evident than popular belief and discourse may portray (Allwood, 
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2011). Allwood goes on to make two distinctions between these approaches 

in the social sciences that arose from the gradual advance of qualitative 

methodologies in the later twentieth-century (Allwood, 2011).  It may be 

argued, although contentiously, that despite the differences in 

methodological approach and analysis, they both produce similarly 

structured theories, are equally able to confirm such theory and (when 

utilised together), can be a more optimal means of theoretical confirmation 

(Risjord et al., 2002). 

In exploring and understanding, to create or add meaning to compassion and 

compassionate care, however, this research study is inductive. The study 

does not test existing theories, rather it produces theory anew and is, 

therefore, able to be characterised as qualitative as it is technically non-

numerical and epistemologically constructivist (Henwood, 1996). Further, 

this is also consistent with the description of qualitative healthcare-related 

research of Noll Hoskins and Mariano (2004). In this regard the study does 

not seek to deductively explain relationships between variables or predict 

outcomes, as in quantitative research, but rather to dwell upon the 

complexity and focus on phenomena and consider plural truths surrounding 

these facets of our personal and professional existence (Noll Hoskins and 

Mariano, 2004). These aspects of the study support and locate its 

orientation within the qualitative paradigm.  

Qualitative social sciences research epistemology is also progressive 

(Vasilachis de Gialdino, 2009). It is not so concerned with developing the 

latest theory to supplant an earlier one, rather it is focussed upon a 

cumulative, refining and reforming development of understanding to 

enhance knowledge in a given field (Vasilachis de Gialdino, 2009).  I suggest 

that this viewpoint is consistent with the previously expressed aims and 

questions of this study. 
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8.5 Potential and discarded methods 

Other methods were considered for this study. There is a qualitative focus 

within the research topic and other qualitative research methods could have 

been applied in this design. This section explores possible alternatives and 

explains the reasons and process for their ultimate rejection for this study.  

When selecting a method, a set of tests can be applied to those under 

consideration that addresses three prime areas: “Is it suitable? Is it feasible? 

Is it ethical?” (Denscombe, 2010, p4).  I believe all the following approaches 

could comply with ethical approval requirements. 

Survey: popular research methodology in both quantitative and qualitative 

studies (Research Methodology, 2018). For this study, only interviews or 

questionnaire were considered. Surveys are good for accessing a greater 

number of participants (mass data) and are relatively fast and cheap to 

conduct (Denscombe, 2010). He goes on to note that they are especially 

useful for determining specific and factual data.  

Surveys are much less helpful in studies that are concerned with conceptual 

complexity, lived experience and theory-forming (Denscombe, 2010). All 

these aspects are associated with this study. Further, the data can be 

extensive, yet superficial; this study is concerned with rich data around the 

personal experience of a complex set of issues. These issues rapidly led me 

to resolve to explore other methods that can address the nature of this study 

better and survey as an approach was rejected. The approach could be 

feasible, but was not suitable for this study, given the complexities involved 

with its focus and I rejected this method. 

Phenomenology: a qualitative research approach, phenomenology is useful 

for philosophical and social science inquiry (Buxton, 2011) and that would 

include nursing and social work. It is a major method in the qualitative 

paradigm (Buxton, 2011).  
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Generally, as an approach, phenomenology seeks to find descriptive 

meanings of people’s lives and individual experiences (DePoy and Gitlin, 

2005). These authors identify a crucial initial task of finding the central 

phenomenon to explore. In this study’s case, it is compassion. As the 

background chapter reveals, compassion, compassionate care and the other 

factors of empathy, sympathy and pity are related, typically intertwined and 

sometimes confused or misunderstood. Phenomenology may assist in 

further explaining those complex and nuanced relationships, resolving 

concept confusion or understanding an individual’s perception of the 

language and experience of compassion (Buxton, 2011). 

Exploring and explaining lived experience is a key process in phenomenology 

(Ganong and Coleman, 2014). This study includes and explores an 

uncovering understanding of the lived experience of the participants, but I 

also need to uncover what previous research, policy and philosophical 

thinking from the literature (focussed on learning and developing 

compassion and compassionate care) offers to our understanding. One may 

point to an objective of investigating phenomena as “…consciously 

experienced…” Buxton (2011, p73). This, however,  is a problem with this 

aspect of my planned study, as I cannot go back and interrogate the 

conscious experience of an author or groups of participants in previous 

studies. Furthermore, Buxton (2012) states that the researcher must be au 

fait with the philosophical premises of the differing approaches something 

— Heidegger aside — I do not possess, and she goes on to note that there is 

no straightforward route to conduct phenomenological enquiry. These 

approaches and personal limitations encouraged and persuaded me to 

explore other methods.  

Grounded theory: has a basis in symbolic interactionism and is a theory-

forming (inductive) approach popular in social sciences research (Moyle 

Wright, 2011). These authors continue by noting that the generated theory 

may then be applied to or be viewed as generalisable within a field. Theory-
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formation is the purpose of this approach, according to DePoy and Gitlin 

(2005) and Corbin (2017).  

Grounded theory is highly systematic, iterative and produces analyses that 

relate already collected and analysed data with new to produce 

incrementally unfolding findings that contribute theory-assembly (DePoy 

and Gitlin, 2005). This method tends to produce mid-range theory that is 

neither overtly abstract nor practice applicable (Oktay, 2012) and as a 

popular qualitative approach (Morse, 2001), grounded theory was a suitable 

contender method for this study. 

A problem in using grounded theory and this research is predicting the 

length of the study (Oktay, 2012). This is due to it being very difficult to 

predict numbers of cases or iterations within the study to reach data 

saturation (Moyle Wright, 2011; Oktay, 2012). This means that grounded 

theory is amongst the most systematic and process-guided approaches in 

qualitative research (DePoy and Gitlin, 2005). A further difficulty is the need 

for ethical and NHS approvals, as data collection cannot begin until these 

procedures have been concluded, but these require research questions to 

be produced in advance for approval to be granted, which runs counter to 

ground theory as an approach, where the questions emerge as part of the 

research process (Oktay, 2012). Unexpected ethical issues that are hard to 

foresee or predict can also emerge in the process of the research, though 

this is not uncommon in qualitative research generally (Rinaldi Carpenter, 

2011; Oktay, 2012). This approach could have been suitable and ethical but 

making it feasible was a much greater challenge. For these reasons and 

considering my lack of prior experience with this method, it was rejected. 

Narrative analysis: an important research method concerned with written 

or verbal narratives that convey personal story (Streubert, 2011). These 

stories or narrative offer explanation of events by looking for clarity and 

significance to the storyteller’s experience, with experiential outcomes 

emphasised (Streubert, 2011). 
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As one interested in discourse, there was a draw for me; personal stories are 

forms of discourse. In terms of narrative analysis as a research approach, I 

do not have any background with it, so making the study feasible using it 

was challenging. Furthermore, in a similar way to the phenomenology 

decision (reached earlier) the literature does not contain personal narrative 

as much as it will contain philosophical thinking, policy-direction and 

research evidence, ensuring a difficulty in viewing this as a wholly suitable 

approach. For these reasons, I rejected this method.  

8.6 Discourse analysis 

Discourse analysis (DA) is a qualitative research approach derived from and 

developed by several theorists in recent history. This section will provide an 

explanation of the methods possible for DA and justify the selection of the 

chosen approach for this study.   

The field of discourse is something I have prior background in. I have 

previously studied discourse (regarding mental health, in particular) in my 

master’s studies, focussing on modes of persuasion in rhetorical discourse, 

which ultimately resulted in authorship and co-authorship of mental health 

nursing academic papers, considering discourses from the field. I have also 

taught the rudiments of discourse in mental health to undergraduate 

nursing students. 

8.6.1 Discourse analysis frameworks 

I considered the use of a framework to guide and manage my enquiry and 

analysis given that the DA will be conducted on two types of discourse: the 

literature in the field and the proceedings of four focus groups. 

In researching frameworks that may be used to scaffold the analytical 

approach, within the wider field of DA, it becomes clear that while these 

exist, they also come with some inherent challenges. Prime amongst these 

are some ideological or conceptual difficulty in potentially minimising or 

restricting analysis by a bound adherence to a given framework. Some of the 
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frameworks are loose schema for a researcher to follow or to guide their 

enquiry.  

There are good reasons for this lack of given structure, especially within 

Foucauldian discourse analysis (FDA). The field of DA, as a qualitative 

research approach, is open to variation of method (Jorgensen and Phillips, 

2002) and DA especially so. DA does not seek to confirm truths in the field 

under study, but rather to expose the range of actions and realities inherent 

within it (Potter, 1996). These authors continue by noting that the research 

object (compassion/compassionate care in nursing and social work, in this 

case) should not influence the method or underpinning theory. This social 

constructivist way of thinking can, therefore, create frameworks for 

approaching the construction of the field (Jorgensen and Phillips, 2002). 

Within this view is the premise that engaging in dialogue within a field 

creates the object of that study and the object itself has created the field. 

These authors suggest that necessary for this is the integration of the 

philosophical basis, theoretical underpinnings and methodological 

structuring of the framework to allow for a multi-perspective view of the 

field and object. 

Another FDA approach is that of Willig (2013). Willig’s approach comprises 

6-stages which reads like a linear model. This, however, is not the case and 

the interplay and indeed need for integration between the sections is 

appreciable. This approach is also social constructivist in nature. This model 

arguably dwells more heavily on the analysis of text, however, and may lend 

itself less well to the data from the recording of the focus groups. That said, 

Willig notes that beyond text or speech anything that can produce meaning 

can be analysed, for example, music, symbols/insignia, images. Her fifth 

stage is concerned with practice and exploring the relationship between 

actions and the discourse associated with it (Willig, 2013).  

A further approach to DA is critical discourse analysis (CDA). FDA belongs to 

this part of the DA field under the school of French discourse analysis, where 

Foucault’s work may be more generally included, alongside others such as 
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Lacan, Deleuze, Derrida and Althusser (Williams, 1999).  As Foucault’s ideas 

have a central role in shaping and developing DA styles, commentators and 

prospective discourse analysts must take account of these, even if only to 

criticise and modify them, or reject them. It should be cautioned, however, 

that like CDA, this French school of DA is a wide field and at times divergent 

and other approaches within it deviate from FDA in their epistemological 

standpoint (Jorgensen and Phillips, 2002). A further complexity is that CDA 

includes Van Dijk’s approach, which can be characterised as antithetical to 

much of the Foucauldian thinking, according to Jorgensen and Phillips 

(2002). As such Van Dijk (2001, p352) does not consider CDA as a specialism 

or school of DA but a ‘mode’ or ‘perspective’ and alternate lens by which to 

view and consider discourses by. This is enhanced by the consideration of 

critical discourse analysts, who must consider themselves as part of the 

social structure and unable to be free of values, as discourses are shaped by 

and emerge from social interactions. The effect of this, argues Van Dijk 

(2001), is that the focus is upon the socio-political impacts of problems 

(within that society) and the researcher situated within it. 

CDA applications of FDA thinking are more pluralistic and challenge his view 

around discourse as governed by a single ideology (Jorgensen and Phillips, 

2002). Fairclough has devised a pluralistic 3-stage CDA framework that has 

become a popular approach to understanding and transacting discourse 

analysis (Fairclough 1992; 1995). His work has drawn (in part), from Foucault 

in its construction and is therefore arguably consistent with FDA. The 

framework is far more layered and complex than the 3-stage outline 

portrays, but essentially the approach allows for the multi-perspective view 

that Jorgensen and Phillips espoused above. This approach allows for a 

distinction between those ideologically based discourses and those that 

occur outside of that (Jorgensen and Phillips, 2002). This latter point is 

important in this study as some discursive ideas about compassion are 

ideological, for example, from the historical birth of nursing with service and 

kindness derived from Judeo-Christian principles versus those propounded 

from lay or media perceptions of the professions. Foucault’s concern with 
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power and knowledge is also appropriate here, as there are hegemonies 

within differing compassion discourses: professional, ethico-moral, 

interprofessional, societal and there may be others. 

The Fairclough approach (fundamentally) exposes the discourse to analysis 

of the text but suggests that this does not go far enough to truly analyse 

what is being said, why it was said or how it was said to understand the 

context or the meaning of it. Fairclough suggests that the discursive 

practices of text production and how the text is used in practice requires 

analysis also and that how this can impact, alter and operate in the social 

practice of the field under enquiry and requires separate analysis (Jorgensen 

and Phillips, 2002). The model therefore integrates the three domains of the 

discourse by analysing in each and suggests further analysis on how these 

strands of a discourse articulate with each other. This places Fairclough’s 

approach within a macro-analytical type of DA as it shows the inter-

relationship between language and text with the socio-cultural practices 

within the field (or fields) of study (Wood and Kroger, 2000). This applies 

well to the area for this study as it seeks to elicit the educational influences 

surrounding the construction, understanding and operation of compassion 

(as a virtuous attribute) as it relates to being both a professional and 

graduate attribute within nursing and social work. 

CDA, as a form of DA, is concerned with language and with the linguistic 

relationships with both clear and less evident issues of power, control and 

structures in society (Blommaert and Bulcaen, 2000). Societies associated 

with the study of these two professions may be viewed as UK society widely 

(as the community that both nursing and social work serve in this case, 

including governments who procure these services) and more specifically 

the two professions (including their regulatory authorities) and the student 

communities who are feeding them. There are power relationships between 

and within these groups, especially from society, government and regulatory 

authorities who both formally and informally exert influences on how nurses 

and social workers are produced (educationally) and how they practise. 
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In conclusion and considering the preceding critique, I make a case for the 

adoption of Fairclough’s approach, based on its integrative approach, and its 

focus beyond the text into the discursive practice and social practices. 

Adding weight to this is the associated power relationships and the use of 

two different professions, which can result in an intertextuality that allows 

for a richer comparative analysis to potentially occur. 

8.6.2 Theoretical framework 

The theoretical structure of this study, as previously discussed, centres upon 

a CDA approach.  

The background chapter provided the literary discursive context for the 

study clarifying some of the language and concepts associated with 

compassion and compassionate caring. From this, the more focused literary 

CDA phase provides an analysis of text in the fields, the discourse practices 

within the fields (production processes and interpretations) they operate 

within and an assessment of their contribution to social practices associated 

with the fields (Fairclough 1995; Janks, 1997).  The literary CDA will inform 

the questions for the focus group phase, which will produce four further 

discourses (as recording and transcriptions) for a further CDA. This further 

new data can be compared alongside the literary CDA to find commonality 

or discursive trends in text and thinking. This data and CDA is the 

triangulating empirical aspect of this methodological approach designed to 

highlight key issues of agreement or dissent, find outlier or dissident 

views/positions and seek out what is not said for discussion between the 

literature and the contemporary voices of recent and near-to graduates of 

nursing and social work (see Figure 5, next page). 
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Figure 5: Compassion and compassionate care theoretical framework 

     Societal Influences 

 

    Professional Influences  

 

8.6.3 Critical discourse analysis (CDA)  

CDA has arisen (as an approach) for analysing the discursive nature of policy, 

its development and how it is analysed (Fairclough, 2013). This is an 

important point for this study as the professional and societal drivers 

underpinning nursing and social work and the care these professional groups 

deliver are subject to professional and social policy imperatives and 

sometimes governmental. The culture within the society (the UK in this 

study) is also central, and consistent with CDA as an approach, as the analysis 
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focus and the social structures functioning within the group or society, as 
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being important (Fairclough, 2013). CDA is more than linguistic analysis, it 

also seeks to unpack the impacts discourse has on action or practices within 

societies.  

Both nursing and social work are what may be termed as ‘social institutions’, 

that is, they are what Fairclough (1995, p38) describes these as “…speech 

communities…”. Such communities have members whose speech 

repertoires are conditioned and socialised by membership. The discursive 

events that exemplify these communities are influenced by the institutional 

view of issues and actions associated with them. An example of this occurred 

in the background chapter of this study where I reflected the general 

(though not unanimous) trends for nursing papers to refer to ‘patient’ and 

social work writing to ‘service user’. Such issues reflect ideologies within 

social institutions and are, therefore, examples of ideological discursive 

formations (Fairclough, 1995).  

The impact of wider society (the UK here) in which nursing and social work 

operate, and those of the professional sub-societies (which these 

professions are of themselves) are therefore key to the theoretical 

construction of this framework. Equally, the existing and often historical 

discourses have influences on the societies (Fairclough, 2010). This can be 

seen in nursing in the historical Christian caring influence of Pastor Fliedner 

on Nightingale’s foundational work in nurse education (Burnard and 

Chapman, 1990) or correspondingly, in social work, in the development of 

social work values (Barnard, 2008). 

Power, in this case, is not only about exercising control over others or events, 

it is also about asymmetrical relationships in discourses (Fairclough, 1995). 

For example, nurses and social workers as instruments of health or social 

policy, of professional education and regulation or public or media (societal) 

scrutiny. This extends further into issues of control around how related text 

and discourses are produced, issued and received (Fairclough, 1995). This 

reminds me of the work (in nursing) of Tilley and Ryan (2000) who explored 

the role and presence of community psychiatric nurses (CPNs) in literature 
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and research. They identified that CPN professional discourses were 

produced by and for other CPNs: leading them to conclude CPNs provided 

“…an insider’s view…to other insiders” (Tilley and Ryan, 2000, p592). This 

shows the nature of the production and consumption of text and how either 

the willingness to hold discourse internally or an inability to effectively 

control its exposure externally had created this situation. This exemplar 

exposes the core purpose of CDA as around social interactions which are 

linguistic, or partially linguistic, and that the unique facets of CDA are the 

emphases on the relationships between the discourse and society and that 

of the analysis and the analysed focus under investigation (Blommaert and 

Bulcaen, 2000). These authors acknowledge the formative work of 

Fairclough. 

Figure 6: Adapted dimensions of discourse and discourse analysis 
(Fairclough, 1995, p98) 

 

 

Figure 6 presents Fairclough’s 3-stage framework adapted specifically for 

this study to include the focus of my analytical enquiry in the text boxes 

within each of the three dimensions. This forms the analytical framework for 

this study. 
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This framework allows for analyses involving description (of the broad text 

in the field), interpretation (of both text and discourse use or practice) and 

explanation (of discourse and social practices). It is these three phases of 

analysis that CDA is premised upon (Fairclough, 1995). It is important to note 

that the CDA researcher need not start at text and work through this in a 

linear way or in phase isolation (Janks, 1997). Analysis can — and often does 

— start in any phase, linking with the other two phases as the analysis 

progresses. Thinking of the phases as a group of interconnecting (not as 

separate, yet concentric) boxes, where one leads into (rather than onto) the 

other (Janks, 1997; Nuno Ferreira and Heberle, 2013). It is also important 

that discourse analyses are not solely considered as objets trouvé according 

to Fairclough (2010, p44). These may have significance on their own, but it 

is vital to consider the impact each finding has on the other two dimensions 

within the framework. This established the basis of how the study 

framework has been constructed and how it will provide the findings for this 

study, via the literary discourse analysis and the focus group discourse 

analysis. 

8.6.4 Literary critical discourse analysis  

This section of the study will analyse a selection of text related to 

learning/educating/developing compassion and compassionate care in the 

fields of nursing and social work. There will be an emphasis on the UK 

context as this represents the societal, political/policy, professional and 

practice context of this study as reflected in the research questions and 

theoretical framework.  

This analysis is designed to give a view from the literature of the language, 

application of language to the discursive field and an understanding of the 

impacts these have on the social practices related to compassion and 

compassionate care in the two professions.  This analysis will constitute one 

dataset of findings within this study. 
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The text will be selected via a focussed literature search which will be 

detailed next. The analysis will take a mixed form, with a corpus analysis of 

the literature included overall which will provide an analytical overview of 

trends, patterns and divergent genres within the literature. This provides a 

wider, but more superficial view of the field. A more selected analysis of key 

discursive text, selected from the corpus, will provide a deeper insight into 

the literature’s messages, themes and meanings for the professions, 

practice and associated educational (learning, teaching, training) needs. This 

analysis will highlight key issues that will be translated into questions for the 

focus groups that will follow. 

8.6.5 Focus groups  

In building a focus group component into this study for empirical data 

collection, I have been careful to be adherent to supporting theory. Richard 

Krueger has been at the forefront of focus groups for many years and much 

of his research and writing on the topic has attained a seminal status and 

the approach has been heavily guided by his work and that of others who 

have developed the method (Carlsen and Glenton, 2011). Krueger was 

concerned that whilst focus group use, as a methodological approach, had 

increased, it had become bedevilled by weakness in study design and 

slipshod approaches to reporting findings (Carlsen and Glenton, 2011). 

Focus groups may not have started life as a unitary research approach and 

Streubert (2011) suggests data triangulation to develop further the findings 

these produce. 

My first consideration is whether a focus group approach could provide the 

data this study required and whether I, as the researcher, had or could 

acquire the skills-set to facilitate them. Being a skilled group facilitator is an 

important facet in managing a group, its dynamics, the questions, focus, 

time and fair opportunity for participants according to Krueger (2006). I am 

skilled in facilitation as an experienced educational and therapeutic group 

facilitator and someone who has taught facilitation and group dynamics. 

Additionally, I have also participated in several research focus groups as a 
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participant and acted as the non-participant scribe. I have further, extensive 

experience in chairing a variety of meetings and controlling the time and 

flow of business and managing dynamics of those groups too. I feel that, 

despite never having employed a focus group method as a researcher, I have 

the experience to facilitate focus groups. 

The next step is to determine what constituents of the group would make it 

a true focus group, that ensure it can effectively contribute to a rigorous and 

systematic qualitative enquiry, delivering the kind of data needed to 

effectively transact the study, in the way it is designed. Focus groups, as a 

research approach, have core characteristics and Krueger (2006) sets out 

several tests for determining these vital aspects (which also includes my first 

consideration around skilled group facilitation, I have detailed previously): 

Questions: these must be focused and have an incremental progression 

within them to enable the facilitator to allow the group to build towards the 

most important questions (Krueger, 2006). This may oppose other 

approaches where vital themes are addressed head-on (like interviews or 

surveys) but this gives the group a chance to settle into the format and to 

begin to relate to each other also by this gently focussed building. 

Consensus-finding: there should be no drive towards achieving consensus 

within a focus group, unlike in other groups, for example, Delphi-system 

enquiry (Krueger, 2006). For this study this is especially helpful as one of the 

expressed aims of the CDA approach I am employing is to identify discordant 

views and outlier voices in the groups to offer comparison and contrast with 

each of the participant-sets and with the literature. This component 

highlights that focus groups are helpful within the design of this study and 

the methods it seeks to deploy. This research is keen to elicit ranges of 

trends, meanings and attitudes in the four participant groups. In this regard, 

a focus groups approach is a good way of exploring subjective opinion, 

values, attitudes and personal experiences (Carlsen and Glenton, 2011), 

which applies to this study’s interest in developmental and learning aspects 

of compassion. 
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Non-threatening: the focus group requires a permissive and open feel to 

function to allow free expression of ideas within a relaxed atmosphere 

(Krueger, 2006). Krueger continues by noting that the facilitator has an 

important role to play in saturation, rather the researcher should aim for 

thick data (quantitively enough) and rich data (qualitatively dense) to reach 

the ideal, according to Fusch and Ness (2015). Even within that criterion, the 

potential qualitative research for lack of clarity and subjectivity is evident. 

Ensuring everyone has a voice and that even if most people heading towards 

agreement, or a dominant discourse emerges, the chance is offered for 

contributions to develop, alter or disagree with this before moving on to 

capture fully and accurately what participants are feeling. This is a feature 

that, in part, both the participant information sheet and focus group topic 

guide (see Appendix 4) I have compiled can assist me as facilitator with, as 

they can ensure maximal information and the chance to ask questions and 

can help keep me focussed and set the correct relaxing tone in the groups. 

Homogeneity: the focus group must have something in common, as this 

allows for them to bond around the issue of commonality and foster a fuller 

sharing of ideas and insight around the questions (Krueger, 2006). The focus 

groups in this study are devised around shared field of endeavour and status, 

that is one group each for nursing and social work students approaching 

qualification and nurse and social work groups of those recently qualified. 

These four groups were planned with the concept of shared experience and 

commonality in mind. I believe this also helps the non-threatening aspect, 

as participants in each group are peers. 

Size: five to nine participants is the optimal size focus group according to 

Krueger (2006) and Carlsen and Glenton (2011). I aim for a minimum of three 

up to twelve (the maximum suggested) but anticipate recruitment 

challenges will mean they are more likely to be within the optimal group-

size indicated. The number of groups and participants  reported in support 

of achieving data saturation has been noted as a trend and is also criticised 

(Carlsen and Glenton, 2011). They note that plentiful data-collection and 



 
 

 

- 131 - 

transcripts can result in a report which takes a thin skim of the data, versus 

a deeper and richer data-analysis with fewer groups/participants. These 

authors continue by noting that there is a trend of poorly reporting how 

sample size in each group and the number of groups is derived and that 

providing clarity is important in reporting focus group method and use. As a 

conclusion, Carlsen and Glenton (2011) state that the lack of research into 

focus groups as a method may contribute to this.  

In this study, the focus group approach to generate data is a form of 

triangulation. This methodological triangulation, to be precise (Denzin, 

2006). DuBois developed this notion in the late 1960s and whilst often 

applied to mixed qualitative and quantitative methods, it may apply also 

multiple techniques being used within the same paradigm (Heesen et al., 

2016). The purposes of triangulation may include better-confirming theory 

than singular methods (Risjord et al., 2002) and together co-confirming a 

single conclusion from their differing approaches than by a single method 

(Heesen et al., 2016). In this study, my purpose is to create an alternative 

discourse dataset from that drawn secondarily from literature, by employing 

focus groups to bring the living voice, views and experience of students and 

new graduates to my enquiry. The subsequent CDA may or may not confirm 

the literary CDA findings. In DA this is less vital, as any points of deviation 

between the analyses of both sets of discourse are potentially significant and 

could ultimately add to developing understanding and theory around the 

focus. The two approaches to assembling data also creates a novelty of 

enquiry and empiricism the study requires. 

Analysis: there is no one way to analyse the data from a focus group and 

Krueger (2006) identifies the audio or video footage of proceeding, 

transcriptions and field, reflexive or observer notes as ways of doing this. He 

suggests that the analysis must be appropriate to the study and the methods 

of analysis commensurate with that. In this case, I will operate the same CDA 

approach as used upon the literature (for methodological consistency — see 

section 9.4 to follow) and do this using the audio recordings, transcriptions 
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and observer notes to maximise the systematic rigour to identify trends, 

patterns, meanings and dissent in a verifiable fashion that Krueger (2006) 

advises. 

These components I have briefly detailed have acted as a construction plan 

for the operating of the groups and for the analysis phase to follow. 

Interestingly, Krueger does not mention duration other than for time-

management and how smaller groups can occupy as much time (often with 

richer data provided) 

8.6.6 Focus group discourse analysis 

The focus group questions will be derived from the earlier findings from the 

literary discourse analysis. This means the two sets of discourse under 

investigation will be linked by the findings of one analysis informing the next. 

The recordings of proceedings of these groups and their transcripts will 

provide discursive text that will form the second dataset. This will be 

analysed to elicit findings. 

These findings will highlight the views of near-to qualifying students in 

nursing and social work and those of recently qualified registrants. This will 

allow for analysis of the student groups with the practitioners and for each 

profession. It will also allow analysis between the professions and taken 

together, these findings can be compared, contrasted and discussed with 

the findings of the literary analysis to produce new understandings and 

explanations that will potentially become the building blocks of theory. As 

well as convergence/agreement, this approach will also seek to identify 

divergence or even dissidence where it exists in the differing discourses. 
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8.7 Ethics and permissions  

8.7.1 Introduction 

As a study requiring data-generation and a study site, it was necessary to 

consider the ethical impact of the proposal and navigate a process of 

approvals and permissions. In investigating the University procedures, the 

University Research Ethics Committee  (UREC) delegates decision-making to 

individual School’s Research Ethics Committee (SREC). Therefore, my 

proposals were submitted to SREC in the School of Education and Social 

Work (ESW).   

I followed the procedure in using UREC checklists to determine the ethical 

issues within the proposed study and that led to Form B being compiled in 

application for SREC approval (see Appendix 3). Given the healthcare-related 

themes involved, however, (including interviewing NHS registered nursing 

staff) an opinion was sought regarding permissions and ethical approval 

from Tayside Medical Science Centre (TASC) who co-ordinate sponsorship, 

NHS ethics and research and development (R&D) approvals locally. 

TASC’s assessment of the proposal was that there was enough clinical 

involvement to characterise this research as clinical and therefore requiring 

submission for a joint approach. TASC’s guidance was to pursue the 

following processes, in conjunction with the SREC application: 

1) Joint University/NHS sponsorship application 

2) SREC approval 

3) R&D approval 

This section details the processes involved in these approvals and access to 

students from respective Schools.  
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8.7.2 Joint sponsorship 

The sponsorship process involved submitting TASC’s proforma 

documentation for application for sponsorship, study protocol, participant 

information sheet (PIS) and informed consent sheet (ICF) (see Appendix 4). 

The latter two were modified and approved in the application process to 

reflect the non-trial, non-patient involvement and non-NHS location of the 

study. A recruitment poster to accompany the email and social media 

recruitment, an invitation to participate email exemplar and focus group 

study guide were compiled and submitted for approval (see Appendix 4). 

After a process of revisions, the documents were approved and joint 

sponsorship, with associated indemnity for the study, was granted on 09 

October 2019 (see Appendix 3). 

8.7.3 SREC 

Due to the guidance to seek sponsorship first ,SREC application was delayed. 

The study protocol, PIS and ICF forms used for sponsorship differ from the 

SREC equivalents, but permission was given by email from the Chair of the 

SREC to use these as they would be the ones used in the study itself (see 

Appendix 3). 

These were submitted with the SREC Form B application and after revisions, 

ethical approval was granted by SREC in the ESW (see Appendix 3). 

8.7.4 NHS R&D approval 

This approval process is achieved by registration and submission to (IRAS). 

Following approval and revision of this submission R&D approval was 

granted (see Appendix 3) 

8.8 Data management  

The data generated in this study is of two primary types. There is literary 

data drawn from the selected sources in the literary discourse analysis phase 
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of the study. There is also focus group data that will be in three forms: direct 

data from the audio recordings and the transcripts data of those groups’ 

proceedings and the non-participant observer’s notes.  This data will be a 

mixture of electronic and paper forms. 

8.9 Data storage 

All electronic data is stored on a password-protected university computer 

within password-protected files. I will adhere to data protection laws and 

local research governance procedures for the storage and disposal of data. 

The data is held securely and will be for five years. It will be deleted securely, 

with guidance from the University IT department following the procedures 

that will be in place at that time.  

Paper data will be kept in a locked location, within a locked office for five 

years and will be shredded securely, using the University’s confidential 

shredding service at the time.  

All participant personal information (names, email addresses and phone 

numbers) will be deleted by six months following the study’s conclusion. It 

will be held until a final summary report of findings is sent to the 

participants. This information will be held separately, both electronically and 

in hard-copy form, from data to minimise the risk of confidentiality being 

compromised. 
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Chapter 9 Literary Critical Discourse Analysis 

9.1 Introduction 

This chapter represents the enquiry into the secondary discourse data in the 

fields of nursing and social work, related to compassion or compassionate 

care. The literature search will major on a UK nursing and social work 

context. 

9.2 Literature search 

The literature search was conducted in November 2018. It consisted of three 

searches of the following electronic indexing databases: ASSIA, ProQuest 

Social Services, CINAHL+ and the University of Dundee’s Library and Learning 

Centre Search (UoD LLC) search link, which uses “web-scale discovery” of a 

range of academic search engines (University of Dundee, No Date), to 

simultaneously search multiple databases. These search engines were 

utilised as they broadly cover nursing, social work, social sciences and 

educational fields.  

Hand searches were also carried out from the reference lists of specific 

articles and papers already accessed for the background literature review 

chapter, to enrich the search approach, providing several other sources. This 

was particularly necessary with the social work literature. 

9.2.1 Search terms and approach 

Nursing literature around compassion, compassionate care, and related 

themes, is extensive. The search utilised similar, but different, Boolean 

strings and limiters in each of the databases. The social work literature 

shows no such consistent body of literature around compassion or of 

learning compassion. Rather, compassion is more typically hidden within the 

literature (see Tables 4 and 5, next page). 
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Table 4: Nursing resources 

Search 
engine 

Search terms Hits Sources 

ASSIA (compassion OR compassionate care AND nursing) AND 
(teaching OR training OR learning) NOT (measur*) AND 
(loc.exact ("United Kingdom UK") AND at.exact("Article") 
AND stype.exact ("Scholarly Journals") AND subt.exact 
("nurses") AND pd(20100101-20181122) AND PEER(yes) 

 

 37 

   

     3 

CINAHL+ (compassion OR compassionate care AND nursing) AND 
(teaching OR training OR learning) Limiters: 2010-2019 
English, Peer-reviewed Journal Articles UK & Ireland 
English Language  

 

 84 

       

     3 

UoD LLC  (compassion OR compassionate care AND nursing) AND 
(teaching OR training OR learning) Limiters 2010-19 
English Language   

 88      7      

Note: Two included sources were found from the background literature review 

Table 5: Social work resources 

Search 
engine 

Search terms Hits Sources 

ASSIA SU.exact("COMPASSION") AND 
subt.exact(("compassion" OR "sympathy" OR 
"emotions" OR "morality" OR "suffering" OR 
"altruism") AND "empathy" NOT ("nurses" OR 
"nursing" OR "nursing care")) 

   

 87 

 

    2 

ProQuest-

social 

services 

(("SOCIAL WORKERS" OR "SOCIAL WORKERS") AND 
("EMPATHY" AND "COMPASSION")) AND 
(subt.exact("social work") AND pd(20040101-
20190717)) 

 

 98 

     

    2 

UoD LLC  (compassion and social work) NOT ("compassion 
fatigue" OR "burnout" OR "NURS%") 

 116      2 

Note: Two included sources were found for the background literature review 

9.2.2 Sampling process and inclusion criteria 

Traditional qualitative criteria for sample and saturation tend not to apply 

to CDA and can be viewed by other schools of research as being problematic 

(Wood and Kroger, 2000). These authors caution further that discourse 

analysts frame their sampling procedures discursively and not by 

consideration of variables.  The same applies to the numbers of items or size 

of an analysis corpus, CDA may produce a great deal of language data from 
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a relatively small sample (Wood and Kroger, 2000). As an approach, 

therefore, sampling requires a “principled basis” according to Fairclough 

(1995; 2010, p51). This requires three main components — an overview 

account of the institutions (nursing and social work in this case), their 

relationship to one another and other institutions in their unique social 

structuring and the bases of forces or power within these; provision of 

accounts of nursing and social work orders of discourse (including dominant 

voices within these) and, finally, ethnographic descriptions of the key 

societal structures in each profession (Fairclough 1995; 2010). In his first 

edition, Fairclough (1995) promotes the notion of ideological discursive 

formations (IDFs) but withdraws from these in later work (Fairclough, 2010) 

and acknowledges their limitations or confining nature. This seems 

reasonable, as differing social structures can have hegemonies or hierarchies 

within them (and therefore can oppose). They can also be in co-operation or 

share some common feature, yet disagree on others, thereby influencing 

their respective discourses in reflecting these collaborative and contrary 

positions and the power dynamic inherent within these pluralistic positions. 

From the searches, described in the previous section, I screened the 

abstracts and marked those that had clear or potential educational 

components that warranted a fuller exploratory reading. From this approach 

the sources included were identified for the two professions. The texts 

selected for inclusion were chosen to reasonably reflect the swathe of 

opinion, theory and research in the two fields. The nursing literature-base 

being much greater required me to make a fair representation of the types 

of literature available. The included texts are, therefore, not an exhaustive 

collection of this literature. The more concise and less prominent social work 

literature required a judicious view of papers that contained a focus of the 

development of compassion. The following section (9.2.3) outlines my 

approach to principled sampling, but I note here also that this selection 

process was subjective.  
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9.2.3 Principled sampling 

In this section, I unfold the respective societies within which nursing and 

social work exist. They have many similarities, so I will deal with them 

together, highlighting where they differ. This follows the broad three-point 

guidance of Fairclough (1995; 2010). The first two points consider the 

societies and their elements and the nature of the respective discursive 

formations and connections between those parts of the societies and their 

discourses. The third point covered is a description of the ethnography of 

the two societies and their discourse and I start with the ethnographic 

overview of nursing and social work. 

Nursing and social work are both helping and caring professions. Their 

modern guises have arisen from societal need in the industrially and socially 

developing world of the nineteenth century (Winkelstein, 2009; Bradshaw, 

2011; Ehrenreich, 2014; Bamford, 2016; Berg-Weger, 2016). Whilst a lay 

version of nursing has likely existed from the beginning of organised social 

living, social work has less of a primordial heritage (Buhler-Wilkerson and 

D’Antonio, 2017; Wagner, 2017). The function of caring for the sick or 

providing alms for the weak or poor, relatable to the modern professions, 

was often undertaken by religious groups before the mid-nineteenth 

century, however. Elements of these formative routes can be found in the 

discourses of each profession. In nursing, the discourse surrounding 

compassionate care has routes that can be traced back to the Nightingale 

era and in social work, the basis of social justice has been central throughout 

its history. 

These two professions have not developed professionally or culturally 

together in any concerted way, but their timelines and professionalisation 

processes (emergence of formal training, regulation, legislation, 

registration, professional autonomy and identity and graduate-level higher 

education) have run not dissimilarly over the past century and a half (Wynd, 

2003; Weiss-Gal and Welbourne, 2008). Nurses and social workers have 

sometimes shared a client-base, especially in community work with 
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vulnerable groups, but also in hospitals following the late twentieth-century 

development of interprofessional care (Webster, 2002). Nursing and social 

work have each often existed in a hegemonically weaker situation with 

medicine, but this has been more profound for nursing given the proximal 

relationship with medicine in hospital work and the traditional academically 

and conceptually dependent nature of its underpinning ethos and theory 

(Webster, 2002; Chatterton, 2004; Hurley and Ramsay, 2008). Social work 

professional autonomy emerged more strongly and quickly as it developed 

an earlier arms-length relationship with medicine; a relationship 

traditionally often strained due to role tensions and intervention paradigm 

differences, historically outlined by Roberts (1989). Similar differences and 

tensions in social work and medical relationships were identified by Mizrahi 

and Abramson (2000). 

In the UK, both nursing and social work have their regulation and elements 

of their education and practice controlled by Acts of Parliament, for 

example,  Nursing and Midwifery Order, 2001 (as a reserved power, cross-

UK) and the Social Work (Scotland) Act, 1968. This politico-legal backdrop 

informs discourses in the two professions, especially regarding conduct 

(duties, service, accountability). 

The professions’ respective functions and societal need places nursing near 

the NHS and social work to local authorities (though some social workers 

practice in NHS premises and some nurses are employed as care managers 

by local authorities). The UK government (via the Department of Health), the 

devolved governments of the UK (for Scotland, Wales and Northern Ireland), 

local government and the four home countries own iterations of the NHS are 

key parts of nursing and social work’s respective societies. These 

organisations are often in a hegemonically dominant position over the 

professions, controlling their policies, budgets, service provision, 

remuneration and education. The professions and the professionals, 

however, exert a counterforce as a wider, diverse and complex society needs 

nurses and social workers and so too, therefore, do these organisations. 

Discourse from these organisations is regulating, directing and therefore, 
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controlling. I judge this discourse trend as being marked by a need to 

safeguard the public, uphold standards and public confidence in the 

professions and the maximising of individual professional responsibility and 

accountability.  It is less frequently marked by partnership, one example of 

which may be the move of nursing education from the NHS and into higher 

education in the 1990s. In this Project 2000 development, it was the UK 

government who enabled this change after years of pressure from within 

nursing, especially the RCN and the result of its professionalising discourse. 

A more recent element of that discourse has shown a move towards greater 

health and social care integration across the UK (Scottish Government, 2011; 

Scott, 2018). This marks an arena for a new joint discourse, but also for 

nursing and social work’s unique discourses to exist in conjunction with this. 

This is politically imposed on the professions and has involved and sees 

further evolving changes to some working practices. From this, a newer and 

shared culture becomes possible. 

Nursing and social work both have distinct discourse societies and are part 

of UK society (with its own discourse culture) but are also subject to power 

relationships as which wider society’s discourse exert, for example, health 

and social care ‘wants’. These are often countered by the professions’ 

requirement to provide services based on identified personal or community 

need and, increasingly, good evidence. The media is a powerful societal 

force within this dynamic. Media discourse portrayals of nurses and nursing 

often involves a patronising essence of “angels” and of vocation (The Herald, 

2018). Social work is typically portrayed in more pragmatic, less romantic 

terms as a profession and has been subject to criticism around their 

safeguarding of the public roles, especially with children or vulnerable adults 

(Smith, 2014; Social Work Tutor, 2016). Both professions can be subject to 

the discursive wrath of the media when there is a perception of or an actual 

failure in their duty or care provision, exacerbated by a highly critical UK 

media establishment (Smith, 2014; Social Work Tutor, 2016). The media 

exerts an influence of sometimes unfair expectation, coupled with a critical, 
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policing role (often via an idealistic or judgemental lens, not always 

grounded in facts).  

Other societal relationships to consider are the professional organisations 

representing the professions, such as the Royal College of Nursing (RCN) and 

the British Association of Social Workers (BASW). Both the RCN and BASW 

(respectively) exert power upon and on behalf of nurses and social workers, 

via professional representation and in their developmental/educational 

functions. Their discourse trend is towards promoting the professions and 

those within them, defending the professional name and advancing each 

profession’s agenda for the future. 

Both nursing and social work, as fully-fledged professions, are governed by 

statutory professional bodies (Nursing and Midwifery Council  — NMC — for 

UK nursing and Scottish Social Services Council for social workers in 

Scotland) who lay-down the codes of professional conduct, values and 

standards, safeguard entry to and registration of their members and 

influence standards for education. This power dynamic is largely a one-way 

dominating force upon the professions, not least because nurses and social 

workers are compelled to join and to pay a fee for the privilege.  

These forces within nursing and social work’s respective societies also 

influence education providers. Universities, therefore, exert a force as they 

provide the next generation of professionals and gate-keep the professions 

by setting entry criteria for education and weeding-out those who cannot 

meet prescribed requirements. The professions also exert an influence back 

in education, by providing practice locations and supervision of students and 

are also, therefore gate-keeping access to the professions and their 

traditional standards of care. This relationship can be largely collaborative. 

Higher education’s discourse tends to be about maintenance and 

development of professional education and standards, to replenish 

workforce and to collaboration in generating of new knowledge and 

understandings to develop contemporary practice. University discourse also 
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includes marketing as continuing professional development providers and 

partners. 

All these societal constructs in nursing and social work have roles that 

influence their discourses around compassion and compassionate care and, 

as such, may be represented in this literary CDA and influence the selection 

of text for analysis. Included texts in this literary CDA are drawn from the 

literature searches (detailed previously in Tables 4 and 5). 

9.3 Included texts 

Criteria for inclusion are: 

1. The source text is English language. 

2. The source text has educational or developmental implications (like 

learning, teaching and training) around compassion or 

compassionate care. 

3. The text must relate to nursing or social work. 

 

Each of the included texts will be subject to three-stage analyses with others 

in the same text genre. A summary and synthesis will follow at the end of 

each text genre. 

9.4 CDA 

There is no compulsion in Fairclough’s framework to proceed in the analysis 

in Text-Discursive Practice-Social Practice format, however, I have chosen to 

structure included texts in a coherent and manageable fashion. Discourse is 

not linear, and neither is its analysis so there are overlaps between the 

themes, but I believe this representation offers presentational consistency 

and methodological adherence to each analysed text, for an (overall) 

substantial body of included literature. I will also summarise the findings of 

each genre of literature CDA in this fashion. 

An important component of CDA is coding of the texts, according to 

Schneider (2013). The texts have been coded for the following four groups 

of discursive features and attendant highlight colourings used, which are 
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reflected within the excerpts shown in the differing discourses. The four 

code groupings (and highlight colours) are: 

Power — professional, public (people) and policy (politics) derived 

discursive language. 

Practice — professional practice-related language within the discourses. 

Educative — educational, learning, developmental, training and related 

textual discourses. 

Linguistic — other facets of language use and application of interests within 

the source texts 

On some important occasions, text may reflect combinations of these 

features and highlight colouring may reflect this. This is part of what Wood 

and Kroger (2000) term as demonstration, that is, presentation of coded 

excerpts of text which become available for analysis and deeper discussion. 

The selection of these excerpts is part of the interpretation of the wider text 

and the coding guides the analysis allowing inferences and hypotheses 

within them to be highlighted (“…showing versus telling...”, Wood and 

Kroger, 2000, p170). Some examples of literary and focus group 

transcription colour-coded text are included (see Appendix 6). 

The analyses will be presented on a paper-by-paper basis, rather than in a 

thematic manner. The rationale for this is based on the coding process 

undertaken with the included texts, which teased out multiple themes and 

issues. In reflecting upon this, the data-harvesting, via the thematic 

approach I started with, made the data cumbersome to handle and I felt 

there was a danger of losing or mishandling this and vital findings might be 

lost or not captured fully. Being mindful of the principles of orderliness and 

warrantability (Wood and Kroger, 2000) I sought an alternative. 

Paper-by-paper analysis allowed themes in each to be identified and 

intertextual and other thematic linkages made, as I presented them. This 

allowed me to readily collect and characterise data and for the analysis to 
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be deeper, via a faithful pursuit of the Fairclough (1995) framework. I colour-

coded text, gathered-up themes and assessed their significance and 

relationships within and between sources, then readied them for written 

analytical presentation and discussion. This approach also inspired the 

decision to have separate theoretical and research genres for the large 

nursing literature. Furthermore, this influenced the provision of summaries 

and syntheses at the end of each genre of analysis, followed by the 

Fairclough (1995) framework figures, which themselves are used to provide 

headline findings concerning text, discourse practice and social practice. The 

summaries, syntheses and headline findings then become available for 

discussion of findings between each set of analysis. 

9.5 Nursing discourse 

This section will provide analyses of two genres of nursing texts to illuminate 

key issues regarding compassion and its educational aspects and 

commences with a newspaper article to contextualise the socio-political 

climate of compassion in nursing. 

9.5.1 Nursing analysis 1  

Campbell, D., 2013. Nurses must spend a year on basic care. The Guardian 
(online), 26 March. Available at:  
https://www.theguardian.com/society/2013/mar/26/nurses-basic-care-
training?CMP=share_btn_tw  

I include this text as it exemplifies how media and governmental power can 

be applied upon nursing, regarding education and compassion. This text is 

value-laden and directing. It names (the then) Health Secretary, Jeremy 

Hunt, as the one who would announce a pre-education year of learning, to 

expose applicants to core nursing procedures (as a response to the Francis 

Inquiry (Francis 2013) exploring poor care in Mid-Staffordshire a few years 

before) to improve their awareness around compassion. 

 

 

https://www.theguardian.com/society/2013/mar/26/nurses-basic-care-training?CMP=share_btn_tw
https://www.theguardian.com/society/2013/mar/26/nurses-basic-care-training?CMP=share_btn_tw
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Excerpt: “Ministers see the move as essential to ensuring the nursing 

profession rediscovers the values of compassionate care which critics claim 

has been lost amid pressure to meet NHS targets, rising numbers of 

patients and some nurses displaying appalling behaviour towards some 

patients. Critics also fear that too many nurses have become too detached 

from the fundamentals of patient care and avoid too much routine contact 

with patients, such as help with feeding and moving around for those who 

need it.” 

Text: This extract from the article contains several linguistic features of 

interest. Firstly, it was viewed as “essential”, suggesting something that was 

to be commanded yet it was never implemented, and there is no explanation 

as to why and no evidence given for the seeming imperative nature of the 

change expressed. It reads like a decree as it focuses on enforcing a change 

to pre-registration nursing education admission (“the move” — based 

seemingly on a vicarious learning practical experience) in response to 

nursing practise that had departed from the acceptable.  

In defence of this, the article cites exemplars of the possible reasons for this, 

all of which are to do with things in practice and service challenges. These 

are not directly associated with educational reasons and certainly not 

aligned with pre-registration educational provision. This partially implies 

new registrants are in some way responsible by targeting pre-registration 

courses. The article cites concerned critics, these who are trying to exert 

their power on nursing education and recruitment within it but does not 

suggest who these people are or their credibility as commentators on the 

situation. It provides a non-evidenced criticism of an unspecified number of 

nurses becoming alienated from their caring purpose. It also cites 

unspecified ministers’ concerns, adding to the feel of a groundswell of 

political power and pressure to change, to act. 

Discourse practice: The article is written authoritatively (there is a feeling of 

reporting a press release or communiqué) to convey a major change in 

government policy that will be top-down imposed on nurse education and 
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would-be students. There is no analysis of the situation, nor any counterview 

to the position being reported, therefore, it presents a unitary view on the 

situation. The government position is relayed in a way that it seems to be 

acting on a situation of considerable public concern with swift educative 

change in mind and having isolated the source of the issue. This an example 

of the ‘unsaid’ (Cheng, 2002, p309). That is, the discourse suggests the 

newspaper seems accepting of this by not questioning, challenging or 

seeking outside informed professional or opposing political opinion, adding 

to the sense of non-critiqued confirmation. This is an example of footing 

(Wood and Kroger, 2000). Footing is where something is reported in a 

fashion that conveys a specific message standpoint. The lack of challenge 

serves to place the information as acceptably accurate (giving it credence), 

yet in his footing of (merely) being the conveyor of policy, the reporter is 

also putting a degree of distance between himself and the text’s author. 

These two positions are contrary to each other as the former accepts the 

credibility of the policy premise, therefore, the paper is acting as a de facto 

government mouthpiece, but with deniability of ownership of the text. 

The discourse also talks to “too many” being “too detached” but does not 

explain in any sense the numbers of nurses involved nor their level of 

detachment. It talks also of avoidance of “routine contact” on the 

assumption this means the same thing to all concerned. These are other 

examples of the ‘unsaid’ (Cheng, 2002, p309). 

Social practice: The analysis provides evidence of text which has been 

reported and constructed to convey the certainty of government position; it 

will exert change upon nurse education. This has the further (unstated) 

effect of confirming the following: 

1) That government is acting and acting rapidly, rightly and effectively. 

2) That the cause of this complex issue has been isolated and needs no 

explanation or the presentation of evidence to support the move. 

3) That the reasons for the failure in Mid-Staffordshire are connected 

to nurse education provision and its apparent failure to expose 
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nursing students to the correct milieu of compassionate care 

learning and experience. 

4) The remedy suggested is the suitable way ahead. That is, working in 

a care environment where one is regularly exposed to ‘basic’ nursing 

care will foster compassion and indeed that role-models in that 

experience will showcase the correct dispositions to learn from. It 

does this without any compelling presented evidence to support the 

initiative (opinion-based or empirical) that this will a) create a more 

compassionate nurse and b) resolve the sorts of issues that Francis 

(2012; 2013) exposed. 

5) It suggests that the arena for compassionate nursing is within the 

provision of core personal care, without taking any expert account of 

the existence of and nature of compassionate moments in complex 

care situations, procedures or therapeutic interpersonal 

communications, multidisciplinary work, patient advocacy or in 

negotiating/brokering patient involvement in their care or with 

family and informal carers. 

6) The suggestion (powerfully) is that something is amiss with nurse 

education and that this relates to nurses studying in higher 

education. There is no evidence provided to support this stance. 

7) This reporting informs the public of the cause, solutions and what is 

to blame for the situation and so follows the implication (yellow) that 

nursing, due to graduate-level preparation of students, has become 

or is becoming less compassionate or prepares nursing students less 

well in this regard. 

 

The effect of this article is that it entrenches ideas that exist (and persist) in 

society or creates uncertainties in those who previously did not have any, 

about how the UK prepares new nursing registrants. Overall, it adds to 

negative, uninformed, wider societal and media discourses. This exemplifies 

the socio-political nature of societal discourse in which nursing and nurse 

education exists and one highlighting political hegemony, that is, nursing as 
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an instrument of political policy. Here, the media is a representative of the 

public agreeing with the government, without really knowing what it is 

agreeing to. This creates a paternalism as the media becomes a political 

instrument over nursing and nurse education. Further, the article mentions 

a more target-oriented NHS and one where nurses may be over-stretched, 

yet the emphasis on education deflects or obscures wider socio-political 

reasons for this such as government investment in and policy regarding the 

NHS, changing nursing roles and professional autonomy or the rising cost of 

the NHS due to technological advances in treatment and population 

demographics. The next section (9.5.2) contains the selected papers for 

analysis. 

9.5.2 Nursing papers overview 

I have selected a large body of nursing writing and seek to represent many 

aspects of the literature in the analysis which will explore literary trends and 

provide aspects of agreement, commonality and discrepancy or dissent 

between texts. The included texts in this CDA are drawn from the literature 

search and sampling approach detailed earlier. The texts for analysis are 

assembled in two discourses: theoretical and research papers. 

The papers all have (as part of their focus) views directly about or impacts 

for education or implications for the development of compassion in nursing. 

As a general overview of all these texts reflect the prominence of the issue 

of compassion and compassionate care in nursing. There is near-unanimous 

support in the papers expressing the centrality of compassion to the caring 

role within nursing. 

Several papers also identify policy, regulatory and professional body 

requirements surrounding compassion in practice (Straughair, 2012b; 

Bramley and Matiti, 2014; Curtis, 2014). This prominent association 

emphasises the practice relationship between compassion and care. Public, 

policy, regulatory/professional body recognition of the centrality of 

compassion to care further illuminates the civic and institutional political 

power exerted upon nursing, conferring a professional imperative upon 
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nurses to be compassionate in their practice. This politico-professional 

driver exerted upon nursing are acknowledged by Straughair (2012b) and 

attributable in the UK to well-publicised negative care events in the years 

preceding her publications (Straughair, 2012a; 2012b). These papers 

promote nursing “re-endorsing” compassion (Straughair, 2012b, p239). This 

is a powerful word, as it implies nursing/nurses have insufficiently 

acknowledged or expressed compassion’s place in care. Outside of the 

instances of reported poor care, it is a damning judgement on the profession 

in the UK to feel the need to call on it to re-arm itself with compassion at its 

core. Equally, elements of this discourse perhaps unfairly blame by 

association, the many other nurses who assiduously go about their work 

professionally and with compassion at the heart of their practice. 

Another feature from this body of papers is that whilst the educational focus 

is inherent within each of them they use an array of title verbs suggesting 

how compassion might be learned: “exploring” (Straughair, 2012b) 

“developing” (Dewar and Nolan, 2013) Bramley and Matiti, 2014) 

“teaching” (Richardson et al., 2015; Shea et al., 2016) “encouraging” (Shea 

et al., 2016) “learning” (Curtis, 2014; Goodman, 2014; Shea et al., 2016) 

“building” (Burridge et al., 2017) and “promote” (Percy and Richardson, 

2018). These provide an educational focus on teaching and learning, but also 

on the stimulation of the integration of compassion into practice from the 

varying approaches the papers propound. The use of words like promote, 

encourage, develop and build all suggest subtle, incremental, even perhaps 

a sustained, on-going process of applying learning to enhance compassion 

in care. 

The discursive power of the requirement for compassion to be maintained 

and developed (or re-established) is a facet of many of the papers, especially 

those from the UK, where the Francis Inquiry (Francis, 2013) into departures 

from acceptable care in Mid-Staffordshire was a powerful influence (Curtis, 

2014; Goodman, 2014; Richardson et al., 2015 and Percy and Richardson, 

2018). This is like the call in The Guardian article in framing analysis. The 

reach of Francis across nursing is apparent in that the implications of inquiry 
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and report (Francis, 2013) also influences two of the international papers 

(Shea et al., 2016; Burridge et al., 2017). The importance of maintaining 

connection and reconnecting nursing with compassion, both educatively 

and in practice, is reinforced by this aspect of the discourse and supports the 

re-endorsement theme from Straughair (2012b). 

9.5.3. Theoretical and philosophical nursing papers 

Straughair, C, 2012b. Exploring compassion: implications for contemporary 
nursing. Part 2. British Journal of Nursing, 21, 4, 239-244. 

Text: This paper is the second of two from the author that explore the nature 

of compassion in nursing. This philosophical paper specifically considers 

political and professional forces exerted around compassion, the definition 

of compassion and the ‘right’ kind of person to enter the profession as a 

nursing student. There is a conflation between compassion and the 

“empathetic” nurse (p240). Although not an educational paper, per se, the 

author touches on important issues and supporting literature to guide how 

the need to develop compassion within UK nursing can be positively 

influenced. This offers a review of the position of nursing compassion at 

present and explores reasons for this, then gives a view on the 

developments needed. 

Discourse practice: Straughair provides a focus on the complexity and 

uncertainties around defining compassion, noting the subjectivity 

surrounding this and the conceptual confusion with its close and, at times, 

near-synonymous relationship with caring, sympathy and empathy. The 

authoritative writing, backed by credible literature, underpins the support 

of the paper. The discursive direction suggests positive and remedial actions 

to improve the professional understanding and place of compassion in 

contemporary UK nursing practice. Political influences exerted on nursing 

and compassion are presented as the UK government, NMC, RCN and the 

public. Together they create a professional pressure on nursing to be 

compassionate, enshrining moral virtuousness, embodied by kindness 
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together with technical skilfulness: a fusion of a values-based ethos and 

practice capability underpinning nursing care. 

There is emphasis in the language of public involvement in student and staff 

selection. This is also reflected where developing values-based/compassion 

learning in nursing education and for continuing professional development, 

with patient involvement in content development and teaching delivery 

advocated. 

Social practice: This discourse explores aspects related to the professional 

and personal development of care. These are best exemplified in the 

following excerpts from the paper’s box summaries. The first three are 

adapted from Youngson (2008). 

Excerpt: “Declare compassion as a core value” A declaration that has the 

feel of an announcement or, in this case perhaps, a re-announcement of 

compassion’s centrality to nursing practice. 

“Reward rather than punish compassionate caring” The language used is 

suggestive of behavioural learning theory. To socially-reinforce the desired 

behaviour of compassion, rather than to negatively-reinforce being 

uncompassionate by shunning or criticising the behaviour. This suggests that 

in some areas a paradigm shift has occurred whereby compassion is no 

longer prized or has become decried within elements of nursing. 

“Declare compassion as a management and leadership competence” Again 

to announce/proclaim compassion, but also herald it as a core learning tenet 

to be applied to the culture of management and leadership. This conveys 

both personal and organisational learning and development in this 

statement, suggesting this has been lost (at least in some areas). 

“Compassion requires nurses to feel empathetic to the suffering of others, 

enter into the realms of this suffering and react in such a way as to 

demonstrate humanity” This statement is about how nurses should practice 
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compassionately. That it needs to be stated at all perhaps emphasises how 

far it is assessed that compassion has fallen as a nursing priority. 

“Service users should be used to support recruitment and selection 

processes, curriculum planning and design and the delivery of teaching and 

learning strategies.”  

 Here we can see the power of the public being brought to bear, not to 

criticise but to assist in getting the correct applicants for nursing and to 

influence and develop its educational outputs. Moreover, it conveys 

partnership; driving recruitment and learning standards up together as 

stakeholders.  

“Nurses need to be supported to enable compassionate care” Again 

support but this time as an element of empowerment of the individual nurse 

to feel able to express compassion in their work. This again suggests the 

power alliance and partnership — between education providers and 

learners, between nurses within teams, between nursing teams and the 

management/leadership culture of the organisation and between patients 

and nurses and educators and organisations. 

 

Excerpt: “Leadership for compassion is essential, quality should be 

championed from ‘ward to board’.” 

This is a view of leadership power not just being exercised from 

organisational leaders down onto nurses, but also for individual nurses and 

teams to champion compassion, to inspire and role-model effectively and 

for organisational leadership to foster a culture that allows compassionate 

care to flourish. 

In these summary statements, Straughair highlights practice that needs 

strengthening, offering a range of approaches (drawn from literature) to 

enhance this. The values-base is the arena for intervention and service users 

and service leaders are pivotal in delivering this to assist with “re-
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embedding” (p242) compassion, again suggesting this is lost and needs 

rediscovery and restated in care. For Straughair to suggest nursing declare 

compassion as core and that this is a central competency for nurses and 

organisations, emphasising how far she believes we have journeyed away 

from this and that these remarks are part of a process of re-embedding.  

Capable role-models need to be identified to educate, lead and be 

champions of optimal practice, with educational and managerial support 

directed on enablement of nurses to be compassionate carers and for 

support structures to minimise and address deficit caused by moral distress, 

compassion fatigue or burnout.  

Organisational (strategic) leadership needs to be supported by good 

operational leadership to uphold the drive for higher quality, including space 

for practice reflection, optimally via clinical supervision. This latter point 

emphasises that after decades of establishing clinical supervision in UK 

nursing, it is not universally embedded in practice. Overall, these excerpts 

reveal a range of ways educationally, managerially and collaboratively that 

power needs to be redirected to assist and support in promotion and 

maintenance of compassion in nursing. 

Goodman, B., 2014. Risk, rationality and learning for compassionate care: 
the link between management practices and the ‘lifeworld’ of nursing. 
Nurse Education Today, 34, 1265-1268. 

Text: This is a short philosophical and sociological academic journal paper. 

The author sets out an opinion surrounding compassionate care and 

connection with education and development based on these aspects. The 

tenor of the paper is that the author asserts that the cultural and practice 

world which nurses are socialised into is one of conflicting masters — the 

world of the assumed or self-evident need for care versus a world of 

managerialism and leadership centring upon tasks. Such conflict is confusing 

for human values-based educated/oriented nursing students and new 

professional entrants to find themselves in and results in tension between 

this relational orientation and managerial culture. 
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Discourse practice: This paper’s discourse adopts a polemical view of 

managerialism and a target-culture within the NHS, as militating against 

nurses exercising compassionate care. The thrust of the paper is that nurses 

become culturally entrapped with this context and behave to maintain 

“…bottom line…” (p1266) priorities like financial prudence and risk 

management or risk aversion. Goodman argues that these are rational 

responses and gives an example of instrumental rationality (Weber, 1932, as 

cited by Goodman, 2014) in the limiting of patient movement to avoid falls 

but notes this action can lack humanity and is designed to eradicate care 

episode uncertainty, rather than to respond directly to individual patient 

need. 

The language used is philosophical and persuasive. Persuasive, as something 

is not right within these rational set of approaches that inhibit compassion, 

not least that new nurses in the NHS may adopt the former at the expense 

of the latter. The philosophical basis provides a backdrop to the two sides of 

the rationality versus humanity debate. 

Excerpt: “When nurses uncritically take on board the tenets of bureaucratic 

rationality, their humanistic life worlds are thus ‘colonised’. This is another 

aspect of the theory-practice gap, in that students may learn to construct a 

praxis based on humanistic values, but then via the resolution of any 

cognitive dissonance they might feel when confronted by reality of clinical 

practice (Curtis 2014), may come to practice instrumentally.” 

Here Goodman’s language is suggesting that whatever notion of moral good 

in the nurse for human responding or compassion is, it is operationally 

usurped by a need to conform to the realities of clinical work and culture. 

This can either be cognitive or reconciled more insidiously as socially learned 

(“may come to”). This seems redolent of the cliché of professionals 

‘consuming their own’. He draws on the notion of lifeworld from Husserl 

(1936, as cited by Goodman, 2014) and of colonising humanistic traits from 

Habermas (1981, as cited by Goodman, 2014). The author further covers 

Foucauldian ideas of governmentality whereby a discourse of managerialism 
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leads nurses to self-police themselves: the discourse itself exerts a power of 

self-management upon the individual that fulfils the task leading to 

instrumental or functional care, this would promote task completion over 

relational care. He is citing Curtis (2013) showing, not only a support and 

alignment, but an intertextual relationship with this paper. 

Social practice: Here Goodman suggests that nurses’ uncritical acceptance 

of managerialist efficiency culture impedes nursing’s humanistic values, but 

also sequesters (colonises) them, resulting in nurses becoming 

professionally socialised into less compassionate realms of practice, so they 

are socialised by the power of conformity to unlearn some human values 

underpinning care provision. One solution might be using how nursing 

students learn in practice contexts of opposing values to develop pre-

registration and post-qualifying learning units, where debates are unpacked 

to better understand issues in such non-compassionate environments. 

 Another component of this is to engage with and listen to patients as people 

with needs to capture the “soft metrics” (p1267) to enable a more person-

centred, tailored approach to care delivery, showing discursive connection 

with other papers in this analysis. The Francis reports (2010; 2013) highlight 

target culture and managerialism as central to the problem and listening to 

people, as professionals, is part of the solution for individual and 

organisational learning. An example of this may be fulfilling a risk 

assessment, but not attending to the unique needs, wishes, hopes and fears 

of people, let alone attempting to address or incorporate them into their 

care. Encouraging nurses to devote some time to listen to the person can 

obviate such issues.  

Geraghty, S., Oliver, K. and Lauva, A., 2016. Reconstructing compassion: 
should it be taught as part of the curriculum? British Journal of Nursing, 25, 
15, 836-839. 

Text: This Australian opinion piece makes a plea that nursing starts again in 

asserting the place of compassion in care. It reads often like a demand for 

nursing to act and that compassion feels lost or is not being optimised. It too 

notes the lack of a consensual definition of compassion in professional care. 
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The text harnesses other literature-based views in coalition (for example, 

Richardson, et al., 2015 paper from this analysis) to arrive at directive 

outcomes. The inclusion of this paper (being from Australia) is based on its 

similarity of rhetorical message to other papers and its defining feature 

being its apparent directing language for nursing and nurse education.  

Discourse practice: The use of clinical language to convey points of 

argument around practice are a distinctive feature of the discourse, for 

example, “…side-effects of uncompassionate care…”, “…signs and 

symptoms of uncompassionate behaviour…”, “…curative care…” and 

“…signs of compassion fatigue”. This approach suggests that on one hand a 

biomedical language (and therefore a lens) is applied to the discourse, which 

conveys an image and power around the issue upon the reader. The 

biomedical language may appear as if to play to understandings, jargon and 

cultural socialisation of many nurses, perhaps maybe more so to those 

practising in hospital settings. In this latter regard, this may be designed 

around the points of argument accessible to such nurses or have an effect 

of rhetorically and emotively getting alongside (in a ‘we are like you’ way) to 

persuade of the merits of their standpoint. 

Social practice: Pre-registration learning around compassion is essential as 

part of the wider reconstruction process for compassion in nursing and 

regular, indeed “annual compulsory” updates for post-graduate nurses, to 

rebut the challenge of compassion’s place in care being threatened. The 

evidence for this suggestion is unclear. 

The sense of threat is heightened by noting evidence that one-year post-

qualifying nurses are showing evidence of compassion fatigue. The paper 

loosely supports peer-supports, self-reflection and mindfulness as a means 

of resilience maintenance and development strategies that may be useful. 

That said, it notes the continuing debate on how well compassion may be 

taught and learned and that currently this does not happen widely in 

Australia, nor is it a marker of quality for their accreditation body for 

curricula. There is embracing support for a Richardson et al. (2015) pre-
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registration module approach for nursing students, suggesting ensuring the 

successive waves of new graduates are better armed from the start to 

maximise compassion even in challenging, often technical and task-oriented 

environments and to see compassion as a disposition that is part of the 

nurse’s graduate competence and commitment. 

Kenny, G., 2016. Compassion for simulation. Nurse Education Practice, 16, 
16-162. 

Text: This short UK paper casts a philosophical view over recent debates 

around the drivers for compassion education in nursing. Kenny seeks to build 

a case for learning about compassion via simulation given that this is a result 

of exploring: 

Excerpt: “…where two important forces meet…the drive to educate and 

foster compassion in healthcare training…” and “…simulation as a means 

of delivering competency in nurse education” (p160). 

The text exposes the powerful drivers impacting on nurse education to 

deliver a response to recent concerns about compassion in nursing care and 

suggests a means to safely practice and test students’ abilities in the 

simulated environments to develop compassion capability. 

Discourse practice: The paper uses philosophical thinking to exemplify the 

nature of the difficulty for nursing and education. Firstly, it differentiates 

compassion from empathy around the issue of acting to alleviate distress. It 

also proposes the Buddhist philosophy of near enemies to elicit those things 

which imitate, but are not the same as, compassion. In this case, it promotes 

pity as one such concept, where one may only note the others distress and 

grief, where the loss experience witnessed results in an over-identifying with 

the suffering that effects a pained response rather than the distress-

alleviating one. Finally, the paper suggests Jung’s shadow idea as a part of 

our consciousness and self-construction as nurses (for example, 

compassionate people provide competent compassionate care). The 

shadow is our personal and professional bête-noir; as an example, it notes a 

result of the Francis Inquiry (2013) was that nurses highlighted their 
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(rightful) condemnation of unacceptable conduct by others whilst, in our 

collective shadow, nursing suppressed our professional fears that the 

profession is not always as compassionate as it ought to be and suggests that 

simulation offers a route to explore and discuss the implications for care. 

There is both controversy and challenging argument in these positions for 

nurse education as nursing comes to terms with public noting of 

uncompassionate care. The discourse promotes a view that a deeper 

dialogue and learning from it may be initiated. 

Social practice: The paper makes the case for simulation in the following 

excerpts from the text. 

Excerpts: “Importantly one of the reasons that compassion has such a strong 

hold on our discourse about healthcare is that it is expressed in how we act 

and what we do” and “Therefore, because compassion can be expressed in 

observable physical acts simulation based education becomes an obvious 

area to address teaching needs, identify shortcomings and assess its 

expression” (p161) and “…simulation based education can become a forum 

to allow educators and students the opportunity to teach and assess for 

compassionate care” (p160). 

Kenny demonstrates his belief that one’s ability to witness and thereafter 

deconstruct acts that are designed to alleviate distress provides material to 

reflect and modify as learning for compassionate caring. Simulation offers 

opportunities for role-modelling desired practice and real-time feedback. 

Beyond the teaching of compassion-related skills, there is an opportunity to 

learn from seeing where something does not work as planned or is omitted. 

The chance to learn from reflective discussion about these areas and the 

strength of compassion within nursing is based around such definable 

moments of visible acts. 
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Burridge, L.H., Winch, S., Kay, M. and Henderson, A., 2017. Building 
compassion literacy: enabling care in primary health care nursing. 
Collegian, 24, 85-91. 

Text: This Australian paper advances the development of the concept of 

compassion literacy as a means of maximising the compassionate 

capabilities of nurses. The focus is on primary care and on how compassion 

literacy may be a means of defending against compassion fatigue. This is a 

new theoretical approach to the issue by a team of healthcare academics. 

This paper acknowledges the core nature of compassion to nursing and 

considers the importance of it within primary care and notes the problems 

associated with compassion fatigue for nursing. It cites Francis (2013), 

showing the reach of the Mid-Staffordshire inquiry in terms of nursing 

reappraising the place of compassion and how best to educate nurses. 

Discourse practice: There is a problem-addressing or solving feel to the 

discourse relating to compassion fatigue and burnout. It makes an early 

claim that “Compassion literacy is essential if compassionate care is to be 

delivered to patients in a sustainable manner” (p87). These are bold terms 

for a newly proposed theoretical construct to make and the paper goes on 

to identify personal development skills acquisition, self-care, leadership 

culture, team dynamic implications and relational nature of compassion with 

patients. Compassion literacy is devised as a developmental personal and 

work environment approach to maximising compassionate care and 

defending against compassion fatigue. It acknowledges barriers to 

compassionate care, for example, personal stress or lack of commitment to 

compassion in the nurse or workplace tensions, hierarchies and low 

autonomy, especially around decision-making. Compassion literacy is 

designed to address these areas of challenge. 

Social practice:  

Whilst each of these steps (of the following model) is drawn from supporting 

literature, what is given is an outline view and as such this remains 

speculative in application and potential effectiveness. What it offers is a 

structure and some new vistas on the problem of sustaining compassion 
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within primary care. Future piloting and testing of this theoretical model 

would be a next step in determining the long-term effectiveness of the 

claims made. The paper adds a new term to the compassion-related lexicon 

and new structuring into how nurse and nursing team development may be 

enacted to support compassionate care. 

Figure 7: Model of compassion literacy (Burridge et al., 2017, p89) 

 

 

Synthesis and summary 

A brief box summary (Figure 8, p163) and synthesis of theoretical findings 

drawn from the theoretical analysis is provided here with fuller 

consideration to follow in the next chapter. 

• There is a discursive suggestion that compassionate care is under threat in 

nursing, but it remains a central tenet in the values-base and in the 

conception of nursing in the motivation of the profession and in the public 

consciousness. Compassionate nurses exist in a context of competition 

between their values and more demanding organisational goals and culture.  
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• Compassion can be learned via programmes containing multiple 

approaches or methods. Professional socialisation is important in 

development as is effective role-modelling, but both can hamper and 

damage the expression of compassion when sub-optimal. 

•  Empathy and compassion are related concepts. More than this there is a 

risk of linguistic and conceptual confusion between them in which one 

behaviour may be perceived as the other, or as the same thing. This 

confusion creates the potential for a mismatch between a nurse’s view of 

compassion and what the patient seeks, as nursing care falls between two 

metaphorical conceptual stools. This can be compounded by the lack of a 

common definition of professional compassion for nurses to gauge their 

practice against. That definition should chime with patients so that 

compassionate care resonates with what nurses seek to achieve and what 

patients feel they need. This issue strengthens the requirement for a 

collaborative approach between nurses and patients in practice and in 

devising education for compassion. The concept of compassion literacy as a 

term and an ethos is a helpful way of thinking about steps and approaches, 

offering a taxonomy building from nurses’ compassion awareness towards 

an organisationally compassionate culture. The idea of the term literacy as 

it is used in other arenas of development in society, for example, IT or 

cultural literacy and as such is part of the language of development. 

• The previous links with the issue Kenny (2014) raises of nursing’s 

“shadow”; the dark or hidden acknowledgement that nursing care may 

sometimes fall short of optimal and nursing, as a profession, must face the 

reality and think about that when deciding what steps may minimise 

recurrence or sustainably improve things. Such steps would be cultural, 

developmental and educational. 

 

 



 
 

 

- 163 - 

Figure 8: Nursing theoretical summary  

 

 

9.5.4 Research-based nursing papers 

Dewar, N. and Nolan, M., 2013. Caring about caring: developing a model 
to implement compassionate relationship centred care in an older people 
care setting. International Journal of Nursing Studies, 50, 1247-1258. 

Text: This research paper focuses on learning by developing practice via 

action research. Dewar, as author and researcher here, adds to her earlier 

work about compassion. Nolan is a well-respected author of nursing-related 

writing. The language used links compassion strongly with nursing care (and 

the focus upon the older people context).  The text explores definitions of 

compassion and the diverse, even divergent, nature of this and how this can 
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lead to a variety of interpretations and understandings. The text exposes the 

relational nature of compassion, via a narrative synthesis section and offers 

four central features of compassion which I condense here as: empathic 

emotional support to relieve distress, “effective interactions…”, active 

collaboration between staff, patients and family and detailed patient and 

family knowledge (Dewar and Nolan, 2013 p.1248/9).  

Discourse Practice: The need for clarity on the nature of compassion in 

nursing is a strong discursive theme in this paper. 

Excerpt: “Without greater clarity compassion is likely to remain little more 

than a rhetorical and political device which trips easily off the tongue but 

remains elusive, particularly in a, health care culture that is dominated by 

productivity, efficiency and effectiveness and promote quick fix solutions 

to the ‘caring problem’…” (p1248). 

This reads like a warning. An assumed or unexplained notion of compassion 

as a solution is of little value. The suggested “rhetorical and political device” 

implies policy, practice and research are thrown around as fine words or 

ideas but with little uniformity of understanding, approaches and likelihood 

of impact. This is a defining discourse in the field. Unclear definition caution 

aside, it grasps the issue of drivers for business-like targets and measures of 

practice that can consume the place for human-relating and values-based 

care; issues that may create the “caring problem” of sub-standard care 

incidents that have had prominence in recent years. Nursing needs to meet 

that socio-political expectation for compassion, but in the UK, these issues 

in recent years, have often centred on older people. Many deficiencies have 

been identified afterwards, not least care lacking in compassion. 

The authors follow this excerpt with a consideration of the difficult search 

for a clear definition and propose that, aside of the language of definition, 

nurses should seek to clarify values, attitudes and actions that contribute to 

compassion defining ways of relating, engaging and caring that manifest as 

compassionate. 
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Nurses struggling to enable compassion to flourish in care delivery 

compromised, or that are made more difficult, by target-cultures is a highly 

political statement. The “caring problem” suggests that care is increasingly 

viewed as a problematised hurdle, rather than the core focus of nursing. 

Initiatives to counter such deficit have been ineffective. This model seeks to 

address the ability to relate and engage to improve care. 

The paper includes a mnemonic in text and diagram to convey the Model of 

compassionate relationship-centred care (Dewar and Nolan, 2013) which 

includes within in it 7Cs of compassion: courage, connection, curiosity, 

consideration, compromising, celebrating and collaboration. The paper 

conveys a connectedness and articulation between each of the components. 

This, however, sets up a potential comparison (and perhaps framework 

confusion) with 6Cs (care, compassion, competence, communication, 

courage, commitment) of nursing (NHS Commissioning Board, 2012; RCNi, 

2015) and an earlier, not dissimilar, ‘six Cs’ (compassion, competence, 

confidence, conscience, commitment, comportment) that Roach (2007) 

developed from an original five, with comportment added later (active in 

North American discourse). That said, 7Cs also offers a ready way of recalling 

the model’s premise of relating and crafting caring conversations and as 

steps in an educative journey to stimulate service and staff development. 

Social Practice: The centrality of compassion to nursing care is asserted, but 

also returns to the concerns about the challenge of compassion appearing 

to be lacking in contemporary nursing, especially in older persons’ care. The 

paper concludes with an assessment of the model’s place in challenging the 

cultural competitiveness that exists between target-driven healthcare and 

the requirement for the qualitative commitment to compassionate caring. 

The application of the model to a team which has already attained a ‘beacon’ 

status for its practice is interesting, showing this team is undergoing 

development and individual learning on top of already noteworthy 

performance. Social practice was impacted by greater team clarity on what 

compassion consists of for the client-group, seemingly small acts to address 
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individual needs and wants, but ones that really matter to patients. Support 

from the team, and senior staff especially, can assist with challenging 

aspects of care. Collaboration and communication between staff patients 

and their family/carers enhanced the compassionate nature of the care. This 

included a nursing willingness to be strong in backing change that enhanced 

care and being more courageous in asking difficult questions of patients and 

families. In turn, patients reported a greater capacity for expressing their 

needs, thereby developing the emotional connection and collaborations 

further.  

Developing “appreciative caring conversations” (p1254) that is central to 

the 7Cs was germinal to developing better personal and relational 

knowledge (particularly subtle or nuanced interpersonal connections) that 

impact positively on the nature of care. The sustainability of change in 

compassionate qualitative practice needs a responsive relational approach 

to prevail in a culture of quantitative healthcare measurement. This final 

point relates strongly to a prevailing target-culture and attendant challenges 

in promoting quality components of healthcare governance, individual staff 

development and team performance. 

Bramley, L. and Matiti, M., 2014. How does it feel to be in my shoes? 
Patients’ experiences of compassion within nursing care and their 
perceptions of developing compassionate nurses. Journal of Clinical 
Nursing, 23, 2790-2799.  

Text: This research paper was produced in England by a PhD student and a 

co-writer. It explores the concept of compassion with an emphasis on 

nursing. The lack of unifying definition and complexity of compassion is 

central to the backdrop discussion. Language use and layout are academic 

and research-oriented in keeping with this type of text. 

Discourse practice: The discourse within the text is scholarly but differs from 

the others as the focus of the research and its findings come from the patient 

perspective. There is intertextual similarity in that with Dewar and Nolan 

(2013) who frame some of their work around patient experiences also, but 

the lens applied here is drawn entirely from this viewpoint. The paper 
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highlights aspects where small/short qualitative care moments can have 

meaningful impact on patients, a further intertextual link with Dewar and 

Nolan (2013). The patient discourse addresses what they view as 

requirements for optimising compassionate care (from their lived 

experiences). Discursive emphasis centres on the relational nature of 

compassion, being clear on defining compassionate care and shows a further 

connection with other selected sources (Dewar and Nolan, 2013; Curtis, 

2014). 

Social practice: This is an example of the increasing power of those who are 

termed experts by experience and of the potential for meaningful 

collaboration between professionals and those they serve. As such this 

shows a model of learning that potentially moves models of service more 

meaningfully towards a model of (compassionate) care. An example of lay 

power impacting on the profession and how nurses might work 

professionally. There is a strong sense of commonality operated within this 

paper’s discourse that reflects agreement with other sources. 

Curtis, K., 2014. Learning the requirements of compassionate practice: 
student vulnerability and courage. Nursing Ethics, 2, 2, 210-223. 

Text: A research paper which focuses on nursing students’ learning 

requirements for expressing professional compassion. The author is a widely 

published nursing professor who has produced several papers surrounding 

the concept of compassion, resilience and moral aspects of care in nursing, 

providing a measure of her contribution to the field. The study utilises a 

grounded study approach and considers the practice-based factors that 

impact on applying and developing student learning regarding compassion. 

The author suggests that compassion and compassionate care are complex 

and that the former occurs instinctively and yet can be learned, pointing to 

family nurture as an evolutionary mechanism to defend those closest to us 

from harm, but that compassion for others can be developed and learned 

and that ethico-moral learning passes on messages and themes that one 

may learn to adhere to, particularly in the realm of emotional investment for 

compassionate practice. 
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Discourse practice:  The discourse provided offers distinct moral, emotional 

and values-based themes. The author suggests that the activities of 

recognising distress, acknowledging suffering and acting to alleviate it are 

forms of “emotional labour” (p212). The author suggests this work or 

endeavour challenges nurses emotions and involves a depth of investment 

and learning about compassionate care, developing an appreciation of the 

nature of the emotions, actions and boundaries involved. Power is exerted 

on nurses from their professional investment and public expectation of 

compassionate care. 

Philosophically, the paper suggests a degree of surface and deeper 

emotional deception as nurses learn to feel one emotion, suppress it and 

portray another to the patient. In some instances, profound suppression 

results in a displaced emotion of how they feel about a situation to reveal 

another. These may be conscious or unconscious processes, but some 

respondents mention the “mask” they show (p216). This seems akin to 

adopting a ‘professional face’ for engagement in a caring relationship. 

Another aspect is the receipt of vicarious reward from their behaviour, 

which reinforces its repetition or conditioned behaviour: a form of 

social/experiential learning. These ideas challenge idealistic or altruistic 

models of thinking around pro-social behaviours; nurses receive something 

from being compassionate like a vicarious reward inspiring positive feeling 

they seek to replicate. The author captures these demands and responses as 

being part of the concept of “emotional labour”, giving rise to a sense of the 

interpersonal investment via personal efforts. 

The discourse provides a context of developing compassion as an ethico-

moral good, but also as a professional requirement derived from colleagues 

and patients and families. Thus, it provides insight into the power of 

professional socialisation from within the profession and societal 

expectation from the public. The recommendations read as speculative with 

use of the “may” in terms of the potential benefits of role-modelling by 

clinical staff and facilitated moral virtue discussion with nurse teachers. 
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Further, understanding professional moral distress with use of teaching and 

learning of resilience, exploring a hidden curriculum around expectations of 

compassionate practice and ways of supporting leadership and moral 

courage are framed as potentially beneficial by prefixing with ‘could’. This 

emphasises a feel of equivocation or positive speculation in the findings. 

There is more certainty in the language of emotional investment resulting in 

student vulnerability and uncertainty in the practice context between 

compassion and other facets of professional practice. This is a discourse 

theme around the need for student emotional support and sound 

professional role-models, as counters to vulnerability and uncertainty 

mentioned earlier. That support justifies curricular inclusion of content 

around moral thinking to foster moral courage.  

The final remarks of the conclusion are interesting ones to deconstruct as 

Curtis definitively promotes that the study shows nursing education inputs 

and supports need to be geared towards: 

“…development to enable students to make sense of the emotional 

requirements for compassionate practice and self-management in order to 

protect their own well-being: a combination of developing individual as well 

as organisational responsibility for improving compassionate care. This is 

a critical issue for nursing as a profession and for patients who rely upon 

nurses to relieve their suffering” (p220).   

The first sentence shows nursing has a way to go to fully understand and 

educationally implement the developmental emotional and organisational 

supports in pre-registration curricula: an important conclusion on it is own. 

The second sentence, however, shows the importance professionally and 

socially (of serving to people) and maintaining self-awareness around their 

capacity to care. The language compels the reader to view that nurses must 

be reliable in their efforts to identify patient suffering and do something 

about it for patients. This point feels like a powerful command and equally 

is open to an accusation of a paternalistic view of the nurse ‘doing for’ the 
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patient and less about relational collaboration or enablement. This 

command remark suggests a differing type of nurse-patient dynamic. 

Social practice: Boundaries were an evident area of nursing student 

concern. Students found knowing how much to give of themselves or how 

much to mask from others difficult, to get the pitch of their compassionate 

responding in tune with the situation and the nature of their caring 

relationships. This tension manifests in concerns about nurses appearing 

shallow in interest versus accusations of them being too emotionally 

involved. This led to vulnerability about how to act and conflicted feelings as 

students witnessed a hardiness in some role-models that they felt they 

needed to emulate. I detect this is where the author’s suggestion for 

resilience awareness training and understanding self-compassion come into 

focus, as they differ from hardiness in that they are about applying oneself 

flexibly or adaptively to situations and boldly engaging where they sense 

compassion is needed, rather than simply seeing things through. That 

malleability of response indicates the hallmark of tailoring care 

compassionately to individual contexts and needs. Hardiness runs counter 

to compassionate relating; a barrier to enabling nurses to offer necessary 

elements of self to the encounter. Courage was suggested as a means of 

addressing such conflicting emotions and situational uncertainties. Courage, 

as a moral virtue, can be applied to maximise the possibilities of nursing 

action in ways that are in tune with their values, diminishing the risk of moral 

distress. Supervision and peer support, role-modelling and moral thinking as 

course content can all help students feel less vulnerable and be prepared for 

reflexive, critical discussions around expressing compassion and when and 

where such courage is required. 

Students felt their emotional labour investment needed the emotional 

support from staff to ground or contextualise them and to maximise patient 

benefit, as they extend their professional practice capabilities. This helps 

balance how they conduct themselves with patients, but also maintains 

personal emotional well-being. This last aspect relates to one of the quotes 

where the emotional labour investment was described as a requirement in 
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giving of oneself. In social practice terms, nursing students are expected to 

demonstrate compassion both in their professional relational practice and 

as an educational capability, accentuating the vulnerability potential for 

students. Moral courage, drawn from self-compassion and awareness, 

course emotional supports from mentors and tutors and curricular content 

are important in inspiring developing leadership and understanding of moral 

ideals, dissatisfaction and distress. These collectively are aspects of 

developing emotional intelligence which is an evident strand of the 

compassion learning discourse. 

Dewar, B. and Cook, F., 2014. Developing compassion through a 
relationship centred appreciate leadership programme. Nurse Education 
Today, 34, 1258-1264. 

Text: This is an action research report paper that builds upon the many other 

contributions to this field of enquiry that Dewar has been involved with. This 

shows a further development of Dewar’s work as an authority in the 

compassion development field. As such, there is continuity in the narrative 

from previous literature but with specific interest and focus on developing 

leadership skills that enable compassionate care within nursing teams. 

Another facet of continuity is the application of the model of compassionate 

relationship-centred care (Dewar 2012) built around caring conversations 

and the 7Cs (outlined earlier in the Dewar and Nolan (2013) analysis). The 

paper focuses on leadership, citing the UK and international literature 

sources, seeking this developmental leadership change to enhance care. 

These authors also point to the “…tipping point…” (p1258) of the Francis 

Inquiry, which again exerts powerful influence on the discourse of 

developing compassionate nursing care, especially in the UK. 

Discourse practice:  The discourse is redolent of the need for change evident 

in many other papers within this analysis, which adds to the commonality 

across the sources. The Leadership in Compassionate Care Programme 

(LLCP) as the action research programme, is outlined and is based around 

related leadership theory focussing upon “…teamwork, collaboration and 

‘connectedness’…”  (p1259). Here the discourse accentuates co-operative 
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approaches and suggests an approach that positively promotes a more 

strengths-based ethos that seems to counter the “…dominant ‘command 

and control culture’…”(p1258), which had earlier identified as being 

something which needs to be tackled, alongside a simultaneous move to 

address the cultural competitiveness characterising a target-driven NHS, 

with a more compassion-valued qualitative and relational approach. The 

discourse is again challenging existing practice and seeking positive cultural 

development and change. There is discursive continuity with the Dewar and 

Nolan paper where it highlights learning as a discursive feature, both 

organisational and personal, and similar to others in this analysis. In this 

regard, the developmental discourse is as much about changing and 

developing compassion-able leaders, as it is about re-engineering the 

hospital culture to one based on personal strengths, valuing collaboration 

and utilising prior experiences. 

Social practice: The LCCP was implemented with around 10% of the hospital 

nursing staff and involved a range of participants from a few very senior 

nurses to the largest group of more junior staff nurses with all grades in 

between. The LCCP is framed around the following areas of exploration for 

the participants, which are drawn from the theoretical precepts of 

“inquiring appreciatively”, “relationship centred practice and experience-

based design” (p1259), which linguistically as well as in content promote a 

strengths-based ethos. 

Excerpt: “Relationships with self, relationships with patients and families, 

relationships with teams and the wider organisation” and how these relate 

to “Who we are and what matters to us, how we feel about experiences” 

and how this can be used to “Work together to shape the way things are 

done” (p1259) 

This excerpt shows the focus on relationships and practice of the LCCP 

approach. This promotes the sense of development of partnership, 

organisational change and culture shift. The personal, relational and 

organisational values are explored and how these may fit together in both 
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the leader’s approach and in redefining the culture. The data for the 

outcome of the study included improved relationships, reflective thinking 

and self- awareness in participants. Positive reports were also obtained for 

learning culture and communications in the workplace. There is a sense from 

the qualitative data reports that this multi-faceted approach to developing 

leadership and culture for compassion has potential to create desirable, 

positive shifts and can enhance compassion in nurses when focused on a 

group and tailored to a service’s needs, as such replication of successes 

would require taking account of another organisation’s need, at a given 

time. 

Adamson, E. and Dewar, B., 2015. Compassionate care: student nurses’ 
learning through reflection and the use of story. Nurse Education in 
Practice, 15, 155-161. 

Text: This short paper reports on the LCCP action research project and an 

initiative to attempt to engage nursing students in the topic of compassion 

as part of person-centred care. Once more, the work of Dewar is central in 

this reported project. Given this, the two authors capture themes that other 

outputs involving this initiative, and in which Dewar has been involved, in 

showing something of the reach and extent of this series of outputs. That 

said, the focus of this paper continues to centre upon a university and 

partner health board area in Scotland, which is arguably a potential 

limitation in that reach until tested beyond those organisations. 

Discourse practice: There is, understandably, commonality with research 

papers and other writing in this discourse. The political pressure on nursing 

to address a requirement for compassionate care within policy, 

patient/public demand, professional direction. To that end, political policy 

(DH, 2012), professional commission reports (Willis, 2012) and professional 

literature are all cited in support of the direction of development and 

illuminate the influence of socio-political drivers for compassion upon and 

within nursing. There is a restating of Dewar’s earlier view on the need for 

“…involvement and commitment of a wide-range of players including 

educationalists” (p155), showing the professional imperatives for 
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ownership of the powerful drivers and collaborations with key others, one 

of which are education providers. Here this involves an initiative with 

students and how they engage with compassion-related learning and the 

power of narrative or story is central in this paper. Exposing students on how 

to care is a key strand of this discourse as it impels educators to not only 

address theoretical knowledge and practical skills but to find means of 

revealing to students the ways we may deliver and construct care. 

Understanding from other narratives of their subjective experience is the 

learning-mode employed in this study and that these are a constructivist 

way of knowledge-building. 

Social practice: A key aspect of the paper is how participants valued the 

approach to learning from others' experiences and real-life care scenarios, 

but the study size was relatively small. The concept of caring conversations 

and the students’ confidence and abilities to undertake these was a strand 

of this study also and that gives rise to learning from the associated 7Cs. 

Excerpt: “Governments…commit to the provision of compassionate 

care…while reports in the press question whether nurses have the skills…” 

and “Nurse education is both the theoretical and practical and bridging this 

is a challenge…real examples of care can help students relate to one another 

and become entwined in their own life experiences and lived reality” (p160). 

Here the power of government and the media to influence are shown as 

powerful political influencers of education (showing a commonality with the 

first press article in this analysis). The word ‘commit’ shows how government 

may suggest on behalf of nursing, but without the fullest involvement of 

nurses to ensure this commitment is achievable. The authors propose the 

constructivist understanding so engaging with lived examples and the bridge 

between theoretical and practice learning as the students can adapt the 

stories to their understandings and contexts to make sense of them in 

developing personal caring approaches. In this sense, this educational 

approach is one way of addressing the policy and political pressures to 

produce nursing graduates who are compassion competent. 
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Richardson, C., Percy, M. and Hughes, J., 2015. Teaching student nurses 
care, compassion and empathy. Nurse Education Today, 35, E1-E5. 

Percy, M. and Richardson, C., 2018. Introducing nursing practice to student 
nurses: how can we promote care compassion and empathy? Nurse 
Education in Practice, 29, 200-205. 

Text: These related review papers provide discursive narrative reviews 

around a theoretical focus designed to better comprehend the implications 

for learning and teaching nursing care, compassion and empathy. The focus 

is entirely on how such pro-social behaviours may be taught and learned in 

pre-registration nursing students. They expose the dilemma as to whether 

these values and associated skills-sets are “…innate or if they can be taught” 

(2015, pe1), seeking to address an uncertainty common in the literature. 

These papers link the values care, compassion and empathy with theory of 

therapeutic relationships, via a model devised by Muetzel (1988) as a vehicle 

for learning and understanding the inter-relationships between the 

concepts for second-year nursing students. A mode of assessment is also 

described, but no outcome analysis as to the effectiveness of this 

development is provided. An overview of the effectiveness of other 

compassion and empathy-based approaches is provided, however, giving 

some sense of a building underpinning backdrop for such learning 

developments. 

Discourse practice: The papers suggest a conceptual proximity with care, 

compassion and empathy. Here, empathy is articulated as strongly as both 

care and compassion and the impression provided is of a collective set of 

enabling caring concepts. The module was developed in response to 

professional pressures to re-assert the importance of compassion and pro-

social caring in the nursing curriculum. It promotes, within its language use, 

associated texts that provide an evidential basis for the module the authors 

constructed and operated. In seeking a reassertion of compassion, this 

suggests a belief that this has been lost. In this sense, this paper seeks to 

address the deficit by impacting positively on undergraduate nursing 

students. Language use is educational and philosophical and reads as 

authoritative and credible in its fair analysis and consideration of supporting 
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literature, conveying an educational rigour. Both papers advance and 

develop themes, for example, the first adds the term “…nursing 

therapeutics…” (2015, pE4) to the language of the field. The paper supports 

the previously popular and now much less lauded theoretical models of 

nursing as having “…care, compassion and empathy…embedded…” (2018, 

p201), noting that the loss of popularity in practice as a care framework 

(whose limitations were as likely due to poor practitioner application as to 

weak theoretical underpinnings) meant these embedded therapeutic 

aspects were also lost. 

Social practice: The reviews publicly advocate an embedded approach to 

compassion-related teaching and learning in the pre-registration nursing 

curriculum. It does so having considered the evidence available and arrives 

at the position that compassion can be taught. This is a claim that is not 

backed up by enough evidence of outcomes of the module in terms of 

student/teacher qualitative feedback or any objective testing. There is 

interesting potential in the content described and discussed, but further 

work would be needed to assess what the papers assert. The discourse is, 

therefore, promoting a philosophically based relational, therapeutic route 

to educating students in compassion (within a suggested model framework) 

to apply in pre-registration nursing teaching and learning, but there is a 

weakness without details of the outcomes. 

Shea, S., Samoutis, G., Wynyard, R., Samoutis, A., Lionis, C., Anastasiou, A., 
Araujo, A., Papageorgiou, A. and Papadopoulos, R., 2016. Encouraging 
compassion through teaching and learning: a case study in Cyprus. Journal 
of Compassionate Health Care, 3, 10, 1-7. 

Text: This is an example of a case study based educational research. It was 

conducted in university undergraduate nursing students in Cyprus, but the 

research team comprised members from the UK and Greece, as well as from 

Cyprus. This paper also starts with defining compassion and discusses the 

centrality of it to nursing care. The paper expresses the view that sometimes 

concern is levelled at the level of failure of care to meet standards and cites 

the Francis Inquiry (2013) as a prominent example. This shows how an issue 
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occurring in one country and its impact, reaches another. It also notes the 

debate as to whether compassion can be taught or not. There is professional 

and socio-political tone to the backdrop to the study, but also of a need for 

arriving at educational solutions and again notes this outcome 

recommendation from Francis (2013). 

Discourse practice: It sets about arguing that compassion can be taught and 

concludes that it can be. In so asserting this claim the paper sets about 

utilising Aristotelian thinking and respected opinion to defend the claim.  

Excerpts: “…the fact that scientific understanding of such relationships and 

their profound physiological effects ought to make compassionate care a 

more central concern in medical and nursing training…” (p1) and “… that 

the biomedical approach to nurse/medical training may lead to a decrease 

in compassion” (p2) and “There are various suggestions that compassion 

can be taught or…be brought to the fore and encouraged in both 

medical/nursing students…” (p2). The paper recurrently references medical 

and nursing training, despite clearly being about a nursing initiative. One 

interpretation here is that this conveys some need to strengthen the 

importance by mentioning medicine, but that can have the impact of feeling 

like an over-conflation of the two professions and their respective 

requirements. This can add a power dynamic on the nursing educational 

discourse being inexorably linked to the medical one, which is not the same 

and in listing medical first (as two of the excerpts show) it plays into an older 

dynamic of nursing residing in a hegemonically weaker or subservient 

position to its more powerful traditional partner. There is also a potential 

inconsistency here too, as the second excerpt is cautioning against a 

biomedical approach as a possible inhibitor of compassion, yet all three 

excerpts relate compassion development to medicine and nursing. The 

authors do go on to explore literature in both professions, where the power 

and dominance of the biomedical stance may ‘teach-out’ the focus on 

character values and compassion. 



 
 

 

- 178 - 

There are some power words operated within these excerpts too, “the fact” 

“profound” “ought” (all p2) read authoritatively about the need to ensure 

compassion is developed. That adds to a pressure on nursing to act 

(especially in connection with Francis, 2013, in the UK) but it also shows the 

developing requirement for education to reflect compassion more evidently 

within curricula. 

Social practice: In the case study itself the paper reveals a challenge to 

students to reflect critically on their abilities around empathy and 

compassion and to expose the features within the structure of healthcare 

that could be used to enhance this capability rather than detract from it. This 

reflects other discourses where organisations (be they educational or 

healthcare) are identified as stifling the expression of such pro-social 

practice. Educationally, teaching was adapted to include a wider range of 

approaches that moved the learning discourse away from a solely 

biomedical paradigm and included narratives real-life exemplars and 

discussion of video footage of scenarios moving the education provision into 

practical and experiential realms. This included a focus on “…patient-

centred care, conflict transformation, intercultural communication and 

advanced communication skills…” (p4). These approaches draw the 

educational discourse towards the power of the relational nature of care 

much more than solely focussing on biomedical knowledge and skills 

acquisition. The approaches themselves, as well as the content, are 

interpersonal and allow for interactive learning to occur. This collaborative 

and relational approach is intertextually consistent with other papers within 

this analysis. 

Waugh, A. and Donaldson, J., 2016. Students’ perceptions of digital 
narratives of compassionate care. Nurse Education in Practice, 17, 22-29. 

Text: This is another example of an educational research text. The 

contemporary project contributes to the developing literature base, utilising 

digital technology as a learning tool for compassion. The background 

literature finds common ground with most other authors in this analysis and 

then describes the study. Some parallels are drawn with other projects and 
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the relationship with the LCCP is outlined. Waugh’s noted affiliation with is 

Edinburgh Napier University, where the LCCP work was derived. 

Discourse practice: The discourse within this paper shares many features of 

others in this analysis, noting the international drive to root nursing 

education learning in compassion and other values-based elements. There 

is also consideration of compassion’s definition and recruiting the right type 

of students by considering their values as well as academic wherewithal.  

Here we can again see the powerful professional drivers (also including the 

Francis Inquiry, 2013) impacting on nurse education to be seen to maximise 

the milieu in which nursing students learn. They also cite evidence that 

compassion may be taught and that collaboration with simulated patients is 

an important component in clinical skills learning simulations. Again, the 

power of using the public as partners is advanced. A key strand of this 

discourse is the relationship of empathy with compassion, in common with 

many others, but also in the relationship with pity-derived sympathy, which 

is not always so readily exposed and, indeed, likely opposed by Kenny (2016) 

as an enemy of compassion. This gives a view of the discourse as casting its 

view and this is also highlighted by “Compassion is actualised in the 

disadvantaging of oneself for the benefit of another” (p22). 

Here, the authors base this remark on their reading of related sources and 

there is a feeling that the practice of compassion costs the nurse in crafting 

a compassionate response and this suggests something of a relationship 

with ‘emotional labour’ as Curtis (2014) proposes. 

 

Social practice: This paper promotes this use of student-generated stories 

delivered by digital media to promote learning and talks of their power in 

conveying a message to others. The developing evidence of this approach in 

terms of storytelling and applying digital delivery is considered. Outcomes 

are positively reported. 
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Summary and synthesis 

A brief synthesis and summary of findings (see Figure 9, p182) drawn from 

the research papers analysis is provided here, with fuller consideration to 

follow in the next chapter. 

• Political power in the form of policy, professional regulations and public 

expectation exerts a force on nurses to be compassionate in their care 

delivery. In more managerialist cultures, where human and time resources 

are scarce, there can be a tension between meeting targets and being 

compassionate.  

• Technically good care is not as well-recognised by the public, unless it is 

also compassionate. This creates a potential for tension for nurses and for 

nurse education, as there is a requirement for skills to be taught, but also to 

ensure where these are delivered (pre and post-registration) that the values 

base (the compassion component) is also considered as part of the evidence 

base. Public and professional expectations of good care being 

compassionate means this is (arguably) evidence derived from experiencing 

caring encounters, which Franks (2004) terms practice-based evidence. This 

latter point emphasises a need for input and partnership with patients. 

Understanding, navigating and collaborating in such development around 

compassion and building and applying evidence in these ways are graduate 

skills. 

• There is common debate on whether compassion can be learned or not, 

but most sources provide structures and approaches that are designed to 

enable learning. These approaches typically involve individual and group or 

team learning activities and not didactic teaching. Some arrive at positions 

or offer findings suggesting compassion can be developed or cultivated. It is 

fair to conclude that compassion can be learned, even if it cannot be directly 

taught. 
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• Learning compassion ideally needs to work to an agreed definition (drive 

towards shared understanding), target individual nurse’s emotional and 

values base, support compassionate team-building and managerial cultural 

development and take account of experiences of and be in collaboration 

with patients. 

Figure 9: Nursing research summary 

 

 

9.6 Social work discourse 
  
The nature of compassion in social work literature is quite different from 

nursing, both qualitatively and in quantity. The most notable feature is the 

relative dearth of comparable material, especially for educationally 

focused/developmental aspects of compassion. Another noticeable 
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difference is the prominence of empathy literature. There is also a very high 

proportion of papers dealing with compassion fatigue in social workers, 

which is both semantically and conceptually interesting, given the low 

level of literature focussed upon compassion.  

  
This means that the literature search has required a different approach in 

both search terms (see summary box at 9.2.1, p137) and decisions about 

inclusion of sources. This has resulted in proportionally greater use of 

international writing (still English language and with linkage to the UK social 

work context) and a search of older sources to ascertain whether a more 

substantial body of writing on compassion in social work existed. The 

concept and value of compassion feels understated, implicit or subsumed. 

Some papers have multiple discourses within them, with compassion or 

compassionate social work care being one component, some of these 

sources are included. 

  

9.6.1 Compassion discourse in social work overview 
 
A search of the University’s social work literature collection and hand-

searching led to the discovery of an old text that casts some further light on 

this context. As the earlier literature review in this study identified, social 

work has historical roots based upon compassion and it was one of the core 

values in UK social work until the mid-1970s. About this time there was a 

political questioning of compassion’s place in the gamut of social work 

values and practice (Halmos, 1978).  

  

A more contemporary chapter on virtue-led social work considers 

compassion as a practice virtue (Pawar et al., 2017). These authors portray 

the ambiguity of compassion in the modern profession, noting the 

implication of it as creating service user paternalism, and one which 

emphasises a greater power differential in the relationship. Equally, they 

present a view that if harnessed and used appropriately it is a positive force 

for ethico-moral good. Appropriate use includes discerning compassion 

from pity (with the latter viewed as a form of emotional overreaching 



 
 

 

- 183 - 

towards those in need) to avoid a condescending or patronising dynamic in 

the relationship (Pawar et al., 2017).  

  
This broadly reflects a more general trend in UK social work writing 

described in the background chapter. This section crafts a potential role for 

compassion in contemporary social work as being related to empathy 

(empathy helping social workers stand side-by-side with service users) and 

constructing compassion as a political act, that is, the social worker action 

assisting others to tackle the social issues that generate need. This point may 

trace back to the much earlier views of Halmos (1978), who in considering 

the social worker as an agent of change, noted that compassion was of itself 

a form of change-agency but suggests that by the 1960s personal 

compassion was viewed as having become passé unless there was a cause 

to defend or principle to uphold, that is, that the issue was (on some level) 

political.  

  
Halmos adopts a Marxist standpoint regarding this discourse, where he 

exposes the contradiction of solely personally-motivated action as a form of 

“bourgeois sentimentalism” (Halmos, 1978, p42), justifying a better purpose 

of compassion, in ways more akin to the ideas expressed by Pawar et al. 

(2017), of helping empower people navigate social systems or bureaucracies 

potentially creating or compounding their situational vulnerabilities. There 

is a connection between the views of Halmos and Pawar et al. in those of 

Deacon and Williams (2004), who suggest that care and agency are based on 

combinations of ethico-moral reasoning, application of values, 

commitments, choices and relational collaborations and come together as 

"compassionate realism" (p385).   

  
This earlier political discourse from Halmos reflects a change in compassion’s 

place in UK social work in the 1970s, whereas Pawar et al. (2017) locate 

compassion in contemporary social work virtue discourse with provisos 

around the use of accurate empathy to obviate the risk of pity and action to 

support or empower the service user in overcoming barriers to their 
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progress. Such provisos do engender structures and attendant boundary 

issues, according to Ferrier (2018), that may inhibit a social worker’s desire 

or intuitive drive to extend a compassionate response to a client, resulting 

in personal emotional conflict. 

 

9.6.2 Social work literature analysis 1 

  
British Columbia Association of Social Workers (BCASW), 2019. Social 
workers make a difference (poster). Available at: 
http://www.bcasw.org/wp-content/uploads/2011/06/tree-with-heart.jpg   

 

 

http://www.bcasw.org/wp-content/uploads/2011/06/tree-with-heart.jpg
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Like the nursing genre, I begin with a non-academic form of text to illuminate 

features of debate and discourse regarding compassion in social work. This 

poster (and others like it) comes  from a wider browser background search. 

 

Text: This paper is not about social work values in its education of students 

per se, but a recruitment poster promoting social work as a career with a 

written message and graphics related to the wording and in combination 

with this conveys the message (or messages) more fully as text. It is one of a 

series of posters from BCASW which feature the word compassion, the love-

heart symbol and the tree and leaf motifs on them. Other values or personal 

attributes typically feature and here we have strength and spirit also used.  

Discourse practice: The words and imagery used convey desirable personal 

attributes for the profession — those applicants may take to the role, rather 

than those the job of social work offers. There is a sense of compassion as 

one value among others, which are represented as trees. It is set to the back 

of the poster but also is among the highest of the trees suggesting in one 

sense that it is a background attribute yet a lofty one. The foremost tree 

contains leaves and a love-heart motif which conveys the leaves as (perhaps) 

those social workers care for and the heart is the symbol for that caring: an 

application of compassion. 

 The remaining trees are the fuller set of attributes that wrap around those 

whom social workers serve. That these three attributes are amongst many 

others required to be an effective social worker. “Make a difference” is in a 

bolder typeface and emphasises the impact of social work practice on 

people’s lives, but also is appealing to people to consider that they might be 

the one who could make that difference. The use of stylised tall thin, and 

further taller and thin, trees suggests growth and promotion of those 

strength-based and positive attributes towards a coalition of caring values 

and skills and them wrapping around the smaller, leafed tree suggest a 

protective or nurturing relationship that enables growth, much in the way a 

forest protects its saplings until they too breach the leaf-canopy. The 
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imagery and the text together convey growth and personal values and skills 

as positive. 

Social practice: The statement at the bottom explains the purpose of social 

work with people and communities and uses the word “dedicated” which 

can often be seen in vocational professions, which conveys a sense of 

commitment or devotion to the service that profession provides. The love-

heart can be a kitschy or hackneyed logo for love, affection or commitment 

and in that latter sense relates a visual message to the poster viewer that 

compassion is directed to those to whom the prospective social worker may 

serve. The poster’s overall message suggests a caring person who will 

develop skills and perhaps already has a sense of those which are mentioned 

to bring to the care of society’s needy and vulnerable. In this latter sense, 

this appears as an appeal from the profession to potential recruits to assess 

their precursor attributes and motivations to encourage the thought if they 

might fit in with the professional attributes of social work. Interestingly it 

does not say anything of the financial rewards, educational requirements to 

become a social worker or to access that education (which starts at 

bachelor’s degree-level as in the UK). This suggests attracting recruits of the 

correct attributes and motivation first, placing compassion as one of the 

primary dispositions, given its inclusion in the poster.  

9.6.3 Social work literature 

Bilson, A., 2007. Promoting compassionate concern in social work: 
reflections on ethics, biology and love. British Journal of Social Work, 37, 
1371-1386. 

Text: Bilson’s philosophical and theoretical paper reads as a challenge to the 

existing paradigm of thought and practice within social work in 2007. Bilson 

is a professor of social work (now an emeritus professor) at the University of 

Central Lancashire. He has a rich publication history, even before this paper, 

in which he liberally cites himself. This paper seeks to offer a new 

perspective or approach to ethical issues inherent within social work that 

asserts a responsive spontaneity to the moral philosophy in the profession. 

The paper sets out the vision in opposition to existing approaches found in 
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UK social work. The spontaneity and ethical basis of this approach creates a 

start-point for practice that can capitalise on social work’s foundations in 

compassionate concern.  

The paper centres on the work of Humberto Maturana and the biology of 

cognition with implications this has for ethics, emotion, love, reflection and 

ends with implications for social work education. As an outsider to the 

profession, this stance seems well-argued and articulated but is equally 

radical in the emphasis change proposed and esoteric in its philosophical 

basis. In this regard, the paper is political, seeking to influence and shift 

professional thinking, teaching and practice, with compassionate concern a 

key premise within it. 

Discourse practice: The paper rails at the existence of formulaic and 

regulatory ethical frameworks for social work practice. There is an attack on 

the governmental and professional authorities who have introduced and 

sustained these procedures and rules and praise for those other authors 

who have championed escaping from them. Such statements are political as 

they seek to create a power base on behalf of the profession to launch 

thinking and applications that effect change.  

Bilson sets-out to create an alternative understanding of humans as 

biological beings, that he argues allows for the social worker’s 

compassionate concern to be harnessed as the basis for ethical practice. He 

asks how compassionate concern as a professional attitude or value might 

be developed in social work and does so via the words of Varela (1992, p73, 

as cited by Bilson, 2007, p1372) “It cannot be created merely through norms 

and rationalistic injunctions. It must be developed through the disciplines 

that facilitate the letting-go of…habits…” and in releasing such rationalistic 

habits, Varela suggests that a type of spontaneous compassion is the result. 

Bilson acknowledges the need for practice codes and rules, but advocates 

for this new approach based on his belief in the need for something more 

embracing of the realities of human interactions: the impact of a social 

worker/service user relationship on situations. 
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There is an acknowledgment of Maturana’s theories being explored but with 

little attempt to apply these to the field of social work education or practice. 

There is also a caution in the outline nature of the theory application 

suggested, giving the impression of this being a proposal or position paper. 

Excerpt: “…we only have ethical concerns when we perceive a breakdown 

in human respect. Thus, the basis for ethical concerns is the concern of an 

observer for the consequences of the actions on other people and it is 

based on emotions rather than rationality.” 

This excerpt illuminates a core view of the paper where the social worker’s 

observations and interactions with the service user in a given context evokes 

the emotional concern and subsequent intervention that can be tailored to 

the emerging situation, rather than mechanistically applying a pre-

determined lens to supply an action and in doing so the social worker is 

acting in compassionate concern based on the circumstances. The notion is 

we are already programmed for spontaneous compassion and this approach 

capitalises on it is advanced. Further, how we harness social workers’ 

emotional programming for maximum ethical practice benefit is considered, 

as are the implications for social work students’ learning about ethics for 

professional practice and how their innate compassion may be harnessed as 

the basis for action. 

Social practice: The biology of cognition and the biological basis of emotion 

that underpin relational nature human interaction (and therefore social 

work) and a built-in ability to express concern via compassion are the basis 

of this paper. This conflation of neurobiology and interaction is bold and 

feels like something of an epistemological shift as the paper also considers 

love as an emotion, however, this is not romantic or erotic love but a wider 

notion about the relational dynamic between people. This is well explained, 

but the use of love as a term has the potential for such semantic 

misperception and conceptually it can lead to confusion about the precise 

nature of what Bilson terms the “…emotional underpinning of social 
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coexistence…” (p1379). That said the following excerpt illuminate’s Bilson’s 

view of Maturana’s use of love in this way. 

Excerpt: “Our ability to act in oppressive and inhumane ways is associated 

with a rational domain which dehumanizes or makes invisible the subject 

of our actions...The implications of this view of love for social work concerns 

our own ability to see others as well as the need to make visible to others 

with whom we work.” 

Bilson identifies the rationalistic power inherent in contemporary ethical 

thinking in social work and how it relegates the other to a case or a 

circumstance. Here he conceptualises Maturana’s love in terms of the social 

worker being enabled to really see the human being they work with and for 

them to make apparent to that person that they are with them. This is like 

the “compassion presence” (Stickle, 2017, p127) from later in this analysis. 

As such, this use of love is a form of professional compassion and the 

revealing of it to the other is conveying that compassionate concern is 

motivating them to engage and act with them.  

Reflection is a part of social work and Bilson suggests it as a key learning 

method around managing emotion and for personal development to 

harness the moments of immediacy inherent in practice and in considering 

the limits placed on thinking, relating and action by rationalistic constraint.  

Baldini, L.L., Parker, S.C., Nelson, B.W. and Siegel, D.J., 2014. The clinician 
as neuroarchitect: the importance of mindfulness and presence in clinical 
practice. Clinical Social Work, 42, 218-227. 

Text: This theory-based paper is an example of one containing multiple 

discourses and, though not the primary focus, compassion emerges. The 

paper is authored by Baldini (who has a portfolio of publications around 

mental health interventions) and three others who have extensive 

publications in the territory of this paper and who are all cited multiple times 

within it. The other discourses evident in the paper are the focus of 

interpersonal neurobiology, mindfulness and psychotherapy. This analysis 

considers the compassion discourse primarily, with reference to the others, 
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where relevant. The context of the paper is clinical social work which is a 

designation or specialty of social work associated principally with the USA 

and not the UK. This is important to note as the lens they apply to practice 

differs and does not necessarily translate readily to UK social work. 

Discourse practice: As the authors consider the role of mindfulness in 

relation to interpersonal neurobiology and psychotherapy, they promote 

the use of compassion in the sustaining of mindful practice. There is overlap 

with the Bilson paper around a biological basis for emotion, though the tenor 

of the papers is quite different. This paper is devoted to the generation and 

application of mindfulness in practice. The primary discourse about 

compassion is in its projection as a sustaining adjunct to mindfulness in 

psychotherapy. This runs counter to other sources which view mindfulness 

as the sustaining approach for compassion. In this case, the authors expose 

the proximity of the two approaches and how they may influence each 

other. The paper describes a few ways compassion may be enhanced using 

“compassion exercises” (p224) and by so doing it helps sustain mindfulness 

in the practitioner. These exercises have been associated with improving 

self-compassion also which, in turn, is suggested as enhancing application of 

compassion in caring relationships and similarly poor self-compassion makes 

for less secure therapeutic bonds. 

Social practice: The paper suggests one route for the successful fusion of 

mindfulness and compassion is around a “…compassion cultivation 

program…” for military veterans which seeks to benefit “…compassion 

practices…to improve interpersonal and intrapersonal relationships” 

(p225). Cultivation suggests inspiring growth and development and 

“program” a range of approaches or techniques to train those in improving 

the relational aspects of their life. 

The suggestion of the clinician as a “neuroarchitect” (p 218) creates and 

overlaps with bodily awareness in people or “interoception” (p223). There is 

evidence cited that such awareness may enhance empathic and 

compassionate traits in individuals. Overall, this paper promotes proximity 
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between the neurobiological being, mindfulness and compassion as linked 

aspects relating to emotional interpersonal caring in not dissimilar fashion 

to the previous Bilson paper. 

Nilsson, P., 2014. Are empathy and compassion bad for the professional 
social worker? Advances in Social Work, Fall, 15, 2, 294-305. 

Text: This review paper links empathy and compassion in social work 

practice and the emergence (over the last two decades) of the phenomenon 

of compassion fatigue. The author is a senior lecturer in social work in 

Sweden who has previously written and published on empathy and 

emotional sharing. The text notes the portrayal of empathy in social work as 

being regarded as a core component of proficient practice. It acknowledges 

the role of compassion in social work but notes the ideological hesitancy 

within the profession of its wholesale embrace. Nilsson further notes the 

literature’s conflation of excessive empathy and compassion with the 

formation of secondary traumatic stress (STS).  

Discourse practice: There is an analytical feel to the review and scepticism 

is exposed quite early around the suggestion of a linear relationship 

between requirements for too much empathy and compassion as a direct 

cause of compassion fatigue. The author explores the basis for such 

assertions in the literature and popular belief in social work by exposing the 

definitions of each to scrutiny and questioning the inter-relationships. 

There are clear definitions of empathy and compassion used in this review, 

with the author noting the wide interpretations of both phenomena that 

abound. This suggests being clear about what is being assessed in terms of 

this review. It also shows the proximity in practice and social work discourse 

of empathy, compassion and compassion fatigue. There is no overt power 

dynamic suggested within this paper, however, the paper arrives at a 

position that empathy and compassion are not responsible alone for 

compassion fatigue and that some other force is at work. This force may be 

due to individual worker resilience and self-regulation variances or perhaps 

other occupational or environmental stressors or factors. The author 

declares “…empathy and compassion are not bad for the professional social 
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worker in the sense they put him or her at risk of developing compassion 

fatigue” (p303), making clear their belief in the evidence of there being no 

direct causal link, though they further assert that it does not determine that 

they are not involved in some other way. 

Social practice: This review does not offer any clear clues on its findings' 

implications for education. That said, there is a speculative section that deals 

with anecdotes that compassion is not experienced as a burden and a 

narrative is provided to further expose this idea from both empirical 

evidence and philosophical literature. Interesting evidence amongst clinical 

social workers is cited, giving support for the consideration of personal 

distress and empathic concern each residing on their own continuum. These 

social workers provided strong connections between their experienced 

subjective level of distress and compassion fatigue, but not so between their 

feelings or level of empathic concern and compassion fatigue. Educationally, 

this can mean educators can look at ways to enhance or strengthen empathy 

and compassion with less fear of an implication of compassion fatigue being 

caused further down the line. They can also build-in self-regulation and 

restorative elements that may offer greater protection from compassion 

fatigue. 

Wagaman, M A., Geiger, J.M., Shockley, C. and Segal, E.A., 2015. The role 
of empathy in burnout, compassion satisfaction and secondary traumatic 
stress among social workers. Social Work, July, 60, 201-209. 

Text: This US research paper focuses on empathy and its role with the 

associated phenomena, as opposed to being about compassion specifically. 

As such there are some links to the concept of compassion in social work, 

though the discourse is not directly about this. This compassion strand of the 

discourse is what is considered here. 

Discourse practice: Empathy as the focus again demonstrates the discourse 

dominance of this concept in social work literature. As the primary pro-social 

disposition there is a great deal to say about it, but it is interesting that like 

its potential association with compassion fatigue (also considered here as 

STS) there is connection with compassion satisfaction. Discursively, the 
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study aims to try and better understand or evidence links between areas 

under focus, identifying social workers as being at particular risk of STS and 

burnout. Compassion satisfaction is described in the following excerpt. 

Excerpt: “…quality of work life” “…sense of achievement, sustained 

motivation or even inspiration and enjoyment from emotionally 

demanding social work” (p203) 

This excerpt suggests a qualitative social worker benefit of compassion 

satisfaction derived from the nature of their work, opposing suggestions 

elsewhere that high-emotion work is causal to compassion fatigue. It 

suggests a personal thriving from being engaged in an emotionally 

challenging practice. The energy derived from such practice is rewarded by 

positive feedback from colleagues “…positive outcomes that resonate with 

successful social workers” (p203). This is interesting language as it denotes 

high-performance and attendant compassion satisfaction is particularly 

noted by other high-performing colleagues, which suggests a de facto ‘in-

club’ of those with heightened performance. This could be very rewarding 

or self-sustaining for those in that group, but somewhat exclusive to those 

who are struggling or would wish to be part of that.  

The authors suggest compassion satisfaction is the opposite of compassion 

fatigue and that its cultivation and its portrayal is a positive disposition. This 

is an example of well-developed professional performance providing added 

value to the social worker’s capabilities, thereby showing that if empathy 

development positively influences compassion satisfaction, educational 

development may be possible. The authors concede, however, that a 

specific means of developing compassion satisfaction remains unknown. 

Social practice: The authors suggest that personal growth via “emotional 

regulation” (p206) is a positive force in developing compassion satisfaction 

and fending off compassion fatigue and that this skill can be learned. The 

paper found that more years in practice is protective by the social worker’s 

experience allowing an application of approaches that improve compassion 

satisfaction and that these can be role-modelled to more junior colleagues. 
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A further protective factor from STS may be training in self-other awareness 

and empathy training can emphasise boundaries in social worker/service 

user relationships. This shows that social worker applied empathy itself may 

be beneficial to them and to their service users. Similarly, the relationship 

between staff and their supervisors is important but the paper suggests that 

those who move into managerial roles “…maintain some direct client work 

or engage in empathy training…” (p206) to better attune themselves to the 

emotional context and professional experiential forces exerted upon those 

they supervise. This promotes the idea that being divorced entirely from 

practice removes some ability to empathise with staff in the field and may 

miss features of STS risk. 

Stickle, M., 2016.The expression of compassion in social work practice, 
Journal of Religion and Spirituality in Social Work: Social Thought, 35,1-2, 
120-131. 

Text: This philosophical paper by an independent scholar explores the 

nature of compassion in contemporary social work in the USA. Stickle 

explores the theological basis of compassion and sets-up comparison 

between it and empathy. In this latter regard, the initial Judeo-Christian 

roots of social work were paired with compassion, but the author notes that 

as secular forms of social work emerged “…the emphasis on compassion 

shifted to empathy, a more cognitive process that focuses on 

understanding the emotions…” (p120). The cognitive nature of empathy 

seems preferred like the head winning over the heart (of compassion).  The 

spiritual and neurobiological basis to the paper seems at odds but they are 

well linked.  

Discourse practice: There is an argument made for a restating of compassion 

in social work with a claim that it improves its effectiveness. The comparison 

of empathy with compassion leads to exploration of the neurobiological 

basis of emotions and relating, sharing an interest in the biology of caring 

with other papers in this analysis. This argument for compassion’s 

reinstatement signals the author’s perception of its diminished place in 
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contemporary social work and that an effective form of helping agency had 

been lost or devalued. 

Social practice: The proximity of empathy and compassion is noted, but their 

difference is accentuated and so to the neurobiological variations detectable 

when each is exhibited. They refer to empathy as “self-related emotion” 

(p122) and compassion as “external-related emotion” (p122). Here 

biological themes, not dissimilar to Bilson’s paper also emerge. The paper 

also suggests empathy as damaging to worker well-being (running counter 

to Wagaman et al., 2015). The paper notes existing evidence showing a 

protective element of compassion and propose “compassion presence” 

(p127): 

Excerpt: “The capacity for compassionate presence honours both our 

profession’s humanitarian roots and the integration of current meditation 

and neuroscience research; it is expressed in the ability to be fully present 

in the moment — mind, body, and spirit.” 

Compassion presence, therefore, is an ability to be emotionally, cognitively, 

physically present and in-tune with oneself and service users in provision of 

social work care and there are ways in which this capability may be learned 

and developed. In some ways, the idea of compassion presence 

intertextually links with the nursing idea of compassion literacy of a series of 

steps that can enhance social worker compassion awareness. The 

organisational culture component is not part of this concept, however. 

Instead, the building discursive trend in social work writing of linking 

neurobiology with the relational and psychosocial aspects of social work is 

repeated in this paper, which is not without controversy. 
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Miller, J.J., Lee, J., Benner, K., Shalash, N., Barnhart. S., 2018. Self-
compassion among child welfare workers: an exploratory study. Children 
and Youth Services Review, 89. 205-2011. 

Text: The research focus is of a specific social work role in the USA of child 

welfare workers. These roles are mainly occupied by graduate social workers 

(around 13% of social workers in the US engaged within in the field, Social 

Work Policy Institute (2011)). It is an analogous role akin to child and family 

social work in the UK. The authors as US social work academics, illuminate 

the emotional challenges of this field of practice and note higher levels of 

STS, burnout and compassion fatigue compared with other groups of social 

care workers. The effects on this group from disproportionate levels of 

procedural bureaucracy and complex operational rules are also exposed, 

showing discursive alignment with Bilson’s 2007 UK-based work and 

highlighting that these issues transfer over both time and geographical 

location. 

Discourse practice: A primary strand of the discourse is of an embattled 

group within the profession who cope amidst a managerialist climate that 

does not always maximally support the worker and of the need to 

understand and provide a route to assist in protecting them. The authors 

talk of “…deleterious employment circumstances…” (p205), listing a few 

contributory issues which include dealing with client trauma, personal safety 

risks, compounded by large caseloads and weighty bureaucracy. Self-

compassion is explored as a mechanism to enhance and protect workers by 

enabling a self-resilient approach and emotional regulation in the face of 

professional pressures and stress. There is a desire to better understand the 

nature of self-compassion in this group and its potential benefits for 

practice. They define self-compassion variously according to literature but 

arrive at a simplistic position of it being a form of internalised compassion 

and develop their view by identifying the self-kindness and retained ability 

to hold in balance one’s strengths. Compassion, and thereby self-

compassion “…does not ignore or minimize pain”.  So, as compassion 

reveals another’s distress and inspires action to alleviate, self-compassion 
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allows for understanding levels of distress and from these actions for 

personal growth and stability. 

Social practice: Benefits of self-compassion are explored and the link 

between self-compassion and an established association in showing 

compassion to others. Aside of being personally emotionally regulating and 

restorative “…self-compassion is not required for being compassionate…” 

but “…higher levels of self-compassion leads to higher levels of 

responsiveness and increased generosity in relationships” (2018), showing 

the value to social worker, services and service user of developing self-

compassion. The study shows only moderate levels of self-compassion 

amongst the study cohort (similar to other professions, such as nursing), 

with higher self-compassion amongst those with master’s degrees or higher. 

This generates the requirement to develop self-compassion training and 

empirical evidence is presented promoting its ability to be both taught and 

learned as a skill leading to the enhancing of worker quality in their personal 

and professional lives and for the service. Self-compassion training is not a 

one-time event, but the authors do not detail the components of such 

courses other than noting the use of mindfulness. 

Yuill, C. and Mueller-Hirth, N., 2019. Paperwork, compassion and temporal 
conflicts in British social work. Time and Society, 28, 4, 1532-1551. 

Text: This research paper explores time discourse in contemporary UK social 

work and exposes a tension between the demands of “paperwork time” and 

“compassionate time” (p1) and goes on to develop understandings of the 

contradictions between them. Here, the term “paperwork” is drawn from 

participants’ descriptions of administrative work they undertake. Paperwork 

temporalities are linear and demanding, compassionate temporalities are 

fluid and unfixed. The study seeks to better understand the current status in 

UK social workers of the interplay between them and the attendant 

competition for social worker focus. 

Discourse practice: The discourse is about time and the identified conflict 

between the two forms of temporality. A link to the overview of this analysis 
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from Halmos (1978) and Pawar et al. (2017) is provided with a view of 1970s 

social work which allowed a freer approach to time-use that enabled the 

social work craft to flourish in a much less documentation-dominated way. 

The political imperatives that subsequently emerged in the 1980s and 1990s 

installed structured procedural approaches to casework and to social worker 

time allocation. 

Excerpt: “…social work consequently becomes and increasingly colonised 

and controlled by the governmental techniques of neoliberal 

managerialism” (1539). 

The paper exposes how this powerful political change altered the core ideal 

of social work from an endeavour geared to liberal positive work with those 

who are vulnerable and to enable a better society, towards (the authors 

express this sceptically) an auditable activity to enhance efficiency and 

monitor service user progress against time. This creates a sense of thwarted 

professional practice autonomy due to measurement, management and 

evaluation of allocated practice time. The discourse of professional social 

work is altered by this series of fundamental shifts. It is noteworthy here of 

the parallels in language around colonising and controlling with the nursing 

paper from Goodman (2012). The paper illuminates a contemporary 

hegemony of paperwork, for example, case reports and audit inputs, over 

compassion. 

Social practice: The study reveals the existence, despite the hegemony 

exposed previously, of the compassionate temporality continuing.  In 

seeking reflective comment about the motivations of participants to 

undertake social work as a profession of a choice premised by the following: 

Excerpt: “…a fundamental aspect of self that they termed the 

‘compassionate self’…a desire to do good by others in their working lives” 

(p1543).  
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The extent of the political and professional pressures and their impact on 

practice and practitioner in social work, however, are exemplified in the 

following:  

Excerpt: “…the structural changes that social work has undergone in the 

neoliberal era and its culture of speed, creating a workplace dense with 

multiple demands …and short time-frames…” leaving “…compassionate 

time fleeting and contingent…” (p1548) 

This highlights the compressed nature of compassionate expression in social 

worker/service user interface. The paper concludes with the finding that the 

pressure to devote so much time to paperwork, rather than with service 

users “…corroded their sense of self” (p17), which is sad of itself, showing 

intertextual links with the previous paper’s rhetoric and action around the 

value self-compassion training and others which elicit the negative impact 

of procedural, rationalistic approaches in professional practice, both in the 

UK context and further afield. 

Synthesis and summary 

• Social work has a less prominent compassion-based discourse than nursing 

and there is no evidence of public expectation of compassion within social 

workers (see Figure 10, p202). Compassion was at the heart of the founding 

of social work, but ideological shifts in the 1960s and 1970s, plus political 

and organisational drivers of neoliberal managerialism/rationalistic 

approaches have created a more functional approach to social work practice 

— devaluing compassion, restricting creative practice aims for social agency 

and justice. These developments are contributing to the development of 

STS/compassion fatigue. Political and professional influencers of 

compassion in social work, therefore, differ from those for nursing. Target, 

risk-averse and paperwork cultures are shared features with nursing but are 

stronger drivers in social work in determining compassion boundaries. 

• The rhetoric linking biological science with relational psychosocial issues 

inherent in social work is ideologically interesting, yet epistemologically 
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challenging. Even cursory exploration of other social work literature finds a 

sceptical, oppositional discourse (Hood, 2017; Wastell and White, 2017), 

especially around the selectivity of the neuroscience applied and its 

medicalising impact on social work (Wastell and White, 2012). This polemic 

is important to take account of in considering this element of the analysis. 

• Self-compassionate social workers express compassion for others more 

readily and self-compassion can be learned, suggesting an association with 

emotional intelligence. Empathy and compassion are not bad for social work 

— too much empathy does not cause compassion fatigue (Nilsson, 2014; 

Wagaman et al., 2015). This is contested by Stickle (2017) who claims a 

recurring need for expressing of empathy does cause compassion fatigue. 

Compassion satisfaction development/compassion cultivation programmes 

can counter compassion fatigue. This is an important claim, suggesting on-

going education is a preventative activity for staff to undertake. Managers 

who retain service user contact are more supportive and compassion-

enabled towards staff, similarly, heightened relational performance is prized 

by other social workers functioning at similar levels and this includes 

compassion. 
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Figure 10: Social work summary 
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Chapter 10 Focus Groups 

10.1 Introduction 

As identified previously (see sections 8.6. and 8.6.6, p128 and 132), four 

focus groups were conducted. Two nursing and two social work groups of 

near-to qualifying students and newly qualified practitioners (NQP) of each 

of the professions. The purpose of these focus groups was to seek views on 

the issues on the ethically approved questions and to compare these 

responses with related issues drawn from the critical discourse analyses (in 

Chapter 9) 

10.2 Recruitment 

Recruitment was carried out by email and via social media (using a 

professional Facebook account and on Twitter) with a hoped-for snowballing 

of participants, plus I also established a website (www.justcompassion.life) 

to advertise further. A recruitment poster (see Appendix 4) was designed to 

explain and stimulate interest. This was unsuccessful, however, with few 

notes of interest of participation. I did receive enough confirmed interest 

(five or six people) for a nursing student focus group, but disappointingly, 

none of those who had intimated their intention to take part attended at the 

given date and time and this despite issuing an email reminder. 

This prompted a change of approach. I appealed to my wider nursing and 

academic networks in both the local NHS and University to circulate the 

recruitment poster and eventually managed to access participants for each 

cohort. The recruitment numbers were lower than I had aspired to, with no 

group reaching the number range of five to eight identified as optimal by 

Krueger (2006). This limitation will be discussed further in this project’s 

concluding chapter. A further issue was that by the time social work students 

could be seen they had graduated, but the three who were recruited had 

not yet commenced qualified practice, indeed only one had secured a post 

at the time they participated in the study. 
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Each group was provided with the approved Participant Information Sheet 

(PIS) and consent was taken by me, before commencing and recorded on an 

approved Informed Consent Form (ICF — see Appendix 4). I had to proceed 

without a non-participant observer for the social work groups due timings 

and locations of these sessions making them unavailable. Further, one social 

work graduate student was keen to participate but was unavailable for the 

scheduled group, so I decided to conduct the group as a one-to-one 

recorded interview to maximise the data available. These variations and 

limitations in the make-up and operation of the groups will be discussed in 

Chapter 11, along with the impact and implications for the data gathered 

from them. 

Table 6:  Focus group composition 

 Focus Group Group participants       Number    Comments 

           1 Y3 nursing students 

(all female, age — 

early 20s, 2 adult, 1 

mental health)  

              3 Non-participant 

observer (N-pO) 

present 

           2 Newly-qualified 

nurses (3 male, 1 

female, ages — late 

20s-late 30s, 2 adult, 

2 mental health) 

              4 N-pO present 

            3  

(solo interview) 

Social work graduate 

student (female, age 

— early 20s) 

               1 No N-pO available 

            3 

(focus group) 

Social work graduate 

student (2 female, 

age — 20s 

               2 No N-pO available 

            4 Newly qualified social 

workers (1 female, 1 

male age-range —  

late-20s-early 30s) 

                2 No N-pO available 

 

 

 



 
 

 

- 204 - 

10.3 Focus group CDA 

This was conducted similarly to the literary CDAs. The difference here is that 

I am analysing both the actual recordings as well as the transcriptions of 

these groups and (where available) the observer/recorders’ field notes. Text 

transcription was externally sourced due to time considerations. 

Transcription was undertaken verbatim with slang and revised by myself 

only to ensure any names were redacted or where I could deduce the 

content of discussion the transcriber had not. Each participant has been 

ascribed an identifier by myself, this code and relationship to the name of 

each is only known to me, assuring anonymity. An advantage of smaller 

numbers is the ease of recalling the participant contributing. Identifiers are 

denoted group abbreviation plus number, for example, SWGrad 1, NQSW2, 

NSt3, NQPN4. 

The same colour coding applies to this text Power Education Practice 

Language. The analyses will be presented in question order, with analytical 

descriptions, discussion and excerpts presented as they arise for each point 

of analysis (rather than by group) to allow the data from each group to 

articulate with the others. Synthesis and summary will be presented at the 

end, as before with the literature. 

Text: The text in this chapter comprises the group recordings and the 

transcripts of each focus groups and the solitary interview (see Table 6, 

previous page). The text is derived from the semi-structured focus group 

questions and the subsequent discussions with the participants. Sometimes 

participants’ responses warranted supplementary questioning from myself 

as the facilitator or a request for expansion or clarification of the point. 

The following questions are drawn from themes found in the literature 

review (see Chapter 7) and consistent with issues present in the literary 

analysis sources: 

 • Professional compassion/compassionate care are discussed a lot 
(especially in nursing).   What do you think of these concepts?  

• How does compassion impact upon your professional practice?  
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• Empathy, compassion and compassionate care are terms that are often 
used together...what do they mean to you?  

• Have any educational learning opportunities/events/people influenced 
and shaped your sense of compassion? If so, in what way?  

• Has university or practice learning influenced your sense of compassion? 
If so, how?  

• Has your sense of/feelings about compassion changed since commencing 
study/qualifying?  

• Are there any things that get in the way of being professionally 
compassionate?  

Broadly-speaking (though there is overlap), the first three questions are 

about language and will be analysed in the discourse practice section and 

the next four are about learning and development and how compassion may 

be operated in professional practice and these will be analysed in the social 

practice section. The first question addresses participants defining/meaning 

of the concept, relative to the wide variety of compassion definitions in the 

literature. The second locates participants’ ideas of the place of compassion 

in practice. The third seeks to explore the relationship of compassion with 

empathy and care. The next three questions explore the potential around 

learning and developing compassion and the last question tries to 

understand what barriers there may be to compassion. Supplementary 

questions and discussion ensued within in each group (based on answers) 

unpacking a deeper exposition of the issues, which helps to enrich the data 

and will be referred to in the analysis, where relevant. 

A notable feature of each of the group recordings is that after the very initial 

answering hesitancy to the opening question, was how organically the 

interaction and discussion between the groups and me, and between the 

participants themselves, grew and developed around the subject matter. 

This resulted in little extraneous or off-topic discussion, which meant focus 

on the topic itself was well-maintained. This meant, however, there was 

some anticipatory answering of points pertinent to subsequent questions or 

related to more than one point, but in the recordings I can be heard 
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recapping and heralding next questions by noting that in some part the 

discussion had already addressed issues relevant to what I was about to ask 

and summarising what I had heard those things to be. 

Discourse practice:  

•Professional compassion/compassionate care are discussed a lot 
(especially in nursing).   What do you think of these concepts?  

Nursing students (NSt) found compassion to be about the patient being in 

the centre of care with a person-centred view that accounts for their 

individuality and needs or “…taking account of what they want…” (NSt2). 

Later NSt1 introduces the notion that there is the caring task, but there can 

be the “...extra bit…” the nurse does that conveys the humanity and 

expresses the compassion in their care. This suggests thinking about the 

expressed individual wants of patients, additional and beyond the assessed 

intervention or care needs and the human aspect suggests relating to the 

patient. However, “extra bit” may be in opposition to the literature’s socio-

political defining of nursing care always being compassionate, as that implies 

the “extra” should always be there, inherent within care. This further 

promotes the notion of asking or knowing what those wants are or might be 

and collaborating with patients. This group quickly brought in a reference to 

empathy and to understanding and when a follow-up question about 

compassion being in relationship with empathy was being suggested, this 

was confirmed.  

Social work graduate students (SWGrad) note that compassion itself was not 

discussed overtly on their course, but felt it had a centrality to their practice 

and person-centred practise: 

“Like if you don’t have compassion then nothing else can follow.” 

(SWGrad2) “Like you’re always compassionate…” (SWGrad2) and “…you 

kinda have like compassion…” (SWGrad3).  

Here there is some emphasis on the word ‘like’, a common feature of 

contemporary (especially younger) Scots’ speech, but it becomes more 
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interesting in that participants in this group each used it in an apparent 

verbal emphasising sense, of confirming something, plus there is the more 

qualified ‘kinda’, implying a hesitancy as dialectic or slang term which here 

conveys some degree of uncertainty within the same statement from that 

participant. This, therefore, is an example of a cautious statement or of it 

being “…hedged (weakened in force)” (Wood and Kroger, 2000, p30), 

showing a belief held, but a somewhat uncertain one. 

This group suggested compassion is in close relationship with empathy and 

with emotional intelligence. Of compassion and empathy: “…I think they’re 

pretty closely aligned.” (SWGrad1) “I don’t think you could be 

compassionate without empathy.” (SWGrad2). Once more the use of 

“pretty” suggests an indeterminate, hazy level of proximity: the respondent 

is being cautious. They follow-up with the more certain second sentence, 

but in both cases, they use “I think”, which reveals clear thinking or also 

uncertainty as they have not said something akin to “They’re closely aligned. 

You cannot be compassionate without empathy” which is definitive. 

Newly qualified nurses (NQN) responded to this question by one participant 

suggesting it was about respect (for the patient) and empathy (with the 

patient). There was broad agreement among the other participants with 

verbal and paralinguistic murmurs of showing others concurred. It was also 

suggested that there was an innate quality to showing compassion or being 

compassionate in care, not to do with their professional education, job or 

role, but arising from earlier experiences in that it is not “…something that 

you can learn once you have started nursing, I think you have them before 

you ever begin…” (NQN4), who followed up by saying they gauge care 

standards by what they would want for themselves or family. Agreement 

was found from another who stated, “I think, if this was my family member, 

‘is the care I’m providing good enough?’ for the standards of my family” 

(NQN3). This suggests their own beliefs about personal standards of care are 

important to these nurses and they measure its acceptability through the 

personal and vicarious lens of how they would judge the acceptability of 
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similar care given to their loved ones. This is interesting on two levels, as 

these nurses are suggesting a belief in intuitively knowing what is needed to 

be professionally compassionate (an example of metacognition) and that 

there are strong influences from before their time in nursing influencing this.  

This intuitive knowing can be related to well-developed emotional 

intelligence. 

Newly qualified social workers (NQSW) give another insight into the notion 

of going a bit further than the managerialist expectation would provide for 

and illuminating their desire to be human and to care: 

Excerpts: NQSW1 “…doing more than the — sort of — bare minimum…you 

could be expected to just maybe do your job, ‘set things up’ is probably a 

good word for it in social work. You’re there to facilitate things and 

then probably back away and the compassionate side of it I think, is just 

going a bit deeper  than that and  listening to 

people. Actually, understanding what is important to them.” 

NQSW2 “…it’s about really engaging…on a very human level…it is going 

beyond the kind of…the basic expectations of, like, the kind of technical 

aspects of your work. I think it’s genuinely caring about what you do 

and caring about the people that you support…when you kind of deeply 

engage with that on a very human level which, erm I would say for me, is 

compassion.” 

The managerial expectation aside, there is also a repeating of the notion of 

engagement, specifically in deeper and meaningful ways with clients that 

involve understanding by listening. Again, as occurred with an earlier 

account there is the linguistic feature of both participants perhaps being 

circumspect in their views by using ‘kind of’ and ‘sort of’. These excerpts 

provide a clear feel that compassion in qualified social work practice is 

additional to ‘technical aspects’ and the job as being able to ‘facilitate’ but 

that these participants feel a need exists to understand by engaging and 

listening and therefore collaborating. NQSW1 emphasises this latter point 
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by stating that despite the presence of a “managerialism” culture that 

compassion for clients is ultimately “…going with their wishes.” These 

insights into appreciating client concerns and needs from deeper 

engagement convey a presence of empathy within their compassion and 

evidence of emotional intelligence being applied in the worker/client bond. 

•How does compassion impact upon your professional practice?  

Nursing students quickly conflated compassion with the quality of care, 
especially NSt3: 

Excerpts: 

“I think if you don’t have compassion it would be very hard to treat 
people as people and nurse well.”  

“I think it would be hard to nurse properly if you didn’t have some degree 
of compassion…”  

“…to have solid therapeutic relationships, I think you need compassion.” 

These views found unanimous agreement in the group and this promotes 

the students’ ideas of nursing being good when compassion is shown, and 

that compassion is born of and/or fostered via the nurse-patient 

relationship. Interestingly, the SWGrad group produced a comparison 

remark about how compassion was not being “coached” with them, 

compared with nurses who, even if very competent and efficient, are seen 

as functioning sub-optimally if they are “…not treating their patients with 

compassion, then I think it all kind of goes out the window.” Not only is this 

a point of comparison, but also a reflective indication of the socio-political 

and professional expectation of compassion for nursing that is not exerted 

upon social work to the same extent or in the same way.  

NSt3 also felt that the “…patient will pick up if you are not 

compassionate…” indicating an awareness that it is something the patient 

will expect and found agreement from the others. Person-centred practice 

means the patient is far more than the “…man in bay 1 bed 1…” (NSt1), more 
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than just the clinical tasks associated with his care; he is a human being. All 

agreed about the importance of the relational component to caring. 

The newly qualified nurses (NQN) felt compassion made an impact as it 

made one participant focus on “…why you came into nursing, for your 

patients.” (NQN4). They went on to say they sensed that as a mental health 

nurse it was a uniquely “…fundamental…” value as their interaction skills 

were primary over technical skills and the centrality of the compassionate 

relationship made it more crucial to them. The choice of the words ‘your 

patients’ and earlier with nursing students ‘their patients’ shows 

engagement and relationship with those who are being cared for, though an 

argument may be extended that this language reveals the prospect of 

paternalism in the interpersonal dynamic. The counter to this latter point is 

that in applying the socio-political expectation of compassion (as a 

component within ‘good’ nursing care) is to offer oneself to the care of 

another.  

Whilst agreeing broadly with the view NQN3 highlighted that empathy and 

compassion were needed too in adult nursing, whilst conceding a greater 

role for technical tasks can lead to task-orientation but suggested adult 

nurses needed to take time to enable “…just remembering the patient 

really and their care going forward” alongside the technical care 

interventions they might require. They went on to talk about the time-

pressures around an example of wound care and chatting to the patient 

about how they felt and then felt guilty as “…we’ve already had fifteen 

minutes; I need to give to someone else…”. There is a feeling of tension, 

perhaps moral distress, here at the feeling that compassionate action 

impacts upon another’s time. The chat with the dressing (in this case) sounds 

like the notion of smuggling compassion into care, as considered by Bhui 

(2017). Interesting too, from this quote is a feeling of not doing something 

to, for, or with the patient, but of giving to them, implying compassion is 

something the nurse lends to their caring wherewithal.  
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Time was important as the discussion developed in the sense that the length 

of time a nurse spent with a patient was central to the development of 

compassion and all agreed that via an example of accident and emergency 

care, that nurses who had only ten or fifteen minutes would struggle to bond 

with patients effectively in that time. NQN2 felt “…privileged…” as a mental 

health nurse that they had more time, conveying to the group that time is of 

benefit to the quality of care they can offer. NQN1 felt politeness helped 

where time was so short and was one way of representing oneself 

professionally in a brief interaction context and NQN3 saw being non-

judgemental as a helpful attribute that might enable conveying of 

compassion in shorter timeframes. NQNs summarised the discussion with 

broad agreement, stating “The depth that’s maybe different depending on 

your clinical circumstances.” Which appears to emphasise their belief that 

time allows for the depth of feeling to be developed and conveyed. These 

are facets of the interaction that do not convey the going beyond in a ‘doing-

for-someone’ sense, rather they are qualitative enrichments of the bond and 

care they are already engaged with. 

Social work graduate students (SWGrads) felt that they were always aware 

of working to a values base and SWGrad1 felt they were compassionate with 

clients “…in terms of you want to do the best for them…”, conflating 

empathy and compassionate care with some level of improved quality of 

care. SWGrad2 felt that working in person-centred ways was a manifestation 

of compassionate social work, tailoring care to individual needs. SWGrad3 

felt what they saw as professional “resilience” impacted on expressing 

compassion for their witnessed experience. They had seen examples of 

resilient workers but suggested being “…more resilient…” could mean 

compassion may be blunted stating “…you should be compassionate, but I 

don’t feel all professionals are…”. It is noteworthy that it was felt developing 

resilience hampered or obviated compassion. This could be an example of 

misnaming the attribute shown as they felt they witnessed resilience, but it 

may have been something else, like hardiness. 
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SWGrad2 continued, that after a  time in professional practice (across both 

health and social care) an ability to express compassion becomes jaded, 

unlike the student who is “…straight out of uni and we’ve had values dug 

into us” which allows them to assess that they would handle a situation 

differently as “…we had to understand values…” and researching and 

learning the issues associated with values-based work “…kind of helped me 

find the values” This is interesting as the implication here is that (potentially, 

given the qualified ‘kind of’) without the burdens and responsibility of daily 

casework, this student views compassionate care more readily and arguably 

more idealistically than those who are exposed the rigours of professionally-

qualified life and work. SWGrad2 felt that ultimately compassion in social 

workers is “…down to the individual mainly…” but studying social work had 

solidified their conception of compassionate caring (akin to the innate sense 

of compassion discussed by nurses earlier) and had  “…registered it” 

suggesting a cognitive and emotive processing leading to acknowledgement 

“…of, or incorporation of, the place professional compassion for practice”. 

Whether innate, taught or learned, these students express that compassion 

is with them and they have an increased awareness of it from their course 

experiences. This arguably demonstrates a further augmenting of their 

emotional intelligence or, indeed, emotional dexterity in their practice. 

The newly qualified social worker group felt “…being empathetic is part of 

compassionate care but not the whole of it…” (NQSW1). They continued 

that it is “…part of it but not the whole of it…”, suggesting the link between 

the two concepts once more and the idea is extended further by the 

statement “…passionate care feels almost like an action. Doing…” relating 

this social worker’s thinking closely to compassion definitions in the earlier 

literature review. They felt empathy “…grows into compassion…a trigger 

point for compassionate care…” which again shows the connectedness felt 

by those in practice between empathy and compassion, but with the 

addition here of empathy as the trigger for compassion to be expressed. It 

was an interesting linguistic choice that NQSW1 used ‘passionate care’, 

which I did not detect in the group but on the recording and transcript. 
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Passionate implies an emotional intensity in surrounding their view of care. 

NQSW1 continues to explore the connection they feel by noting that 

compassionate responding is like a set of “…feelings beyond…” empathy 

resulting in “…an act of care, because you care…born out of empathy”. This 

points to the relationship between empathy and compassion but also to the 

social worker being the compassionate carer born out of, or in tandem with, 

that empathy. 

•Empathy, compassion and compassionate care are terms that are often 
used together...what do they mean to you?  

Nursing students all held views about the impact of empathy. Empathy is 

“…putting yourself in someone else’s shoes…” (NSt3), whilst NSt1 thought 

it connected with “…understanding it from their point of view…” and NSt2 

agreed with these points and added that empathy meant care was “Not just 

task-orientated…” it was “Wanting to get to know a patient…”, which also 

found agreement. Compassion was viewed as a partnership working 

towards goals “…you’re both working together…agreeing about what’s 

best for them and their future…” and not “…you versus them.” (NSt1). This 

was further agreed upon by NSt2 who feels that nurses should recognise 

patients are “…experts in their condition…” with the nurse helping them. 

This suggests an awareness of a need to cede traditional nursing power to 

allow the patient to drive the individuality of them. Compassionate care 

should be the norm “…care is compassionate anyway…” (NSt3) and this 

means “…just caring…emotional caring.” (NSt1), this highlights perhaps that 

compassionate care is a redundant term, that nursing care should be 

assumed to be undertaken with compassion or it is not caring. This is a firm 

political statement from these students. 

The NQN group identified the linguistic and emotional subtleties between 

sympathy and empathy. NQN2 go on to say empathy “…probably allows you 

to have compassion for them” suggesting they have come to understand 

empathy as a relational gateway and pro-social awareness to their 

expression of compassion as it “…helps you to care more…”. NQN3 gave a 
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view that matches some of the earlier literature where sympathy and 

empathy are conflated with each other and even confused “I struggle to put 

them on separate paths. I do think they are entwined…”. NQN4 felt that 

compassion was contingent on empathy and others murmured in apparent 

agreement. Overall, these NQNs conveyed strong connections between 

empathy and compassion. 

This latter point is mirrored in social work graduate students (SWGrads), one 

of whom felt empathy and compassion were a duo that came together 

“…hand in hand” (SWGrad1). SWGrad3 felt there was a bigger emphasis on 

compassion in nursing compared with social work and SWGrad2 noted there 

was a study emphasis more specifically around empathy. SWGrad2 felt the 

emphasis on values in their studies had helped with getting a newer 

understanding of their values and assessing and refining these to ascertain 

if they were “…in tune…” with social work practice, suggesting a testing-out 

of their values in practice with those learned about in the classroom. 

SWGrad1 feels the terms have a relevance, particularly, in older people’s 

care and cited the examples of the older person has “…moved into care 

homes…if they’ve got care going in or the family’s doing it…”, suggesting 

that these are landmark transitions in a family’s life that are challenging for 

them and which needs a particular professional kindness or sensitivity. 

Empathy may have become a bit of a cliché for NQSW2, who feels 

“…sometimes we can’t put ourselves in other people’s shoes, that’s 

sometimes…the experiences of the world are so beyond anything that we 

could ever imagine…” and this is a potential problem for this participant as 

they try to be empathic in all cases but suggests we can end up “… more 

inclined to empathise with people who we feel more alike…” which then 

becomes an “…issue of equality…” within the practice context: an emotional 

conflict and challenge for their practice. Compassion is important because it 

feels “…just more, instinctive and primitive. And I think that 

that’s…quite…raw and uncomplicated”. NQSW2 is reflecting the innate or 

instinctual quality of compassion expressed by others, whilst challenging 
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hackneyed views or trite expressions around empathy and is considering 

that an equality issue is possibly intertwined with the perception about 

relating more readily to those to whom we are similar: a power dynamic that 

could be operating from the practitioner to the client. In both cases, a 

thoughtful appraisal of the presence of empathy in practice is provided and 

a conclusion of its connectedness with compassion. These participants 

provide a sense when listening to them speak and reading and recounting 

their words, of an essential and measured presence of compassion in their 

practice. 

Social practice:  

• Have any educational learning opportunities/events/people influenced 
and shaped your sense of compassion? If so, in what way?  

Nursing students considered learning to be compassionate as important. 

One gave a clinical example of another nurse joining in with a song (with a 

man with dementia who was distressed and who had started the singing) 

and soon his distress ebbed away and the nurse and the man appeared 

emotionally united in that moment, to the man’s benefit “That shaped, that 

shaped me…I would try and do the same thing now, like if I knew that…that 

patient responded well to…” (NSt3). NSt2 suggested that you are told that 

you cannot learn compassion but rejects this “…you totally can…you do 

learn from other nurses…” and goes on to note that they had developed 

from their sense of innate compassion “…I’m a compassionate person, but 

I have been taught a lot.” The group unanimously agreed on the value of 

compassionate role models and NSt1 highlighted the role of experienced 

nurses from whom “…it’s really good to pick up, like, hints and tips from 

them…” and “…the past three years have definitely changed me…but it’s 

definitely role models that has shaped me.” These excerpts show a belief in 

the role-modelling these students encountered that has developed their 

understanding of compassion and that they had learned more about their 

compassionate self from these experiences. 
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The NQN group started this response with NQN4 declaring “…it’s not 

something you can learn as a nursing student…” directly counter to the 

nursing students above. NQN4 went on to suggest that they had learned 

about empathy in theory sessions which was helpful but there was “…no 

substitute for seeing it in action…”. Reading journals on empathy does not 

help one become more empathic NQN4 continued as you need to “…see the 

human side of it…” to make sense of empathy and compassion in practice. 

These remarks provide a hint that learning took place between theoretical 

learning that is consolidated by clinical exposure. NQN1, 2 and 3 all felt there 

was educational benefit from placement experiences and though not using 

the terms suggest this as experiential learning. NQN1 and 3 talked about 

using reflection learned on course to make sense of caring encounters to 

draw learning. NQN2 agreed somewhat and felt learning came from this but 

that it “…goes on experiences…” suggesting that exposure to situations 

developed empathy and compassion both with and without reflecting as 

“…it’s all one, sort of shimmied together”, suggestive of experience gained 

can be consolidated into learning, alongside meaningful reflection. 

‘Shimmied’ in this context was accompanied by a shaking gesture indicating 

the parts of the encounters become mixed or shaken together. In summary, 

NQNs are talking about learning compassion experientially, without being 

directly taught it, and are using clinical exposure/experiences and reflection 

to make sense of events and this helps locate some earlier foundational 

theoretical learning. That latter point, however, depends on the reflexivity 

of the nurse or the quality of supervision/mentoring they receive and the 

nature of the events themselves and the quality of the role-models they are 

exposed to which are vicarious and uncertain paths to learning. Inputs, like 

supervision and reflection, to help untangle the “shimmied” nature of 

experience, empathy, compassion (and other emotional aspects) and role-

modelling would assist more coherent development.  

Social work graduates group witnessed SWGrad2 express that their 

appreciation of values came from a family background that contained social 

workers and the influence of a lecturer. SWGrad2 felt similarly, but that 
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learning in class helped them appraise their pre-existing values and to decide 

that they “…just correlate with social work…”. These students are therefore 

importantly reporting that values-based learning in the classroom helped in 

making sense of their innate sense of caring values and to determine in what 

ways these chimed with the professional requirements of exercising 

empathy and compassion. SWGrad1 also emphasised the learning she 

gained from attending a Dementia Friends workshop which she felt “…built 

my level of compassion a bit more…” and meant (for her, with family caring 

experience of dementia) “…you can see the professional side of 

compassion…” and that professional compassion “…makes such a 

difference when you have the personal touch on it, it affects how we 

work…”. From a different lens of experience, this example shows the 

student using professionally related learning to help make sense of personal 

values and experience to inform their future practice, which indicates 

advancing competence and emotional awareness. 

The newly-qualified social work group allowed NQSW2 to explore what they 

saw as the instrumentality and politicised nature of empathy in social work 

practice with a feeling that it has become “…monopolised by a …certain way 

of teaching…” that justifies clearer engagement boundaries and results in 

more remote forms of approach justified as “… to enable, or to empower, 

and all these things that sound really, you know, progressive, but actually, 

they’re kind of ideological as well, so…I think empathy probably sits with 

that kind of ideological turn…”. NQSW2 suggests there is deliberate 

professional stance to stamp empathy as a preferred state of engagement 

at the expense of all other prosocial helping and that it may not be as 

engagement-friendly or caring as it is rhetorically portrayed. A conclusion to 

this section was to compare this stance with compassion and restate the 

latter instinctual rawness of it as facilitating being “…connected…”. The 

follow-up question, from myself as facilitator, in response to this was 

“Connected, as in a sense of relationship there?”, to which both NQSW1 and 

NQSW2 answered “Yeah” in unison, suggesting their agreement on the 
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point and with the notion of their valuing of establishing a caring relationship 

in their practice. 

• Has university or practice learning influenced your sense of 
compassion? If so, how?  

Nursing students said that their mental health course had a focus on the 

patient who has experienced trauma and care-planning formulation focused 

on how to effectively care, which was helpful (NSt3). They proceeded to 

outline how, in practice, some diagnoses or specialities of mental health care 

may engender a greater stigma or challenge in compassionate relating for 

nurses. An example of working with mentally-disordered offenders was 

given and how before clinical exposure to this group they lacked 

compassionate insight in these “…’type’ of people” (observer noted the air 

inverted comma signs made on “type”, and this further reveals the previous 

othering of that group by NSt3) and how they reappraised their insights into 

these people’s situations “…it’s not black and white…” and with that their 

values as they find they can “…have lot of compassion for these people 

now” (with the words “type of” and ‘air commas’ now omitted as they report 

their present beliefs, derived from personal experiential learning). I asked 

NSt3 a supplementary question “It’s like you didn’t know you could be 

compassionate, and you’ve learned you can be compassionate, even when 

there’s challenges?” to which she readily agreed with “Yeah, yeah!”. 

NSt2 felt that the “…mental health modules for adults” in the adult nursing 

course help with “…courageous conversations…” in helping patients and 

simulation gave a safe space to practice. They felt they would behave 

compassionately anyhow, but these sessions gave them a chance to not fear 

making critical mistakes when encountering situations later. These points 

were supported by NSt1 who said the “…mental health really helped us”. 

NSt1 also reported having a prior view on people who use substances that 

changed due to practice interacting with people in that situation “…but it’s 

definitely changed…working with people” and helping these individuals 

deal with their difficulties is part of their role and they “…just have to treat 
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them as a person”, showing the similarities with NSt3’s example and how 

they have shaped their values and practice accordingly with clinical exposure 

and experiences. NSt2, in a different way felt she was compassionate person 

in a pre-existing way but was “…quite sheltered…”and the range of 

interpersonal encounters had opened her eyes and had now found she could 

tap into her values to understand others and “…even when I’m out I’m 

working, I feel like I’m like that all the time now”. These examples all 

suggest a growing awareness of a personal shifting and adaptable values 

base from practice learning and reflection. The results are developing 

professional maturity, judgements based on experiences (and not 

misconception) and self-awareness of these changes. Together these 

suggest the kinds of emotionally intelligent traits that Rankin (2013) and 

Ingram (2013) propound. 

The social work graduate students all report having been influenced in their 

view of care and compassion by their course. SWGrad1 said “…we really 

didn’t have a lot of discussion around compassion…it’s not classed as a 

value as such, it’s more just…like it’s a given kinda thing…. SWGrad1 

continued “…straight from school I was like quite closed off…I’ve come 

out…” and “…I’ve seen the challenges people face…when I was a little 

seventeen-year-old…I didn’t have any of that view or I was just like, people 

are kinda stuck and that’s it…I can see why they need help and I’ve been 

there…” All of this implies a personal growth through study and practice 

experience, despite not being specifically exposed to much compassion 

learning in university and not viewing it as a core social work value (it is, 

however, mentioned in the ethical practice principles of the Code of Ethics 

— British Association of Social Workers (BASW), 2014). The use of the word 

‘little’ and the expression ‘I’ve come out’ was significant to me, as these 

suggest one who sees themselves now as having needed to mature and grow 

personally, emotionally and professionally. There was no explicit statement 

of the influence of theory or practice, but I propose a stronger practice 

influence can be drawn from the statements about “I’ve seen” and “I’ve 

been there”. 
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SWGrad2 felt practice placement helped them locate their values as chiming 

with social work and having “…Oh yeah, I feel like that…” experiences in 

practice helped them internalise and understand their caring values with the 

roles. SWGrad3 pointed to a classroom activity that shifted their 

understanding of their values (having earlier stated they came from a 

socialist-informed background, that was part of their conscience and 

compassion base) and described a learning activity about considering 

conflicts between personal and professional values and in exploring these a 

realisation of their proximity arose “…I think doing that…helped me kind of 

realise they were the same…”. Overall this group of participants point to 

both classroom and practice influences, but with a stronger suggestion of 

testing their sense of caring values in the latter, as more influential. 

The social worker group considered their university time and the following 

came for NQSW1: 

Excerpt: “… I think that compassion is difficult to…it’s difficult to teach, if 

you know what I mean, you can’t really teach someone compassion, 

or maybe you can, I don’t know. But there was nothing that…within 

lectures or seminars or groups or anything like that. That really made me 

think, you know, ‘I understand compassionate care’. But there 

are moments from placements that I went on that really, compassionate 

care was…it probably increased my understanding of my own 

compassionate care…” 

NQSW2 recounted a memory from a lecturer in class explaining how they 

had to sometimes grapple with client-needs in criminal justice social work 

versus the nature of clients’ crimes. NQSW2 could sense the situational 

tension and it helped them to appreciate the demands of balancing the duty 

of care to public safety with a sense of trying to do well by service users and 

expressed this in reflecting on their practice and how squaring those two 

(sometimes) opposing requirements can be demanding. This meant one had 

to navigate a complex path where managing the situation and being caring 

meant you could not meet every service user need and may result in saying 
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“…I know that this is not the course of action that you necessarily want…” 

and continued their reflecting in that stating “…at least you’re not 

overlooking the complexity, you’re not, you don’t just take things at face 

value, this person is bad and that’s why they did that or this person’s 

making a bad decision, or, you know, but, things are so much more 

complex and that’s really an act of compassion…”. This exemplifies the 

tension of doing what you can to balance statutory duty versus service-user 

needs and NQSW2 is suggesting that in meeting the latter as best as they 

can within the situational restrictions and being open about that is, to them, 

compassionate. 

The NQN group considered practice-based learning influences generally. 

NQN4 identified watching their mentors engage with patients in a 

compassionate fashion and felt that practice dominated their learning over 

theory “…you need to…the practice just…this is hard to explain. It just 

comes natural.” Here they are reporting that practice allows students to 

assimilate complex interpersonal relating and skills into their professional 

wherewithal, but they do speculate that perhaps a fusion with classroom 

learning too, can be influential “…but it’s the theory and the practice…”. 

NQN2 pointed to reflection and listening to patients as learning tools for 

compassion and in doing so highlights relational practice as important. 

Regarding specific care — anticipated care planning — they felt “…I reflected 

on that and I thought, I was happy with my practice that day.” and that by 

“…me listening, really carefully listening to them…” impacted positively on 

developing complex individual care. NQN1 reflected on the impact of an 

Observable Simulated Clinical Examination (OSCE) for managing suicidal 

patients as helping with being compassionate in complex situations “You 

probably think more deeper when you get ready for that…” NQN1 agreed 

though felt it still differed from practice realities, which they seemed to 

regard as more important by stating “But actually having it in real life’s 

totally different.”, yet they conceded the OSCE “…does shape you…”. The 

second nursing reference to feeling ‘shaped’ by experience, implying feeling 

like they have had existing attributes moulded or recast due to simulation or 
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practice learning. NQN3 also identified real-time feedback from teachers 

and simulated patients in simulations as helpful learning about being 

compassionate with questions from like “Why didn’t you hold my hand?” 

and simulation offered a chance to deconstruct the care “…it got a chance 

for between two people to figure it out.” and NQN4 supported this by 

calling it important “…practical feedback…”, suggestive of feedback they felt 

had a utility to their learning and practice. Despite earlier assertions in the 

group that compassion is something that one comes to nursing with and that 

it cannot be taught, one can see these nurses are learning or have learned 

about compassion in practice learning primarily but can also point to an 

influence from classroom or theoretical inputs. Their reflections here show 

they have been shaped by their experiences. 

•Has your sense of/feelings about compassion changed since 
commencing study/qualifying?  

The nursing student group saw NSt1 suggest they were compassionate 

before but that this was “…definitely reinforced in me now…” and that the 

individual nature of care has been developed and prior value-judgements on 

certain types of stigmatised patient groups have been challenged and 

changed by studying nursing, principally by engaging with people from these 

groups. NSt2 felt the course exposure to situations requiring compassion 

had changed them as a person. These students are once more highlighting 

the learning derived primarily from practice exposure. 

With social work graduate students, SWGrad1 felt that going into practice 

helped with “…putting all the theory that I’ve got into that kinda made me 

a bit more compassionate…” as they saw practitioners imparting kindness 

as part of their practice and that resulted in understanding “…why people 

do it now rather than they just feel they have to”. This shows learning from 

practice experience and role models and, further, a challenging of their 

earlier preconceptions. SWGrad1 also talks of their developing emotional 

and professional maturity through their experiences on the course and now 

feels “…I definitely have more compassion now because I can see how 
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people end up in that situation” which indicates the personal growth they 

can trace and shows an incremental development of emotional intelligence 

too. There is also a sense that theoretical learning was consolidation and 

developed from subsequent practice placement. SWGrad2 felt university 

opened their mind to caring for those with stigmatised situations and felt 

that before their course they may have judged there were groups “…you 

wouldn’t automatically think to be compassionate towards” and SWGrad3 

suggested criminal justice social work as one such area of practice. SWGrad3 

had once felt some “…you wouldn’t think they were deserving of 

compassion…” but found that “…after getting a broader understanding, you 

can”, which again shows their new perspective, changing values base and a 

personal emotional and professional growth. SWGrad2 and 3 were less able 

to be clear about whether practice or theory had impacted most but were 

definite in their development being from their educational experience. 

SWGrad2 felt that being in practice, however, allowed them to learn that 

ultimately, her “…own personal sort of values and things, I think just 

correlate with social work, you know, the principles”. This quote suggests a 

deeper understanding of themselves and of how they can relate to the 

caring realm of social work. In summary, of this group, one can see examples 

from classroom and practice learning colouring these practitioners’ view of 

how their sense of compassion was influenced and developed. 

In the NQN group, NQN1 felt that life course theory work helped their 

understanding of how adverse childhood events impacted on people in 

adulthood and that influenced their compassionate values and approach. 

NQN2 recalled a similar feeling when this was brought up. This shows 

agreement on the value of how theory shaped or developed compassionate 

understanding and practice. 

NQSW2 stated that they grappled with the tensions inherent in complex 

interventions and their care feels like “...it comes out as softer, as more 

understanding…” and they feel they are now “…more sensitive to 

identifying significant learning opportunities…” in their relational care, 
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“…that relationship was kind of acts of compassion…”. NQSW1 felt that they 

changed in being more able to reveal their caring self “…I don’t know if 

maybe it’s because it was such a big change…but coming from a sort of 

third sector background for the brief period that I was in it, I think when I 

became a statutory social worker I was probably a bit too afraid to show 

my compassion sometimes?” and now “…as things go on, I actually 

become…more, more of me comes out and more of my real personality…”. 

Both participants are emphasising the development of their caring thinking 

and practice as they gain experience as part of how they make sense of their 

roles as qualified social workers. 

• Are there any things that get in the way of being professionally 
compassionate?  

Nursing students disagreed to some extent on this question. NSt1 felt older 

nurses sometimes appear burnt-out and the “…movers and shakers…” are 

newer registrants but NSt3 felt older nurses were more optimal role-models. 

NSt1 also thought “confidence” especially in speaking-out about care or in 

defence of patient need or the sufficiency of care was a barrier until one 

acquired it. NSt3 noted a similar theme in that students often “Don’t want 

to rock the boat…”, but supportive cultures can help you to find the 

confidence to speak-up to champion good care standards. 

The NQN group considered the nature of or absence of feedback important 

here. NQN4 felt that “…if you’re doing your best every day to try and have 

these values and you just get a kicking for it must be pretty de-

motivating…” compared with “…if you feel valued from colleagues and 

higher and even the people that you’re caring for, if you get some  

feedback…” that helps with motivation. The perception of unfair or 

disproportionate praise for some and not others was demotivating and likely 

to make performance become jaded “Joe Bloggs getting all the praise but 

I’m panning my guts out and I don’t get anything…”.  

Similarly, NQN4 noted that adverse press reporting, when services become 

news, is demotivating and likely to hamper compassionate performance 
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rather than to incentivise it. Even if you are not involved you feel affected by 

the negative climate, NQN3 suggested it is “Because you care…” and the 

others agreed. Overall the NQN group consider the nature of a supportive 

or unsupportive climate or culture with feedback important in sustaining 

compassion or compromising it. Time was also a factor for this group, be it 

a short level of interaction with patients as in an Accident and Emergency 

nursing example given or if large caseloads with long gaps between sessions 

as detrimental or barriers to compassion “I get half an hour every six to 

eight weeks because caseloads are so big…” limiting the space for 

compassion to develop and creating stress. This appears as a form of moral 

distress that the nurse cannot do all they want to do to effect good care, 

including the level of relationship and compassion. NQN2 suggested agency 

nurses come in and out of areas and the discontinuity contributes to a less 

compassionate milieu, but the lack of ownership from shift to shift means 

“…they’re not as compassionate as you’d want…”. This appears to create 

another route to moral distress in nursing staff. In summary, negative 

cultures supplanting more positive ones, time constraints and discontinuity 

of staffing and care can inhibit compassion. Like the nursing student they 

feel positive cultures improve the chances of compassionate nursing care. 

Social work graduates (SWGrad2 and 3) both felt “…resources…” impacted 

negatively on the ability to maximise compassion in their care. SWGrad2 saw 

the “…policy of the government…” is focused on processes and therefore 

social work operational policies become “…focussed on a certain process…” 

inhibiting the ability to “…actually put things in place to help these 

people…”. This also impacts on time as spending time with families and 

people becomes squeezed into a “…tight, like timeframe…”. Workload and 

staff shortages make things worse. 

SWGrad2 felt that some client-groups were easier to work compassionately 

with, citing the example of older people, due to the level of direct contact 

with them and not through parents. SWGrad1 also felt the elderly were a 

group with whom social workers could more readily find compassion in their 
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care as they are being placed in care homes and you also have a family who 

need guidance and support. Interestingly, SWGrad1 also felt a dependency 

can result from “…too much compassion…” and was a reason to step back 

to some extent to empower independence in some client-groups or 

situations. This (seemingly) conscious rationing of compassion is interesting 

as it seems antithetical to the socio-political drivers imposed on nursing care. 

In the NQSW group, NQSW2 suggested the tension of “…compassion versus, 

sort of managerialism…” is an inhibiting issue in their practice and also that 

in brokering care for others you “…get less opportunities to be 

compassionate…” and the services you put in are “…not your compassion…” 

whereas before delivering care directly as a student or in other roles “…you 

were the support…”. NQSW1 agrees and suggested that the social worker 

then has “…delegated the compassion to somebody else…”, they also 

agreed on the feeling of reduced opportunity for personal compassion in 

practice due to operational arrangements. A sense of frustration is 

detectable in that social workers are caring people and feel thwarted in 

showing the extent of their caring professional selves, due largely to the type 

of services they provide. The building of such thwarted emotion is an area 

of potential tension and which could be unpacked in supportive supervision 

but less so where mechanistic managerial oversight is operated. 

Summary and synthesis 

• Professional compassion/compassionate care are discussed a lot 
(especially in nursing).   What do you think of these concepts?  Sense of 
suitably meeting people’s needs from all groups.  

The notion of going further or adding something extra to care is present but 

I suggest this is challengeable. The idea of a personal standard of acceptable 

care for oneself or relatives was mentioned by nursing groups, yet there is a 

feeling that the essential nature of compassion can be a key part of care from 

all groups. Social work students noted how compassion was essential in 

nursing. 
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• How does compassion impact upon your professional practice?  

Relationships result from and are enhanced by compassion. Without 

compassion, nursing care may not be seen as “good” or be viewed as being 

undertaken “properly”. Compassion for social work graduates is reflected in 

their grounding their work in values and empathy especially; empathic 

relating may lead to compassion. 

• Empathy, compassion and compassionate care are terms that are often 
used together...what do they mean to you?  

Empathy can be akin to ‘putting yourself in another’s shoes’ for nursing 

students but for all groups they felt sensing the patient or client’s situation 

was important. Empathy is related to compassion, as evidenced by the 

following statements “hand-in-hand”; “shimmied together”. Compassionate 

care may not be a competent term as all care should be compassionate, for 

one nursing participant, so “care” should suffice. Social workers wondered 

whether the dominance of empathy as a skill or disposition had been 

“cheapened” in some way, whilst still valuing the place of genuine empathy 

in care. 

• Have any educational learning opportunities/events/people influenced 
and shaped your sense of compassion? If so, in what way?  

Role-modelling and critical caring moments/experiences in practice were 

viewed as the most beneficial and noteworthy learning landmarks for most 

and these “shaped”. Social work graduates and social workers did identify 

lecturer role models and specific sessions as being influential. 

• Has university or practice learning influenced your sense of compassion? 
If so, how?  

Practice exposure to client-groups who are marginalised or stigmatised has 

taught nursing and social work participants that they can find compassion 

for the person even in the face of unsavoury past deeds. This surprised some 

and they could point to their compassion awareness and development via 

this. 
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Values-based learning was important for social workers. Both professional 

groups saw practice learning has consolidated theory and was viewed as 

more influential than theory, across all groups. Some participants discussing 

their innate compassion but then going on to identify reflective moments, 

effective role-modelling and practice encounters that developed and 

“shaped” their sense of, or expression of, compassion. 

• Has your sense of/feelings about compassion changed since commencing 
study/qualifying?  

Finding out that compassion for societally stigmatised client groups was 

possible, even overcoming pre-conceived ideas in some cases. Increased 

awareness of the place of compassion in practice. NQSWs feel more 

confident and assured about their role and where the expression of 

compassion in practice is needed. 

• Are there any things that get in the way of being professionally 
compassionate?  

Resource issues were prominent in all groups with time, caseload size and 

staff numbers all noted. Operational rules, organisational culture and 

managerial inputs can all thwart the expression of compassion, leading to 

frustration around the exercising of the professional role (and perhaps 

ultimately to moral distress and compassion fatigue). 

Figure 11 (p230) captures the headline themes relative to their discursive 

place in the Fairclough framework. 

These themes are important discursively as they mark aspects of 

compassion from near-to graduates and recently qualified professionals and 

offer some consistency of themes. For example, the uncertainty of being 

able to effectively teach compassion versus the ability to learn it and the 

agreement on the proximal nature of empathy with compassion and the 

importance of supportive culture or effective role-models in developing and 

shaping compassion all reflect the literary CDAs ideas and language (in both 

professions) to some extent.  
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Further alignment with the literature and the socio-political pressures 

around compassion’s place in nursing emerged. This enhances the scale of 

the professional imperative compassion is for nurses. Nursing participants 

are aware of it and so were social work counterparts. Similarly, the 

managerialist culture within social work can thwart or impose limits or 

boundaries upon compassion in the field. This experience aligns with the 

literary CDA. Students felt they are not taught compassion and it is not part 

of their core values set (educationally), even though they felt compassionate 

as individuals (not unlike those social workers Yuill and Mueller-Hirth, 2019, 

describe). 

Text reveals the terms listening, leadership, respecting, relationships and 

engagement. I interpret these as positive terms, overlapping with or like 

language found in the literature, relating to productive cultures or 

collaborations in care. These are statements of what graduates of both 

professions aspire to in their caring work. 

 

 

 

 

 

 

 

 

 

 



 
 

 

- 230 - 

Figure 11: Focus groups summary 
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Chapter 11 Discussion 

This chapter discusses the research study and, from that, the implications 

and conclusions I draw from the findings presented in the previous chapters. 

A stakeholder event was held (see Chapter 8 and ethical approvals — 

Appendix 3) to offer initial findings and generate scholarly discussion. The 

headline notes taken by the rapporteur at the event form part of this 

discussion. 

Table 7: Key findings summary 

Number                                               Finding See 

Figure/s 

     1  Centrality of compassion to nursing and the political/policy, 

professional and public power exerted upon it; lower prominence 

in social work, with empathy more dominant 

8, 9, 10, 

11 

     2 Compassion can be learned, but difficult to teach 8, 9, 10, 

11 

     3 Compassion development as processes 8, 9 

     4 Emotional intelligence and self-compassion important for 

cultivating and shaping compassion — compassion literacy and 

presence 

8, 9, 10, 

11 

     5 Proximal relationship between empathy and compassion, but as 

conceptually separate entities 

10, 11 

    6 Relational nature of compassion and the value of practice-based 

learning and effective role-modelling as learning tools  

8, 9, 11 

     7 Celebrating compassion 9, 10 

     8 Workplace cultures and values — especially leadership, 

operational rules, professional norms, teambuilding can foster or 

hamper compassion expression, development and maintenance, 

especially within social work - evidence of impact in nursing too 

8, 9, 10, 

11 
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11.1 Key findings narrative 

There are clear differences between nursing and social work in the 

prominence of compassion as a feature of professional care. Nursing is 

founded on compassion and the public expects nurses to be compassionate 

in their care, which in turn is reflected in professional and political policy and 

discourse. No equivalent level of socio-political pressure exists within social 

work regarding compassion. 

There is extensive consideration around the ability to teach compassion. 

There is a greater degree of certainty around learning compassion. Learning 

structures and modules exists in the literature (especially in nursing) and 

span undergraduate and postgraduate arenas and some are tailored to 

specific specialities and care contexts. A key theme to emerge was that these 

approaches had likely transferability within them and that they were all 

multi-faceted processes and designed for the practice interface. The 

activities targeted the individual practitioner (self-compassion and 

emotional intelligence), teams (culture, support, leadership), organisational 

management (developing compassionate workplaces) and relational nature 

of compassion (how compassion is effected, negotiated and tailored to 

unique need). The differences between and the interconnection with 

empathy and compassion is prominent, but clarity exists in the conceptual 

distinctiveness of each. 

Workplace cultures and operational rules were important as arenas that 

create moral distress, compassion fatigue and burnout. The balance 

between managerialism and space for practitioner autonomy to express 

themselves in their caring roles is a common theme, especially in social work 

discourses. Neoliberal managerialism is identified as a key factor in the 

development of compassion fatigue in social work and increasingly target-

driven cultures in the NHS are viewed similarly in nursing. 

Practice-based learning to consolidate theoretical input is important, with 

effective role-models key to the shaping, cultivating and development of 
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compassionate practice. Celebration of compassion as a professional virtue 

is also isolated as a key consideration in nursing and social work texts. 

11.2 Implications of analyses  

How do the analyses address and impact upon the research questions?  

Those questions are: 

What is compassion’s relationship with empathy, sympathy and pity as 

related concepts? 

What are the learning drivers and facilitators underpinning the development 

of compassion in near-to graduating students and newly qualified 

practitioners of nursing and social work? 

What impacts upon compassion and compassionate care may learning and 

development or detracting factors have on compassion in students and 

practitioners of nursing and social work? 

The following section addresses each question, in turn. 

11.3  Research question summary 

What is compassion’s relationship with empathy, sympathy and pity as 
related concepts? 

Compassion’s relationship with empathy is proximal and complex. The 

backdrop literature review in this study revealed that and the CDAs of 

literature add to that complexity. Each of the literary discourses found this 

proximity. Some authors suggest that the compassionate practitioner must 

be empathic (for example, Straughair, 2012b, Dewar and Nolan, 2013). The 

study’s backdrop review, however, suggests that sympathy may have a 

closer proximity to engendering compassionate action and that sympathy 

and empathy are semantically and conceptually confused: a key premise of 

my decision to characterise the concepts as touching and not overlapping in 

my literature review model (Figure 4, p85). This shows the close relationship, 

but clear conceptual separation. Achieving empathy to another can be help 

demonstrate compassion, but it is not universally the case. Nor is it 
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universally required of empathy; there is little requirement to act 

compassionately when one senses another’s passionately held views 

(whether agreeing with them or not) or their joy. Empathy’s uniqueness in 

professional relating is that it is not solely concerned with distress, unlike 

pity, sympathy and compassion. 

The social work graduate focus group were less persuaded about 

compassion as a social work value, however, the stakeholder event 

discussion drew this aspect out and the difference between working to a 

code of practice, for example, Scottish Social Services Council (2016) which 

does not include compassion, versus the British Association of Social Work 

Code of Ethics (2014), which includes reference to it, was exposed for 

deliberation (although social workers are not obliged to be cognisant with 

the latter). 

Focus groups also noted the connection between the concepts, but social 

workers were much clearer between the boundaries between them. 

Examples of this can be found in the consideration of “cheapening” of 

empathy — suggesting it runs the risk of becoming a throwaway line and the 

questioning around whether we all achieve empathy more readily with 

those whom we are alike. An explanation for this could be the boundaries in 

relationships with service users and clarity around the preferred disposition 

of empathy (“cheapening” view notwithstanding) in social work and within 

its values. The nursing students talked a great deal about empathy, 

suggesting that theory or practice learning about it has made an impact with 

them. 

Social work literature adds to the terminological uncertainty. The 

preponderance of papers exploring empathy and compassion fatigue seems 

to conflate empathy with compassion on one hand, or it suggests 

compassion fatigue is the wrong term for the emotional-jading related to 

empathy. Added to that is the belief that self-compassionate people can 

rebut the stressors relating to compassion fatigue better and an order of 
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discourse between self-compassion, compassion and compassion fatigue 

that emerges from the literature.  

Broadly this order manifests as self-compassion being a desirable attribute 

to have, it can be learned/developed/shaped, and it helps defend from 

compassion fatigue. Compassion is more readily expressed in one who is 

self-compassionate. Issues that compromise/thwart the ability to be 

compassionate, for example,  time constraints and managerial issues (both 

professions) “paperwork time” (social work) and caseload sizes (nurses) can 

lead to compassion fatigue or moral distress. 

In the literary CDA sources pity is not mentioned and sympathy less so, 

suggesting a semantic favouring of empathy or confusion between the 

prosocial dispositions. This suggests a trend or acceptance of empathy’s 

prominence in education and practice in both fields and of its proximity to 

compassion, that was not borne-out so clearly in the background literature. 

These relationships are complex, as identified in Chapter 7. The CDAs, 

however, offer a new clarity on the relationship and the perceptions of 

practitioners of the relationships. 

What are the learning drivers and facilitators underpinning the 
development of compassion in near-to graduating students and newly 
qualified practitioners of nursing and social work? 

As previously mentioned, the political and public imperatives placed upon 

nursing to be compassionate generates a need to find ways to learn, develop 

and sustain compassion (made more pressing considering undesirable 

events such as in Mid-Staffordshire). The nursing CDAs show a development 

in the numbers of proposed approaches for both pre and post-registration 

learning around compassion. The same level of structured development 

does not exist for social work with compassion. 

Positive mentoring, clinical exposure and role-modelling to consolidate both 

pre-existing values and theoretical learning around compassionate care and 
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relationships were viewed as at the heart of learning for near-to and recently 

qualified nursing graduates. 

What impacts upon compassion and compassionate care may learning and 
development or detracting factors have on compassion in students and 
practitioners of nursing and social work? 

Amongst the most revealing aspects of the nursing focus groups was the 

perception expressed that you “cannot teach” compassion. Compassion was 

an attribute already in situ and that theory around care/caring and relating 

was interesting to a point but did not develop practice. The same 

participants then determine practice exposure and good role-models as 

helping them make sense of theory and shaping their sense of compassion. 

These participants, therefore, are identifying that they maybe were not 

taught compassion, but that they learned about being compassionate. 

Culture and leadership of care and service provision was a strong theme in 

the social work discourses and present within the nursing literary and focus 

group analyses. Mechanistic operational procedures, time-constraints and 

caseload sizes all emerged as themes that could thwart the ability to express 

compassion. 

Partnerships: teachers with students, practitioners with leaders, 

practitioners with patients/service users were themes that emerged in the 

literary and focus group discourses. These were largely positive.  

Nurses and nursing students mentioned positive mentoring role-models in 

clinical practice. Social work graduates and social workers reflected on the 

value of noteworthy lectures and learning moments within these from 

teachers that inspired them and clarified their thinking, especially 

surrounding values issues. 

The relationship with leaders could be a point of support or of tension. 

Feedback was important and so too supportive supervision. Developing or 

supporting positive work cultures inspires, rewards or celebrates 

compassion. 
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11.4 Limitations 

Literary analyses: The disparity in numbers of sources and focus on 

compassion and associated learning is a potential limitation. The nursing 

CDAs are extensive and the recent nature of the writing means all included 

sources are not older than 2011 and ostensibly from the UK (some overseas 

papers were included to enrich the analyses). The social work sources were 

in some cases a little older and had a less prominent focus on compassion 

and its development. To enrich this analysis, it was augmented by papers 

from abroad to reflect a depth of text around compassion in the profession. 

This allowed for a richer comparison with the nursing discourses to highlight 

similarities and differences and unique features, all which have emerged. 

Numbers and scope of the study: As qualitative research, numbers within 

the focus group section of the study were small, but of much less concern 

than in other types of research. That said, no one focus group reached the 

optimum five to eight participants Krueger (2006) identifies. This is offset 

however by the chance for the participants to have greater space to 

respond, thereby enriching the data and recalling my earlier expression of 

Krueger’s ideas about thick data (quantitively enough) and rich data 

(qualitatively dense); the groups allowed for both. 

Student participants: There was always to be a population variance 

between nursing and social work students, academic and practice discipline 

differences aside. As final year students, the social work graduates had an 

additional year of study, the nurses were third-year honours or bachelor 

students. This makes for potential differences within educational and 

practice exposure in their respective near-to graduate discourses, aside from 

the issue of years of study. One of the nursing student group was a mental 

health field participant who is following a different practice and theoretical 

path to registration.  

The social work graduate discourse was drawn from a solitary student 

interview and a group of two, which was not planned and due to recruitment 

and availability issues. I took a calculated decision to maximise the data 
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available to me. This meant the solo student did not have the benefit of 

responding to the ideas of others and the group conducted was even smaller 

than was planned for. This had unknown impacts on the data collected. 

Newly qualified participants: There was established variation in the two 

groups as the practitioners of both professions were drawn from differing 

sub-specialities of professional work in their fields. Additionally, the nursing 

group was equally divided between registrants of the adult and mental 

health field registers (who bring differing professional theory, practice and 

socialisation factors to the group), whereas the social workers prepared for 

work across their profession and are on one professional register. 

Bias 

I came to this study already interested, indeed enthusiastic, about 

compassion and care. I purposefully drew compassion out from the 

graduateness literature review as the articulating theme for this thesis. I am 

also one who has championed the place of compassion in nursing.  

These facts may mean there is some unconscious bias towards the study 

focus. Throughout the study, however, supervision, presenting at seminars 

and conferences and engaging in debate with peers have helped me ground 

my thinking and decision-making and this has assisted me in focussing my 

work meaningfully. 

11.5 Implications for further research 

There are several implications for further research resulting from this study. 

Firstly, the literature search could be more international to allow for a wider 

analysis of global contributions on compassion and how it is learned and 

developed. The focus group study could be replicated on a larger scale to 

take in greater numbers and sites to ascertain if trends, patterns and findings 

were found on a more widescale basis. This could have the benefit of a much 

stronger UK understanding of compassion and how it is learned in the two 

professions. These could combine into one larger critical discourse analysis 

study but could also be undertaken separately. 
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As a mental health nurse, a study exploring the nature and expression of 

compassion in the field could be done and in comparison, with other fields 

of UK nursing. This could provide rich data illuminating shared and unique 

aspects that may have efficiencies for planning and joint learning across the 

emergent integrated health and social care sector. 

A qualitative comparison study between nursing/nurse education in the UK 

and other countries could also enrich understandings on how compassion is 

learned in different places and in how much it is valued as a component of 

nursing care in different cultures. This could also show how strongly or 

commonly, or not, the socio-political pressure for compassion within nursing 

care is in different parts of the world and offer some global context or 

meaning to educators and practitioners alike. I worked solely with senior 

students and recently qualified nurses and the study could embrace 

different ranges of experience and grades or nurses to understand and map 

educational need. 

The social work literature CDA included in this study was already more 

international than the nursing one, however, a stand-alone social work study 

could also be undertaken and with a focus on the UK context. As a 

component of this, a fuller discourse examination of the nature of the 

relationship in the literature between empathy and compassion fatigue 

could be undertaken, which was largely outside the scope of this study. 

More experienced social workers could also be included to give a more 

profession-wide feel to the study. 

11.6 Implications for Nursing 

This study reveals several implications for nursing/nurse education. I judge 

the most important of these to be the centrality of compassion to nursing 

and the relational nature of care and compassion (Dewar and Nolan 2013; 

Curtis, 2014; Adamson and Dewar, 2015; Burridge et al., 2017). That means 

utilising and developing educational and service development programmes 

designed to fully acknowledge and harness these aspects (Straughair, 2012b; 

Dewar and Nolan, 2013; Adamson and Dewar, 2015).  
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Prime among the activities for education is to consider programmes that not 

only educate but assist in maintaining nurses to express compassion in their 

care. The need for clear definition of compassion is an acknowledged 

challenging aspect, so instead, developing awareness of the relational 

components using an approach like the model of compassionate 

relationship-centred care (Dewar and Nolan, 2013) can enhance the values’ 

awareness, skills development and maintenance, and assist in developing 

the leadership and partnerships needed. Developed initially for older 

persons’ care, I feel the components within it are transferrable across care 

contexts as the caring relationship and inter-relationships and 

communication are at its heart. 

The relational nature of compassion calls for an emotional acuity or 

intelligence akin to compassion literacy (Burridge et al., 2017). Compassion 

literacy development is another approach to develop nurses and their 

services the acquiring of this in terms of a taxonomy, building from an 

awareness and management of self to workplace activity with others that 

can stimulate a compassionate culture. Although this was developed for 

primary care, the principles seem transferable to other nursing arenas.  

Role-modelling is a theme drawn from both the nursing focus groups and 

the literature (Straughair, 2012b). This provides unpredictable learning due 

to how well or what the role-model demonstrates, however, nursing 

students noted the value in making better sense of theory around relating 

and empathy with good role-models. Students make communicative links 

between compassion and empathy and their contribution to person-centred 

care (Young et al., 2018). Simulations (which could work with both students 

and qualified nurses) are proposed by Kenny (2016) as the acts that 

constitute compassionate engagement are sometimes physical or visible 

aspects of care and can, therefore, be rehearsed, with feedback provided. 

There is a chance for positive role-modelling within the simulation 

experience. Nursing focus group participants noted the value of practice 

learning and good role-models as shaping their development. 
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Recruitment of nursing students is another area of focus. Some altruistic 

ideals and stereotypes can encourage some applicants to misperceive the 

nature of contemporary nursing. Patient involvement in recruitment can add 

value in assisting in seeking out the correct attributes for compassion in 

candidates (Straughair, 2012b) and more recently, values-based recruitment 

(Rankin, 2013; Tetley et al., 2016). 

Recruitment is one area of collaboration with patients, but similar levels of 

partnership can enhance undergraduate teaching around values and what is 

important in care to the service user. Lived experience may also be usefully 

harnessed via patient narratives of care (Adamson and Dewar, 2015) and in 

seeking out the seemingly small but qualitative aspects that they value. 

These stories can help embed compassion awareness in the formative stages 

of nursing education. These initiatives designed to get the ethos and 

centrality of compassion set from the earliest moments in careers is 

important and addresses the suggestions made by Willis (2012) and Francis 

(2013). 

Leadership and management culture are important aspects. Target-culture 

and efficiency measure can run counter to an ethos of compassion as time 

becomes pressured (Dewar and Nolan, 2013). A culture of appreciative 

leadership can assist in setting a culture for the development of compassion 

in services and more vitally in sustaining them. Important considerations 

here are collaboration but also being courageous in caring conversations and 

engagement (Dewar and Nolan, 2013; Curtis, 2014). The challenge of being 

courageous as a student can be difficult in practice learning for students, 

however (Curtis, 2014). The development of an attitude of collectiveness 

around the development of compassionate care and services is important 

(Burridge et al., 2018). This provides a sense of ownership and cohesion in 

learning and developing as a team. 

11.7 Implications for Social Work 

Social work has less prominent literature around compassion. It does, 

however, have a salient literature on compassion fatigue. Social work 
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literature is concerned by the scale of compassion fatigue and distress and 

seeks to understand how it may be addressed (Stickle, 2016).  

Empathy is the primary relationship value in social work (Wagaman et al., 

2015). Social workers, both in the literature and in focus groups, note their 

compassion as a driver for professional motivation and can feel thwarted by 

managerialist structures (Bilson, 2007; Yuill and Mueller-Hirth, 2019) and 

operational procedures and boundaries that can inhibit the relational 

creativity and personal instinct to care. This was also apparent in the newly 

qualified social worker focus group. 

There is some conceptual analogy with nursing developmental concepts in 

the development of a compassion cultivation program for social work 

advanced by Baldini et al. (2014) and with compassion literacy in the idea of 

compassion presence suggested by Stickle (2016). Such similarity, along with 

the issue of managerialist constraint may be the potential foundation of 

interprofessional education between social workers and nurses. The 

potential seems greater with the advent of health and social care integration 

in Scotland and now across the UK. 

11.8 Conclusions 

The critical discourse analyses highlighted political and professional issues 

around compassion and professional practice for both professions. The 

literature is very different with developmental theory and research around 

compassion much more evident for nursing, which is unsurprising given the 

well-documented socio-political pressure and public expectations around it. 

The focus groups highlighted some differences in the learning and operation 

of compassion between the professions, but both noted its proximity with 

empathy. A scepticism around learning compassion was found, yet there 

was evidence that participants had developed and been shaped by practice 

learning.  
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A primary message from the analyses is the relational aspects of compassion 

and the importance of capitalising on the caring motivations that draw 

people into nursing and social work, as career choices. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

- 244 - 

Chapter 12 Thesis overview 

12.1 Recognition of prior learning 

I have already described the context of this advance entry award at the start 

of the thesis and again highlight the professional doctorate structure and 

confirmation email (see Appendix 1). Part 1, therefore, is the literature 

review of graduateness. 

12.2 Graduateness summary 

The structured literature review is a mandatory element of this Doctor of 

Education programme. The literature review exploring graduateness in UK 

nursing contains features that are consistent with the method of 

systematised review. This review also uses a concept analysis methodology, 

modified from the work of Walker and Avant (2005). I modified the 

framework for this review and justify the decisions made. The review 

unpacks the literary backdrop to the concept of graduateness and graduate 

attributes and relates this, in comparison with other disciplines, to nursing. 

Graduateness is a contested concept and at the time of undertaking the 

review, only Wiktionary held a definition for it. In reviewing this for this 

concluding chapter some other online dictionaries are now holding 

definition (which is the same as the Wiktionary one from several years back 

and which it still holds). Major English dictionaries still do not include it (for 

example, Oxford, Cambridge, Collins, Merriam-Webster). Interestingly, a 

German term for graduateness has emerged — akademismus. Others are 

suggested, for French, Japanese, Arabic and Ukrainian since the review was 

carried out (Defintions.net, no date), but again, not in major dictionaries. 

Concept analyses deconstructs concepts in a formulaic way, to reveal and 

describe their nature at a given point in time. Although there is a criticism of 

the approach used as a theory- confirming construct, there is merit in it as a 

theory-forming approach, I argue, and modifications based upon literary 

cautions were made to maximise the impact of the concept analysis. As a 

neologism with little definition as a term and contested in academic writing 

(across disciplines and almost non-existent in North American academic 
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discourse), such a level of deconstruction and characterisation was helpful 

as the term is popularly used in nursing, particularly in English-speaking 

countries which follow some traditions of the UK. There is also confusion and 

conflation with the concept of employability which the review addresses. 

The review has already made some impact. It has yielded a publication, an 

education textbook chapter — The professional graduate (Ramsay and 

Monk, 2017) — is partly based upon this work and the philosophical 

framework for my own School’s 2020 pre-registration nursing programme 

contains the graduateness model as part of its underpinning ethos.  

12.3 Articulation of systematised literature review to empirical study 

Within the Commitments cluster in the nursing attributes domain, I included 

compassion as one of the nursing commitments attributes. Out of a career-

long interest in compassion and caring, I chose to isolate this attribute as the 

means of articulating from the systematised review to an empirical study. 

Smaller empirical studies could have been undertaken here, but I chose to 

maximise the space and wordage for a more comprehensive study of 

compassion and its educational features. I chose a critical discourse analysis 

approach to unpack language and text from literature and from senior 

students of nursing and social work and newly qualified registrants of both 

professions and to interpret these to arrive at deeper understandings of the 

status of compassion in nursing (in comparison to social work). 

12.4 Compassion summary 

The empirical phase of the programme is concluded with this study.  

Exploring the core concept of compassion with a focus on compassion and 

related concepts in nursing and social work, via a background literature 

review. In Scotland (since 2016) a Scottish Government policy of health and 

social care integration has been unfolding, and with this has come a greater 

level of strategic and operational proximity in service provision, between 

health and social services. In such a context, it made sense to compare 

compassion’s place in the two professions as it was consistent with the 

policy’s direction of travel (noting the UK parliament has since commenced 
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similar moves for England since commencing this study). Having worked 

interprofessionally with social work for five years in my clinical career, I 

already had experience of both the shared and differing emphases in care 

provision and operational roles which nurses and social workers adopt and 

occupy, providing me with some insight and fuelling my interest in the 

comparative compassion focus. 

12.5 Original contribution to knowledge 

The inquiry contained in this thesis is novel in several ways. The systematised 

literature review in Part 1 is unique in that the concept of graduateness has 

been explored using that approach and that has, embedded within it, a 

modified concept analysis approach deconstructing the literature in the field 

to allow for a contemporary normative, theory-forming reassembly of 

graduateness as it relates to UK nursing. This results in the provision of a 

new definition and model of graduateness for UK nursing. The definition and 

model have been adopted by the UK Council of Deans of Healthcare as their 

go-to internal policy definition and conceptual model of graduateness in 

2019 (see Appendix 7). 

From this Part 1 study, the empirical phase of the thesis drew-out 

compassion and related educational aspects as the focus. There is, currently, 

no other critical discourse analysis of that focus that can be found. 

Furthermore, there is currently no literature exploring the nature of 

compassion, its development and the influence it exerts, focusing on both 

nursing and social work. This latter point is of particular importance in the 

context of health and social care integration in Scotland since 2016, and the 

on-going implementation of this elsewhere, including in England.  

The exploration of compassion and social work together has provided an 

overview of where nursing and social work both share and diverge on issues 

related to compassion and its learning and development in education and 

practice. This may provide evidence around operational structures to 

maximise the support and celebration of compassion as a value in integrated 

care, particularly in teambuilding and continuing professional development 
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training. Such insights may have a role and a positive impact on the 

workplace context, to take greater account of the factors which can 

influence and lead to compassion fatigue development. The areas of 

divergence illuminate the continuing uniqueness of each profession and 

their respective values-bases, that lead to their distinctive contribution and 

roles in providing care and allows for renewed clarity around professional 

diversity. This may become even more vital in the context of understanding 

joint working, role-blurring or even creeping genericism potentially created by 

the advent of health and social care integration.   

12.6 Reflective overview 

In conclusion, I reflect on the developmental journey for myself as a student 

and researcher, which has been considerable. I have been exposed to 

learning derived from developing competence across a range of methods of 

enquiry and, from this, developing mastery of the knowledge these have 

generated. A key driver for me in undertaking a professional doctorate in 

education was to help me develop as an educator and scholar. 

Scholarly project management on a scale greater than I had undertaken 

before has been a key learning aspect for me. This has been the biggest 

personal challenge: working full-time and accepting a leadership role early 

in the course of the programme. 

Exposing and presenting my unfolding work at postgraduate research fora 

and conferences in my own School (Nursing and Health Sciences) and in the 

School of Education and Social Work, plus at a Scottish nursing education 

conference have developed my awareness of the processes and findings my 

work has employed and revealed. As an experienced academic and writer 

before, I believe my teaching, writing and scholarship have all developed 

considerably and in new ways. 
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ICF —  Informed Consent Form 

IDF/s — Ideological Discursive 
Framework/s 

IRAS - Integrated Research 
Application System 

NHS — National Health Service 

NMC  —  Nursing and Midwifery 
Council 

N-pO —  Non-participant 
Observer 

NQP — Newly Qualified Practitioner 

NQN — Newly Qualified Nurse 

NQSW - Newly Qualified Social Worker 

NSt - Nursing Student 

OED — Oxford English Dictionary 

PICO — Problem Intervention Comparison 
Outcome 

PIS  — Participant Information Sheet 

R&D — Research and Development 

RCN — Royal College of Nursing 

RMPA — Royal Medico-Psychological 
Association 

RPL — Recognition of Prior Learning 

SHEEC - Scottish Higher Education 
Enhancement Committee 

SPIDER -  Sample Phenomenon of Interest 
Design Evaluation Research-type 

SREC — School Research Ethics Committee 

STS — Secondary Traumatic Stress 

SWGrad — Social Work Graduate 

TASC — Tayside Medical Sciences Centre 

UK — United Kingdom 

UoD LLC — University of Dundee Library 
and Learning Centre 

UREC — University Research Ethics 
Committee 

US — United States 

 



 
 

 

- 271 - 

Appendices 

Appendix 1 Professional doctorate structure and confirmation of 

recognition of prior learning (RPL) 

Professional Doctorate (D.Ed/D.SW/D.CLD and D.Ed.Psy)  

Our Professional Doctorate programmes are aimed at busy full-time practitioners 

from a broad range of professions, both nationally and internationally, including 

education, educational psychology, social work, community learning and 

development, psychology, healthcare and policing, whether in public, voluntary or 

private sector agencies.  

This type of doctorate allows reflection on different elements of your professional 

practice and contributes to developing evidence, practice and policy in your 

professional field. Whilst the Professional Doctorate does not certify competence 

to practice, it does provide you with an opportunity to enhance your own and 

others' practice.  

A professionally based doctorate aims to:  

• critically appraise the current evidential basis of professional theory, policy and 

practice; • develop relevant advanced specialist research, development and 

dissemination skills; • make a valuable and original contribution to knowledge, 

methodology, practice and policy; • meets accepted standards of rigour and 

excellence; and, • widely disseminate that contribution to knowledge.  

There are 5 modules. Students take 5 years to complete part-time or 3 years full- 

time.   

• Module 1 — Online Research Methods, development of a learning plan and 

dissertation.  

• Module 2 — Literature Review (15,000 words).  

• Modules 3-5 — Research project(s) with a written product of 15,000 words 

each.  

These can be three small interconnected projects, a double project plus 1, or a 

single large project.  

Up to two modules (40%) may be overtaken by Recognition of Prior Learning (RPL) 

when the material for recognition has not been submitted for any other award 

and when it is of doctorate standard SCQF (level 12). Peer reviewed journal 

publications or research reports are good examples of suitable products for 

recognition. Please refer to RPL section for further details.  

These modules are presented as a thesis and assessed by oral examination (viva 

voce) at the end of the programme.  
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Modular structure at a glance 
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RPL confirmation 

From: Elizabeth Hannah (Staff)  
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To: Eilidh Reilly (Staff)  

Subject: Mike Ramsay Advanced Entry  
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I have looked at the degree transcript for the MSc in Nursing, University of Edinburgh. This 
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Health Care and Health services' which was assessed and a dissertation which was also 

assessed.  

On the basis of this, Mike is deemed to have advanced entry to Module 2 of the DEd.  

Best wishes  
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Dr Elizabeth F. S. Hannah  
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              School of Education and Social Work  
 
                     School Research Ethics Committee 
 

 

MS/SM/E2018-11 

 

School of Education and Social Work  

University of Dundee  

Nethergate, 

Dundee DD1 4HN 

22 March 2019 

 

Dear Michael 

E2018-11 Title: Educational influences on the nature of compassion in nursing  and social 

work in Scotland: a focus on near-to qualifying and newly-qualified nurse and social 

workers 

I am pleased to confirm that there are no ethical issues with the above application, 

therefore this has now been formally approved.   

Yours sincerely 

  

Dr Murray Simpson 

Convenor, ESW Research Ethics Committee 
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Appendix 4 Recruitment poster, participant information sheet, informed 

consent form, focus group topic guide 

Recruitment poster 

Interested in compassion as a professional attribute? 

• Final year nursing or social work student at University of Dundee?  

• Qualified nurse or social worker in past 2 years, practising in Tayside? 

                                    

Who, what, when and where? As part of a professional doctorate in education, I am seeking 

to hold 4 focus groups in Dundee to collect data for my study. One group each for near-to 

qualifying (final year) nursing, social work students, newly qualified nurses and social 

workers. These will all take place on campus in the University of Dundee and will be 45 

minutes to 1 hour in duration. Reasonable travel expenses will be paid, and light 

refreshments provided. The sessions will be audio recorded and then be transcribed. 

Date: Final year SW students: 20/06/19 1530-1630, Chaplaincy Common Room City 

Campus 

Why? I am a lecturer in nursing and a student of the School of Education, Social Work and 

Community Education looking to recruit members for each of the above groupings 

(maximum 12 per group). Part of the study design is to compare compassion between senior 

students and new registrants in nursing and social work. The groups are designed to 

generate data in response to questions around values, attitudes, beliefs surrounding the 

expression of compassion in professional care and aspects which influence our learning and 

development of compassion and areas which may potentially inhibit this. 

Approval: The study has full research development permissions and ethical approval from 

the relevant authorities and will be conducted under those rules. Participant information 

will be provided, and consent will be obtained prior to involvement. 

To denote confirm attendance or further information contact the researcher: Mike 

Ramsay, University of Dundee, School of Nursing and Health Sciences, Airlie Place, 

Dundee, DD1 4HJ. 

email: m.z.ramsay@dundee.ac.uk  Phone: 01382 388567 
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Participant Information Sheet  

Trial title: Educational influences on the nature of compassion in nursing and social work 

in Scotland: a focus on near-to qualifying and newly qualified nurses and social workers 

Study Researcher: Mike Ramsay 

This study forms part of a thesis to be submitted for an educational doctorate (Doctor of 

Education) 

We are inviting you to take part in a research study 

Before you choose whether or not to take part, we want you to understand why we are 

doing the study. We also want to tell you what it will involve if you agree to take part.  

Please take time to read this information carefully. You can ask us any questions you have 

and talk to other people about it if you want. We will do our best to answer your 

questions and give you any more information you ask for. You do not have to decide 

straight away. 

Why are we doing this study? 

This study is part of a larger submission for the degree of Doctor of Education (D.Ed.) 

under the supervision of Professor Tim Kelly, School of Education, Social Work and 

Community Education, University of Dundee. The primary focus of my studies centre upon 

graduate attributes, especially within nursing in the United Kingdom.  

What is being tested? 

This component study is looking at compassion as a graduate attribute within nursing and 

social work. This study seeks to understand the educational or learning values and 

attitudes, the influencers and the detractors around the expression of compassion in 

professional roles and care delivery.  

Why have I been contacted? 

As a near-to qualifying nursing or social work student or as a recently qualified nurse or 

social worker your views are of interest to the focus of the study described above. Up to 

12 participants will be invited for each of the four focus groups (one each for nursing 

students, social work students, newly qualified nurses and newly qualified social workers). 

Do I have to take part? 

No. It is up to you to choose, taking part in this study is entirely up to you.  You can choose 

to take part or choose not to take part. If you choose to take part, you can stop the study 

at any time.  You do not have to give a reason for not taking part or for stopping. If you do 

not want to take part or want to stop the study your relationship with the medical or 

nursing staff will not be affected. 

What will happen to me if I take part? 

The aim is to gather data from focus groups of similar people. There are to be 4 groups 

near-to qualifying nursing students (Y3 of study) and social work (Y4 of study) and newly 

qualified nurses (from NHS Tayside) and social workers (up to 2 years post-qualifying). 

Participants will be invited to a focus group to be held in the Chaplaincy common room, 

City Campus, University of Dundee. The groups are planned to take place late in the 
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afternoon/ early evening. Refreshments and reasonable travel expenses will be paid 

independently by the researcher.  

Focus groups 

Data will be collected from each group by asking the same core questions to each, but as a 

semi-structured discussion the nature of the group may vary given the differing 

participants. In broad terms the focus group will be asked to contribute around the 

following: 

•What are the drivers and facilitators underpinning the development of compassion in 

near-to graduating students and newly qualified practitioners of nursing and social work? 

•What impacts may compassion-may potential influencing and detracting factors (for 

example, fatigue/ burnout, ethical/moral distress and learning/ training) have on 

compassion in the fields? 

•The discussion itself may lead to other questions, either from myself as facilitator or other 

group members, depending on the direction the discussion takes. 

•Anything else of relevance to the topic that participants wish to add. 

The groups will be audio-recorded, and recordings will be later transcribed by a separate 

transcriber so the data can be effectively assessed and analysed for inclusion in the thesis.  

Individual participants will be encouraged to offer their view but are under no compulsion 

to comment on any question or remark within the study group discussion. The transcriber 

will be skilled in this task and will maintain confidentiality. A non-participant recorder, 

who will be a school of Nursing colleague or senior (non-participant) student, will be in the 

room who will take no role in the discussion. They will capture key aspects of discussion 

and interaction to assist with identifying context and in allocating the anonymous 

participant codes. They will be introduced to the group beforehand and will be trained in 

their role by the researcher. They will be required maintain principles of confidentiality 

throughout the process also. 

Consent 

Should you decide to take part in the study, you will be asked to complete and sign 

informed consent form before the focus group discussion and the consent will be 

obtained by the researcher. You may choose to withdraw from participating at any time 

without penalty or requirement to state a reason. 

Stakeholder event 

This event will take place towards the end of the study and attendance will be optional. It 

will also take place in the University of Dundee and be a late afternoon/ early evening 

event. This will give those interested a chance to hear some of the initial findings from the 

data collected and analysed and respond, question and offer feedback. Some of that 

feedback may be used in discussing the implications of the research finding in the thesis. 

Interested academic colleagues and professional colleagues may also attend this event. 

This participant information given, and consent will be taken for all in attendance at this 

stage. Again, participation in this event is voluntary and you may withdraw freely at any 

time without penalty or offering a reason. This event will also be audio-recorded for 

potential use and inclusion in the thesis. 
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Research data use 

General trends or remarks made in the group will be anonymously reported in the thesis 

as having been made by that group. Key individual quotes may be used in the thesis, but 

will be recorded anonymously, specifically by use of the participant code allocated to you. 

What will happen when the study finishes?  

At the conclusion of the study, the data results from the focus groups will be analysed and 

presented as part of the final component of the researcher’s thesis for the award of 

Doctor of Education. It is anticipated that academic papers will be generated from the 

study for presentation and publication. There is an assurance that individuals and their 

contribution will not be identifiable in either of this process and that data will always be 

held securely and as prescribed. 

What are the possible benefits of taking part? 

Benefits are not guaranteed; however, the study seeks to contribute to our wider 

understanding around compassion in professional care and as such it is hoped we can 

develop the educational evidence-base relating to it, in both nursing and social work. 

What are the possible disadvantages and risks of taking part? 

There may be inconvenience in coming to the University for the events, but these are 

voluntary. Participants may not wish to share some views within the forum for recording 

or may hear strongly expressed views of another but not wish to counter them in that 

setting. 

Who is organising and funding this research? 

This study is being sponsored by the University of Dundee and NHS Tayside. The study is 

being organised by Mike Ramsay and the study’s lead supervisor Professor Tim Kelly. 

What will happen with the information collected about me? 

Identifiable information about you and the information collected about you during the 

study will be stored by the University of Dundee. Only specified members of the research 

team will have access to this information.  

Your identifiable information and your anonymised coded study information will be stored 

securely on a password-protected database in the University of Dundee. Specified 

members of the data management team will also have access to your identifiable 

information to manage your information and maintain the database.  

Your information will be kept securely for five years after the end of the study. After five 

years it will be destroyed. If you would like to be informed about future studies that you 

might be interested to participate, we will ask you to sign a consent to allow us to hold 

your contact details. 

Information which identifies you will not be published or shared. 

Your study information, with any information which identifies you removed, may be 

shared with other researchers in the UK/EU/other.  
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What if something goes wrong? 

If you are concerned about your participation in the study, you have the right to discuss 

your concern with a researcher involved in carrying out the study. 

If you have a complaint about your participation in the study first, you should talk to a 

researcher involved in the study. You can also make a formal complaint. You can make a 

complaint to a senior member of the research team or to the Complaints Officer for NHS 

Tayside.  

Complaints and Feedback Team, NHS Tayside, Ninewells Hospital, Dundee DD1 9SY. 

Freephone: 0800 027 5507  Email: feedback.tayside@nhs.net 

If you think you have come to harm due to taking part in the study, there are not any 

automatic arrangements to get financial compensation.  You might have the right to make 

a claim for compensation. If you wish to make a claim, you should think about getting 

independent legal advice, but you might have to pay for your legal costs.   

Insurance 

The University of Dundee and Tayside Health Board are Co-Sponsoring the study. The 

University of Dundee has a policy of public liability insurance which provides legal liability 

to cover damages, costs and expenses of claims.  

Tayside Health Board is a member of the NHS Scotland Clinical Negligence and Other Risks 

Insurance Scheme (CNORIS) which gives legal liability cover of NHS Tayside for this study.  

Who has reviewed this trial/study? 

This study has been reviewed and approved by University of Dundee, School of Education, 

Social Work and Community Education Research Ethics Committee (SREC) who are 

responsible for reviewing research which is conducted in humans. The Research Ethics 

committee does not have any objections to this study going ahead.  

Contact details for further information. 

Chief Investigator/ Researcher: Mike Ramsay, University of Dundee, School of Nursing and 

Health Sciences, Airlie Place, Dundee, DD1 4HJ.  

Phone: 01382 388567 (direct dial) email: m.z.ramsay@dundee.ac.uk 

Thank you for taking time to read this information and for considering taking part in this 

trial/study. 

If you would like more information or want to ask questions about the study, please 

contact the trial/study team using the contact details above. 

You can contact us Monday - Friday between 09:00-17:00  

Data Protection Privacy Notice 

How will personal information be used?  

We will only use your personal information to carry out this study. 

The University of Dundee and NHS Tayside are the sponsors for this study based in the 

United Kingdom. We will be using information from you in order to undertake this study 

mailto:m.z.ramsay@dundee.ac.uk
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and will act as the data controller for this study. This means that we are responsible for 

looking after your information and using it properly. University of Dundee/NHS Tayside/ 

will keep identifiable information about you for 5 years after the study has finished. 

Your rights to access, change or move your information are limited, as we need to manage 

your information for the research to be reliable and accurate. If you withdraw from the 

study, we will keep the information about you that we have already obtained. To protect 

your rights, we will use the minimum amount of information which is personably 

identifiable as possible. 

The University of Dundee will collect information from you for this study according to our 

instructions. 

NHS Tayside/ University of Dundee will use your name and contact details to contact you 

about the study. They will use this information to make sure that relevant information 

about the study is recorded for your care and to check the quality of the study. Staff from 

University of Dundee/NHS Tayside and regulatory organisations may look at your medical 

and research records to check the accuracy of the research study/trial. NHS Tayside/ 

University of Dundee will pass these details to University of Dundee/NHS Tayside along 

with the information collected from you. The only people in University of Dundee/NHS 

Tayside who will have access to information that identifies you will be people who need to 

contact you to check how the information is collected. The people who analyse the 

information will not be able to identify you and will not be able to find out your name or 

contact details. 

NHS Tayside/ University of Dundee will keep identifiable information about you from this 

study for 5 years after the study has finished. 

Lawful reason for using your information 

It is lawful for the University/NHS Tayside to use your personal data for the purposes of 

this study. The legal reason for using your information is that using it is necessary for the 

research which is carried out in the public interest.  

It is lawful for the University/NHS Tayside to use your sensitive personal data (if 

applicable) for the purposes of this study. The reason we use sensitive personal 

information such as data concerning health is that using it is necessary for scientific 

research purposes. Legally we must ensure we have technical and organisational 

processes in place to respect your rights when we use your information. 

You can find out more about how we will use your information at  

http://www.ahspartnership.org.uk/tasc/for-the-public/how-we-use-your-information and 

https://www.dundee.ac.uk/information-governance/dataprotection/ and at 

http://www.nhstayside.scot.nhs.uk/YourRights/PROD_298457/index.htm  

or by contacting Research Governance, Tayside Medical Science Centre (TASC), 01382 

383900 email tascgovernance@dundee.ac.uk  

If you wish to complain about the use of your information please email 

dataprotection@dundee.ac.uk or, informationgovernance.tayside@nhs.net or, you may 

wish to contact the Information Commissioner’s Office 

 

http://www.ahspartnership.org.uk/tasc/for-the-public/how-we-use-your-information
https://www.dundee.ac.uk/information-governance/dataprotection/
http://www.nhstayside.scot.nhs.uk/YourRights/PROD_298457/index.htm
mailto:tascgovernance@dundee.ac.uk
mailto:dataprotection@dundee.ac.uk
mailto:informationgovernance.tayside@nhs.net


 
 

 

- 291 - 

 

INFORMED CONSENT FORM 

Participant Identification Number: 

Title of Study: Educational influences on the nature of compassion in nursing and social work in 

Scotland: a focus on near-to qualifying and newly qualified nurses and social workers 

Name of the Researcher: Mike Ramsay 

Sponsors: University of Dundee and NHS Tayside  

                       Please initial box  

1. I confirm that I have read the Participant Information Sheet dated 01/10/18 (version 1) for 

the above study/trial. I have had the opportunity to consider the information, ask questions 

and have had these answered satisfactorily. 

 

2. I understand that taking part is voluntary and that I am free to stop the study at any time 

without giving a reason. Stopping the study will not affect my medical care or legal rights. 

 

3.  I agree that confidential information about me may be shared outside the research team 

where it is needed to carry out for this study.  

4. I agree that confidential information about me collected for this study may be used in 

ethically approved medical research in the future. Any information which identifies me will 

be removed before it is shared for statements.  

5. I agree that confidential information about me may be shared with commercial 

organisations for the purpose of research. Any information which identifies me will be 

removed before it is shared. 

  6.  I agree that I shall respect the contribution of others in the focus group and not discuss what 
is said by group members outside of the meeting (For those agreeing to a focus group). 

 
7. I understand that quotations from the focus group may be used in final reports and/or 

published documents and presentations, but my identity will not be revealed. 
 

8. I understand that the focus group with the researcher will be audio recorded and I give my 
permission for this.  

 

9. I agree to take part in the above study.  

                                                               

          

  

Name of Participant (capitals) Date    Signature 

 

          

  

Name of Person            Date              Signature 

taking consent (capitals) 
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Focus Group Topic Guide 

 

Welcome and Introduction:  
Thank you very much for attending. Help yourself to refreshments.    
Distribute cards/ labels to write preferred name on. 
Obtain written consent for all attending, check approval for recording session.  
Round the room introductions themselves, starting with me and the focus group observer. 
(Explain observer role). 
 
Preamble:   
Explain mode of discussion and reiterate purpose of study - not an interview or ‘quiz’.  Do 
not need to know lots of theory to take part, experiences and views on topics are the 
important thing - no right or wrong answers. Interest is in what they have to say and for us 
to have a conversation exploring the issues; what they think individually and as a group. Ok 
to respectfully disagree with other people. Ensure everyone in group has a say. Respond to 
each other - not just to me. Allow people to respectfully finish their contributions before 
joining in. 
 

Each focus group will consider the same following broad questions*: 

Closure:   

Summarise discussions and recap the purpose. Explain what my next steps are.   

Thank everyone for coming and participating in the study (written thanks will follow) 

Recheck all consent forms are signed and offer/ deal with participants expenses.   

 

*Precise questions will be derived from the critical discourse analysis of the literature and 

will be shared and included in this for approval prior to the focus groups. 
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Appendix 5 Letters of permission to access students 

Social work student access permission 

Grainne Barr (Staff) 

Reply all| 

Fri 05/10, 09:29 

Michael Ramsay (Staff); 

Dear Mike 

I have spoken with Fiona Clark, Programme Director, and I am happy to approve this 

request.  Fiona asked me to let you know that our final year social work students are on 

placement until the end of January and most will be placed outwith Dundee.  This may 

impact on their ability to participate.  

Best wishes, Grainne 

Michael Ramsay (Staff)  

Fri 05/10, 09:16 

2 attachments (114 KB) Download all   

Save all to OneDrive - University of Dundee 

Dear Ms Barr, 

I have been asked to write to you by Prof. Tim Kelly, who is my DEd supervisor. 

The final component of my DEd involves conducting focus groups around the value of 

compassion and compassionate care with final year students and newly-qualified 

practitioners of both nursing and social work. I am currently dealing with NHS Tayside 

regarding sponsorship and R&D approval for nurses and will move to obtain SREC 

approval when that is dealt with, hopefully very soon.  

Given this, I would like to seek the School's permission to approach final year 

undergraduate social work students to invite them to consider participating in a single SW 

students-only focus group, to be held on campus, towards the end of the year. An email 

and social media recruitment drive is planned (see attached Participant's Information 

Sheet - in NHS format currently - and planned recruitment poster). I need between 3 and 

12 students, the nearer to the higher number the better. 

This will be held at a late afternoon/ early evening time to obviate disruption to their 

placements/ studies. I do not have precise dates yet, but possible venues are the common 

room in the Chaplaincy or within the School itself. I will be offering refreshments and out 

of pocket travel costs from my own funds, but not payment for participation. 

Please contact me if you require anything further or have any questions. 

Regards, 

Mike Ramsay 



 
 

 

- 294 - 

Nursing students access permission 

Hi Mike 

Happy for you to go ahead and approach students once SREC approval is received. 

Thanks 

Lynn 

 

    

Lynn Gr iff in  

Head of Undergraduate Studies/Senior Lecturer | School of Nursing & 

Health Sciences, University of Dundee 

+44(0)1382 388667 | l.griffin@dundee.ac.uk 
 

  

One of the world's top 200 universities 

Times Higher Education World University Rankings 2018 

 

From: Michael Ramsay (Staff)  

Sent: 24 October 2018 8:17 AM 

To: Lynn Griffin (Staff) <l.griffin@dundee.ac.uk> 

Subject: Permission to access School of Nursing and Health Science pre-registration 

students 

Lynn, 

We corresponded a couple of weeks back about this and I now ask formal for School 
permission to recruit Y3 students (minimum 3; maximum 12) for the nursing student focus 
groups exploring developmental and influencing factors around compassion. It is 1 focus 
group for up to 1 hour and this will be held late afternoon in late November/ early 
December 2018 in the Common Room at the Chaplaincy. 

I now have joint University/ NHS Tayside study sponsorship, am awaiting word on SREC 
approval from Education and Social Work and have applied for NHS Tayside R&D approval. 

I attach the Participant Information Sheet, my email/ social media recruitment poster and 
Focus Group Topic Guide to inform this process. I can provide the approvals (if needed, as 
they come in) and any other documentation you need. 

I will be in the building today and again Friday afternoon, should you need to discuss this 
further 

Regards, 

Mike 

 

 

mailto:l.griffin@dundee.ac.uk
http://uod.ac.uk/sig-strapline
mailto:l.griffin@dundee.ac.uk
http://uod.ac.uk/sig-home
http://uod.ac.uk/sig-fb
http://uod.ac.uk/sig-tw
http://uod.ac.uk/sig-li
http://uod.ac.uk/sig-yt
http://uod.ac.uk/sig-ig
http://uod.ac.uk/sig-sc
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Appendix 6  Coding examples 
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Qualified social worker focus group 11/07/2019  

F = facilitator; SW1 = Social Worker 1; SW2 = Social Worker 2 

F — Ok, thanks very much for your participation. First question is about professional 

compassion or compassionate care and it’s discussed a lot in the nursing literature in 

particular. So, can I just ask what your own impressions…what do you think of these 

concepts? What does the word compassion — or compassionate care mean to you? 

SW2 — Do you want to go first? 

SW1 — I suppose I could do? So, compassion and compassionate care. I think, probably, 

doing more than the —  sort of  — bare minimum, in terms of the…sometimes I think you 

could be expected to just maybe do your job, ‘set things up’ is probably a good word for it 

in social work. You’re there to facilitate things and then probably back away and the 

compassionate side of it I think, is just going a bit deeper than that and listening to people. 

Actually, understanding what is important to them as opposed to just what is, what 

is...what will keep them safe or what will tick boxes and what will make sure the outcomes 

are met…you know. It’s more about being compassionate to where they actually want to 

go. I suppose ‘compassionate’ brings to mind a lot of palliative care needs and end of life 

care needs and people’s choices in regard to that…do they want to die at home despite 

the fact that…and again my mind automatically goes to the challenges of sometimes 

people getting home. And the compassionate side, I think, is that although it might not 

make sense from a risk point of view, or a point of view of finance, dare I say it? Or, you 

know, managerialism, but that’s what’s important to that person and compassion, being 

compassionate is, sort of, going with their wishes, I guess 

F — uh huh. Going with wishes. Ok. What about yourself? 

SW2 — Mmm, so there’s certain things SW1 said that I wouldn’t agree with. , erm, that 

helps you, I suppose, understand, kind of, the complexity of people, so erm…And 

compassionate care, and I suppose that, to me, makes me think more of like, the practical 

aspects of how do you do that? You know? It’s being able to hold somebody’s hand, you 

know? Encouraging them to…making a cup of tea with them or you know, going 

beyond…actually, an act of care erm, rather than, like I say, the technical aspects of work, 

which, a lot of care management, especially in the type of social work that we, it do can 

often be reduced to. So yeah 

F — It’s more like a linear task…compassionate care…sort of…you said…used the word 

beyond or something… 

SW2 — Yeah, it’s beyond, it’s richer, isn’t it? It’s like, it’s more than the basic practicalities 

of the function of social work, it’s about a human connection, you know? And I think it 

challenges a lot of ideas around boundaries and what are acceptable professional 

relationships I think that’s something that rightly is challenged as well, because erm, you 

know, we’re working with people, at their most vulnerable and they need to feel that the 

people that are supporting them, like, genuinely care about their outcomes and their 

existence. 

 

 

 



 
 

 

- 302 - 

Later in Focus Group… 

F — ‘Trigger point,’ that’s an important thing. I’ve not heard that thus far and I think that’s 

maybe quite an important thing to understand that empathy in some way takes you to a 

point where sometimes you need to do something different, something more perhaps. 

SW1 — Yeah 

F — You said ‘beyond’...I think was the word you used? 

SW2 —  Uh huh. I think that {to SW1} Are you finished? 

SW1 — Yeah. 

SW2 —  I think that actually the term empathy’s become quite cheapened and I think that 

there’s a…there’s a…there’s a…it’s quite…possibly problematic that, you 

know…sometimes we can’t put ourselves in other people’s shoes, that’s sometimes…the 

experiences of the world are so beyond anything that we could ever imagine that I can’t 

say ‘Oh I really empathise with you’ and genuinely mean that, so…–Whereas compassion 

feels like ‘I just care about this person as a human being, and I’m a human being, and 

that’s a human being and I…’ you know, and it just feels like, it just feels like a kind 

of…yeah, like a connectedness, whereas empathy has…I think it’s important to try and 

empathise with people but the difficulty again, and this isn’t really necessarily my 

intellectual property what I’m about to say, but some of the…the issues that have been 

identified with the concept of empathy is that we’re more inclined to empathise with 

people who we feel more alike, so then you have an issue of inequality in terms of 

empathy, you know, can you only really empathise with people who you feel comfortable 

around, people who you see yourself like? Whereas, I don’t know, compassion for me, 

feels a little bit…just more, instinctive and primitive. And I think that that’s…rather than…. 

SW1 — it’s less biased 

SW2 — Yeah, it just feels…quite…raw and uncomplicated 

F — Ok.  

SW2 — In terms of…empathy sounds instrumental. Like something that we should say as 

professionals…like ‘I’m really good at empathising with people’, you know? And people 

might be very good at that, but compassion feels raw and instinctive, and human. 

F — Ok, That’s quite important as well…’instrumental’s’ an important word as well…it 

sounds…well, that can be quite an enabling thing because that’s a tool you can use but on 

the other hand it could…it’s like you started out…it’s become a wee bit of a cheapened or 

a chuck away line 

SW2— Yeah… 

F — ‘I’m empathic…’ 

SW2—  Yeah, and I think that that’s, so, maybe not the…so the issue isn’t so much then 
with empathy as a concept or as a, as a word. It’s more the way that it’s been kind of 
monopolised by a particular, kind of, yeah, way of teaching. You know? I think that there’s 
almost…maybe the rise of empathy and the demise of terms like compassion have come 
out of issues of boundary crossing and relationships and where people have not wanted to 
come across as, as, as blurring professional boundaries, and so…and it’s almost been…like 



 
 

 

- 303 - 

the idea of helping, you know, that was, kind of, that’s been quite criticised as well, just 
like it’s really patronising to say that you help, or to care et cetera whereas to enable, or 
to empower, and all these things that sound really, you know, progressive, but actually, 
they’re kind of ideological as well, so, yeah. So, I think empathy probably sits with that 
kind of ideological turn, whereas compassion feels much more instinctive and human. 
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Appendix 7 UK Council of Deans of Health email 

 

Hi Mike,  

 

It was very good to talk earlier. The name of the document that I mentioned was: 

The value of healthcare higher education. This was written in December 2018 by 

myself. This is a private internal report used as an evidence base for our policy 

influencing work and public outputs. Your definition of graduateness is used in 

this report.  

 

I hope that this helps and as I said I would be keen to see your PhD when it is 

published. Good luck with your viva! 

 

Best Wishes,  

 

Josh Niderost 

Senior Policy and Public Affairs Officer,  

Council of Deans of Health 

Woburn House, 20 Tavistock Square, London WC1H 9HD 

Tel: +44 (0)207 419 5428 

 

www.councilofdeans.org.uk  

@councilofdeans 

 

 

 

 

 

 

http://www.councilofdeans.org.uk/
https://twitter.com/councilofdeans



