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Abstract

Background: Compassionate respectful, and caring (CRC) creates a pleasant environment for health workforce
(HWF), customers, and families. For the past five years, the Ethiopian Ministry of Health (EMoH) has developed a CRC
plan to improve person-centered care. Therefore, we aimed to assess the implementation status of CRC and associ-
ated factors in the 16 model health facilities (MHFs) in Ethiopia.

Methods: A cross-sectional study was employed from February to April 2021. A structured and semi-structured ques-
tionnaire was used to assess the level of CRC implementation in model health care facilities. Epi-data version 4.3 and
SPSS version 26 software were used for data entry and analysis, respectively. Binary logistic regressions analysis was
used and significance was obtained at the odds ratio with a 95% confidence interval and P-value < 0.05.

Results: A total of 429 HWF participated in a self-administered questionnaire. The prevalence of compassionate and
respectful care among HWF were 60.4%, and 64% respectively. Nurse professionals, midwives, having training on CRC,
leader promoting CRC, having a conducive working environment and burnout management for HWF were signifi-
cantly associated with compassionate care practice. Leaders promoting CRC, having a conducive working environ-
ment, and burnout management for HWF were significantly associated with respectful care practice.

Conclusion: The findings identified distinct issues related to CRC implementation in each 16 MHF. Addressing HWF
skill gaps, a conducive working environment, and burnout management are encouraged CRC continuity. Incorpo-
rate CRC in pre-service education, health system strengthening, and motivating HWF are important for CRC strategic
implementation.
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Background
Compassion is a feeling of deep sympathy and sorrow for
the suffering of others accompanied by a strong desire to
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alleviate the suffering and/or being sensitive to the pain
or suffering [1-3]. Compassionate care creates a healing
link through understanding the patient’s context and per-
spective, meeting the patient’s intrinsic need, and guiding
client decision-making [4, 5]. Compassion is associated
with a number of values, including empathy, sympathy,
kindness, and most importantly, the ability to care for
others [6-8].
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Respectful care is any type of care that supports and
encourages a person’s self-respect rather than undermin-
ing it, regardless of differences [9]. It has to do with pay-
ing attention, honoring, avoiding harm, not meddling or
interrupting, treating others with respect, and accompa-
nied by effective interventions to alleviate the suffering
[10, 11].

The CRC is more important for person-centered care
that HWF passionate about their profession and enjoys
assisting others, being ethical, and being a model for
young professionals and students [12, 13]. It serves as a
foundation for medical ethics, a major source of flexibil-
ity, useful in forming connections, and critical in today’s
world for dealing with human rights [14]. Despite the fact
that CRC is compulsory, HWF has been seen to skip it
in favor of other areas of treatment. The CRC is a core
stone for quality healthcare development [15], and plays a
great role in health care facilities (HCFs) and community
homeless services [16, 17].

According to research done in the Tigray region, Ethio-
pia, 44% of healthcare workers (HCWs) had a negative
attitude about CRC [13]. In addition, a survey conducted
in North Sowa Zone, Oromiya region found that 38.8% of
HWEF had provided good compassionate care and 46.2%
had practiced respectful treatment [12]. Also in Ethiopia,
an aggregated 3-year report (January 2011 to December
2013) by Health Professionals Ethics Federal Committee
of Ethiopia indicated that 39 complaints were concerned
with the patient’s death, 15 complaints about impairment.
One-fifth of the complaints regarding ethical breach and
also transmitting harsh words, yelling at clients, maltreat-
ment, insulting, and striking clients [18]. A similar seven-
year (2011 to 2017) review analysis by Federal Ethics
Committee For Health Professionals Ethics Review found
that 57.6% of complaints were connected to mortality, and
21.6% were errors involving physical injury, ethical vio-
lation, and carelessness [19]. In addition, one-fourth of
medical physicians were unaware of the code of ethics, and
39% of medical practitioners had negative opinions about
the code of ethics in Ethiopia [20].

Compassion fatigue and burnout, mental and physi-
cal stress, decreasing attentiveness and empathy, work-
load and a demanding working environment, and a lack
of enthusiasm for HCWs have all hampered the CRC
[7, 21].

The CRC can help a person recover from a major ill-
ness, better manage chronic conditions, reduce client
anxiety and stress, and is crucial for effective medical
outcomes. Research evidence documented that Over 85%
of clients and 76% of HCWs agreed on a positive medi-
cal outcome [22]. Psychological symbols and the type
of HWF reaction may also have a role in CRC advance,
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offering fresh insights into the treatment interaction and
boosting attitudes toward behavioral changes [1, 23].

Many professionals in Ethiopia are sympathetic and
aware of the abilities that are required for CRC. Con-
versely, many healthcare practitioners do not provide
CRC to clients or their families [24]. Ethiopian govern-
ment has been implementing the CRC program and
attempts to improve person-centered care during the
last five years to close these disparities. Respect for cli-
ents’ fundamental human rights, autonomy, dignity,
sentiments, desires, and choice of friendship must all
be respected wherever possible. Therefore, this study
aimed to evaluate the CRC implementation in 16 MHFs
in Ethiopia. The findings of this study may be useful to
Sub-Saharan African countries and literature evidence
for scholars by demonstrating the actual figure and fac-
tors affecting CRC, as well as the future outlook for CRC
implementation scalability.

Methods
Study design, area, and period
This nationwide cross-sectional study was conducted
in 16 MHFs from February to April 2021. The 16 MHFs
were previously selected as CRC incubation centers
starting from 2015. In June 2020, Ethiopia has more
than 273,601 HWF employed in public health facilities.
Around 181,872 (66.5%) are health professionals and the
remaining 91,723 (33.5%) are administrative staff [25].
Among health professionals, the highest three profes-
sional categories are Nurses (59,063 (32.5%)), Health
Extension Workers (41,826 (23%)), and Midwifery
(18,350 (10.08%). The private health sectors provide
work opportunities for about 60,000 human resources
for health in Ethiopia. There are 17,162 functional health
posts 3,678 health centers and 340 all types of hospitals
across all regions of the country that provide health ser-
vices to the community. There are 22 tertiary hospitals,
73 general hospitals, and 245 primary hospitals in the
year 2020 [25].

Participant institutes

From the nine regions and two city administrations, all
16 MHFs that had already been recruited for CRC imple-
mentation were selected. Due to the bigger population
and numerous MHFs located in Addis Ababa, five MHFs
from the city administration of Addis Ababa and one
from the city administration of Dire Dewa were involved.
From each of the eight regions, one MHF was cho-
sen (Afar, Amhara, Oromia, Gambela, Sidama, Harari,
Benshangul-Gumuzi, and Somali). Two MHFs were
selected from South Nation Nationality People (SNNP)
(Arbaminch General Hospital and G/tsadik Shawa). The
HWF who have been working for more than six months
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in 16 MHFs in Ethiopia were included in the study. The
HWE who have been on annual leave and transferred
from other health care facilities that served less than
six months were excluded from the study. According to
WHO definition HWF can be defined "all people (clinical
staff, management and support staff, managers, ambu-
lance drivers and accountants) engaged in actions whose
primary intent is to enhance health" [26].

Sample size determination and sampling procedure

The sample size was determined by using Epi Info version
7 software [27] by single population proportion formula
with the assumptions of a 95% confidence level, and a 5%
precision, taking 50% proportion due to the lack of the
previous study. The sample size of 435 was obtained after
adding a 13% non-response rate. The HWF from the 16
MHFs were selected using a simple random sampling
technique from the list of each healthcare department.
Proportional allocation was used based on the number of
the HWF per each 16 MHE.

Data collection tools and procedure

Data were collected using a standardized and pre-tested
questionnaire. The questionnaire was adapted from
different works of literature and the Ethiopian HWF
training participant manual for CRC [28, 29]. The ques-
tionnaire contains socio-demographic characteristics,
previous training on CRC, types of health facilities, and
facilities auditing (an observational checklist). Obser-
vational checklist were administered to Chief Executive
Director, Quality Director and Medical Director, and
observed the CRC implementation guideline and manual,
independent CRC plan, office and focal person, CRC dis-
cussed minutes, list of CRC committee and documenta-
tion of best practices finding from the 16 MHFs (Table 4).

The questionnaire was prepared in the English lan-
guage, translated into Amharic, Afan Oromo, Somali
language, and back-translated to English language-
by-language experts. Data were collected using a self-
administration questionnaire for the health workforce.
Data were collected by 34 data collectors and super-
vised by 17 supervisors. Data collectors and supervisors
were recruited based on their ability to speak Ambharic
language and fluent in each specific region language
for he/she recruited for data collection and supervision
in the regions with having previous experience of data
collection.

Data collectors and supervisors were trained for five
days on the study’s purpose, details of the questionnaire,
interviewing techniques, the importance of privacy, and
ensuring the respondents’ confidentiality. In addition to
data collection training, COVID-19 prevention protocol
training was provided for data collectors and supervisors.
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The pre-test was done in non-MHFs other than the study
area having the same socio-demographic characteris-
tics. The questionnaire was reviewed and checked for
completeness, accuracy, and consistency by the supervi-
sor and principal investigator to take timely corrective
measures.

The implementations of compassionate and respect-
ful care were measured using a five-point Likert scale
from 1 to 5 (1 =almost never, 2 =seldom, 3 =sometimes,
4 =often, 5=almost always). The tools contain 24 items
for compassionate care and 21 items for respectful care.
Taking the mean scores as a cut-off point, the outcomes
of compassionate and respectful care were calculated
after testing each outcome’s results’ normality distribu-
tion. The scores greater than the mean score were con-
sidered compassionate care and respectful care. Below
the mean scores were considered poor compassionate
and disrespectful care. The CRC instruments have been
previously demonstrated and verified in the Ethiopian
language context [12, 30]. In addition, the questionnaires’
reliability was checked in a pre-tested questionnaire with
Cronbach’s alpha 0.66 for compassionate care and 0.72
for respectful care.

Data processing and analysis

Data were coded, edited, cleaned, and entered into Epi-
data version 4.3 and transported to SPSS version 26. The
descriptive data analysis was done and presented in fre-
quency, summary statistics, tables, and graphs. The out-
come variables were dichotomized based on the cut-off
point of the mean for binary logistic regression. Variables
with P-value <0.2 in the binary analysis were included in
a multivariable logistic regression analysis to control the
confounding effect among the variables. Statistical signif-
icance was declared if P-value <0.05.

Ethical consideration

Ethical clearance was obtained from the Ethiopian Pub-
lic Health Association on February 04/2021 Ref.No.
EPA04/048/21. Written permission was obtained from
the 16 MHFs. Informed written consent was obtained
from each respondent. The confidentiality of respond-
ents was maintained by excluding their names from the
questionnaire. The respondents were informed that their
inclusion in the study is voluntary, and are free to with-
draw from the study if not willing to participate.

Results

In the study, 429 HWF participated with a response rate
of 98.6%. The majority of the study participants were
women with 51.7%, and 39.9% of the study participants
were aged between 25 to 29 years old. In relation to the
educational status, 61.1% were bachelor holders, and



Jemal et al. Archives of Public Health (2022) 80:84 Page 4 of 13
Table 1 socio-demographic of HWF at 16 MHFs in Ethiopia 2021(n=429)
Variables number of study participants Percentage
Age
20-24 29 6.8
25-29 171 399
30-34 123 287
35-39 52 121
>40 54 126
Sex
Male 207 483
Female 222 51.7
Educational status
Diploma 63 14.7
BSC/ MD 262 61.1
MSC 78 18.2
Specialty/PhD 26 6.1
Current profession
Medical doctor 68 15.9
Public health 26 6.1
Nurse 161 37.5
Midwife 43 10
Anesthesia 36 84
Laboratory 28 6.5
Pharmacy 52 12.1
Others 15 35
Working department
OPD 83 19.3
Surgery 67 15.6
GYN 62 14.5
Radiology 107 249
Laboratory 27 6.3
Pharmacy 22 5.1
Emergency 50 1.7
Others 11 26
Working experience
<5 years 164 38.2
5-10 years 172 40.1
>10 years 93 21.7
Have trained on CRC
Yes 234 54.5
No 195 455
The leader promoting CRC implementation
Yes 258 60.1
No 171 39.9
Have a conducive working environment
Yes 240 559
No 189 44.1
Burnout management for HWFs is important
Very important 361 84.1
Less important 68 159
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Fig. 1 The prevalence of compassionate and respectful care among HWF at 16 MHFs in Ethiopia, 2021 (n=429)

nurses account for 37.5%. Regarding the work experience,
40.1% of them have 5 to 10 years of experience (Table 1).

Compassionate care
The prevalence of compassionate care among HWF in
16 MHFs was 60.4% (Fig. 1). During health care service
delivery, 51.5% of health professionals introduce them-
selves to their clients, and 66% of HWF called their
clients by their names. Besides, 73.9% of health profes-
sionals engaged themselves in conversation with clients.
In line with that, 82.5% were actively listening, 80% were
shown love and tolerance, 83.9% understood client needs,
and 76.5% understood their clients’ emotions (Table 2).
To understand the clients well, 67.4% of health pro-
fessionals use probing and supportive words and 80.7%
of the professionals respond promptly and profession-
ally to clients’ concerns and questions. As part of client
empowerment and informed decision-making, 72.7% of
health professionals involve clients in decision-making
and treatment options. Along with that, for the better
outcome of the health care service, 84.1% of practitioners
frequently collaborate with the health care team. In these
study settings, 54.5% of the respondent has taken training
on CRC. The study participants also believed that leaders
of the facilities promote and influence the implementa-
tion of CRC (60.1%) (Table 2).

Respectful care

The prevalence of respectful care among the HWF was
64% in 16 MHFs (Fig. 1). In day-to-day health care service
delivery, 77.6% of health professionals greet their clients

with respect, and 52% introduce themselves. Around 72%
of health professionals effectively address clients’ issues
by considering their age and social status (Table 3).

About 78.6% of the respondents actively listen, and
75.5% believed to provide adequate time for clients to
talk and raise their concerns. Along with attentive and
considerate care, 80.2% of the respondent’s respect
patient views on treatment and care. More than three
fourth (76.7%) of the respondents ensure obtaining con-
sent before any examination and procedures, 84.4% of
the respondents ensure confidentiality of patient infor-
mation, and 81.8% maintain privacy during clinical care.
Given the fact that health professionals respect their cli-
ents in many aspects, however, 26.8% of the respondents
abuse clients verbally (Table 3).

In relation to justice, 75.1% of the respondents provide
service without discrimination, and 83.2% were highly
responsive when clients seek help, likewise, 75.8% pro-
vide ample information concerning patient treatment
and care. Contrary to the provision of fair and respect-
ful care, 29.8% of health facilities breached justice (clients
abused physically), 42% rate abandonment of care for a
long time and 38.9% detained clients irrespective of their
will (Table 3).

Within the health care team, 77.6% of the respondents
have good communication with each other. In addition,
68.8% of the guards, and 66.9% of the record officers of
the facilities welcomed and take care of clients and their
families with respect. Furthermore, 55.9% of the health
care facilities ensured a safe and clean environment for
clients (Table 3).



Jemal et al. Archives of Public Health (2022) 80:84 Page 6 of 13
Table 2 Compassionate care practice among HWF at 16 MHFs in Ethiopia, 2021 (n=429)
Variables Number of study participants Percentage
Healthcare providers introduce themselves properly

Yes 221 515

No 208 48.5
Do you call the client by their names

Yes 283 66.0

No 146 340
Engage themselves with the client conversation

Yes 317 739

No 112 26.1
Actively listed what the client is said

Yes 354 825

No 75 175
Show love and tolerance to the clients

Yes 343 80.0

No 86 20.0
Try to understand the clients' need

Yes 360 839

No 69 16.1
Actively understand the clients'emotions

Yes 328 76.5

No 101 235
Use probing and supportive words

Yes 289 674

No 140 326
Respond promptly and professionally when the client needs

Yes 346 80.7

No 83 193
Involved in client treatment options and decision-making process

Yes 312 72.7

No 117 27.3
Frequently communicate and collaborate with the healthcare team

Yes 361 84.1

No 68 159
Have trained on CRC

Yes 234 54.5

No 195 455
Did you practice CRC principles in your facility

Yes 223 520

No 206 480
The leader promoting CRC implementation

Yes 258 60.1

No 171 399

Observational checklist

The implementation of CRC was found to be different
from facility to facility. About 87.5% has an independ-
ent plan on CRC, however, only 18.8% of the facilities

allocated finance for CRC implementation. In relation
to facility leadership, 87.5% of the facilities have board
members to observe the facility, and 56.3% of board
meetings discussed CRC as an agenda. Three-fourth
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Table 3 Respectful care practice among HWF at 16 MHFs in Ethiopia, 2021(N=429)
Variables Participants Percentage
Do you greet the client respectfully

Yes 333 776

No 96 224
Do HWF introduce themselves to the clients

Yes 223 520

No 206 480
Properly address clients considering their social status and age

Yes 308 71.8

No 121 282
Actively listen to clients

Yes 337 786

No 92 214
Allocate adequate time for the client to talk

Yes 324 755

No 105 24.5
Respect patient’s view on treatment and care

Yes 344 80.2

No 85 19.8
Obtain consent before examination and procedures

Yes 329 76.7

No 100 233
Ensure confidentiality of patient information

Yes 362 84.4

No 67 15.6
Maintain privacy in providing clinical care

Yes 351 81.8

No 78 182
Do HWF in your health facility verbally abuse clients

Yes 115 26.8

No 314 732
Treat clients equally without discrimination

Yes 322 75.1

No 107 24.9
Responds promptly and professionally when clients ask for help

Yes 357 83.2

No 72 16.8
Give adequate information regarding patient treatment and care

Yes 325 758

No 104 24.2
In your health facility, clients physically abused (slapping, pinching, restraint...)

Yes 128 29.8

No 301 70.2
In your health facility abandon patients without care for a long time

Yes 180 42.0

No 249 580
Have good communication and collaboration within the team

Yes 333 776

No 96 224
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Table 3 (continued)
Variables Participants Percentage
Do the guards in your health facility receive patients and families with respect
Yes 295 63.8
No 134 31.2
Do the record officers treat patients and families with respect
Yes 287 66.9
No 142 33.1
Does your facility detain clients without their will
Yes 167 389
No 262 61.1
Does your facility ensure a safe and clean care environment for clients?
Yes 240 559
No 189 441

of the facilities management members took the agenda
of CRC as a priority topic of discussion, and 93.8%
assigned CRC focal persons (Table 4).

Despite the fact that many facilities dedicated, only
31.3% of them have an independent office for CRC focal
person. The CRC materials are also not widely acces-
sible, only 31.3% of the facilities have CRC implementa-
tion guidelines and training manuals. About 81.3% of the
facilities had established CRC commiittees, and 87.5% of
the facilities were selected CRC ambassadors that selected
from role model HWF, and has made advocacy and men-
tor others to implement CRC. To ensure the sustainabil-
ity of CRC implementation, 81.3% of the facilities were
selected and introduced best CRC performers (Table 4).

As part of community engagement, 62.5% of the facili-
ties have organized community forums on CRC, and
87.5% had a recent meeting with the community repre-
sentatives. Additionally, 62.5% of facilities have organized
volunteerism and signed a memorandum of understand-
ing with stakeholders. In relation to the working environ-
ment, only 50% of the facilities have a conducive working
environment (that promotes employee and client safety,
comfortable and clean physical space, availability of ade-
quate resources to provide quality health services and
better feedback atmosphere both for clients and health
workforce). More than two-third (68.8%) of the facilities
were integrated CRC implementation with quality strat-
egy (Table 4).

Factors associated with compassionate and respectful care
practice

In bivariate logistic regression analysis, female partici-
pants, nurse and midwife professionals, having training
on CRC, leaders promote the CRC in their institution,
having conducive working environment and burnout

management for HWFs were significantly associated
while female participants were adjusted for compas-
sionate care practice in multivariable logistic regression
(Table 5). Likewise, female participants, having BSC edu-
cational level, nurse professionals, leaders promote the
CRC in their institution, having conducive working envi-
ronment and burnout management for HWF were sig-
nificantly associated with respectful care whereas female
participants, having BSC educational level, and nurse
professionals were adjusted in multivariable logistic
regression analysis for respectful care practice (Table 6).

In multivariable logistic regression analysis, nurse
professionals [AOR=4.16; 95% CI=(2.21,9.38)], mid-
wifes [AOR=3.31; 85% CI=(1.60,8.62)], having train-
ing on CRC [AOR=2.75; 95% CI=(1.67,4.53)], leader
promoting CRC in the health facilities [AOR=2.34;
95% CI=(1.42,3.87)], having conducive working envi-
ronment in the health care facilities [AOR=1.70; 95%
CI=(1.05,2.74)], and burnout management for HWF
[AOR=6.92; 95% CI=(3.31,14.44)] were significantly
associated with compassionate care among HWF at 16
MHFs in Ethiopia (Table 5).

Regarding respectful care, leaders who promote CRC
in the health care facilities were 2.55 times more likely
to practice respectful care than the leaders who did not
promote CRC in the health facilities [AOR=2.55; 95%
CI=(1.52,4.29)]. Having a conducive working environ-
ment in health care facilities were seven times more likely
to practice respectful care when comparing with those
who have no conducive working environment in health
care facilities [AOR=6.94; 95% CI=(2.24,9.38)]. Burn-
out management for HWF was four times more likely
to practice respectful care when compared with health
care facilities that had not burnout management for their
HWF [AOR=4.29; 95% CI=(2.18,8.44)] (Table 6).
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Table 4 Observational checklist for CRC at 16 MHFs in Ethiopia,

2021 (n=16)
Variable N(%) Types of facilities
General Hospital Specialized  Tertiary

have an independent plan on CRC

Yes 14(87.5) 9(100) 3(75) 2(66.7)

No 2(12.5) 0(0) 1(25) 1(33.3)
have an annual allocated financial plan for CRC

Yes 3(18.8) 2(22.2) 1(25) 0(0)

No 13(81.3)  7(77.8) 3(75) 3(100)
have a board for the leadership of the facility

Yes 14(87.5) 8(88.9) 4(100) 2(66.7)

No 2(12.5) 1011.1) 0(0) 1(33.3)
Raised agenda of CRC on board meeting

Yes 9(56.3) 5(55.6) 3(75) 1(333)

No 7(43.8) 4(44.4) 1(25) 2(66.7)
Management discussed CRC

Yes 12(75) 7(77.8) 3(75) 2(66.7)

No 4(25) 2(22.2) 1(25) 1(33.3)
Have currently CRC focal persons

Yes 15(93.8) 9(100) 3(75) 3(100)

No 1(6.3) 0(0) 1(25) 0(0)
CRC focal person has an independent office

Yes 5(31.3) 2(22.2) 2(50) 1(33.3)

No 11(68.8) 7(77.8) 2(50) 2(66.7)
Availability of the CRC manual per each department

Yes 5(31.3) 2(22.2) 1(25) 2(66.7)

No 11(68.8) 7(77.8) 3(75) 1(33.3)
Does the facility have a CRC committee

Yes 13(81.3) 6(66.7) 4(100) 3(100)

No 3(18.8) 3(33.3) 0(0) 0(0)
Facility select the CRC ambassador

Yes 14(87.5) 7(77.8) 4(100) 3(100)

No 2(12.5) 2(22.2) 0(0) 0(0)

Have regular selection and announcement of model CRC performer

Yes 13(81.3) 7(77.8) 4(100) 2(66.7)

No 3(18.8) 2(22.2) 0(0) 1(33.3)
Have community forums and discussions on CRC

Yes 10(62.5) 5(55.6) 3(75) 2(66.7)

No 6(37.5) 4(44.4) 1(25) 1(33.3)
Have a recent meeting with community representatives on CRC

Yes 14(87.5) 8(88.9) 4(100) 2(66.7)

No 2(12.5) 1(11.1) 0(0) 1(33.3)
Have a voluntary service on CRC

Yes 10(62.5) 5(55.6) 3(75) 2(66.7)

No 6(37.5) 4(44.4) 1(25) 1(33.3)
Have an MOU plan in CRC with related stakeholders

Yes 10(62.5) 4(44.4) 4(100) 2(66.7)

No 6(37.5) 5(55.6) 0(0) 1(33.3)
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Table 4 (continued)
Variable N(%) Types of facilities
General Hospital ~ Specialized  Tertiary
Table continued
Have a conducive working environment
Yes 8(50) 4(44.4) 2(50) 2(66.7)
No 8(50) 5(55.6) 2(50) 1(333)
Implement CRC with a quality strategy
Yes 11(68.8) 6(66.7) 2(50) 3(100)
No 5(31.3) 3(333) 2(50) 0(0)
Have a skill lab or CRC simulation center
Yes 12(75) 7(77.8) 4(100) 1(333)
No 4(25) 2(22.2) 0(0) 2(66.7)
CRCinclude in health education provision
Yes 7(43.8) 5(55.6) 2(50) 0(0)
No 9(56.3) 4(44.4) 2(50) 3(100)
Include CRC in the morning session discussion
Yes 7(43.8 2(22.2) 2(50) 3(100)
No 9(56.3) 7(77.8) 2(50) 0(0)

Does the facility select model units in CRC per department

Yes 7(43.8 2(22.2) 3(75) 2(66.7)

No 9(56.3) 7(77.8) 1(25) 1(33.3)
Have a system to treat the HWFs with compassionate care

Yes 10(62.5) 5(55.6) 2(50) 3(100)

No 6(37.5) 4(44.4) 2(50) 0(0)

Have ways to manage burnout and motivation mechanisms for
HWFs

Yes  7(438) 4(44.4) 2(50)
No 9(56.3) 5(55.6) 2(50)
Provide induction orientation on CRC for newly recruited staff

1(33.3)
2(66.7)

Yes 12(75) 6(66.7) 3(75) 3(100)

No 4(25) 3(33.3) 1(25) 0(0)
Assess the performance or implementation of CRC in the facility

Yes 11(68.8) 6(66.7) 3(75) 2(66.7)

No 5(31.3) 3(33.3) 1(25) 1(33.3)

IST center integrate CRC packages in the continuous professional
development

Yes 10(62.5) 4(44.4) 4(100) 2(66.7)

No 6(37.5) 5(55.6) 0(0) 1(33.3)
Does the facility recently introduce the best practice on CRC?

Yes 9(56.3) 4(44.4) 3(75) 2(66.7)

No 7(43.8) 5(55.6) 1(25) 1(33.3)

Is /are there challenges and opportunities during the implementa-
tion of CRC?

Yes 10(62.5) 6(66.7) 3(75) 1(33.3)
No 6(37.5) 3(33.3) 1(25) 2(66.7)

Work with the nearby pre-service education, elementary and high
school

Yes 5(31.3)
No 11(68.8)

3(33.3)
6(66.7)
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Table 5 Factors (crude and adjusted odds ratios, confidence intervals, and p-value) associated with compassionate care among HWF

at 16 MHFs in Ethiopia (n=429)

Variables Compassion Crude OR (95% CI) p-value Adjusted OR (95% Cl) p-value
Yes No
Age
20-29 120 80 1 1
30-39 105 70 1.01(0.66,1.51) 0.693 0.85(0.61,1.99) 0.757
>40 34 20 1.13(0.61,2.11) 0.207 0.99(0.42,2.30) 0977
Sex
Male 109 98 1 1
Female 150 72 1.87(1.27,2.77) 0.002 1.49(0.91,2.43) 0.110
Educational status
Diploma 40 23 1.43(0.76,2.73) 0.271 21(0.46,3.18) 0.693
BSC 162 100 1.34(0.84,2.12) 0217 0.66(0.31,1.39) 0.277
MSC and above 57 47 1 1
Profession
Nurse 119 42 5.98(2.51,14.24) 0.001 16(2.21.9.38) 0.001
Medical doctor 36 32 2. 38(0 94,5.99) 0.067 2.21(0.684.22) 0.190
Public health officer 20 21 01(0.74,5.48) 0.172 98(0.80,4.93) 0.152
Midwifes 30 13 4. 87( 75,13.59) 0.002 3.31(1.60,8.62) 0.006
Anesthesia 19 17 2. 36(0 84,6.60 0.102 2. 07(0 80,4.93) 0.109
Pharmacy 26 26 11(0.81,5.52) 0.128 76(0.98,3.38) 0.052
Others 9 19 1 1
Working experience
<5 97 67 1 1
>5 162 103 1.09(0.73,1.62) 0.683 0.73(0.39,1.36) 0320
Trained on CRC
Yes 173 61 3.60(2.39,5.40) 0.001 2.75(1.67,4.53) 0.001
No 86 109 1 1
Leader promoting CRC
Yes 186 72 347(231,5.21) 0.001 2.34(1.42,3.87) 0.001
No 73 98 1 1 1
Conducive working environment
Yes 165 75 2.22(1.50,3.30) 0.001 1.70(1.05,2.74) 0.031
No 94 95 1 1
Burnout management for HWF is important
Very important 247 114 10.11(5.22,19.60) 0.001 6.92(3.31,14.44) 0.001
Less important 12 56 1 1
Discussion higher than the previous study finding in non-MHFs in

The current result revealed that the CRC practice have
been showing progress in 16 MHFs. Furthermore, we
identified that have training on CRC, leaders who have
promoted CRC implementation, having a conducive
working environment, and burnout management are
positive indicator for CRC progress.

We found that the prevalence of compassionate and
respectful care was 60.4% with a 95% confidence inter-
val of (55.9% to 64.6%) and 63.9% with a 95% confidence
interval of (59.2% to 68.1%), respectively. This result was

the North Showa Zone, which found 38.8% for compas-
sionate care and 46.2% for respectful care practice [12].
This discrepancy is possible because in this study all
MHEF were trained by the Ethiopian Ministry of Health
and each Regional Health Bureau. On the other hand,
our result was lower than the study reported in North-
west Ethiopia that found 71.8% of compassionate care
and 82.6% respectful care among outpatient clients [30].
Several studies have found that the CRC is vital for bet-
ter adherence to medical advice and treatment plans,
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Table 6 Factors (crude and adjusted odds ratios, confidence intervals, and p-value) associated with respectful care among HWF at 16

MHFs in Ethiopia (n=429)

Variables Respectful care Crude OR (95% CI) p-value Adjusted OR (95% Cl) p-value
Yes No

Age
20-29 126 74 1 1
30-39 109 66 0.97(0.64,1.48) 0.887 0.85(0.47,1.56) 0.598
>40 39 15 1.53(0.79,2.96) 0.209 1.25(0.50,3.10) 0.637

Sex
Male 115 92 1 1
Female 159 63 2.02(1.353.01) 0.001 1.33(0.81,2.21) 0.261
Educational status
Diploma 40 23 1.49(0.79,2.83) 0.223 0.84(0.32,2.19) 0.716
BSC 178 84 1.82(1.14,2.89) 0.012 0.79(0.38,1.67) 0.544
MSC and above 56 48 1 1

Profession
Nurse 119 42 2.46(1.08,5.59) 0.032 2.19(0.75,6.35) 0.151
Medical doctor 36 32 0. 98(0 40,2.36) 0.955 0. 75(0 23,2.51) 0.644
Public health officer 26 15 50(0.57,3.99) 0415 41(0.44,3.19) 0510
Midwifes 31 12 2. 24(0 83,6.07) 0.113 1 96(0 56,5.82) 0.291
Anesthesia 21 15 21(0.45,3.28) 0.761 19(0.37,4.50) 0.687
Pharmacy 26 26 0. 87(0 35,2.18) 0.761 0. 84(0 29,2.03) 0.921
Others 15 13 1 1

Working experience
<5 99 65 1 1
>5 175 90 1.28(0.85,1.91) 0.235 0.99(0.53,1.83) 0.967

Trained on CRC
Yes 159 75 1.48(0.99,2.19) 0.054 0.77(045,1.31) 0332
No 115 80 1 1

Leader promoting CRC
Yes 193 65 3.30(2.19,4.98) 0.001 2.55(1.52,4.29) 0.001
No 81 90 1 1 1

Conducive working environment
Yes 199 41 7.38(4.73,11.51) 0.001 6.94(2.24,9.38) 0.001
No 75 114 1 1

Burnout management for HWF is important
Very important 255 106 6.20(3.49,11.04) 0.001 4.29(2.18,8.44) 0.001
Less important 19 49 1 1

faster healing processes, better clinical outcome, improve
health care system and reduce malpractice [16, 31, 32].

In the current study, we have found that nurses and
midwives were significantly associated with better pro-
vision of compassionate care. A meta-analysis study
documented that self-compassion interventions have
an impact on improving compassion, respectful care,
self-compassion, and mindfulness for health care pro-
fessionals [33].

We found that the study participants who have training
on CRC have significantly associated with compassionate

care. Various studies confirmed that having training can
assist healthcare professionals to increase mental health
resilience, improve patient care, and minimize burn-
out [34, 35]. The CRC training is an important first step
toward further updating the caring, patient right, and
responsibility of HWF competency. The HWF employed
in MHFs had obtained CRC training, however, HWF may
turnover time to time. The new employed HWF may
need orientations to enhance their knowledge, percep-
tion, and practice of CRC in the MHFs.
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In this study, 60.1% of the leaders have promoted CRC
implementation in the 16 MHFs. This finding is similar to
a previous study report in non-MHFs [12]. This indicated
that the implementation of CRC in 16 MHFs has no pro-
gress on leadership and managers. The components of
good care including, improved quality, increased pro-
ductivity, nurtured compassion, ensured effectiveness,
stimulated innovation, and maintained patient satisfac-
tion can only be achieved when leaders are compassion-
ated [36]. As strategies to sustainable CRC in the health
care facilities, improving health care system strengthen-
ing and developing compassionate and innovative leader
are important to inspire with genuine team collaboration
across professional boundaries.

Having a conducive working environment was asso-
ciated with compassionate and respectful care prac-
tice. Employees expect health care facilities to provide a
model-working environment that promotes efficiency,
effectiveness, production, luxury, and job dedication [37].
Conversely, an inadequate working environment has an
impact on health care professionals’ performance, the
quality of health care delivery, and the practice of client-
centered and compassionate care [38].

To sustain an appropriate HWE, it is critical to creating
a healthy working environment for clinical care practice.
The demanding nature of the occupation frequently leads
to burnout, disability, and high absenteeism, all which
contribute to fatigue for compassionate care [39]. The
Ministry of Health plays a critical role in HWF retention
by establishing a conducive healthcare environment to
create high-quality results for both staff and clients.

Burnout management for HWF was significantly asso-
ciated with compassionate and respectful care practice.
A study done in Kenya reported similar findings that
sufficient career training, job security, salary, supervisor
support, and manageable workload, family health care
insurance, and terminal benefits were identified as moti-
vation and reward of HWF retention mechanisms [40].
Due to a lack of trained human resource, HWF in Ethio-
pia often reported on taking additional responsibility that
adds to duties for which they lack the necessary skills and
training.

The results of this study show the implementation of
CRC in MHFs are important implication for enhancing
CRC program in low resource countries, which was help-
ful for understanding of the CRC implementation and
promote scalability of the CRC program into non-MHFs.
Moreover, the results are important inputs to research-
ers, policymakers, social workers, clinicians, public
health promoters, and community leaders to prioritize
CRC implementation in their planned activities.
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Strength and limitation of the study

This study used both an observational checklist and
self-administered questions to strengthening the find-
ing more for a better outcome. In addition, the study was
conducted at national level and is thus representative of
all regions of Ethiopia that selected as CRC model health
care facilities.

As a limitation, the study utilizes the cross-sectional
study design that not determines the causality. The study
participants are not homogeneous; they are all members
of the health workforce, which included in the study who
work in healthcare facilities and have varying levels of
knowledge and skill. Finally, we had carefully outlined
clear and short self-administered questionnaire, even still
might be a response bias.

Conclusion

The findings revealed a variety of challenges with CRC
implementation in each of the 16 MHFs. Have training
on CRC, leaders who have promoted CRC implemen-
tation, having a conducive working environment, and
burnout management for HWF are all strong predictors
of CRC. Therefore, incorporating in pre-service educa-
tion, advocacy and system strengthening, and motivating
HWEF are the most sustainable measures. In addition, the
EMoH should invest in the expended implementation of
MHEFs for all health-care facilities in order to strengthen
Ethiopia’s HWF and health-care systems.

Abbreviations

CRC: Compassionate and respectful care; EMoH: Ethiopian Ministry of Health;
HCFs: Health care facilities; HCWs: Health care workers; HWF: health workforce;
MHFs: Model health facilities.

Acknowledgements
The authors acknowledge the EFMoH for funding this study and study partici-
pants for their cooperation.

Authors’ contributions

KJ conceived the study and was involved in the study design, reviewed the
article, analyzed, reported writing, drafted and revised the manuscript. AS, AG,
FD, LG, TT, EG, MA, and NT were contributed to data analysis, report writing,
drafted and revised the manuscript. All authors gave final approval of the
revised version to be published, and agree to be accountable for all aspects of
the work. The author(s) read and approved the final manuscript.

Funding

Ethiopian Ministry of Health (EFMoH) funds this research work. The funders
had no role in study design, data collection, analysis, decision to publish, or
manuscript preparation.

Availability of data and materials

The datasets generated and/or analyzed during the current study are not
publicly available. Sharing of data was not included in the approval from the
ethics committee but is available from the corresponding author on a reason-
able request.



Jemal et al. Archives of Public Health (2022) 80:84

Declarations

Ethics approval and consent to participate

Ethical clearance was obtained from the Ethiopian Public Health Association
on February 04/2021 Ref.No. EPA04/048/21. Written permission was obtained
from the 16 MHFs. Informed written consent was obtained from each
respondent. The confidentiality of respondents was maintained by excluding
their names from the questionnaire. The respondents were informed that their
inclusion in the study is voluntary, and are free to withdraw from the study if
not willing to participate.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

‘Department of Nursing, College of medical and Health Sciences, Salale
University, Fitche, Ethiopia. 2Ministry of Health Ethiopia, Human Resource
Development Directorate, Addis Ababa, Ethiopia. *Ethiopian Public Health
Association, Addis Ababa, Ethiopia. “Department of Public Health, Menelik II
Medical and Health Sciences College, Kotebe University of Education, Addis
Ababa, Ethiopia.

Received: 8 September 2021 Accepted: 8 March 2022
Published online: 16 March 2022

References

1. Chapin HL, Darnall BD, Seppala EM, Doty JR, Hah JM, Mackey SC. Pilot
study of a compassion meditation intervention in chronic pain. J Com-
passionate Health Care. 2014;1(1):1-12.

2. Sheas, Lionis C. Introducing the Journal of Compassionate Health Care. J
Compassionate Health Care. 2014;1(1):7.

3. Chochinov HM. Dignity and the essence of medicine: the A, B, C, and D of
dignity conserving care. BMJ. 2007;335(7612):184-7.

4. Larson M. Cultural immersion and compassionate care in a study
abroad course: the Greek Connection. J Compassionate Health Care.
2014;1(1):1-3.

5. Dewar B, Adamson E, Smith S, Surfleet J, King L. Clarifying misconcep-
tions about compassionate care. J Adv Nurs. 2014;70(8):1738-47.

6.  Williams B, Brown T, McKenna L, Palermo C, Morgan P, Nestel D, et al.
Student empathy levels across 12 medical and health professions: an
interventional study. J Compassionate Health Care. 2015;2(1):1-6.

7. Haslam D. More than kindness. J Compassionate Health Care.
2015;2(1):1-3.

8.  Kiosses VN, Karathanos VT, Tatsioni A. Empathy promoting interventions
for health professionals: a systematic review of RCTs. J Compassionate
Health Care. 2016;3(1):1-22.

9. ErRA incedere A, Oztiirk S. Respectful care of human dignity: how is it
perceived by patients and nurses? J Med Ethics. 2018;44(10):675-80.

10. Goetz JL, Keltner D, Simon-Thomas E. Compassion: an evolutionary analy-
sis and empirical review. Psychol Bull. 2010;136(3):351.

11. Papadopoulos |, Shea S, Taylor G, Pezzella A, Foley L. Developing tools to
promote culturally competent compassion, courage, and intercultural com-
munication in healthcare. J Compassionate Health Care. 2016;3(1):1-10.

12. Jemal K, Hailu D, Mekonnen M, Tesfa B, Bekele K, Kinati T. The importance
of compassion and respectful care for the health workforce: a mixed-
methods study. J Pub Health. 2021:29(2):1-12.

13. Berhe H, Berhe H, Bayray A, Godifay H, Beedemariam G. Status of caring,
respectful and compassionate health care practice in Tigrai regional state:
patients’perspective. Int J Caring Sci. 2017;10(3):1119.

14. Mechili E-A, Angelaki A, Petelos E, Sifaki-Pistolla D, Chatzea V-E, Dowrick
C, et al. Compassionate care provision: an immense need during the
refugee crisis: lessons learned from a European capacity-building project.
J Compassionate Health Care. 2018;5(1):1-8.

15. Sinclair S, Hack TF, Raffin-Bouchal S, McClement S, Stajduhar K, Singh P,
et al. What are healthcare providers understandings and experiences

Page 13 of 13

of compassion? The healthcare compassion model: a grounded theory
study of healthcare providers in Canada. BMJ Open. 2018;8(3):¢019701.

16. Goodrich J. What makes a compassionate relationship between caregiver
and patient? Findings from the ‘anniversary’Schwartz Rounds. J Compas-
sionate Health Care. 2016;3(1):1-8.

17. Limebury J, Shea S. The role of compassion and ‘Tough Love'in caring for
and supporting the homeless: Experiences from ‘Catching Lives' Canter-
bury, UK. J Compassionate Health Care. 2015;2(1):1-9.

18. Wamisho BL, Abeje M, Feleke Y, Hiruy A, Getachew Y. Analysis of medical
malpractice clams and measures proposed by the health professionals
ethics federal committee of Ethiopia: review of the three years proceed-
ings. Ethiop Med J. 2015;53(Suppl 1):1-6.

19. Wamisho BL, Tiruneh MA, Teklemariam LE. Surgical and medical error
claims in Ethiopia: trends observed from 125 decisions made by the fed-
eral ethics committee for health professionals ethics review. Medicolegal
and Bioethics. 2019;9:23-31.

20. Tiruneh MA, Ayele BT, Beyene KGM. Knowledge of, and attitudes toward,
codes of ethics and associated factors among medical doctors in Addis
Ababa. Ethiopia Medicolegal and Bioethics. 2019;9:1-10.

21. Zhang Y-Y, Zhang C, Han X-R, Li W, Wang Y-L. Determinants of compas-
sion satisfaction, compassion fatigue and burn out in nursing: A correla-
tive meta-analysis. Medicine. 2018;97(26):e11086-¢.

22. Lown BA, Rosen J, Marttila J. An agenda for improving compassionate
care: a survey shows about half of patients say such care is missing.
Health Aff. 2011,30(9):1772-8.

23. Zimmermann C, Del Piccolo L, Finset A. Cues and concerns by patients in
medical consultations: a literature review. Psychol Bull. 2007;133(3):438.

24. Shea S, Wynyard R, Lionis C. Providing compassionate healthcare: chal-
lenges in policy and practice. London: Routledge. 2014.

25. Ethiopian Ministry of Health. National health workforce update, HRD
directorate bulletin. 2nd ed. 2020.

26. World Health Organization. The world health report: working together for
health. 2006.

27. Center for Disease. Control and Prevention A. 2004.

28. Berhe H, Berhe H, Bayray A, Godifay H, Beedemariam G. Status of caring,
respectful and compassionate health care practice in tigrai regional state:
patients' perspective. Int J. 2017;10(3):1118.

29. Gessesew. ATN. Baseline Assessment of Health Professionals Ethical
Practices In Public Health Facilities of Addis Ababa. 2015.

30. Abate M, Debie A, Tsehay CT, Amare T. Compassionate and respectful
care among outpatient clients at public health facilities in Northwest
Ethiopia: A mixed-methods study. Plos One. 2021;16(6):20252444.

31. Frezza E. Patient-Centered Healthcare: Transforming the Relationship
Between Physicians and Patients. CRC Press; 2019.

32. Dowell J, Williams B, Snadden D. Patient-centered prescribing: seeking
concordance in practice. CRC Press; 2018.

33. Wasson RS, Barratt C, O'Brien WH. Effects of mindfulness-based interven-
tions on self-compassion in health care professionals: a meta-analysis.
Mindfulness. 2020;11(8):1914-34.

34. Scarlet J, Altmeyer N, Knier S, Harpin RE. The effects of Compassion Cultivation
Training (CCT) on health-care workers. Clin Psychol. 2017;21(2):116-24.

35. Sinclair S, Torres M-B, Raffin-Bouchal S, Hack TF, McClement S, Hagen NA,
et al. Compassion training in healthcare: what are patients' perspectives
on training healthcare providers? BMC Med Educ. 2016;16(1):1-10.

36. West MA, Eckert R, Steward K, Pasmore WA. Developing collective leader-
ship for health care. King's Fund London; 2014.

37. Razig A, Maulabakhsh R. Impact of working environment on job satisfac-
tion. Procedia Economics and Finance. 2015;23:717-25.

38. Oswald A. The effect of working environment on workers performance:
The case of reproductive and child health care providers in Tarime Dis-
trict: Muhimbili University of Health and Allied Sciences. 2012.

39. Shirey MR. Authentic leaders creating healthy work environments for
nursing practice. Am J Crit Care. 2006;15(3):256-67.

40. Ojakaa D, Olango S, Jarvis J. Factors affecting motivation and retention
of primary health care workers in three disparate regions in Kenya. Hum
Resour Health. 2014;12(1):1-13.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.



	Evaluation of compassionate and respectful care implementation status in model healthcare facilities: a cross-sectional study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study design, area, and period
	Participant institutes
	Sample size determination and sampling procedure
	Data collection tools and procedure
	Data processing and analysis
	Ethical consideration

	Results
	Compassionate care
	Respectful care
	Observational checklist
	Factors associated with compassionate and respectful care practice

	Discussion
	Strength and limitation of the study

	Conclusion
	Acknowledgements
	References


