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Abstract 

Compassion is a fundamental component of effective healthcare that may be 

particularly salient in the context of advanced care. Used throughout this thesis, advanced 

care is a term adopted to encompass a growing area of specialist services oriented towards 

improving the quality of life for patients facing life-limiting conditions or advanced 

ages/diseases. Importantly in terms of compassion, advanced care represents a unique context 

characterised by a particular workforce, patients, and challenges. Despite this, however, little 

is known about the factors that may inhibit or facilitate compassion, whether they are 

different in advanced care, whether they vary across different roles, the psychological and 

motivational factors that predict reports of barriers to care, or the possible importance of 

patient factors. 

Grounded in the Transactional Model of Physician Compassion, the current thesis 

assessed the barriers to compassion pertaining to stress/burnout, patient/family, clinical 

context and environment in advanced care professionals. Despite the difficulties posed by the 

COVID-19 pandemic, a total of one hundred and two English speaking medical specialists, 

nurses, and healthcare assistants (HCAs) working in advanced care settings across New 

Zealand were recruited. Participants completed a web-based survey indexing demographics, 

professional and employment information, standardised measures of the barriers to 

compassion, burnout/satisfaction, motivations, social desirability, work centrality, work 

intentions, and subjective role perceptions. Furthermore, to test questions regarding the 

possible role of patient responsibility in the advanced care, participants were asked to indicate 

how compassionate they felt towards two gender-matched counterbalanced patient vignettes 

(manipulated to reflect high vs. low patient responsibility). 

In contrast to expectations, significant differences in barriers to compassion were not 

evident across the three advanced care roles studied here, nor were there specific differences 

between physicians working in advanced care (the current sample) and previously collected 

physician data representing other medical specialisations. However, low numbers of 

healthcare assistants (and the accompanying likelihood of power issues) together with 

theoretical considerations, suggested the need for the ongoing exploration of barriers to 

compassion in the advanced care setting. 
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Consistent with expectations, perceptions of day-to-day tasks as more central to one’s 

role and higher controlled motivations were related to generally higher barriers to 

compassion, while perceiving psychosocial support as more central to role was related to 

lower barriers. In addition, as seen in other areas of health, greater patient responsibility 

predicted lower compassion (at least in the nursing subsample).  

Overall, these findings provide a useful first contribution to the understanding of the 

barriers to care in the special context of advanced care. Although this early study did not 

provide definitive evidence of differences across professional roles or between advanced care 

and other specialisations, they provide a useful starting point for future work and hold several 

implications for potential interventions. In discussion, findings are reintegrated into prior 

studies of the barriers to care in healthcare, explanations are offered, and limitations and key 

directions for future research are provided. 
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Chapter 1. Compassion in Healthcare 

Compassion involves an awareness and a desire to alleviate another’s 

suffering (Frank, 1988; Goetz et al., 2010) and is a fundamental component of 

effective healthcare. The need for compassion may be particularly important in 

advanced care owing to its centrality in the delivery of care (Sinclair et al., 2017). 

Further contributing to this need, an ageing population and increasing chronic disease 

burden in New Zealand and abroad has led to a steady increase in the demand for 

advanced care services (Parr-Brownlie et al., 2020; Prager et al., 2018).  

As introduced more fully in Chapter 2, advanced care, is a term adopted to 

encompass specialist services oriented towards improving the quality of life for 

patients facing life-limiting conditions or advanced ages/diseases. Importantly, 

advanced care is a unique context punctuated by particular practitioners (Gambles et 

al., 2003), patient challenges (Sinclair et al., 2017) and structures (Allsop et al., 2018; 

Bennett et al., 2016). Despite representing a unique context, little is known about 

factors that may shape compassions emergence in this context.  

In providing the foundations and background for this thesis, the current 

chapter begins by broadly reviewing the importance of compassion to healthcare 

systems. Compassion is then differentiated from related prosocial constructs and 

characterised. In establishing a focus on the special context of advanced care, a 

systemic view regarding key factors thought to facilitate and inhibit compassion is 

presented.  

1.1 Does it Matter? The Importance and Need for Compassion in 

Healthcare 

A growing body of empirical work indicates that compassion benefits patients, 

physicians, and healthcare systems alike. For patients, compassion and related 

prosocial responses have been associated with greater treatment adherence, physical 

functioning (Cramer et al., 2003; Hojat et al., 2001), patient satisfaction (Lown et al., 

2011), physician-patient relationships (Fogarty et al., 1999), experienced control over 

health (Lloyd & Carson, 2011), and health outcomes (Post, 2011). In one study, 

participants reported a reduction in anxiety after watching a 40-second video of 
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physicians communicating with ‘enhanced compassion’ (Fogarty et al., 1999). In 

another study, diabetic patients had fewer metabolic complications when under the 

care of physicians with higher empathy scores (Del Canale et al., 2012). These 

findings talk to the breadth of benefits that compassion, and caring behaviours can 

have for patients. Such benefits may be particularly important for patients with 

advanced illnesses who often face heightened physical, psychosocial and 

spiritual/existential challenges (Fitzsimons et al., 2007). 

Accumulating evidence further suggests that healthcare providers may also 

benefit from compassion. ‘Compassion satisfaction’, or a tendency to derive 

satisfaction and pleasure from being compassionate and caring (Gleichgerrcht & 

Decety, 2013), has been associated with several positive outcomes, including higher 

job satisfaction (Gleichgerrcht & Decety, 2013), improved job retention (Sinclair et 

al., 2016), lower professional stress, substance abuse and suicide attempts (Shanafelt 

et al., 2009). Furthermore, studies suggest that compassion overlaps with neurological 

networks associated with reward, pleasure and positive affect (Klimecki et al., 2014); 

this activation, in turn, may buffer or modulate stress pathways reducing the 

experience of stress amongst practitioners (Trzeciak et al., 2017). Together, these 

findings indicate that practitioners’ health and wellbeing may be greater when 

compassion is also high. For practitioners working in an environment punctuated with 

frequent exposure to death and dying (Voumard et al., 2018), complicated symptom 

management regimes (O’Mahony et al., 2018), and challenging conversations with 

patients and families (Taylor & Aldridge, 2017), the benefits of compassion may be 

crucial. 

Another benefit of compassionate care, at least according to preliminary 

findings, are financial benefits within healthcare systems. It has been suggested that 

compassion may be related to financial benefits via fewer malpractice lawsuits, 

reduced medical errors, and lower absenteeism (Trzeciak et al., 2017). Equally, 

financial benefits may ensue via an increased engagement with treatment processes, 

improved treatment adherence (Hojat et al., 2001), and increased remission rates 

(Boulding et al., 2011). Thus, although work is preliminary, available evidence 

suggests compassion may decrease financial costs associated with healthcare.  
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Irrespective of these benefits, compassion has long been important in 

healthcare due to legal, ethical, and moral obligations. Both professional organisations 

(American Medical Association, 2001; New Zealand Medical Association, 2020) and 

codes of ethics highlight the importance of practising compassion (Paterson, 2011). 

The New Zealand healthcare Code of Ethics states that healthcare practitioners should 

“practise the science and art of medicine to the best of their ability with moral 

integrity, compassion, and respect for human dignity” (New Zealand Medical 

Association, 2020, p. 82). While these requirements set a precedent for compassion 

across healthcare, general medicine continues to emphasise illness, pathology and 

symptoms (Larivaara et al., 2001). By comparison, referenced heavily in the goals 

and culture of advanced care, compassion is commonly viewed as the heart of the 

specialisation (Hui et al., 2013; Larkin, 2015).Thus, medical specialists, nurses and 

healthcare assistants (HCAs) working in advanced care are in a unique position where 

they are legally, ethically, and culturally expected to prioritise caring with 

compassion. 

Despite being a legislated professional requirement, compassion is often 

absent or suboptimal in healthcare. For example, in the United States, just over half of 

patients and physicians believe that their healthcare system provides compassionate 

care (Lown et al., 2011). Following public inquiries – such as the Mid-Staffordshire 

National Health Service Foundation Trust affair (Newdick & Danbury, 2015), 

increased attention and awareness has been directed to the pervasive nature of 

uncompassionate healthcare and the adverse impacts of treatment without 

compassion. To address suboptimal compassion in healthcare, research that 

systematically explores barriers to compassion is necessary (Fernando & Consedine, 

2014a). 

Assessing the factors that shape the emergence of compassion within 

advanced care is particularly important due to the rising demand for these services. In 

western countries, ageing populations (Parr-Brownlie et al., 2020), chronic diseases, 

complex medical needs, and comorbidities are rising (O'Brien, 2013; Prager et al., 

2018). These demographic shifts may in turn, fuel the demand for advanced care 

services. Research estimates that currently, almost half of New Zealanders access 

aged care facilities after reaching 65, and two-thirds when aged over 85 (Broad et al., 

2015). A core part of these services is supporting patients and their families during 
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illness progression and death and dying. An estimated 38% of deaths in New Zealand 

occur each year within these facilities (Broad et al., 2013). Other key services that 

support patients with life-limiting illnesses are palliative and hospice services. As of 

2019, one-third of people who died in New Zealand were supported by hospices 

(Hospice New Zealand, 2019). In accordance with shifting demographics, the demand 

for palliative and hospice services is set to steadily rise, with an estimated 37,286 

New Zealanders accessing these services by 2038 (Ministry of Health, 2017). 

Compassionate care and its raft of associated benefits may help address this growing 

populations’ diverse healthcare needs and suffering (Sinclair et al., 2017).  

In summary, the systemic benefits of compassion for patients, providers, and 

healthcare systems alike indicates that compassion may be fundamental in advanced 

care. Considering the importance of compassion to effective healthcare, a growing 

number of studies have begun to focus on understanding how compassion emerges in 

healthcare. The exploration of compassion, however, is predicated on a working 

understanding of the concept. The following section aims to build on this 

understanding by differentiating and characterising compassion. 

1.2 Compassion in Healthcare. Differentiation and Characterisation  

1.2.1 Differentiating Compassion From Related Constructs 

Despite theoretical and empirical distinctions between compassion and other 

prosocial constructs such as empathy, sympathy, altruism and love (Goetz et al., 

2010), healthcare research, policy and delivery often conflates the use of compassion 

with related responses (Sinclair et al., 2017). In the context of healthcare research, it 

is most critical to distinguish compassion from empathy and sympathy.    

In broadly differentiating compassion from empathy and sympathy, it is 

important to highlight experiential or affective elements of the constructs. 

Compassion involves feelings of loving or caring for another and is accompanied 

by/includes the motivation to reduce another’s suffering (Mercadillo et al., 2011). In 

some views, such feelings are regarded as ‘other-oriented.’ Conversely, feelings 

associated with empathy (which involves the perception and vicarious experience of 

another’s emotions) (Singer & Klimecki, 2014) and sympathy (which involves the 

expression of emotions that mirror another’s) (Gerace, 2020) can be regarded as ‘self-
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orientated.’ Driven by this self-orientation, practitioners may experience unpleasant or 

negative feelings (Jeffrey, 2016). In turn, these feelings may motivate practitioners to 

act in ways that primarily alleviate their own suffering rather than another’s. 

Supporting this notion, several studies have illustrated the negative experience 

of another’s suffering can result in withdrawal or avoidant behaviours (Greenberg & 

Turksma, 2015). In a series of experimental studies, following the observation of 

another’s suffering, participants who reported greater personal distress exhibited 

fewer helping behaviours (Batson et al., 1983). Similarly, in an observational study, 

when viewing video clips of patients’ facial expressions in response to medical 

treatments, participants who adopted a self-orientated focus reported greater personal 

distress and fewer compassionate responses than those who adopted an other-oriented 

focus (Lamm et al., 2007). Hence, while compassionate, empathetic and sympathetic 

responses can arise from exposure to another’s distress (Singer & Klimecki, 2014), 

compassionate responses are distinguished from others via the reliable elicitation of 

prosocial action (Goetz et al., 2010). 

From a patient’s perspective, behaviours aimed at alleviating distress are some 

of the most important elements that differentiate compassion. One recent study 

indicated that patients identified compassion via actions aimed at improving a 

patient’s situation, small supererogatory acts of kindness, and altruistic activities to 

relieve suffering (Sinclair et al., 2017). These elements of care have been ranked 

among patients’ greatest healthcare needs, particularly when facing the end of life 

(Cherlin et al., 2004; Heyland et al., 2010). While broadly, there is growing consensus 

that patient-centred elements of care (including compassion, empathy and sympathy) 

are preferable to disease-orientated care (Fogarty et al., 1999; McDonagh et al., 2004; 

Weng et al., 2011). When focusing on patient-centred care, emerging evidence 

tentatively suggests that action-oriented elements (that align with compassion) may be 

preferable (Sinclair et al., 2017). Thus, in addition to conceptual distinctions, research 

also indicates that patients can both differentiate compassion from related prosocial 

responses and may prefer it. 

Compassion and empathy can be further differentiated at a neurological level. 

Broadly speaking, compassionate responses are associated with activation in neural 

networks linked to positive affect (Singer & Klimecki, 2014). Specifically, activation 
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has been observed in the insula, putamen, substantia nigra, ventral striatum and 

ventral tegmental areas (Lutz et al., 2008). Perhaps linked to the theorised 

evolutionary roots of compassion in maternal and family/community group care, 

neural activation in these areas has been associated with positive evaluations, rewards 

(Kringelbach & Berridge, 2009), maternal and romantic love (Beauregard et al., 2009) 

and attachment (Strathearn et al., 2009). In contrast, empathic responses have been 

associated with activation in areas linked with negative affect (Singer & Klimecki, 

2014), including the anterior cingulate cortex, bilateral anterior insula, and left 

parietal lobe (Hein et al., 2010; Lamm et al., 2011). Thus, regarding typical neural 

activation, compassion differs from empathy. 

In sum, although often used interchangeably with terms such as empathy, 

compassion can be distinguished in several ways, including experiential, behavioural 

and neurological elements. The strong link between compassion and prosocial actions 

emphasises the importance of studying compassion within the context of advanced 

care.  

1.3 Characterising Compassion 

Furthering an understanding of how compassion operates in advanced care, it 

is useful to review how it has evolved to function. In evolutionary views, compassion 

is an innate and universal component of human psychology (Goetz et al., 2010); that 

is, humans share a natural and universal tendency to respond to others in distress. 

Consistent with this view, infants and young children show visible concern and 

assistance towards others expressing suffering or struggle (Keltner, 2009; Liddle et 

al., 2015; Warneken & Tomasello, 2006). Further supporting this notion, although 

some cultural variation exists in those who express compassion and how it is 

expressed, generally, compassion is experienced in a similar manner across cultures 

(Goetz et al., 2010). 

Despite not being directly germane to healthcare, the evolved nature of 

compassion sets a precedent for how it operates within healthcare contexts. Generally, 

it is agreed that compassion evolved to function as a complex and dynamic process 

rather than an action, feeling or solitary state (Atkins & Parker, 2012; Goldin & 

Jazaieri, 2017). In line with prior literature, here, compassion is considered a 
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multidimensional process comprised of four important components (Goldin & 

Jazaieri, 2017). The first of these components and a precursor to feeling and 

alleviating suffering is ‘noticing’ another’s suffering (Mascaro et al., 2020). In 

laboratory studies, compassionate responses are commonly elicited via stimuli that 

orients attention to another’s suffering, for example, watching others in physical pain 

(Batson et al., 1983; Gleichgerrcht & Decety, 2014). Similarly, within the context of 

advanced care, noticing another’s suffering is a fundamental precursor in the 

emergence of compassionate responses that aim to address a patient’s physical, 

emotional and clinical needs (Sinclair et al., 2016). 

In addition to cognitive shifts, compassion involves affective, intentional and 

behavioural components. Affect associated with compassion includes a caring 

concern towards others suffering or distress (Goetz et al., 2010). Central to 

compassion, affect is associated with an intentional element (Singer & Klimecki, 

2014). These intentions involve a genuine desire to relieve or alleviate another’s 

suffering. Accompanying intentional elements, compassion involves a behavioural 

component. Namely, compassion orientates behaviour towards appropriate actions 

aimed at relieving another’s suffering (Goldin & Jazaieri, 2017). Importantly, 

compassionate actions may or may not address the root cause of suffering (Kanov et 

al., 2004), in the context of advanced care, compassionate behaviours could translate 

to actions as simple as eye contact, a smile or a physical connection with a patient 

(Fry et al., 2013).  

In sum, compassion is a unique construct that can be defined as 

acknowledging and understanding another’s suffering, together with the intent and 

motivation to relieve this suffering through appropriate action (Singer & Klimecki, 

2014). While compassion is innate and universal within the context of healthcare, it 

emerges (or does not) in complex environments that differ in important ways. The 

following section considers contextual factors theorised to influence compassion 

within healthcare. 

1.4 Compassion in Healthcare : The Transactional Model of Physician 

Compassion 

According to the Transactional Model of Physician Compassion (TMPC), 

compassion emerges in healthcare due to the dynamic and interrelated influences of; 
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the healthcare practitioner, patient and their families, clinical context and 

environmental and institutional factors (Fernando & Consedine, 2014a). Therefore, 

rather than being an unbound or unconditional response to another’s suffering, 

compassion in healthcare is shaped by the dynamic interplay between several factors 

(Fernando & Consedine, 2014b). Considering each of these factors, in turn, is vital for 

understanding how compassion operates within the context of advanced care. 

A first set of factors thought to influence the emergence of compassion in 

healthcare are practitioner factors. Several personal factors, including trait or 

dispositional compassion (Fernando & Consedine, 2014b), trait self-compassion (Dev 

et al., 2018) and personality differences (Gambles et al., 2003), have been suggested 

to influence the extent to which healthcare practitioners are compassionate. 

Unsurprisingly, self-reported experiences of burnout, fatigue and satisfaction have 

also been linked with capacities to care (Linzer et al., 2002). Other personal factors 

that have been linked with compassion include gender and age. Several studies have 

associated females with higher compassionate and prosocial behaviours (Juliá-

Sanchis et al., 2019; Katsari et al., 2020). Additionally, some studies have linked 

older ages with reduced compassion fatigue and burnout (Berger et al., 2015; 

Shanafelt et al., 2009). Finally, it is worth noting that personal experiences, including 

caregiving and exposure to illness amongst relatives, have been associated with 

greater prosocial and compassionate responses (Bateman et al., 2017; Roberts et al., 

2011). Together, systematic differences in people who are attracted to pursue work in 

advanced care (Markert et al., 2008) may contribute to systematic differences in the 

emergence of compassion. 

In addition to practitioner factors, research suggests that patients and their 

families also play a role in shaping compassion within healthcare (Fernando & 

Consedine, 2014b). When cooperative or thankful, patients are seen as more likely to 

receive compassionate care, while uncooperative patients with behaviours seen as 

problematic (e.g., entitlement and aggression) are seen as less likely (Batley et al., 

2016; Bayne et al., 2013). Furthermore, patients that are seen as self-destructive, 

ungrateful, odoriferous, exploitative (Steinmetz & Tabenkin, 2001), with a perceived 

lack of understanding or communication abilities (Street Jr et al., 2007), are generally 

viewed as less likely to receive compassionate care. Finally, emerging research 

suggests patients who are perceived as responsible for their suffering may receive 
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poorer care than patients diagnosed with conditions that are perceived as outside of 

their control (Reynolds et al., 2019). Patients presenting to advanced care commonly 

have multidimensional needs (Rokach, 2005), heightened vulnerability, and an 

extensive history of contact with the medical system (Sinclair et al., 2017). It is 

possible that specific patterns of challenge related to a patient and their family may 

differently shape the emergence of compassion within this context. 

Closely related to practitioner and patient factors, clinical elements may 

further impact the emergence of compassion. Literature has begun to associate 

complicated co-morbidities, non-adherence to medication or treatments (Hahn et al., 

1996) and ambiguous side-effects (Fernando & Consedine, 2014b) with reduced 

capacities for compassion. In complex or anxiety-provoking contexts, practitioners 

may devote cognitive and emotional resources to themselves, undermining attention 

paid to the patient (Fernando & Consedine, 2014b). In one study, physicians reported 

more negative responses to headache patients with ‘complex’ clinical presentations 

(e.g., additional psychological experiences) compared to patients with 

‘straightforward’ headache symptoms (Van Wilgen et al., 2013). Health complexities, 

including uncertain disease trajectories, diverse symptomology, and broad patient 

needs, are a hallmark of working with life-limiting conditions and advanced diseases 

(Voumard et al., 2018). The degree of clinical complexity associated with advanced 

care could contribute to when and how compassion emerges. 

Finally, and most broadly, physical, institutional, and legislative environments 

in which care takes place may influence compassion. Aspects of work environments 

that have been associated with lower compassionate and caring behaviours include 

time constraints, bureaucracy (Bayne et al., 2013; Lown et al., 2019), a lack of 

continuity (Roze des Ordons et al., 2020), support or supervision (Lown et al., 2019) 

and stressful environments including those that are busy and involve interruptions 

(Picard et al., 2016; Roze des Ordons et al., 2020). By comparison, organisational 

practices such as good triage, counselling (Chou et al., 2014), leadership (Mills et al., 

2018) that are embedded in supportive organisational cultures and colleagues 

(Ahrweiler et al., 2014) have been associated with more positive reports of 

compassion and other caring behaviours. Contrary to the typical structure of advanced 

care (Youngwerth & Twaddle, 2011), disease-centred care (Peng et al., 2018) and 

hierarchical environments (Ahrweiler et al., 2014) have also been reported to interfere 
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with compassionate and caring behaviours. The summative influence of specific 

characteristics within the advanced care environmental context may influence when 

and how compassion emerges. 

In sum, the emergence of compassion in healthcare is influenced by the 

dynamic interplay between the healthcare practitioner, patient and families, clinical 

context and, institutional and environmental factors (Fernando & Consedine, 2014a). 

As more fully explored in Chapter 2, advanced care is characterised by specific and 

unique patterns of challenge that may differently shape the emergence of compassion. 

Critical to assessing how these factors may shape the emergence of compassion in the 

unique context of advanced care, these factors have been translated into four 

measurable barriers to compassion (practitioner burnout/stress, patient/family, 

clinical, environmental) (Fernando & Consedine, 2014b). 

1.5 Summary  

Compassion has the potential to enhance patient care, practitioner-patient 

relationships, modulate perceptions of working environments, and reduce healthcare 

costs, thus benefiting patients, practitioners, and health care systems alike (Sinclair et 

al., 2016). With an ageing population in New Zealand and abroad, and an increasing 

chronic disease burden, the necessity for compassion research within advanced care is 

perhaps more important than ever (Parr-Brownlie et al., 2020).  

Although often used interchangeably with terms such as empathy, compassion 

can be distinguished in several ways, including experiential, behavioural and 

neurological elements. Moreover, within the context of advanced care, compassion 

represents an important area of study because of its reliable association with actions 

aimed at alleviating another's suffering. Viewing compassion as an evolved response 

may help to understand how and when compassion emerges (and does not) within 

advanced care. In line with this perspective, compassion can be viewed as a complex 

and dynamic process that involves acknowledging and understanding another’s 

suffering, together with the intent and motivation to relieve this suffering through 

appropriate action (Singer & Klimecki, 2014).  

While compassion is considered universal and innate, according to the TMPC, 

compassion in healthcare it emerges due to the interplay of factors from four key 
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areas; the healthcare practitioner, patient and families, clinical context and 

environmental and institutional factors (Fernando & Consedine, 2014a). Importantly, 

to assess how these factors shape the emergence of compassion in advanced care, 

factors have been translated into four measurable barriers to compassion (practitioner 

burnout/stress, patient/family, clinical, environmental) (Fernando & Consedine, 

2014b). 

Advanced care is characterised by specific patterns of challenge that may be 

associated with differences in barriers to compassion. Despite the presence of these 

differences, research has yet to systematically assess barriers within this context. In 

furthering the foundations for this thesis, the following chapter explores patterns of 

challenge within advanced care and how these may relate to barriers to compassion.
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Chapter 2. Compassion in the Special Context of Advanced 

Care 

In Chapter 1, it was suggested that compassion in healthcare is influenced by 

the dynamic interrelations between healthcare practitioners, patients and families, 

clinical context, and environmental and institutional factors (Fernando & Consedine, 

2014a, 2017). Importantly, this view implies that distinct patterns of challenges 

associated with different specialisations (Fernando & Consedine, 2017) and 

practitioner roles may be related to differences in barriers to compassion (Dev et al., 

2019).  

As it will become evident, advanced care is a very particular environment, 

staffed by distinct roles that are characterised by several factors that may contribute to 

unique patterns of challenges to care. To understand how these challenges might 

shape the emergence of compassion in this particular context, this chapter first offers 

a characterisation of advanced care. Expanding on this, subsequent sections explore 

unique patterns of challenges in advanced care. 

 To highlight relationships between these patterns and the emergence of 

compassion, patterns are systematically reviewed in line with the four factors 

theorised to influence the emergence of compassion as outlined by the Transactional 

Model of Physician Compassion (TMPC) (Fernando & Consedine, 2014a). Distinct 

patterns of challenges associated with each of these factors sets the likely precedent 

for unique variations in the barriers to compassion in advanced care. In addition, 

patterns of challenge highlight several psychological, motivational and patient factors 

that may predict reports of barriers to care, and/or how much patients are cared for. 

2.1 Patterns of Challenge Within the Advanced Care Context  

Considering the possibility that barriers to compassion might systematically 

differ in the advanced care context is predicated on a working understanding of what 

is meant by advanced care (at least in the context of the current thesis). Over the past 

decade, numerous healthcare services have emerged that focus on providing care for 

patients’ facing life-limiting conditions, serious illnesses, and death and dying (Izumi 

et al., 2012). For the purposes of grouping services likely to experience similar 
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barriers to compassion, the current section begins by characterising core services 

within this landscape.  

2.1.1 Characterising Advanced Care Services 

Broadly, advanced care can be organised into specialist and generalist 

services. Specialist services such as palliative, hospice and aged residential care are 

made up of interdisciplinary teams specifically trained to support the needs of patients 

facing life-limiting conditions and advanced ages/diseases (Ditillo, 2002). Generalist 

services, by comparison, predominately focus on curative medicine and life-

prolonging treatments (Broad et al., 2013). While generalist services play an 

important role in providing advanced care, they are not specifically designed to 

support the needs of patients facing life-limiting conditions and or advanced ages/ 

diseases. In addition, generalist services have different training, models of care, team 

structures, environments, and patient needs (Mercadante et al., 2018; Smith et al., 

2009). Specialist advanced care services are leading in the care for patients facing 

latter points of life and disease trajectory (Abel & Kellehear, 2016) and therefore are 

the focus of current research. 

Within the New Zealand specialist advanced care landscape, three core 

providers, hospice, palliative and aged care, dominate. In terms of focus, palliative 

care aims to improve patients’ and their families’ holistic concerns and quality of life 

when faced with life-limiting illnesses and advanced diseases (Shalev et al., 2018). 

Grounded in a similar model of care, hospice care aims to achieve these goals of care 

but tends to focus on providing care to patients with terminal illnesses (often with an 

expected survival < 6 months) (Ferrell et al., 2007). Again oriented to support quality 

of life, aged care facilities aim to assist the day-to-day living, independence and 

intensive forms of care to residents predominantly 65 years and older (Leong & 

Crawford, 2018). Thus, while each service has a slightly different foci, a common 

orientation towards improving quality of life in patients with life-limiting conditions 

and advanced ages/diseases may contribute to relatively similar patterns of challenge. 
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2.1.2 Similarities in Barriers to Compassion Across Advanced Care Services 

Shared patterns of challenge between hospice, palliative and aged care may 

contribute to a relatively homogenous context that yields similarities in experiences of 

barriers to compassion. Across advanced care, providers routinely face complicated 

death trajectories and symptom management (Martin et al., 2019; Page et al., 2020), 

together with emotional, psychosocial and spiritual/existential challenges (Balmer et 

al., 2020). In providing care across these domains, practitioners face ethically-

challenging decisions about death and dying (Martins Pereira et al., 2011) while 

needing to ensure that care aligns with patients’ and families’ goals and needs. 

Concurrently, advanced care is predominantly staffed by nurses and HCAs, that work 

in unique care structures and dynamics (Schroeder & Lorenz, 2018) that often blur the 

lines of practitioner responsibility (Fry et al., 2013). Shared patterns of patient needs, 

clinical complexities and environmental challenges across advanced care services 

may shape similar experiences of barriers to compassion. 

To illuminate possible links between these shared patterns and compassion, 

the following section reviews central elements in advanced care in relation to the four 

factors theorised to impact compassion as outlined by the TMPC framework; the 

healthcare practitioner, patient and families, clinical context and environmental and 

institutional factors (Fernando & Consedine, 2014a). Unique patterns of challenges 

associated with each of these factors supports the notion that advanced care may be 

special in so far as barriers to compassion. 

2.2 Healthcare Practitioner Factors 

The first factor thought to impact compassion that differs systematically in 

advanced care from other contexts is personality differences. Compassion research 

suggests that personality differences may impact the way health professionals see 

their roles and experience interactions with patients and work environments 

(Fernando & Consedine, 2017). Research suggests that nurses in palliative care and 

cancer care are generally extroverted, empathic, trusting, open, and group-oriented 

(Gambles et al., 2003). Other work suggests that comparative to general populations, 

hospice volunteers have higher scores in openness, extraversion, agreeability, 

empathetic concern, and lower trait neuroticism (Claxton-Oldfield & Banzen, 2010). 
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Specific personalities that dominate advanced care may shape the experience of 

barriers to compassion. 

Systematic differences in personalities that predominate in advanced care 

contexts may be compounded by selective retention over time. Put simply, 

practitioners that feel better suited to the demands of advanced care may stay working 

in the field for longer (O’Mahony et al., 2018). Several components shape a 

practitioner’s suitability to work within this particular health context. Palliative care 

workers report crucial elements of their jobs include being mindful and aware of a 

patient’s feelings, needs, and concerns (Simon et al., 2009), as well as a need to work 

without judgment to address patients’ and their families’ broader concerns (Chan et 

al., 2016). Importantly, practitioners must also be able to balance these demands with 

the needs of the self (Sansó et al., 2015) and organisation (Funk et al., 2017). The 

self-selection of individuals to this field coupled with retention of those for whom it is 

better suited/manageable means that advanced care is staffed by a particular group of 

professionals. Although empirical data is currently missing, theory suggests that 

personal factors influence how the barriers to care are experienced (Fernando & 

Consedine, 2014a). 

Another core driver of retention in advanced care reflects the motivations that 

underlie why professionals work in these settings. Although research in this area is 

scanty, there is some suggestion that practitioners are generally motivated to engage 

in this type of work for the sake of interest or fulfilment. In one study of hospice 

volunteers, respondents stated their reasons for working in the context were to help 

ease the pain of those living with life-threating illnesses (Claxton-Oldfield et al., 

2004). In another study, volunteers reported the main reason for working in palliative 

settings was a drive to support the sick and suffering (Muckaden & Pandya, 2016). 

Further contributing to this possibility, research suggests that palliative practitioners 

tend to associate high levels of meaning from their work as driven by perceptions of 

work importance and significance (Moreno-Milan et al., 2019). Specific patterns of 

motivations to work within advanced care may impact how practitioners experience 

barriers to compassion. 
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2.3 Patient and Family Factors  

Both patients’ and their familys’ presenting needs are thought to influence the 

emergence of compassion. Patients diagnosed with life-limiting conditions often 

experience medical needs that differ systematically from other contexts. These needs 

can include complex physical symptoms, disfigurement, malodour and unsightly or 

distressing symptoms (Muggleton et al., 2015; Wilkes et al., 2003). Often evoking 

disgust, these symptoms may undermine the provisions of caring behaviours (Özkan 

et al., 2021) and emotional support (Muggleton et al., 2015). Additionally, the 

presence of often complex needs such as cognitive impairments (Dyer et al., 2018) 

and significant medication side-effects (Levine et al., 2017; Osse et al., 2005) may 

contribute to challenging behaviours and complexity in medical management (McNeil 

et al., 2016). Faced with particular medical needs, advanced care practitioners may 

experience different barriers to care compared to other healthcare providers.  

Often accompanying medical needs, advanced care patients commonly present 

with heightened social and emotional needs. Like most patients, those in advanced 

care commonly express a desire to maintain community involvement and sustain 

trusting and intimate relationships (Osse et al., 2005). While social connectedness is 

important for all patients, those in advanced care are unique in so far as they often 

report diminished social relationships, networks and emotional support (Courtens et 

al., 1996; Lewis et al., 2013). These unmet needs, in turn, may contribute to decreased 

emotional wellbeing (Morina et al., 2021). Supporting this notion, several studies 

have illustrated that a lack of social connectedness is associated with increased 

anxiety, depression (Yates et al., 2017), sleep difficulties and obsessive behaviours 

(Cacioppo et al., 2015). These challenges, in turn, may feed into other common 

experiences, including a fear of suffering, loss of identity, and death expectancy (Osse 

et al., 2005). Together, complex social and emotional needs may influence 

practitioners’ abilities to plan and execute compassionate care. 

Related to emotional needs, many patients in advanced care express 

spiritual/existential needs that often are not as salient in other contexts. Regardless of 

a patient’s spiritual or religious history and affiliation, dying can raise questions about 

the meaning and value of life, suffering and death (Park, 2008). Patients in palliative 

and hospice care commonly report a desire to discuss spiritual and religious beliefs 
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(Cobb et al., 2012). Supporting spiritual/existential concerns can be challenging as it 

requires considerable time and confidence (Keall et al., 2014) and can be 

accompanied by personal questions and reflections about the meaning and purpose of 

life (Sinclair, 2011). The common necessity to support a patients spiritual/existential 

needs may influence how practitioners experience barriers to care. 

Finally, facing complex and multidimensional needs, advanced care patients 

and their families may be seen as more responsible or accountable for their condition. 

While emerging evidence suggests that judgements of responsibility are relatively 

common across health care (Reynolds et al., 2019), these perceptions and their impact 

on compassion has yet to be assessed in advanced care. Advanced care is unique as 

increasingly it is serving the needs of patients with highly stigmatised chronic 

conditions such as hypertension, diabetes and heart disease (Schabert et al., 2013). 

Concurrently, many advanced care patients experience stigmatised symptoms and 

challenging behaviours (Dyer et al., 2018) that may make them susceptible to 

judgments of responsibility for their suffering. Caring for patients that are seen as 

responsible or as perpetuating their conditions may influence the emergence of 

compassion in response to a patient’s multidimensional needs.  

2.4 Clinical Factors 

Closely related to both practitioner and patient factors, clinical aspects of 

advanced care may influence the emergence of compassion. Advanced care is often 

punctuated by ethically complex decisions, including fulfilling advanced directives, 

communication of bad news, and resuscitation decisions (Martins Pereira et al., 2011). 

Perpetuating these challenges, patients often do not have the capacity to communicate 

their preferences (Chang & Bourgeois, 2020). Without this guidance, families and 

interdisciplinary team members may hold differing perspectives around a patient’s 

best interests, which may increase the complexity of decisions (Hernández-Marrero et 

al., 2016). The presence of ethically complex decisions common in advanced care 

may contribute to differences in barriers to compassion. 

Alongside ethically complex decisions, advanced care practitioners are 

regularly exposed to death and dying (Sinclair, 2011). Not only does this exposure 

involve another’s suffering, it can be accompanied by personal suffering that arises 
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from a heightened awareness of one’s limitations and mortality (Simon et al., 2009). 

While regular exposure may be challenging, distress may be more intense in general 

healthcare units where death is not as readily expected (Funk et al., 2017). Moreover, 

although disease progression can be distressing, during this time, practitioners have a 

unique window into some of the most intimate moments in a person’s life (Schroeder 

& Lorenz, 2018). Palliative professionals commonly report high levels of satisfaction 

and meaning in their work, acknowledging that caring for patients at the end of life 

can be enriching and beneficial (Sansó et al., 2015). Thus, exposure to death and 

dying within the advanced care context coupled with normative and cultural 

expectations of death and dying may shape the experience of barriers to compassion 

in unique ways. 

Another common element within advanced care that may impact the 

emergence of compassion is the average duration and frequency of patient encounters. 

Whilst advanced care facilities often first encounter patients when they are late in 

disease or age trajectory (Love & Liversage, 2014), patients’ stay is relatively long 

compared to general, emergency and surgical services (Emilia et al., 2017). A recent 

study suggested that the average length of care in Auckland aged care facilities was 

one year and seven months, with 23% of residents staying over five years in care 

(Broad et al., 2017). While the duration of stay in palliative and hospice care is more 

variable, international research suggests care tends to last a few months (Allsop et al., 

2018; Bennett et al., 2016). Advanced care practitioners may also interact with 

patients more frequently comparative to general care. A recent retrospective cross-

sectional study concluded that on average, New Zealanders frequent general 

practitioners three times a year (Baldwin et al., 2019). By comparison, 

interdisciplinary teams working within advanced care may interact with patients 

multiple times per week or day (Klarare et al., 2017). Having the time to explore 

patients’ pain, suffering and preferences in depth may impact barriers to compassion. 

2.5 Environmental and Institutional Factors 

Finally, environmental and legislative environments central to advanced care 

may influence the emergence of compassion. Advanced care is unique in that it is 

commonly made up of interdisciplinary teams that integrate separate disciplines to 

improve holistic care (Youngwerth & Twaddle, 2011). Interdisciplinary teams have 
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been associated with both improved patient outcomes such as satisfaction, quality of 

life and mood (Temel et al., 2010) and practitioner outcomes including, job 

satisfaction and decreased burnout (Fewster-Thuente & Velsor-Friedrich, 2008). Less 

hierarchical organisational structures, common in interdisciplinary teams, have also 

been linked with enhanced trust, communication, reduced professional barriers, and 

improved interpersonal relations (Youngwerth & Twaddle, 2011). Working within a 

less hierarchical organisational structure may alter how practitioners view barriers to 

compassion. 

Another element of interdisciplinary teams that may influence compassion is a 

merging of role responsibilities. In one qualitative study, palliative and oncology 

nurses reported role boundaries that bridged nursing and medicine. Specifically, 

nurses reported that their roles included traditional dimensions of nursing alongside 

physical examination, independent prescribing, ordering and interpreting 

investigations (Kennedy et al., 2015). In another three month prospective review of 

palliative and cancer care units, 50% of consultations with nurses were associated 

with changes in prescriptions, including opioids and antipsychotic agents (Hall et al., 

2020). Regularly operating within this expanded scope, nurses and medical specialists 

may have different ideas around their core contributions. In turn, these role 

perceptions may shape experiences of barriers to compassion.  

The rapidly expanding scope of HCAs in advanced care may further 

contribute to differing ideas around core contributions. While HCAs do not have a 

formal scope of practice, considered broadly HCAs provide primary day to day 

physical care (Fee et al., 2020) and emotional support to patients and their families 

(Just et al., 2020). Qualitative analysis suggests that HCAs commonly engage with 

care outside their explicit role expectations (Burrow et al., 2017) that have 

traditionally been provided by nurses (Just et al., 2020). Thus, despite working in the 

same professional context with similar role expectations, HCAs may have different 

ideas about their core contributions. In turn, these perceptions may differently impact 

barriers to compassion. 

Whilst a blurring of role responsibilities is common in advanced care, a 

hierarchal undercurrent between nurses and HCAs may enforce some barriers to 

compassion. HCAs often report feeling ignored, undervalued, and unsupported (Fryer 
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et al., 2016). Additionally, HCAs experience organisational pressures to commit to 

concurrent training despite limited time, remuneration and staffing levels. For HCAs 

this can inhibit the uptake of education and the capacity to contribute to care (Frey et 

al., 2016). These organisational pressures also have implications for the capacities of 

nurses who are often are expected to train, mentor and supervise HCAs (Burrow et al., 

2017). Concurrently, these expectations may perpetuate uncertainties amongst nurses 

regarding tasks that can be legally and safely delegated to HCAs (Shannon & 

McKenzie-Green, 2016). Considering the prominence of nurses and HCAs within 

advanced care and the complex hierarchies between them, these dynamics may 

impact barriers to compassion. 

2.6 Summary  

Advanced care is a very particular class of health care characterised by several 

factors that may contribute to the context containing unique patterns of challenges to 

care. Advanced care considered in this thesis encompasses specialist services 

orientated towards improving the quality of life for patients facing life-limiting 

conditions or advanced ages/diseases. Organising patterns of challenges common in 

advanced care within the TMPC highlights the likelihood that advance care is special 

in so far as the experience of barriers to compassion. 

According to the TMPC, four key factors influence the emergence of 

compassion. A first set of factors that may impact compassion that differs 

systematically in advanced care from other contexts are practitioner personalities 

(Gambles et al., 2003). Perhaps closely related to the prevalence of specific 

personalities, motivations that underlie the selection and retention of workers in 

advanced care may also shape the experience of barriers to compassion. 

A second set of factors that may influence the emergence of compassion in 

advanced care are salient patient and family needs. Patients diagnosed with life-

limiting conditions often experience complex and multidimensional needs that differ 

systematically from other contexts, such as distressing physical symptoms and 

heightened social, emotional and spiritual needs (Muggleton et al., 2015; Osse et al., 

2005; Park, 2008). Additionally, the conditions and needs that patients commonly 

present with are often stigmatised and associated with perceptions of responsibility 
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(Schabert et al., 2013). Complex multidimensional needs and perceptions of patient 

responsibility alike may influence barriers to compassion. 

A third set of factors that may influence the emergence of compassion in 

advanced care are clinical elements. Compared to other services, patients usually are 

in care for longer durations of time (Broad et al., 2017). Throughout this care, 

practitioners may face the declining health and death of a patient, decisions around 

advanced care planning and resuscitation orders (Martins Pereira et al., 2011). The 

interaction of these elements may shape barriers to compassion.  

A final set of factors that may influence the emergence of compassion in 

advanced care are environmental and institutional elements. The commonality of 

interdisciplinary teams (Youngwerth & Twaddle, 2011) and role overlap (Kennedy et 

al., 2015) within advanced care may contribute to important differences in role 

perceptions. These subjective role perceptions and hierarchies between HCAs and 

nurses may shape the experience of barriers to compassion.  

The following chapter builds on the notion that unique patterns of challenge in 

the advanced care context may be associated with systematic differences in the 

barriers to compassion. In addition, psychological, motivational and patient factors 

that may predict reports of barriers to care, and/or how much patients are cared for are 

further developed. When exploring these possibilities, increased attention is given to 

important gaps in the literature. 
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Chapter 3. The Special Context of Advanced Care and 

Barriers to Compassion 

In Chapter 2, it was suggested that unique characteristics and patterns of 

challenge evident in advanced care are likely to be associated with differences in 

barriers to compassion. In this chapter, this relationship is explored further, with 

specific attention given to undeveloped research areas. In the first section, literature 

pertaining to systematic variations in barriers to compassion between practitioner 

roles and specialisations is explored. Expanding beyond a practitioner’s assigned role, 

section two considers the possible impact of a practitioner’s perceived role or 

contributions on the experience of barriers to compassion. While a formal framework 

of role perceptions is lacking, broadly, for the purpose of this thesis, roles are 

organised into technical or psychosocial domains. 

Closely related to possible variations in role perceptions, section three 

considers practitioners motivations to care and the possible relationship with barriers 

to compassion. Leveraging the Self-Determination Theory (Deci & Ryan, 1985), 

motivations are organised along an underlying continuum with autonomous 

motivations at one end and controlled motivations at the other. The final section will 

consider whether a prevalent phenomenon in health care: differential care based on 

judgments of patient responsibility for suffering, is likely to persist in advanced care. 

Exploring variations in the barriers to compassion and factors that predict barriers to 

care and/or how much patients are cared for provides the foundations for how 

compassion emerges within this unique context. 

3.1 Variations in Barriers to Compassion Across Specialisations and 

Disciplines 

The presence of variations in compassion and other prosocial responses across 

medical specialisations supports the notion that barriers to compassion in advanced 

care might vary in important ways. In one study, female physicians working in 

people-facing specialisations (psychiatry and general practice) reported greater 

empathy than those in technology-orientated disciplines (anesthesiology, radiology 

and neurosurgery) (Kataoka et al., 2012). In another study, female physicians working 
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in specialisations that encountered patients early in their diagnosis or had a role in 

evaluating health and disease reported greater empathy than those working in medical 

areas involving experimental procedures with limited patient access (Park et al., 

2016). Although empathy and compassion are distinct processes and these studies are 

limited to female physicians, differences in caring processes across specialisations 

could indicate the likelihood of systematic differences in the factors that facilitate and 

inhibit compassion in advanced care. 

Supporting this notion, a recent cross-sectional study comparing five medical 

specialisations reported systematic differences in barriers to compassion (Fernando & 

Consedine, 2017). To index barriers, the study administered the Barriers to Physician 

Compassion Questionnaire (BPC), a validated instrument derived from the 

Transactional Model of Physician Compassion (TMPC) framework. Within this 

questionnaire, four key barriers were measured: stress/burnout, patient/family factors, 

clinical situation and work environment (Fernando & Consedine, 2014b). To assess 

possible differences in the barriers across specialisations, doctors working across 

general medicine, general surgery, psychiatry, paediatrics and internal medicine were 

recruited. Results indicated that psychiatrists generally reported lower barriers to 

compassion, whilst physicians working in general practice and internal medicine 

reported comparatively greater barriers (Fernando & Consedine, 2017). Considering 

previously reported systematic differences in barriers across specialisations, it is 

likely that barriers to compassion within advanced care vary in important ways. 

Akin to variations between specialisations, there may be distinct differences in 

the barriers to compassion between practitioner roles within the context of advanced 

care. Providing the foundations for this assumption, a recent cross-sectional study that 

recruited nurses, doctors and medical students reported systematic differences in 

barriers to compassion between roles (Dev et al., 2019). Adopting the BPC 

questionnaire, the study illustrated that medical students reported greater barriers 

compared to both physicians and nurses. Comparative to physicians, nurses generally 

reported lower barriers, except for environment-related barriers, which were 

perceived as greater. These role-related variations point to possible differences in 

barriers to compassion between core practitioner groups working within the advanced 

care context. 
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In summary, considering documented differences in barriers to compassion 

across specialisations, a core aim of the current thesis is to evaluate whether 

variations in barriers exist between advanced care and other healthcare specialisations 

previously documented. Furthermore, in light of documented differences in barriers 

between assigned roles, another aim is to explore how barriers to compassion vary 

between core healthcare providers within the advanced care context (medical 

specialists, nurses, health care assistants). 

3.1.1 Health Care Assistants and Barriers to Compassion  

In evaluating how barriers to compassion may vary between assigned roles in 

advanced care, it is important to review professional differences that may contribute 

to the emergence of compassion. Considering that up to 90% of hands-on patient care 

in this context is provided by health care assistants (HCAs) (Sidwell et al., 2005), a 

particular focus is placed on exploring barriers amongst HCAs. 

HCAs tend to occupy different organisational positions that expose them to 

different clinical and environmental challenges. Structurally, HCAs typically occupy 

positions of lower status or institutional power, meaning they often have less 

influence over many aspects of their work, including daily tasks, schedules, shifts, 

and timing of breaks (Bach et al., 2012; Travers et al., 2020). Compounding these 

challenges, HCAs tend to receive lower wages, and endure a lack of recognition and 

respect (Fitzpatrick, 2002). Whilst the experience of barriers to compassion amongst 

HCAs has yet to be the focus of research, other research has suggested that medical 

students (a group that traditionally holds lower organisational status) report greater 

external barriers (Dev et al., 2019). Considering HCAs often occupy ‘lower’ 

organisational rungs and have less control over many aspects of their work, these 

workers may also report generally greater barriers to compassion. 

Another element that may contribute to generally higher barriers in HCAs is 

the exposure to different patient and clinical challenges. A core part of HCAs roles is 

providing day to day physical care, such as feeding, hygiene, oral and continence 

support (Sidwell et al., 2005). These tasks can be highly repetitious, mundane (King 

et al., 2019; Sekse et al., 2018), physically demanding and disgusting (Burrow et al., 

2017; Cherry et al., 2007). Additionally, caring for patients who are extremely ill or 
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near death can be highly distressing (Muntaner et al., 2006). Compounding these 

emotional challenges, HCAs often do not receive formal education that supports the 

management of distress (Frey et al., 2016). Furthermore, HCAs commonly report low 

levels of organisational psychosocial support (Rodger et al., 2019). Together, these 

conditions may make it harder for HCAs to cope with challenging emotions that arise 

during the course of care. Supporting this notion, in related research, low levels of 

organisational support have been associated with emotional exhaustion and 

depersonalisation (Liu et al., 2018; Mutkins et al., 2011; Sundin et al., 2007). 

Considering HCAs may face greater role-related challenges and have fewer resources 

to deal with challenges that arise, these workers may report generally higher barriers 

to compassion. 

3.2 Whose Role is it? Perceived Roles and Compassion 

In investigating the possibility that different roles may be related to different 

barriers to compassion, it may be useful to separate assigned roles from subjective 

role perceptions. As introduced in Chapter 2, advanced care is punctuated by an 

overlapping of roles between medical specialists, nurses and HCAs (Burrow et al., 

2017; Kennedy et al., 2015). This overlap may mean that practitioners have different 

ideas around their core duties, responsibilities, and contributions despite sharing 

similar assigned roles. In turn, barriers may vary in important ways in relation to 

practitioners’ perceived contributions. 

To understand the influence of subjective role perceptions on the emergence 

of compassion, first, a categorisation of diverse perceptions is necessary. While 

advanced care practitioners report engaging in several tasks (Just et al., 2020; Sekse et 

al., 2018), these tasks can broadly be grouped into two domains – the more technical 

or, the more psychosocial elements of patient care. Psychosocial care typically 

focuses on providing emotional, social, and spiritual support (Fan et al., 2017), 

whereas technical care more commonly has a biomedical or physical health focus 

(Julião et al., 2021). Considering specific forms of technical care may differ in 

accordance with assigned roles, technical care is further categorised into day to day 

care (such as hygiene, oral and continence care) (Sekse et al., 2018) and higher-order 

care (such as prescribing, ordering and interpreting investigations) (Kennedy et al., 
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2015). While somewhat crude, these groupings offer an important starting point for 

investigating how practitioners think about their roles or contributions. 

More to the point in terms of the current thesis, subjective role perceptions – 

or what practitioners see themselves as “doing” – has the potential to influence care. 

Although this possibility has yet to be considered empirically, a focus on technical 

tasks that serve biomedical or physical needs may be associated with increased 

barriers to compassion. Specifically, the objectification of patients and tasks related to 

care may result in the dissociation with patients, and the disregard of important 

aspects of an individual’s cultural and social identity that are important to a patient’s 

dignity and quality of life (Fernández‐Sola et al., 2018). One qualitative study 

involving nurses and HCAs noted that focusing primarily on a diagnosis and physical 

treatments could act as barriers to seeing a patient as unique and establishing dignity 

(Hall & Høy, 2012). In an observational study, nurses that were task-focused in their 

roles commonly omitted engaging a patient in their care and seldom addressed 

psychosocial and relational needs (Van Belle et al., 2020). Further supporting this 

notion, a recent literature review suggested that nurses with a task-focused approach 

to care had little personal engagement with patients and were often distant and 

disconnected in interactions (Digby et al., 2017). Based on these findings, 

practitioners who view technical tasks as central to their contributions could 

experience increased barriers to compassion. 

Comparatively, subjective role perceptions centred in psychosocial care may 

be associated with reduced barriers to compassion. To effectively address a patient’s 

psychosocial concerns, often practitioners adopt a person-centred or holistic model of 

care. Within these models of care, trusting relationships and a mutual understanding 

of a patient’s suffering and needs is central (Van Belle et al., 2020). Through these 

trusting relationships, practitioners can deliver care associated with decreased 

psychological pain, improved adjustment to illnesses and better facilitate a peaceful 

end of life experience (Fan et al., 2017). In addressing a patient’s special wishes and 

holistic needs, practitioners may experience a heightened sense of satisfaction (Sansó 

et al., 2015; Wallerstedt & Andershed, 2007) worth and accomplishment (Edvardsson 

et al., 2011). In turn, more favourable work experiences may shape how practitioners 

evaluate challenges within their environment. While it has yet to be the primary focus 
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of study, as per the above research, practitioners that see psychosocial care as central 

to their roles in advanced care may perceive barriers to compassion as less salient. 

In sum, salient role perceptions may alter how practitioners experience 

barriers to compassion. This thesis aims to preliminarily explore this relationship by 

grouping common tasks in advanced care into psychosocial and technical domains 

(including day-to-day and higher-order care). Because a focus on technical tasks may 

promote objectification and detachment, it can be expected that practitioners that view 

technical tasks as more central may also report greater barriers. Conversely, when 

central to a practitioner’s role, a focus on psychosocial tasks may foster trusting 

relationships and work satisfaction, resulting in the experience of generally lower 

barriers to compassion.  

3.3 Motivations and Barriers to Compassion 

Closely related to role perceptions, motivations to care may also influence 

barriers to compassion. Motivation is defined as the direction, energy and persistence 

of behaviour (Latham & Pinder, 2005). Prior research has revealed that motivations to 

pursue medical training and employment as a nurse or HCAs in advanced care vary. 

Motivations can include a desired lifestyle and income (Newton et al., 2005), the 

ability to make a difference, working closely with people, and contributing to the 

community (Wilkes et al., 2015). Further, a sense of family and connection with 

patients and pride in the performance of tasks (Gyllensten et al., 2019; Secrest et al., 

2005) have been documented as key motivators. A necessary first step to explore the 

possible relationship between work motivations and barriers to compassion is to 

organise motivations into underlying domains. 

A useful way to organise motivations underlying work in advanced care is in 

terms of autonomous versus controlled motivations. According to Self-Determination 

Theory (Deci & Ryan, 1985), motivations occur along a continuum. At one end, 

feelings of controlled motivations (including external regulation and introjected 

regulation) are present. These motivations transition to more self-determined or 

autonomously oriented motivations, which are found at the other end of the spectrum 

(including identified regulation, integrated regulation and intrinsic regulation) (Gagné 

& Deci, 2005). Importantly, autonomous motivations represent behaviours that 
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individuals willingly engage in for the sake of interest or fulfilment. By comparison, 

controlled motivations are behaviours that are compelled by forces external to the self 

(Gagné & Deci, 2005). At face value, it seems reasonable to suspect that practitioners 

reporting greater autonomous motivations may be more strongly motivated by patient 

interactions and the provisions of psychosocial support. 

More to the point of this thesis, emerging evidence suggests that autonomous 

motivations may be related to decreased barriers to compassion. Cross-sectional 

studies amongst medical students support a link between higher levels of autonomous 

motivations and higher empathy (Findyartini et al., 2020; Piumatti et al., 2019). 

Research further suggests that autonomous motivations are related to high levels of 

helping behaviours, perceptions of closeness with recipients (Gebauer et al., 2008; 

Weinstein & Ryan, 2010) and may mediate the association between empathy and 

helping behaviours (Pavey et al., 2012). In part, strong autonomous motivations may 

be associated with helping behaviours via the reduction of perceived patient/family 

challenges. In one study, general practitioners who were autonomously motivated 

reported feeling less constrained by patient requests regarding consultation duration 

and appointment requests (Sicsic et al., 2012). Additionally, autonomously motivated 

practitioners may experience fewer stress/burnout-related barriers. While these 

barriers have yet to be explicitly studied, autonomously motivated nurses generally 

report more favourable work-related outcomes, including better work-life balance 

(Senécal et al., 2001), stress management (Ten Brummelhuis et al., 2011), and 

reduced burnout (Estabrooks et al., 2015). Considering practitioners with higher 

levels of autonomous motivation may view challenges as less salient, barriers may be 

similarly be reduced.  

By comparison, greater controlled motivations may be associated with higher 

barriers to compassion. While the relationship between controlled motivations and 

processes related to care are complex, several studies have suggested that high 

controlled motivations are related to lower levels of prosocial and helping behaviours 

(Messineo et al., 2021; Weinstein & Ryan, 2010) and poorer work-related outcomes, 

including increased burnout and decreased satisfaction (Moller et al., 2019). 

However, other studies have suggested that controlled motivations are unrelated to 

caring behaviours (Gebauer et al., 2008), may be associated with greater self-reported 

empathy (Findyartini et al., 2020), and may predict lower burnout (Dill et al., 2016). 
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Despite such complexity, wider research supports the possibility that 

controlled motivations may be associated with greater barriers to compassion. 

Broadly, negative external factors such as low salary, work overload and low 

employment status have been associated with poorer work related outcomes including 

job dissatisfaction and higher turnover amongst healthcare practitioners (Tomey, 

2009; Vail et al., 2011; You et al., 2013). Considering those with high controlled 

motivations are likely to be highly sensitive to external contingencies (Gagné & Deci, 

2005), the relationship between negative external factors and poorer work outcomes 

may be particularly pronounced in these practitioners. Moreover, considering that 

negative external factors such as demanding workloads, a lack of resources (Burrow 

et al., 2017), and poor recognition, support and financial remuneration (Fitzpatrick, 

2002; Palmer & Eveline, 2012) are commonly cited in advanced care; it may be that 

being motivated by controlled elements is intertwined with poorer work conditions 

and that generally higher barriers to compassion result.  

In summary, considering the relationship between autonomous motivations, 

work-related outcomes, empathy, and helping behaviours, practitioners that report 

stronger autonomous motivations may experience generally lower barriers to 

compassion. By comparison, poorer working conditions intertwined with controlled 

motivations may be associated with generally higher barriers. Having yet to be the 

focus of systematic exploration, a core aim of the current research is to assess whether 

work motivations are associated with barriers to compassion. 

3.4 Who Deserves Care? The Impact of Perceived Responsibility on 

Compassion 

Finally, variations in assigned roles, role perceptions, and motivations 

notwithstanding, practitioners in advanced care may vary in the extent to which they 

care for different patients due to the influence of patient-related factors. Of specific 

relevance to advanced care, the tendency to care may be influenced by the extent to 

which patients are seen as responsible for their suffering. These judgments of patient 

responsibility are particularly important in the context of this thesis as they have been 

observed to vary in tandem with compassion (Reynolds et al., 2019). While 

compassion is at the heart of advanced care (Hui et al., 2013; Larkin, 2015) being 

culturally and legally prioritised (New Zealand Medical Association, 2020, p. 82), 
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there are several reasons to suspect that perceptions of patient responsibility may 

impact compassion within this context.   

Firstly, the wide spread occurrence of differential care based on perceived 

patient responsibility establishes the likelihood of this relationship within advanced 

care. Outside of healthcare, research suggests that helping behaviours vary in tandem 

with judgments of deservingness. Specifically, people who are seen as victims of 

events outside of their control are viewed as more deserving of help, whereas people 

viewed as responsible for their suffering are not (Weiner, 1995). Although medical 

curricula suggest that healthcare provisions should be based on patient needs rather 

than provider inclination (Medical School Objectives Writing Group, 1999), it is 

evident that healthcare professionals nonetheless form judgments around patients that 

shape the provisions of care.  

Specifically, research has illustrated that when health professionals perceive 

patients as exacerbating their suffering (through non-adherence or substance use), 

they are sometimes perceived as less deserving of help. Furthermore, in such cases, 

health professionals report that they are less involved with providing healthcare 

(Fernando & Consedine, 2014; Van Boekel et al., 2013). Perceptions of patient 

responsibility have also been associated with diminished patient-practitioner 

relationships (Olsen, 1997), reduced allocation of healthcare resources and less 

sympathy towards patients (Skitka & Tetlock, 1992). More recently, experimental 

research has illustrated the perception of patient responsibility for suffering predicts 

lower prosocial responses, including lower self-reported desires to help and care for 

patients (Reynolds et al., 2019). Conversely, other studies have shown that suffering 

from less controllable conditions elicits greater prosocial behaviours and less 

aggression (Rudolph et al., 2004). Whilst the relationship between judgements of 

patient responsibility and differential care have yet to be explored in advanced care, 

the prevalence of this phenomenon talks to the likely impact perceptions of patient 

responsibility may have on compassion within this context.   

Another reason to suspect that perceptions of patient responsibility may 

impact compassion within advanced care pertains to the nature of conditions 

commonly encountered within the context. Advanced care is in a unique position 

where it is increasingly serving the needs of patients with highly stigmatised 
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conditions and symptomology (Schabert et al., 2013). Not only has stigmatisation 

been linked with heightened judgments of responsibility (Brown, 2006), in some 

cases, it has been associated with diminished provisions of care. One cross-sectional 

study illustrated that men who were overweight (commonly stigmatised) reported that 

general practitioners spent significantly less time with them compared to men who 

had average weights (Hebl et al., 2003). Another cross-sectional study illustrated that 

physicians were less likely to refer patients with advanced lung cancer (a traditionally 

stigmatised cancer) compared to patients with advanced breast cancer for further 

therapy (Wassenaar et al., 2007). Also exploring stigmatisation in lung cancer, 

another study illustrated that physicians were less likely to refer patients with lung 

cancer and a smoking history for further therapy compared to those without a 

smoking history (Verger et al., 2008). Considering the growing number of stigmatised 

conditions and symptomology in advanced care, perceptions of patient responsibility 

for suffering may impact the emergence of compassion within this context.   

In summary, differential care on the basis of perceived patient responsibility 

for suffering is common in general and health care settings. Considering the 

prevalence of this phenomenon coupled with the growing number of stigmatised 

conditions and symptomology seen in advanced care, there is reason to suspect that 

perceptions of patient responsibility may impact compassion within this context. 

Testing this question in the context of advanced care is a core aim of this research. 

3.5 Summary 

Research indicates that compassion emerges in unique ways across 

specialisations (Fernando & Consedine, 2017) and practitioner roles (Dev et al., 

2019). Despite representing a special healthcare context, research has yet to explore 

how compassion emerges within advanced care. To address this gap in the literature, 

the current study aims to compare variations in barriers to compassion in advance care 

compared to previously documented healthcare contexts (Fernando & Consedine, 

2017). Furthermore, the current study aims to explore these variations between core 

providers within the advanced care context (medical specialists, nurses and HCAs).  

Beyond assigned roles, considering that practitioners may have different ideas 

around their core contributions, the current study aims to assess whether subjective 
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role perceptions influence the experience of barriers to compassion. A core focus of 

technical tasks that promote objectification and detachment may be associated with 

greater barriers. Conversely, a focus on psychosocial tasks that foster trusting 

relationships, and work satisfaction may be associated with fewer barriers. Exploring 

the relationship between role perceptions (technical vs. psychosocial) and barriers to 

compassion is a core aim of this thesis. 

Closely related to role perceptions, motivations underlying why people work 

in advanced care may also impact barriers to compassion. Considering autonomous 

motivations are related to more favourable work-related outcomes (Ten Brummelhuis 

et al., 2011), empathy (Findyartini et al., 2020), and helping behaviours (Gebauer et 

al., 2008), practitioners that report stronger autonomous motivations may also report 

generally lower barriers. By comparison, considering external motivations may be 

associated with less favourable work-related outcomes, generally higher barriers may 

be experienced. Assessing whether work motivations are associated with the barriers 

to compassion is a core aim of this thesis. 

Finally, given that judgments of patient responsibility for suffering, tends to 

reduce compassion in other healthcare settings (Reynolds et al., 2019), the current 

study assesses whether this pattern holds in advanced care. Considering the 

prevalence of this phenomenon coupled with the growing number of stigmatised 

conditions and symptomology seen in advanced care, there is reason to suspect that 

perceptions of patient responsibility may impact compassion within this context. 

Overall, systematically exploring factors that shape compassion within this special 

context contributes to the foundations for understanding when, where, and how 

compassion emerges.



RATIONAL AND HYPOTHESES 

 

33 

Chapter 4. Rationale for the Current Study and Hypotheses 

4.1 Study Rational 

Compassion is a fundamental component of effective healthcare (Baguley et 

al., 2020) that may be particularly salient in the context of advanced care (Cherlin et 

al., 2004; Heyland et al., 2010). While practitioners working in advanced care are 

legally, ethically (New Zealand Medical Association, 2020, p. 82), and culturally (Hui 

et al., 2013; Larkin, 2015) expected to prioritise compassionate care, few studies have 

examined the factors that may interfere with care in this very particular healthcare 

context. Given the rising demand for advanced care (Ministry of Health, 2017) and 

growing evidence indicating that compassion benefits patients, practitioners, and 

healthcare systems (Gleichgerrcht & Decety, 2013; Lown et al., 2011; Trzeciak et al., 

2017), research that systematically assesses the barriers to compassion and explores 

factors that may shape compassion is a crucial first step in ensuring compassions 

sustainable presence within this key health context. 

While compassion typically emerges as a response to suffering across 

contexts, advanced care settings pose a very particular set of challenges (Hui et al., 

2013; Larkin, 2015). Specifically, advanced care involves multidimensional patient 

needs (Rokach, 2005), complex clinical environments involving regular exposure to 

death and dying (Sinclair, 2011), and unique dynamics and care structures between 

medical specialists, nurses and health care assistants (HCAs) (Just et al., 2020). 

Together these unique characteristics and challenges may influence when and how 

compassion emerges within advanced care. 

According to the Transactional Model of Physician Compassion (TMPC), 

compassion emerges due to the dynamic interactions between factors within the 

healthcare practitioner, patients/families, clinical context and the environmental or 

institutional context (Fernando & Consedine, 2014a). In line with this view, the 

presence of distinct characteristics and patterns of challenges within advanced care 

may be associated with unique variations in the barriers to compassion – advanced 

care contexts may pose special challenges to care. The current thesis poses several 

questions to explore these possible variations. 
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One initial area for research is to consider whether the barriers to compassion 

within advanced care vary across different roles. More fully, given the core 

practitioner groups comprising advanced care tend to have different care 

backgrounds, trainings and scopes of work (Dev et al., 2019; Travers et al., 2020), it 

is possible that different practitioner roles may face distinct barriers to compassion. 

Supporting this possibility, prior research has already shown variation in the barriers 

to compassion between practitioner roles, including physicians, nurses, and medical 

students (Dev et al., 2019). Whilst barriers to compassion among HCAs have yet to be 

studied, a group of workers who commonly report a lack of resources, low power, and 

low financial remuneration (Travers et al., 2020) may differ from medical specialists 

or nurses. Given their key roles within advanced care (Sidwell et al., 2005), assessing 

barriers in this group relative to other roles in advanced care (medical specialists, 

nurses) is an important focus in the current research. 

A related way of assessing whether the barriers to compassion are distinct in 

the specific context of advanced care is to compare barriers observed in the current 

study with those previously documented in other specialisations. Prior research 

among doctors has shown that barriers vary as a function of specialisation (Dev et al., 

2019; Fernando & Consedine, 2017). As advanced care represents a unique 

specialisation (Hui et al., 2013; Larkin, 2015), it seems likely that distinct patterns of 

barriers may emerge. Leveraging prior research, the current study assesses possible 

differences in the barriers to compassion between advanced care and specialisations 

previously studied (including general/family medicine practitioners, general surgeons 

and surgical sub-specialities, psychiatry, paediatrics and internal medicine) (Fernando 

& Consedine, 2017). 

A second area of focus in the current thesis rests on considering psychological 

factors that may predict the barriers to compassion. The current thesis investigates 

possible associations between the barriers to compassion and both subjective roles 

and work motivations. In the context of advanced care, assessing subjective role 

perceptions is particularly important as, despite sharing similar assigned roles, 

practitioners may have very different ideas around what their core contributions are 

(Burrow et al., 2017; Kennedy et al., 2015). While the relationship between role 

perceptions and barriers to compassion has yet to be explored, related research 

indicates that a focus on psychosocial care is related to better patient (Fan et al., 2017) 
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and practitioner outcomes (Edvardsson et al., 2011), along with greater empathy 

(Weisse et al., 2019). Thus, when a focus on psychosocial role perceptions is more 

salient, we expect generally lower barriers to be reported. 

Conversely, a subjective focus on technical tasks may be associated with 

generally higher barriers to compassion. Consistent with this possibility, research in 

related areas suggests that a focus on biomedical, physical, or technical tasks predicts 

poorer practitioner-patient relationships (Digby et al., 2017) and greater barriers to the 

establishment of patient autonomy and dignity (Hall & Høy, 2012). Extending such 

work, the current thesis evaluates the possible impact that subjective role perceptions 

(psychosocial vs. technical) have on the barriers to compassion within advanced care.  

A related area of focus involves the consideration of possible links between 

work motivations and the barriers to compassion. One useful way to organise the 

diverse motivations underlying work in advanced care is in terms of autonomous 

versus controlled motivation (Deci & Ryan, 1985). At one end, autonomous 

motivation is found where individuals engage in activities for interest or fulfilment. 

On the other, controlled motivations are associated with behaviours enacted for 

instrumental reasons (Gagné & Deci, 2005). Given autonomous motivations are 

related to more favourable work-related outcomes (Ten Brummelhuis et al., 2011), 

empathy (Findyartini et al., 2020), and helping behaviours (Gebauer et al., 2008; 

Weinstein & Ryan, 2010) practitioners that report stronger autonomous motivations 

may report generally lower barriers to compassion. 

While the picture regarding controlled motivations is more complex, 

controlled motivations appear likely to be associated with generally higher barriers to 

compassion. Nurses and HCAs commonly report demanding workloads, a lack of 

resources (Burrow et al., 2017), and low recognition, support, or financial 

remuneration (Daiski, 2004; Fitzpatrick, 2002). As controlled motivations are often 

contingent on the presence of positive external elements (Gagné & Deci, 2005), 

generally poorer work-related outcomes may be experienced when such elements are 

absent (Tomey, 2009). Given such links between controlled motivations and poorer 

work outcomes, it was preliminarily expected that the barriers to compassion would 

be greater in those reporting higher controlled motivations.  
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Finally, because compassion in healthcare is not an abstract but, rather, occurs 

(and does not occur) regarding particular patients, practitioners in advanced care 

contexts may vary in the extent to which they care for different patients due to the 

influence of patient-related factors. Patients in advanced care often present with 

specific conditions and symptomology profiles that are commonly stigmatised or 

perceived as complex (Schabert et al., 2013). As in other areas of healthcare 

(Reynolds, et al., 2019), seeing patients as more responsible for their suffering has the 

potential to negatively impact care. In testing this possibility in the specific context of 

advanced care, the current study experimentally assesses whether perceived patient 

responsibility influences compassion. 

4.2 Current Study and Hypothesis 

The literature reviewed thus far suggests that relatively little is known about 

the factors influencing compassion in the specific context of advanced care. In 

contributing to this understanding, the thesis presented here is broadly focused on five 

questions. First, do differences in barriers to compassion exist between roles within 

advanced care (medical specialists, nurses, HCAs) and do the barriers to compassion 

vary between advanced care and other medical specialisations. Second, are role 

perceptions (technical vs. psychosocial) associated with barriers to compassion. 

Third, are motivations (autonomous vs. controlled) associated with barriers to 

compassion. Finally, does perceived patient responsibility impact the provisions of 

care in the context of advanced care. Systematically assessing each of these questions 

lays the foundations for when, where, and how compassion emerges within advanced 

care. 

Based on literature reviewed and accompanying theory, the following hypotheses 

were made.  

1). It was predicted that medical specialists, nurses, and HCAs would report 

different barriers to compassion within advanced care. In the absence of prior 

work, the direction of possible differences is unclear, although it seems likely 

that HCAs will report generally greater barriers. 

2a). Second, it was hypothesised that healthcare workers who reported 

psychosocial tasks as central to their role would also generally report lower 
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barriers to compassion while those reporting technical tasks as more central 

would report generally higher barriers. 

2b). Additionally, it was hypothesised that healthcare workers reporting 

greater autonomous motivations would report generally lower barriers to 

compassion, while those reporting greater controlled motivations would report 

generally higher barriers. 

3). Third, it was expected that practitioners would report less compassion 

when working with patients that are seen as responsible for their suffering. 

4). Finally, it was hypothesised that healthcare practitioners working in 

advanced care would report different barriers to compassion compared to the 

barriers reported in specialisations previously documented (including 

general/family medicine practitioners, general surgeons and surgical sub-

specialities, psychiatry, paediatrics and internal medicine) (Fernando & 

Consedine, 2017).
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Chapter 5. Methods 

5.1.1 Overview 

Below, the procedures, sample, and measures used to investigate self-reported 

barriers to compassion, role perceptions and motivations to care among medical 

specialists, nurses and healthcare assistants (HCAs) working in advanced care is 

presented. Additionally, the processes used to investigate the effects of 

experimentally manipulating patient responsibility on compassion is outlined. 

5.1.2 Study Design 

A volunteer sample of professionals working in advanced care participated in 

an anonymous online cross-sectional and experimental study. Participants were 

recruited via snowballing emails disseminated through professional and district health 

board (DHB) networks and social media channels. Initially, participants provided 

demographic and employment information followed by measures of the barriers to 

compassion: burnout, job satisfaction, work motivations, social desirability, work 

intentions, and role perceptions. In the second part of the study, participants made 

ratings about two counterbalanced patient vignettes, depicting patients designed to be 

more (versus less) responsible for their health condition.  

5.1.3 Ethics 

Ethics approval was granted from the Auckland Health Research Ethics 

Committee on 13/08/2021. Recruitment occurred via emails disseminated through 

professional networks, DHB aligned services and social media from 30/08/2021 until 

the 15/11/2021. Specific approval to recruit in different health regions was granted 

from Northland DHB on the 03/07/2021,Waitematā DHB on the 25/08/2021, Waikato 

DHB on the 03/08/2021, Bay of Plenty DHB on the 23/08/2021, Southland DHB on 

the 12/10/2021 and Nelson Marlborough DHB on the 8/11/2021. With locality 

consent; recruitment emails were distributed from professional organisations and 

clinical managers associated with DHBs from the date of locality approval until the 

15/11/2021. 
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5.1.4 Power Analysis 

In the absence of prior literature exploring the relationship between work 

motivations or role perceptions and barriers to compassion in healthcare, we assumed 

that small to moderate effects would be observed. To detect differences in barriers to 

compassion with a power level of .80 (concerning a β of 20%), an alpha level of .05 

(type I error) (Cohen, 1992), an effect size of f ²= .11, a sample of 150 participants 

using G*Power 3.1 (Faul et al., 2007) was estimated as being needed. Calculations 

were based on a multiple regression analysis, allowing for nine predictors. 

5.2 Participants 

The final sample consisted of 108 participants working in advanced care 

settings across New Zealand. Participants were English-speaking medical specialists, 

nurses, HCAs, and other practitioners aged 18 and over, practising in New Zealand at 

the time of the study. Health care workers that identified their roles as ‘other 

practitioners’ were excluded from the final analysis, as they were not a core focus of 

the current study (n=6). This left a final sample of 102 (see Figure 1).  

The sample included 31 medical specialists (30.4%), 60 nurses (58.8%) and 

11 HCAs (10.9%). Medical specialists consisted of 25 females (81%) and 6 males 

(19%), with a mean age of 50.35 years (SD = 10.49). Nurses consisted of 57 females 

(95%) and 3 males (5%), with a mean age of 50.48 years (SD = 12.52). HCAs 

consisted of 8 females (73%) and 3 males (27%), with a mean age of 46.18 years (SD 

= 14.1). Most practitioners worked primarily in hospital or palliative services (52%) 

followed by aged residential care (19%). The remainder of practitioners worked in 

other advanced care services (11%), general hospital environments (9%), multiple 

advanced care settings (8%), and primary care (1%).
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Figure 1  

Flow diagram of participants

Participants who started the 

survey  

(n = 141) 

Participants who did not 

complete baseline questions 

(n = 29) (21%) 

Participants who completed 

the baseline section   

(n = 112) (79%) 

Participants who did not 

complete enough for valid 

consent  

(n = 4) (23%) 

Randomised into two vignette orders 

Participants who 

completed order A   

(n = 53) (49%) 

Participants who 

completed order B  

(n = 55) (51%) 

Analysed (n = 48) 

(47%) 

Other practitioners 

Excluded (n =5) (4%) 

Analysed (n = 54) 

(53%) 

Other practitioners 

Excluded (n =1) (1%) 



METHODS  

 

41 

5.2.1 Procedure 

After gaining ethical approval (see Appendix A) and relevant locality approvals (see 

Appendix B to G), the study was advertised to medical specialists, nurses, and HCAs 

working within advanced care. The study was advertised via social media and snowballing 

invitation emails from within professional networks and DHB aligned organisations across 

New Zealand. To reduce the likelihood of social desirability impacting participants’ 

responses, rather than specifically describing research questions, advertising invited 

participation in a study of the "Factors Influencing Care: The Special Case of Advanced 

Care." Advertising material included a description of the study with information about the 

time commitments, remuneration (a chance to win one of five $100 Countdown vouchers), 

and information on anonymity and confidentiality (Appendix H).  

Persons interested were directed to the Patient Information Sheet (PIS), which 

contained further information regarding the study (Appendix I). After reading the PIS, the 

Qualtrics platform then presented the survey. In the first section, participants provided 

demographic information together with data on professional and employment context 

including, role title, years of experience, percentage of work in advanced care, percentage of 

private vs. public work and average time spent with patient (total duration, interaction 

duration and interaction frequency). Second, participants completed standardised measures of 

the barriers to compassion, burnout/satisfaction, motivations, social desirability, work 

centrality, work intentions, and subjective role perceptions (Appendix J). As outlined in the 

PIS, completion of the survey assumed participant consent. 

Finally, participants were asked to make ratings about two gender-matched 

counterbalanced patient vignettes. The two vignettes were designed to systematically vary in 

terms of the extent to which each patient was responsible for their health condition (Refer to 

Appendix K); depending on counterbalancing, either the high responsibility (Order A) or the 

low responsibility (Order B) patient vignette was presented first. After reading each vignette, 

participants made ratings on perceived responsibility, likability, and the degree of care they 

felt towards the hypothetical patient (see to Appendix K). 

On average, the survey took 30 minutes to complete. After completing the 

questionnaires, participants were presented a debrief page that fully described the study’s 

purpose (seeto Appendix L). Participants were thanked for their time and asked if they would 
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like to provide contact information to go into the draw to win one of five $100 Countdown 

vouchers. For those that chose to enter the competition, a link to a separate survey was 

provided to collect contact information. 

5.3 Materials 

Patient Vignettes. Practitioners were asked to make ratings on two named, gender-

matched (male, female, gender fluid/third gender) patient vignettes designed to provide 

analogues of encounters common in advanced care within the context of an online 

experimental setting. The use of standardised vignettes has been successfully used in relevant 

studies to experimentally manipulate factors thought to influence compassion (Lui, 2021; 

Reynolds et al., 2019). Additionally, the act of using patient naming in vignettes has been 

associated with increased attribution strength and emotional responses in participants 

(Dagnan, 2012). 

Vignettes were adapted from a prior study conducted amongst medical students and 

healthcare practitioners that depicted patient responsibility (higher vs. lower) and positive and 

negative presentations (Reynolds et al., 2019). In the current study, patient vignettes were 

designed to vary in the dimension of responsibility. An advanced care medical specialist 

reviewed vignettes to assess acceptability for the context of advanced care. 

5.4 Measures 

5.4.1 Demographics 

Because demographic factors might confound the effects of practitioner role, 

subjective role perceptions, motivation, and specialisation on the barriers to 

compassion/tendency to care (Juliá-Sanchis et al., 2019; Katsari et al., 2020; Shanafelt et al., 

2009) demographic information including gender, ethnicity, age, educational attainment and 

average household salary were collected via questionnaires.  

5.4.2 Professional and Employment Factors 

To enable the exploration of variables that may be associated with barriers to 

compassion or the tendency to care several professional and employment factors were 

assessed. While the systematic evaluations of these variables is somewhat limited, literature 
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in parallel fields exploring compassion fatigue (a specific form of burnout) have yielded 

several factors thought to facilitate and disrupt these processes (Alharbi et al., 2019; Kelly et 

al., 2015). Considering the theoretical relationship between compassion and compassion 

fatigue, (Fernando & Consedine, 2014a), prominent factors associated with compassion 

fatigue were selected when equivalent compassion literature was not available. 

These factors included, years’ experience in advanced care (Jakimowicz et al., 2018), 

percentage of private versus public care (Wang et al., 2019; Yesilada & Direktör, 2010), 

hours worked in advanced care (Dyrbye et al., 2019), percentage of work in advanced care 

and primary work context (Fernando & Consedine, 2017). In addition, considering prior work 

illustrates that barriers to compassion differ between practitioner roles (Dev et al., 2019), a 

final set of factors pertaining to the amount of time spent with patients (total duration, 

interaction duration and interaction frequency) were collected as possible confounding 

variables. 

Barriers to Compassion. Barriers to Physician Compassion Questionnaire (BPC) 

(Fernando & Consedine, 2014b). This 33-item, self-report questionnaire assesses the 

experience of barriers to compassion in four domains: burnout/stress, patient/family, clinical 

setting and environment. For each item, participants use a 1 (minimal impact) to 7 (great 

deal) scale to indicate the impact of each item on their ability to be compassionate. Within 

each domain subscales are averaged with higher scores reflecting higher barriers. Alignment 

between each of the four BPC domains and the underlying theoretical model (Transactional 

Model of Physician Compassion) supports the content validity of the measure. Moreover, the 

replication of the four components of the BPC across specialisations (Fernando & Consedine, 

2017) supports the scales structural validity. 

Each of the four components of the BPC represent distinct and discriminable 

elements. The first barrier component – burnout/stress is defined by five items regarding 

practitioners feeling pressured, tired or fatigued. The second grouping – patient/family 

includes seven items clustered around difficult patient or family situations. The third 

grouping – clinical situation is defined by 11 items centred on aspects of the patient and their 

clinical condition being highly demanding or complex. The fourth grouping includes 10 items 

centred around challenging environmental characteristics, being interrupted during care, 

having too much paper work and having too many people present. Prior work has illustrated 
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that BPC has adequate reliability in different healthcare practitioners roles and specialisations 

(α= .88 – .91) (Dev et al., 2018; Fernando et al., 2017). 

To maximise suitability to the diverse range of workers operating in advanced care, 

minor semantic changes were made; for example “Physical environment is not conducive for 

a consultation” was modified to “Physical environment makes it challenging to work with 

patients.” More notable changes were made to item six to ensure comprehension across 

educational and professional backgrounds. Specifically, a "Culture of defensive medicine" 

was adapted to "Working in contexts where avoiding mistakes is very important." 

Additionally, item 19 was changed from "You are not sure if the patient will get better" to 

"You are not sure the current treatments are the right ones," to ensure suitability to contexts 

where patients routinely do not “get better.” 

The reliability of the scale for the current sample was high across healthcare 

practitioners (α= .84 – .97). 

Quality of life. Short Professional Quality of Life Scale Version V (Short ProQOL). 

The Short ProQOL is a 9-item self-report questionnaire that assesses three components of 

professional quality of life (compassion fatigue, burnout, and compassion satisfaction). The 

questionnaire prompts participants to indicate how frequently each item was experienced in 

the last 30 days using a 1 (Never) to 5 (Very often) scale (Galiana et al., 2020). Higher scores 

on each of the subscales reflects higher levels of fatigue, burnout, or compassion satisfaction.  

In its longer form the Professional Quality of Life Scale Version V (ProQOL) 

(Stamm, 2009) has been validated in various healthcare populations including palliative 

practitioners (Galiana et al., 2017; Hemsworth et al., 2018). Supporting the measures ability 

to index three distinct constructs, structural analysis confirms the existence of three factors. 

The Short ProQOL has been found to be a more reliable variant on the longer version 

(Galiana et al., 2017; Heritage et al., 2018) with adequate reliabilities in each of the three 

dimensions (Burnout α= .83, Compassion Fatigue α = .82, Compassion Satisfaction α = .84) 

(Galiana et al., 2020). Despite having fewer items the scale has good content validity, with 

items having high loadings and content coverage (Heritage et al., 2018; Samson et al., 2016). 

Furthermore, structural testing indicates the Short ProQOL shares the same three dimensions 

as its longer version. Finally, prior literature has illustrated that the Short ProQOL has 

adequate invariance (Galiana et al., 2020) which supports the precision of the tool in 
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capturing differences attributable to context. In the current sample internal reliabilities for the 

Short ProQOL were good (Burnout α= .72, Compassion Fatigue α = .74, Compassion 

Satisfaction α = .88). 

Work Motivation. Physician Extrinsic and Intrinsic Motivations Scale (P-WEIMS) 

To assess loci of work motivation, the 8-item P-WEIMS was administered. This scale 

assesses two superordinate and four subordinate forms of motivations. Superordinate 

motivations include autonomous (comprised of the two subscales intrinsic motivation, 

integrated regulation) and controlled motivation (comprised of the two subscales introjected 

regulation, and external regulation). Participants rate each item using a 1 (Very untrue of me) 

to 7 (Very true of me) scale. Higher scores reflect higher levels of either autonomous or 

controlled motivations, whereas lower scores reflect the inverse. In its development, content, 

construct, and criterion validity was established by expert panels and confirmatory factor 

analyses (Moller et al., 2019). 

P-WEIMS was derived from the Work Extrinsic and Intrinsic Motivation Scale 

(WEIMS) a valid and reliable 18 item measure of work motivation based on self-

determination theory (SDT) (Tremblay et al., 2009). According to SDT motivation types 

occur on an internalisation continuum that ranges from fully autonomous to controlled 

motivations. Along this continuum, there are six forms of motivation ranging from feeling a 

lack of motivation (amotivation), followed by controlled motivations (including external 

regulation, introjected regulation) that transition to more self-determined or autonomously 

oriented motivations (including identified regulation, integrated regulation and intrinsic 

regulation) (Deci & Ryan, 1985). In alliance with these theoretical underpinnings, the 

WEIMS instrument also has a six factor structure (Tremblay et al., 2009). 

Whilst WEIMS is valid and reliable in the general population (Grabowski et al., 2021; 

Jayaweera, 2015; Tremblay et al., 2009), P-WEIMS offers a more relevant instrument for 

healthcare professionals. Supporting the use of the scale, construct validity of the P-WEIMS 

was established via in depth interviews with 13 physicians and a split-sample validation with 

500 participants. Following interviews, the three items that made up amotivation were 

omitted due to irrelevance. Following a confirmatory factor analysis 8-items with 2 

superordinate (autonomous and controlled motivation) and four subordinate subscales 

(external, introjected integrated and intrinsic motivation) were identified. Items that made up 

identified regulation were dropped during iterations of confirmatory analysis due to poor fit 
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(Moller et al., 2019). The resulting superordinate and subordinate scales had good convergent 

and divergent validity with several measures of occupational health and organisational 

outcomes - thus supporting P-WEIMS predictive validity (Moller et al., 2019; Tremblay et 

al., 2009). 

In the current sample both super ordinate and subordinate scales had adequate 

reliability (α=.69 - .92). Univariate correlations between motivations and barriers to 

compassion elicited similar patterns of association between superordinate and subordinate 

scales. As subordinate scales did not offer incremental predictive value in the association 

between motivations and barriers to compassion, super ordinate scales were used in analysis. 

Future work intentions. Work Intention Questionnaire (WIQ). Because barriers to 

compassion may be associated to roles and work motivations, future work intentions were 

assessed as a possible predictor. The WIQ is a single-item questionnaire, with five response 

options indexing work intentions in which participants are asked to select the option most 

relevant to them (Borzaga & Tortia, 2006). Given the overall research questions, item five 

was amended from "Leave the organisation as soon as possible" to "Stop working in the 

advanced care sector as soon as possible" to maximise fit with the study objectives. 

Importantly, previous studies support the predictive validity of the WIQ. Namely, in a 

prior study that adopted the WIQ younger ages and level of education were associated with 

reduced tenure (as indicated by the WIQ), whereas quality relationships with clients and 

increase work satisfaction were associated with increased worker retention (as indicated by 

the WIQ) (Borzaga & Tortia, 2006). Considering similar factors have been associated with 

retention and attrition in wider health care (Afzal et al., 2018; Howe et al., 2012; Karantzas et 

al., 2012) this supports the predictive validity of the questionnaire. 

Social Desirability. Marlowe Crown Social Desirability Scale – Short Form C (MC-

C). Given that compassion is a professional requirement and culturally valued within 

advanced care, MC-C was administered at baseline to permit statistical control of bias that 

may arise in response to individuals’ presentational concerns (Reynolds, 1982). The MC-C is 

a 13-item true/false measure (Reynolds, 1982), in which higher scores indicate a greater 

tendency to respond in a socially desirable manner (Crowne & Marlowe, 1960). 

The MC-C has been found to be a reliable variant on the longer 33 item Marlowe 

Crown Social Desirability Scale, with prior research in healthcare samples reporting adequate 
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reliabilities (α = .77) (Reynolds et al., 2019). Furthermore, the MC-C has been found to have 

acceptable psychometric properties with internal consistency ranging from .62 to .76 

(Ballard, 1992; Barger, 2002; Reynolds, 1982) Prior studies also point to the scales construct 

validity, with MC-C being associated with good convergent validity in Minnesota 

Multiphasic Personality Inventory (MMPI-2) scales (defensive MMPI-2 K and faking 

subscales MMPI-2 L) and good divergent validity with faking scale (MMPI-2 K) (Robinette, 

1991; Tatman et al., 2009). 

In the current sample reliability was adequate to low (α=.64). Previous research that 

has adopted the MC-C, however, has interpreted alpha levels between α=.62 and α=.68 as 

acceptable (Barger, 2002; Loo & Loewen, 2004; Loo & Thorpe, 2000). As such the reliability 

of the MC-C was interpreted as acceptable. 

Work centrality. Work Centrality Scale (WCC). Because motivations and role 

perceptions may be associated with barriers to compassion, centrality of work was assessed 

as a possible confound. The WCC includes 12 items that index, how import or central work is 

to the respondents life. Participants rate each item using 1 (Strongly disagree) to 6 (Strongly 

agree) scale (Paullay et al., 1994). Higher summed values reflect a higher centrality of work. 

Prior work has established the reliability of the scale with Cronbach’s alpha between 

.80 and .89 in both medical and non-medical populations (Kooij & Zacher, 2016; Paullay et 

al., 1994; Sharma, 2017). The WCC also has shown good convergent and divergent validity 

with job involvement, work ethic and work alienation (Diefendorff et al., 2002; Hirschfeld & 

Feild, 2000; Paullay et al., 1994). A congruence between theory (Paullay et al., 1994) and 

convergent and divergent validity supports the scales predictive validity. 

In the current sample the scales reliability was good (α=.82). 

Subjective Role Perceptions. As there is no existing questionnaire on role perceptions 

or role contributions in advanced care, a 19 item questionnaire was created for this study. For 

each item, participants use a 1 (minimally important) to 7 (a great deal of importance) scale 

to indicate what tasks are most important to their role. Initially, items were generated based 

on prior literature outlining roles within advanced care (Brant et al., 2019; Devlin & 

McIlfatrick, 2010; Just et al., 2020; Sekse et al., 2018). Additionally, advertised job 

descriptions offered by various DHB aligned services were consulted when generating items 
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(Arohanui Hospice, 2019; Hospice Waikato; Mary Potter Hospice, 2020; Nelson Tasman 

Hospice, 2018).  

To ensure content coverage, items were roughly selected by role. Three items aligned 

more with the roles of HCAs, four items aligned more with the roles of nurses and three items 

aligned more with the roles of medical specialists. The remaining seven items represented 

shared roles. At face value items were grouped into two subscales including those that were 

more technically oriented (10 items) (Julião et al., 2021) and those that were more 

psychosocially orientated (9 items) (Fan et al., 2017). Taking that different roles may be 

associated with varying levels of technical tasks (Brook & Crouch, 2004; McMullen et al., 

2015), technical tasks were further grouped into those that aligned with day to day tasks (4 

items) (Sekse et al., 2018) and those that aligned with higher order tasks (5 items) (Kennedy 

et al., 2015). An initial list of 26 items was reduced to 19 in light of item redundancy. The 

final questionnaire was deemed to be face valid by a palliative care medical specialist. 

The psychosocial subscale had good reliability overall (α=.88) and across the three 

groups (α=.77-.95). To ensure the reliability of technical components an unconstrained 

principal component analysis was run with the 10 technically oriented items. Analysis 

indicated the presence of two components. Following the initial component analysis, a 

constrained principal component analysis with two components indicated that three items 

(1,8,12) loaded strongly onto day to day tasks whereas six items (5,7,14,16,18,11) loaded on 

to determining and communicating treatment. Item six was removed as it showed relatively 

weak co-loading onto both components. The resulting two technical sub-scales day to day 

patient management (α=.85) and determining and communicating treatment (α=.90) both had 

good reliabilities. Notably, reliabilities varied across the three groups with medical specialists 

having lower reliabilities across day to day patient management and determining and 

communicating treatment. The importance of this variability will be delt with more fully in 

when addressing limitations and future research (Chapter 7).  

5.4.3 Effect of Patient Responsibility on Compassion in Advanced Care; 

Experimental Manipulation 

Responsibility manipulation check. To assess how successful vignettes were in 

varying the degree of patient responsibility, participants were asked to use a visual analogue 

scale (VAS) to indicate the extent to which they would rate a patient as responsible for their 

medical condition (0 = not responsible to 100 = very responsible). 
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Dependent variables. For each vignette, participants rated degrees of liking, caring, 

and desire to help the patient. Each item was rated on a VAS ranging from 0 (not likable/not 

caring/not very much) to 100 (very likable/very caring/very much). VAS formats are thought 

to reduce the artificial categorisation of subjective experiences (McCormack et al., 1988) 

enable greater sensitivity (Ohnhaus & Adler, 1975) and reduce socially desirable responses 

(Brunier & Graydon, 1996). Importantly, these self-reported ratings have previously been 

interpreted as assessing aspects of medical compassion (Fernando et al., 2017). Consistent 

with prior studies (Lui, 2021) the items liking, caring, and desire to help were aggregated into 

a composite “compassion” score in which higher scores reflect greater caring or compassion. 

Reliability for the non-responsible vignette was α=.60 whereas reliability for the responsible 

vignette was α=.66. While reliability scores were of moderate acceptability, main analyses 

run on both the composite score and individual items revealed comparable relationships 

between perceptions of responsibility and compassion (indexed individually or as a 

composite). Thus, the composite measure was accepted as reliable. 

5.5 Analytic Strategy and Data screening 

Data analysis was conducted using IBM Statistical Package for Social Sciences 

(SPSS) version 26. Analytic strategy and hypothesis were registered with Aspredicted prior 

to data collection (pre-registration number #73465). Prior to analysing each of the research 

questions, data was cleaned and assessed for missing data points. There was less than 1% 

missing data which was imputed using discipline group medians (as appropriate). 

Specifically, missing data that represented less than 20% of each variable was imputed with 

the group median. Second, data was analysed to assess for skew, kurtosis and outliers. 

Outliers were winsorized to the 5th and 95th percentiles for each role. Univariate normality 

analysis indicated some positive skew in variables used for main analyses. Considering skew 

was less than the criteria of 1.5, data was analysed with raw or winsorized values (when 

outliers were present). 

To test possible differences in barriers to compassion between practitioner roles in 

advanced care (medical specialists, nurses and HCAs) initially, a multivariate analysis of 

variance (MANOVA) was conducted. This was followed by a multivariate analysis of 

variance (MANCOVA) controlling for confounding variables. Confounding variables were 

identified via Chi-square tests, Fisher Exact Tests (when assumptions for Chi-square tests 

were violated) and one way between groups analysis of variance (ANOVA).  
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Prior to running the MANOVA and MANCOVA underlying assumptions were 

checked. One multivariate outlier was identified, after removal, data revealed multivariate 

normality. The remaining assumptions of no multicollinearity and homogeneity of variance-

covariance matrices were satisfied. 

To initially assess associations between role perceptions, motivations and barriers to 

compassion, univariate correlations were conducted. This was followed by separate 

hierarchical linear multiple regressions. Prior to conducting multiple regressions, 

correlational analysis were used to identify likely confounds for both (a) role perceptions and 

(b) motivations. Relevant confounds thus identified were covaried in Step two of all 

regression models. Step one of regressions included either (a) role perceptions (psychosocial, 

day-to-day management and determining and communicating treatment) or (b) motivations 

(autonomous, controlled). Thus a total of 16 multiple regressions were conducted. Prior to 

running multiple regressions underlying assumptions were checked. 

Relatively high tolerances for predictors in the final regression models indicated that 

multicollinearity was not an issue. Multivariate outliers were identified with one participant 

exceeding critical values across regression models. Final regressions were repeated excluding 

this case, the resulting models however, did not differ substantively, so this case was retained. 

Finally the assumption of variance-covariance matrices were satisfied.  

To assess the relationship between perceived responsibility and compassion a one 

way repeated measure variance (ANCOVA) controlling for socially desirability was 

conducted. Initially, however, randomisation checks were conducted to verify that 

participants were randomised into vignette conditions (order A and B). Additionally, a paired 

t-test was run to assess the success of the responsibility manipulation. Prior to running the 

one way repeated measures ANCOVA underlying assumptions were checked. Fmax was 1.21, 

demonstrating homogeneity of variance. As outlined, the main analysis was followed by an 

exploratory analysis, to examine whether the effect of patient responsibility on compassion 

varied as a function of role (medical specialist, nurse, HCAs) in a 3 (role) x 2 (vignette) 

mixed model analysis of variance (ANCOVA) with socially desirable responding as a 

covariate. To assess where significant differences were present follow up t tests were run. 

Finally, to assess possible differences in barriers to compassion between those 

working in advanced care relative to other specialisations (general/family medicine 

practitioners, general surgeons and surgical sub-specialities, psychiatry, paediatrics and 
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internal medicine) a MANCOVA controlling for confounding variables was run. Importantly, 

prior to analysis, eight practitioners that identified themselves as working in palliative 

medicine were removed from the specialisation grouping internal medicine (Fernando & 

Consedine, 2017). Means and standard deviations from the resulting n= 102 participants did 

not differ substantially after removal, nor did significant results from the original analysis.  

Proceeding this minor grouping amend, demographic confounds were identified via a 

Pearson’s Chi-square test and a one-way between-groups ANOVA. Following the main 

analysis pairwise comparisons were performed to assess where significant differences in 

barriers to compassion were present. 

Prior to running the MANCOVA, underlying assumptions were checked. One 

multivariate outlier was identified, after removal, data revealed multivariate normality. The 

remaining assumptions of no multicollinearity and homogeneity of variance-covariance 

matrices were satisfied.
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Chapter 6. Results 

6.1 Overall 

In line with research questions, findings from the current study are presented in four 

sections. In section one, the advanced care sample employed in this thesis is characterised 

and variables differing across the three practitioner roles are identified. Following this, a 

multivariate analysis of variance (MANOVA) and multivariate analysis of variance 

controlling for confounds (MANCOVA) are used to assess possible differences in barriers to 

compassion (burnout/stress, patient/family, clinical and environmental) between roles in 

advanced care - medical practitioners, nurses, and healthcare assistants (HCAs).  

Section two initially presents univariate Pearson’s correlations to assess whether 

variation in subjective role perceptions and work motivations are related to the barriers to 

compassion. Following this, Pearson’s and Spearman’s correlations (for non-parametric data) 

are used to identify demographic and professional confounds. Subsequently, controlling for 

confounding variables, results from separate hierarchical linear multiple regressions are 

presented. A first set of hierarchical regressions assess whether variations in salient 

subjective role perceptions (psychosocial support, day-to-day management, and determining 

and communicating treatment) are related to each of the barriers. A second set of regressions 

assess whether variations in work motivations (autonomous, controlled) are related to 

barriers. 

Section three then presents analyses relevant to questions regarding whether the 

perception of patient responsibility for suffering reduces compassion in advanced care. After 

randomisation (assessing vignette order) and manipulation (assessing the responsibility 

manipulation) checks, a one-way, repeated measures analysis of variance controlling for 

social desirability (ANCOVA) on the compassion index (as measured by likability, desire to 

care, and help) was run. Following this, an exploratory analysis examined whether the effect 

of patient responsibility on compassion varies as a function of role (medical specialist, nurse, 

HCAs) in a 3 (professional role) x 2 (responsibility) mixed model analysis of variance 

(ANCOVA) with social desirability as a covariate. 

The final section assesses if barriers to compassion differ in advanced care relative to 

other specialisations. After briefly outlining the Fernando and Consedine (2017) study, 



RESULTS 

 

53 

Pearson’s and Spearman’s correlations are presented to identify demographic confounds. 

Finally, data from a MANCOVA contrasts barriers scores from professionals working in 

advanced care (the current sample) with specialisations examined in prior work (Fernando & 

Consedine, 2017). 

6.2 Section One: Barriers to Compassion in Advanced Care  

6.2.1 Differences Between Healthcare Professionals in Advanced Care 

In line with pre-registration, a MANCOVA was used to explore the association 

between roles and barriers to compassion. In beginning, the three samples (medical 

specialists, nurses and HCAs) were characterised to identify variables that might confound 

any associations between roles and barriers (see Tables 1 and 2). 

A chi-square contrasting proportions of NZ European/European versus other was 

significant, χ2 (2,N=102) = 9.58, p = .008, with post hoc residuals indicating fewer NZ 

European/European in the HCAs (z = -3.0) than would be expected by chance.  

Fisher Exact Tests (with α =.05) tested differences in gender, education, employment 

context and care frequency. Tests were significant for gender, p =.027, with post hoc adjusted 

residuals indicating fewer male nurses (z = -2.50). As would be expected, education varied, p 

<.001, with lower postgraduate study in the HCAs group (z = -3.50) and more non-university 

qualifications (z = 5.00); conversely, medical specialists had fewer non-university 

qualifications (z = -2.30), bachelors (z = -2.20), and more postgraduate degrees (z = 3.50). 

Contrasts for care frequency were significant p <.001, with post hoc adjusted residuals 

indicating medical specialists tended to see patients less than weekly (z = 5.70), while nurses 

tended to see patients 2-3 times weekly (z = 2.20), and HCAs tended to see patients every 

working day (z = 2.50). Finally, contrasts were significant for employment context, p = .003, 

with medical specialists working less in aged residential care (z = -2.60) and more in multiple 

settings (z = 2.10). Comparatively, nurses worked less in multiple settings (z = -2.00), and 

HCAs worked more in aged residential care (z = 2.40).  

Finally, a one-way between groups ANOVA indicated group differences in salary (see 

Table 1), typical care duration, and percentage of public work (see Tables 1 and 2).
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Table 1  

Baseline demographic variables between healthcare practitioners. 

Variables Medical 

Specialists 

(n = 31) 

M(SD)/Percentage 

Nurses 

(n = 60) 

M(SD) 

/Percentage 

HCAs 

(n = 11) 

M(SD) 

/Percentage 

 

Difference 

(F) 

 

Post Hoc 

Age 50.35(10.49) 50.48(12.52) 46.18(14.1)   

%Female 80.60 95.00 72.70   

Ethnicity      

%NZ European/European 83.90 75.00 36.40   

%Māori 0 8.30 0   

%Asian 16.10 8.30 45.5   

%Other 0 8.40 18.10   

Highest Education      

%No University qualification 0 8.30 54.50   

%Bachelors 9.70 30.00 27.30   

%Postgraduate studies 90.30 61.70 18.20   

Household Salary ($K) 126.89 (22.33) 95.57 (29.52) 56.82 (23.87) 30.69** MS>N>HCAs 

Note. Raw values are presented, missing data that represented less than 20% of each variable was imputed with the group median. Only 

significant differences are reported. MS= medical specialists, N =nurses, HCAs=healthcare assistants. 

**p<.001  
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Table 2  

Baseline comparison of professional and psychosocial characteristics between healthcare professionals 

Variables Medical 

(n = 31) 

M(SD) /% 

Nurses  

(n = 60) 

M(SD) /% 

HCAs  

(n = 11) 

M(SD) /% 

Differences 

(F) 

Post Hoc 

%Worked Advanced Care 91.06(22.28) 84.50(25.60) 72.72(33.19)   

Hours in Advanced Care 34.13(9.88) 35.67(9.69) 38.00(10.39)   

%Worked Public Care 92.26(25.65) 67.20(45.55) 50(47.54) 5.81* MS>N,HCA 

Years’ Experience 15.29(8.71) 11.39(9.69) 12.60(9.93)   

Primary Employment       

%Hospital Services 48.40 43.40 18.20   

%Hospice Community  29.00 15.00 9.10   

%Aged Care 3.20 21.70 45.50   

%Primary / Other 3.20 16.70 18.20   

%Multiple Settings 16.1 3.30 9.10   

Typical Care Duration (days) 141.20(397.20) 258.74(397.54) 691.29(787.75) 4.96* HCAs>N,D 

Interaction frequency      

%Every Working Day 22.60 61.70 90.90   
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Variables Medical 

(n = 31) 

M(SD) /% 

Nurses  

(n = 60) 

M(SD) /% 

HCAs  

(n = 11) 

M(SD) /% 

Differences 

(F) 

Post Hoc 

%Weekly/2-3 times weekly 12.90 61.70 9.10   

%Less than Weekly  64.50 8.30 0   

Interaction Duration (mins)  49.94(22.03) 89.85(109.05) 117.50(152.68)   

Work Centrality Scale 38.77(8.34) 39.05(7.88)   42.546(11.49)   

Compassion Satisfaction 13.65(1.56) 13.37(2.17) 12.72(3.55)   

Future Work Intentions      

%Stay in sector 2+ years 87.10 76.70 81.8   

%Quit if better job in sector 6.50 13.30 18.20   

%Leave role or sector 6.50 10.00 0   

Social Desirability 21.90(2.53) 21.93(2.39) 22.81(2.68)   

Note. Raw values presented. Missing data representing less than 20% of each variable was imputed with the group median. As missing data from 

typical care duration for HCAs was over 20%, missing data were excluded from analyses. Only significant differences are reported. MS= 

medical specialists, N =nurses, HCAs=healthcare assistants. 

*p<.05 
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6.2.2 Evaluating the Association Between Assigned Roles and Barriers to 

Compassion Within Advanced Care 

Given differences in backgrounds, training, and employment structuring, it was 

hypothesised that medical specialists, nurses and HCAs working in advanced care would 

report different barriers to compassion. An initial MANOVA contrasting professional groups 

was not significant, indicating no univariate differences in barriers across groups. Means (and 

standard deviations) for barriers across roles are presented in Table 3. 

However, because professional group covaried with numerous other factors that may 

influence barriers, a subsequent MANCOVA controlling for confounds (ethnicity, gender, 

income, percent public work, average interaction frequency, and employment context 

identified above) was also run. After removing a single multivariate outlier, all assumptions 

were met with N=101 participants remaining. The MANCOVA remained non-significant 

F(8, 178), Wilk’s Λ = .69, p =.70, partial η2 = .30, indicating the absence of systematic 

differences in barriers between groups.  

Table 3  

Comparison of barriers to compassion between health care professionals 

Variables Medical 

Specialists 

(n = 31) 

M(SD) 

Nurses 

 

(n = 59) 

M(SD) 

HCAs 

 

(n= 11) 

M(SD) 

 

 

  

p value 

Stress/Burnout 3.61(1.43) 3.81(1.64) 4.13(1.69) .63 

Patient/Family 2.88(1.66) 2.75(1.12) 3.64(1.34) .12 

Clinical 2.42(1.18) 2.33(1.01) 2.90(1.13) .21 

Environment 3.22(1.17) 3.36(1.28) 3.94(1.48) .27 

6.3 Section Two: Links Between Subjective Role Perceptions, Motivations 

and Barriers to Compassion  

A second key question in the current thesis regarded the relative importance of 

particular work roles (psychosocial care, day-to-day management, and determining and 

communicating treatment) and work motivations (autonomous and controlled) to the 

experience of barriers to care. To recap, it was preliminarily expected that practitioners 
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reporting psychosocial care as more central to their role would also report lower barriers 

while those who reported technical care (day-to-day management and determining and 

communicating treatment) as more central to their role would report higher barriers. Equally, 

given autonomous motivations predict better work-related outcomes and prosocial responses 

(Gebauer et al., 2008; Weinstein & Ryan, 2010), it was expected that healthcare workers 

reporting higher autonomous work motivations would report generally lower barriers while 

those reporting greater controlled work motivations would report greater barriers (see 

Hypothesis 2b). 

Characterising subjective role perceptions and motivations within advanced care  

To initially characterise subjective role perceptions and motivations, two MANOVAs 

were run. The first MANOVA assessed differences in subjective role perceptions across 

practitioner roles. Whereas, the second assessed differences in motivations across practitioner 

roles. The MANOVA for role perceptions was significant , F (3, 97), Wilk’s Λ = 21.09, p 

<.001, partial η2 =.40, while that for motivations was not F (4, 196), Wilk’s Λ = .50, p =.74, 

partial η2 =.01, (Means, SD and p-values are presented below in Table 4). 

Table 4  

Comparison of role perceptions and motivations between health care professionals 

Variables Medical 

Specialists 

(n = 31) 

M(SD) 

Nurses 

 

(n = 60) 

M(SD) 

HCAs 

 

(n = 11) 

M(SD) 

 

 

 

p value 

 

 

 

Post Hoc 

SRP Psychosocial 4.89(.17) 5.92(.12) 5.00(.29) .00 N<MS,HCA 

SRP DC treatment 6.50(.17) 6.22(.12) 4.36(.29) .00 MS,N<HCA 

SRP DTD management  2.68(.30) 4.79(.22) 4.73(.51) .00 N,HCA<MS 

P-WEIMS Autonomous 5.91(.17) 5.95(.12) 5.68(.28) .68  

P-WEIMS Controlled 4.19(.18) 4.09(.18) 4.43(.43) .75  

Note. SRP = Subjective role perceptions scale, DTD Management = Day-to-day patient 

management, DC treatment = determining and communicating treatment, P-WEIMS = 

Physician Extrinsic and Intrinsic Motivations Scale, MS = Medical Specialists, N= Nurses, 

HCAs = Healthcare assistants 
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Univariate associations between role perceptions, motivations and barriers to compassion 

To initially assess associations between role perceptions, motivations, and barriers to 

compassion, univariate correlations were conducted. As expected, healthcare workers that 

reported psychosocial care as relatively more central to their role reported lower 

patient/family (r = -.20, p= .05) and clinical barriers (r = -.28, p= .01). Conversely, workers 

reporting day-to-day patient management as more central reported greater stress/burnout 

related barriers (r = .20, p= .05) and greater environmental barriers (r =.20, p= .05). There 

were no associations between “determining and communicating treatment” as a key role 

perception and barriers.  

Contrary to expectations, there were no associations between autonomous motivations 

and barriers. As expected, however, controlled motivations were positively related to greater 

environmental (r = .20, p= .05) and clinical (r = .28, p= .01) barriers (see Table 5).
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Table 5  

Univariate Pearson’s correlations between perceived roles, motivations and barriers to compassion 

 1 2 3 4 5 6 7 8 

1 BPC Stress/Burnout         

2 BPC Patient/Family .536**        

3 BPC Clinical .606** .761**       

4 BPC Environment .817** .626** .714**      

5 SRP Psychosocial -.033 -.200* -.278** -.096     

6 SRP DTD Management .197* .087 .010 .201* .567**    

7 SRP DC treatment -.052 -.158 -.179 -.177 .566** .207*   

8 P-WEIMS Autonomous .040 -.069 -.089 .015 .349** .110 .328**  

9 P-WEIMS Controlled .191 .169 .276** .202* .081 .155 .177 .335** 

Note. SRP = Subjective role perceptions scale, DTD Management = Day-to-day patient management, DC treatment = determining and 

communicating treatment, BPC = Barriers to compassion scale, P-WEIMS = Physician Extrinsic and Intrinsic Motivations Scale 

* p = .05, ** p <.01,  

Multivariate associations between role perceptions, motivations, and barriers to compassion 

The next stage in analysis involved using linear multiple regressions controlling for confounds to further test associations between role 

perceptions, motivations, and the barriers to compassion. To assess confounds, Pearson’s and Spearman’s correlations (for non-parametric data) 

were used to identify relevant demographic and professional confounds for (a) role perceptions and (b) work motivations.
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Do role perceptions predict the barriers to compassion? 

In identifying possible confounding variables for role perceptions, demographic and 

professional variables correlated at p <.01 with two or more role perceptions were selected. 

These variables included salary, years’ experience, role, employment context (aged 

residential care) and care frequency (see Table 6). Due to the high correlation between the 

confounds role and salary, salary was removed as a confounding variable to avoid 

multicollinearity. The remaining confounds were all carried forward into subsequent 

regressions.  

Table 6  

Univariate correlations between potential confounds and subjective role perceptions 

 SRP 

Psychosocial 

SRP DTD 

Management 

SRP DC 

treatment 

Ethnicitys  .272**  

Educations   .250* 

Salaryp -.209* -.379** .325** 

Hours in advanced carep .220*   

Years’ experiencep -.234* -.250*  

Average interaction durationp   -.196* 

Total care durationp   -.218* 

Care frequencys .272** .288**  

Future work intentionss .203*   

Role    

Medical Specialists -.472** -.497** .216* 

Nurses .491** .388**  

HCAs   -.340** 

Employment aged cares  .235* .320**  

Note. Only significant associations are shown, p = Pearson’s correlations, s = Spearman’s 

correlations, SRP = Subjective role perceptions, DTD Management = Day-to-day patient 

management, DC treatment = determining and communicating treatment, ethnicity (NZ 
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European/European=0, other =1), education (non-university qualification=0, bachelors=1, 

post graduate study=2), care frequency (less than weekly=0, weekly to 2-3 times weekly=1, 

every working day=2), future work intentions (intend to stay in advanced care =0, intend to 

quit if a better opportunity in the same sector was found=1, intend to leave advanced care or 

the organisation=2), medical specialist (other =0, medical specialist =1), nurse (other =0, 

nurse=1), HCAs (other=0, HCAs=1). 

*p = .05, ** p <.001. 

Following the identification of confounding variables, hierarchical multiple linear 

regressions for each of the four barriers to compassion were run. For each barrier, role 

perceptions were added in the first step (psychosocial, day-to-day management and 

determining and communicating treatment). In the second step, dummy codes for specialist 

(other =0, medical specialist =1) and nurse (other =0, nurse=1), together with the 

confounding variables (years’ experience, care frequency, and specific employment context 

(other settings =0, aged residential care =1) were all added. The full findings from these 

analyses are presented in Tables 7 and 8.
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Table 7  

Model summaries of multivariate linear regression assessing subjective role perceptions and barriers to compassion 

Model Burnout/Stress-Related Barriers Patient and Family-Related Barriers 

 B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

1(Constant) 4.57 .94   4.72 .78   

SRP DC treatment .00 .16 .00 .00 -.03 .13 -.02 .00 

SRP DTD Management .28 .10 .34* .07 .22 .08 .31* .06 

SRP Psychosocial -.35 .21 -.24 .03 -.47 .17 -.38* .07 

2 (Constant) 4.70 1.11   5.48 .90   

SRP DC treatment .01 .22 .01 .00 .04 .18 .03 .00 

SRP DTD Management .27 .11 .33* .06 .18 .09 .26* .04 

SRP Psychosocial -.39 .24 -.27 .03 -.47 .19 -.38* .06 

Medical Specialist .31 .83 .09 .00 -.56 .67 -.20 .01 

Nurse .15 .63 .05 .00 -.57 .51 -.21 .01 

Years’ Experience .00 .02 .01 .00 -.02 .02 -.14 .02 

Role in Aged Care .38 .44 .09 .01 .47 .35 .14 .02 

Care Frequency .17 .23 .09 .01 -.23 .18 -.14 .01 

Note. SRP = Subjective role perceptions, DTD Management = Day-to-day patient management, DC treatment = determining and communicating 

treatment. 

*p <.05, **p <.001 
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Table 8  

Model summaries of multivariate linear regression assessing subjective role perceptions and barriers to compassion 

Model Clinical Barriers Environmental Barriers 

 B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

1(Constant) 4.17 .60   4.81 .74   

SRP DC treatment .00 .10 .00 .00 -.14 .13 -.12 .01 

SRP DTD Management .15 .06 .29* .05 .24 .08 .36* .09 

SRP Psychosocial -.43 .13 -.46* .10 -.29 .16 -.23 .03 

2 (Constant) 4.63 .68   4.86 .87   

SRP DC treatment -.09 .14 -.07 .00 -.17 .17 -.15 .01 

SRP DTD Management .10 .07 .17 .02 .24 .09 .37* .07 

SRP Psychosocial -.49 .15 -.52* .10 -.27 .19 -.23 .02 

Medical Specialist -.43 .51 -.20 .01 .17 .67 .06 .00 

Nurse -.26 .39 -.13 .00 .03 .49 .01 .00 

Years’ Experience -.01 .01 -.10 .01 -.00 .02 -.01 .00 

Role in Aged Care .47 .27 .18 .03 .36 .34 .11 .01 

Care Frequency -.11 .14 -.09 .00 -.05 .18 -.04 .00 

Note. SRP = Subjective role perceptions, DTD Management = Day-to-day patient management, DC treatment = determining and communicating 

treatment. 

*p <.05, **p <.001 
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In predicting stress/burnout related barriers to compassion, step one produced a 

significant model, R² = .07, F (3,98) = 2.66, p = .05, accounting for 7.5% of the variance in 

stress/burnout related barriers. At step two, an additional, non-significant, 1.3% of variance 

was accounted for R² = .08, F (8,93) = 1.13, p = .35, Δ R² = .01, Δ F (5,93) = .27 p = .93. At 

step two stress/burnout related barriers was predicted by greater day to day management role 

perceptions (β = .36, t(93)=2.36, p =.021). 

In predicting patient and family-related barriers, step one produced a significant 

model, R² = .11, F (3,98) = 3.94, p = .01, accounting for 10.8% of the variance in patient and 

family-related barriers. Step 2 also produced a significant model R² = .16, F (8,93) = 2.25, p 

= .03, accounting for an additional 5.4% of variance, Δ R² = .05, Δ F (5,93) = 1.21 p = .31. At 

step two, as expected, lower patient and family-related barriers was predicted by higher 

psychosocial role perceptions (β = -.38, t(93)=-2.47, p =.02.), whereas higher barriers was 

predicted by greater day to day management role perceptions (β = .26, t(93)=1.98, p =.05).  

In predicting clinical barriers, step one produced a significant model, R² = .13, F 

(3,98) = 5.04, p = .003, accounting for 13.4% of the variance in clinical related barriers. Step 

two also produced a significant model R² = .13, F (8,93) = 2.58, p = .02, accounting for an 

additional 4.6% of variance, Δ R² = .05, Δ F (5,93) = 1.05 p = .40. At step two lower clinical 

barriers was predicted by higher psychosocial role perceptions (β = -.52, t(98)=-3.38, p 

=.001). 

In predicting environmental barriers, step one produced a significant model, R² = .12, 

F (3,98) = 4.40, p = .006, accounting for 11.9% of the variance in environmental barriers. 

Step 2 produced a non-significant model, R² = .13, F (8,93) = 1.76, p = .09, accounting for an 

additional 1.3% of variance, Δ R² = .01, Δ F (5,93) = .28 p = .92. At step two, greater day-to-

day management role predicted greater environmental barriers (β = .24, t(93)=2.74, p =.007). 

Do work motivations predict the barriers to compassion? 

In identifying confounding variables between motivations and barriers to compassion, 

demographic and professional variables associated with autonomous and controlled 

motivation at p =.05 (work centrality and employment in aged residential care) were selected 

as confounds and covaried for subsequent analyses (see Table 9, below).  



RESULTS 

 

66 

Table 9  

Univariate correlations between potential confounds and work motivations. 

 P-WEIMS 

Autonomous 

P-WEIMS Controlled 

Genders  -.31** 

Ethnicitys  .23* 

Employment hospital cares  -.24* 

Employment aged cares .29* .27* 

%Private workp  .25* 

Work Centralityp .38* .36* 

Note. Only significant associations are shown, p = Pearson’s correlations, s = Spearman’s 

correlations, gender (male=0, female=1), ethnicity (NZ European/European=0, other =1), 

employment hospital advanced care (other setting =0,hospital advanced care services =1), 

Employment aged residential care (other setting =0, aged residential care =1). P-WEIMS = 

Physician Extrinsic and Intrinsic Motivations  

*p = .05, ** p <.001  

Following the identification of confounding variables, hierarchical multiple linear 

regressions for each of the four barriers to compassion were run. For each barrier, work 

motivations were added in the first step (autonomous, controlled). In the second step, a 

dummy code for employment context (other settings =0, aged residential care =1), together 

with work centrality was added. The full findings from these analyses are presented in Tables 

10 and 11.
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Table 10  

Model summaries of multivariate linear regression assessing motivations and barriers to compassion 

Model Burnout/Stress-Related Barriers Patient and Family-Related Barriers 

 B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

1(Constant) 3.12 1.01   3.23 .85   

Autonomous Motivation -.05 .18 -.03 .00 -.20 .15 -.14 .02 

Controlled Motivation .22 .12 .20 .04 .20 .10 .22* .04 

2 (Constant) 4.17 1.11   3.86 .93   

Autonomous Motivation .03 .19 .02 .00 -.18 .16 -.13 .01 

Controlled Motivation .26 .12 .23* .04 .21 .10 .22 .04 

Employment Aged Care .51 .42 .13 .01 .47 .36 .14* .02 

Work Centrality  -.44 .02 -.23* .04 -.02 .02 -.14 .01 

*p ≤.05 
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Table 11  

Model summaries of multivariate linear regression assessing motivations and barriers to compassion 

Model Clinical Barriers Environmental Barriers 

 B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

B Standard 

Error 

Standardised 

Beta 

Squared 

Part 

Correlations 

1(Constant) 2.69 .63   3.03 .81   

Autonomous Motivation -.22 .11 -.20 .04 -.08 .14 -.06 .00 

Controlled Motivation .25 .07 .34** .11 .20 .09 .22* .04 

2 (Constant) 2.99 .70   3.75 .88   

Autonomous Motivation -.22 .17 -.20 .03 -.05 .15 -.03 .00 

Controlled Motivation .24 .08 .34* .09 .21 .20 .23* .04 

Employment Aged Care .29 .27 .11 .01 .48 .34 .15 .02 

Work Centrality  -.01 .01 -.07 .00 -.03 .02 -.17 .02 

*p ≤.05, ** p ≤.001 

In predicting stress/burnout related barriers to compassion, step one produced a non-significant model, R² = .05, F (2,99) = 1.90, p = .16, 

accounting for 4.7% of the variance in stress/burnout related barriers to compassion. At step two, an additional non-significant, 2.6% of variance 

was accounted for R² = .07, F (4,97) = 1.89, p = .12, Δ R² = .03, Δ F (2,97) = 1.35 p = .26. At step two, greater stress/burnout barriers was 

predicted by greater controlled motivations (β = .26, t(97)=2.11, p =.04).
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In predicting patient and family-related barriers, step one produced a non-significant 

model, R² = .05, F (2,99) = 2.42, p = .09, accounting for 4.7% of the variance in patient and 

family-related barriers. At step 2, an additional non-significant, 2.6% of the variance was 

accounted for R² = .07, F (4,97) = 1.89, p = .12, Δ R² = .03, Δ F (2,97) = 1.35 p = .26. At step 

two, greater patient and family-related barriers was predicted by greater controlled 

motivations (β = .22, t(97)=2.01, p =.05). 

In predicting clinical barriers, step one produced a significant model, R² = .11, F 

(2,99) = 6.32, p = .003, accounting for 11.3% of the variance in clinical barriers. At step two, 

an additional, significant 1.3% of the variance was accounted for R² = .13, F (4,97) = 3.49, p 

= .01, Δ R² = .01, Δ F (2,97) = .71 p = .49. At step two, greater clinical related barriers was 

predicted by greater controlled motivations (β = .34, t(97)=3.16, p =.002). 

In predicting environmental barriers, step one produced a non-significant model, R² 

=.04 F (2,99) = 2.28, p = .107, accounting for 4.4% of the variance in environmental barriers. 

At step two, an additional, non-significant, 3.6% of the variance was accounted for R² = .08, 

F (4,97) = 2.11, p = .09, Δ R² = .04, Δ F (2,97) = 1.89 p = .16. At step 2, greater 

environmental barriers were predicted by greater controlled motivations (β = .23, t(97)=2.13, 

p =.04).  

6.4 Section Three. The Role of Patient Responsibility in Advanced Care 

6.4.1 Randomisation and Manipulation Checks 

Prior to assessing the relationship between perceived patient responsibility for 

suffering and care, a randomisation check ensuring that participants were effectively 

randomised into the two counterbalanced vignette orders (order A and B). A chi-square test 

suggested that randomisation was successful, (χ2  (2, N=102) = 2.22, p =.348). To verify the 

patient responsibility manipulation, a paired t test with an α of .05 contrasted ratings of 

responsibility between the high (M=49.20, SD=30.70) and low responsibility patient vignettes 

(M=15.48, SD=28.76). On average, participants rated the high responsibility patient vignette 

as 33.72 points, 95% CI [27.32, 40.11] more responsible for their condition than the low 

responsibility patient vignette. This difference was statistically significant, t(101) = 10.46, 

p<.001, indicating the patient responsibility manipulation was successful. 
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6.4.2 Do Perceptions of Patient Responsibility Reduce Compassion  

Given evidence that perceived patient responsibility reduces care in other settings, it 

was hypothesised that advanced care practitioners would report less compassion when 

working with patients perceived as responsible for their suffering.  

In beginning, Pearson’s correlations were used to assess if socially desirable 

responding was a possible confound in the association between perceived patient 

responsibility and compassion. Correlations indicated that socially desirable responding was 

related (p =.05) to the compassion index for the high responsibility patient vignette (r = .22). 

Thus a one-way repeated measures ANCOVA controlling for social desirability was 

conducted. Contrary to expectations, results showed no differences in compassion between 

patient vignettes, F (1,100) = 1.56, p =.22, partial η2=.015. 

Does role predict the relationship between perceived patient responsibility and compassion?  

Given the absence of differences across professional groups in the barriers to 

compassion, it might not seem intuitive to analytically consider the possibility that patient 

responsibility might have different effects in the three groups. However, even in this modest 

sample, the three groups differed in subjective role perceptions (Table 4), creating the 

possibility that the effects of patient characteristics might also vary. 

Considering this possibility, a pre-registered 3 (role) x 2 (vignette) mixed model 

(ANOVA) with socially desirable responding as a covariate was run. There were no effects 

for vignette, F (1,98) = .943, p =.33, partial η2=.010. or role, F (1,98) = .119, p =.887, partial 

η2=.002. However, there was a significant interaction between vignette and role, F (2,98) = 

6.81, p =.002, partial η2=.122. Follow up t tests suggested nurses reported less care for the 

high (M = 263.20, SD = 31.36) versus low responsibility vignette (M=250.98; SD=36.56), 

t(59) = 4.01, p <.001, d =.34. In medical specialists, no significant differences were observed 

in response to the high (M=259.75; SD=31.69) versus low responsibility vignette (M=261.84; 

SD=33.52) t(30) = .89, p = .383. Similarly, in HCAs, no significant differences were 

observed in response to the high (M=266.38; SD=39.63) versus low responsibility 

vignette(M=255.09; SD=36.66), t(10) = -1.94, p =.08 (see Figure 2 for means and standard 

errors).   
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Figure 2  

Mean compassion scores with error bars for the interaction between patient responsibility 

and role 

 

6.5 Section Four. Do the Barriers to Compassion in Advanced Care Differ 

From Those in Other Specialisations? 

6.5.1 Methodological Outline of Fernando and Considine (2017) 

To establish the background for comparison in the barriers to compassion between 

advanced care and previously studied specialisations, methodology from Fernando and 

Considine (2017) is briefly outlined. 

Participants 

Between September 2012 and May 2013, 580 practising doctors within New Zealand 

were recruited as part of a larger study assessing predictors to barriers to compassion. Given 

the study’s focus on specialisation differences in barriers, 444 doctors that identified 

themselves as belonging to one of five target speciality groups – general/family medicine (n 

= 101), general surgery, and surgical subspecialties (trauma, neurosurgery, ophthalmology, 

paediatric surgery, plastic surgery, urology, and vascular surgery) (n = 59), psychiatry (n = 

109), paediatrics (n = 65), and internal medicine including subspeciality medicine 
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(cardiology, gastroenterology, palliative medicine, respiratory medicine, rheumatology, and 

rural hospital medicine) (n = 110) were analysed.  

Procedure  

Following ethical approval from the local human participants ethics committee, 

participants were recruited via non-random convenience sampling. The study was advertised 

via a lecture series at medical meetings, contact referrals in hospitals and New Zealand 

clinics, emails, and local medical electronic news digests. Participants completed a 

confidential and anonymous 20-minute survey either hosted online by Survey Monkey© or 

via pen and paper. Completion of the survey was taken as evidence of consent (see Fernando 

& Consedine, 2017 for details).  

Measures 

Demographic and Professional. Questionnaires assessed participant demographics 

(e.g., age, gender) practice characteristics (e.g., overall workload, years of medical practice, 

number of patients per week and specialisation). To identify specialisation, participants were 

given a list of 44 specialisations per those recognised by the local medical council (Medical 

Council of New Zealand, n.d).  

Barriers to Compassion. Barriers to Physician Compassion Questionnaire (BPC) 

(Fernando & Consedine, 2014b). The 33-item self-report questionnaire assessed the 

experience of barriers to compassion in four domains: burnout/stress, patient/family, clinical 

setting and environment. For each item, participants use a 1 (minimal impact) to 7 (great 

deal) scale to indicate the impact of each item on their ability to be compassionate. Each of 

the 4 domains showed good internal reliability burnout (α = .89), patient/family (α = .90), 

environment (α = .87), clinical setting (α = .89). 

6.5.2 Barriers to Compassion in Advanced Care Compared to Other Specialisations 

Given previously documented differences in barriers to compassion between 

specialisations, it was hypothesised that healthcare practitioners working in advanced care 

would report different barriers compared to doctors in other speciality areas. Given (a) 

doctors were the focus in the Fernando and Consedine (2017) study and (b) evidence that 

doctors report different barriers to nurses (Fernando & Consedine, 2017), comparisons with 

the current study was limited to medical specialists (doctors) within advanced care (n = 31).  



RESULTS 

 

73 

To assess the association between specialisation and barriers to compassion, first 

descriptive differences across demographics were performed to identify possible confounding 

variables. A chi-square test contrasting proportions of males versus females was significant, 

χ2 (5,N=467) = 45.55, p <.001, indicating differences in the proportion of males and females 

amongst specialisations. Additionally, a one-way between-groups ANOVA indicated 

specialisation group differences in ages F(5,461) = 16.15, p <.001, partial η2 =.18. These two 

variables were added to a subsequent MANCOVA controlling for age and gender.  

After removing a single multivariate outlier, all assumptions were met for this 

analysis with N=466 participants remaining. As would be expected given prior analyses of 

these data (Fernando & Consedine, 2017), findings showed a significant effect of 

specialisation on barriers, F (20, 1513), Wilk’s Λ = 4.13, p <.001, partial η2 =.04. However, 

follow-up comparisons revealed no significant differences in barriers to compassion between 

advanced care and other specialisations. Means (and SD) are presented in Table 12 below. 

Table 12  

Comparison of barriers to compassion between health care specialisations 

Variables Psychiatry 

 

(n = 109) 

M(SD) 

General 

Practice 

(n = 101) 

M(SD) 

Surgery 

 

(n = 59) 

M(SD) 

Internal 

Medicine 

(n = 102) 

M(SD) 

Paediatrics 

 

(n = 65) 

M(SD) 

Advanced 

Care 

(n= 31) 

M(SD) 

Stress/Burnout 3.14(1.37) 3.99(1.45) 3.73(1.43) 4.18(1.35) 3.76(1.69) 3.61(1.43) 

Patient/Family 2.74(1.08) 3.45(1.39) 3.01(1.35) 3.64(1.50) 3.30(1.17) 2.87(1.66) 

Clinical 2.17(.77) 2.84(1.05) 2.32(.92) 2.77(1.02) 2.50(.88) 2.42(1.18) 

Environment 2.85(1.12) 2.96(1.67) 2.80(1.17) 3.21(1.07) 2.96(1.07) 3.22(1.17) 
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Chapter 7. Discussion 

7.1 Summary of Key Findings and Results   

Advanced care is a unique healthcare context, with particular patients, staffed by a 

particular workforce, and with particular challenges that differ from other contexts and may 

shape when and whether compassion emerges. Although studies of the nature of compassion 

have been conducted in wider healthcare, comparatively little is known about the factors that 

may interfere with compassion in advanced care. In contributing to the understanding of 

compassion in advanced care, the primary aim of this thesis was to systematically assess the 

barriers to compassion, both within advanced care and relative to other specialisations. In 

addition, the thesis was designed to assess the possible influence of work motivations, 

subjective role perceptions, and perceived patient responsibility on compassion. 

Given different practitioner groups and specialisations have different backgrounds, 

training and scopes of work (Dev et al., 2019; Fernando & Consedine, 2017), the current 

thesis tested whether advanced care is “special” in terms of the experience of barriers to 

compassion. Inconsistent with expectations, barriers did not differ across professional groups 

in this study (Hypothesis 1). In addition, exploratory analyses contrasting barriers from 

advanced care physicians with prior physician data did not support the expectation of 

differences between advanced care and other specialisations (Hypothesis 4). 

A second group of questions tested whether how a practitioner perceives their core 

duties (subjective role perceptions) were related to barriers to compassion. As expected, a 

perception of day-to-day tasks as more central to role was related to higher stress/burnout, 

patient/family and environmental barriers to compassion. Conversely, perceiving 

psychosocial support as more central to one’s role was related to lower family/patient and 

clinical barriers (Hypothesis 2a).  

Similarly, motivations to work in advanced care were assessed as a possible factor 

impacting barriers to compassion. Somewhat consistent with hypotheses, regression analyses 

suggested that reports of greater controlled motivations were related to higher stress/burnout, 

patient/family, clinical and environmental barriers. Contrary to expectations, however, 

autonomous work motivations were not related to barriers (Hypothesis 2b). 
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The discussion below offers interpretations for these findings, reconciles them with 

prior data and theory, and presents directions for future research. In line with the broad group 

of questions, the first section deals with whether the barriers to compassion differ across 

professional groups in advanced care and whether they differ from other healthcare contexts. 

The second section addresses whether subjective role perceptions, motivations and perceived 

patient responsibility influence compassion. The final section outlines possible implications 

of findings for advanced care before remarks on limitations for the study and future directions 

are outlined. 

7.2 Section One: Is Advanced Care Special in Terms of the Experience of 

Barriers to Compassion?  

7.2.1 Barriers to Compassion Between Roles within Advanced Care 

The first hypothesis in this thesis predicted that medical specialists, nurses, and HCAs 

workers in advanced care would vary in the barriers to compassion they reported. Laying the 

foundations for this assumption, prior research had previously indicated that barriers differ 

between medical specialists, nurses and medical students (Dev et al., 2019). While HCAs 

have yet to be studied, these workers typically occupy lower positions of organisational 

power with less autonomy (Travers et al., 2020). Considering related research indicates that 

medical students (a group associated with low organisation status and autonomy) also report 

greater barriers (Dev et al., 2019), it was expected these HCAs would report generally higher 

barriers to compassion.  

Given this background, the finding that barriers did not significantly differ between 

roles was inconsistent with this expectation. Exactly why this is remains unclear although a 

few interpretative possibilities are evident. Most obviously, it may simply be that the barriers 

to compassion are comparatively homogenous between roles in the advanced care context. 

Consistent with this possibility, interdisciplinary teams – a common organisational structure 

in advanced care (DeLoach, 2003; Oliver & Peck, 2006) – may be accompanied by fewer 

status or institutional power differences that are otherwise evident in medicine (Daiski, 2004). 

Overlaps between roles within advanced care (Hall et al., 2020; Kennedy et al., 2015) and 

shared decision-making may further contribute to a particular workforce in which power and 

responsibilities are shared, thus minimising role-related factors that have previously been 

hypothesised as interfering with compassion.  
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While this possibility remains, the sample was small and theoretical grounds to expect 

differences remain. Despite serious recruitment efforts during a series of COVID-related 

lockdowns, the HCAs sample was small (n = 11) and statistical power is almost certainly at 

issue. Professionally, role-specific challenges may be pronounced among HCAs workers, 

who tend to occupy lower institutional positions of power (Burrow et al., 2017; Shannon & 

McKenzie-Green, 2016) and thus tend to have less influence over key aspects of their work, 

including daily tasks, schedules, shifts, and the timing of breaks (Travers et al., 2020). In 

addition, HCAs are typically remunerated at a lower rate, perform physically demanding and 

mundane tasks, and may endure a lack of recognition and respect (Burrow et al., 2017; 

Fitzpatrick, 2002). Given such roles, HCAs may experience high levels of frustration (Fryer 

et al., 2016), disempowerment and distress (Bailey et al., 2015), coupled with a reduced 

“headspace” for compassionate care (Tierney et al., 2018). Together, these role-specific 

challenges might contribute to the experience of higher barriers to compassion and/or the 

ability to detect such a difference in a larger sample. 

The importance of day-to-day tasks in which HCAs reported as central to their work 

(in this sample) is consistent with the possibility that higher barriers may be experienced in 

these workers. Specifically, HCAs indicated spending long durations of time with patients 

(Table 2), with a high proportion of work being spent in day-to-day tasks (as indicated by 

reports on role perceptions; Table 4). Given that higher perceptions of day-to-day care were 

associated with generally higher barriers to compassion (and these tasks are more central to 

HCAs roles), it seems likely that a larger sample of these workers might report generally 

higher barriers. 

Following the suggestion that lower autonomy and power coupled with a greater 

proportion of mundane work may interfere with care, nurses may also experience higher 

barriers to compassion (Dev, et al., 2019). However, while nurses also reported day-to-day 

care as more central to their role than medical specialists, day-to-day care was only the third 

most important aspect of the work nurses reported, with determining and communicating 

treatment and psychosocial care seen as more central. More broadly, the expanded role that 

nurses occupy in advanced care now involves traditional elements of medicine (Hall et al., 

2020; Kennedy et al., 2015) that appear to offer greater autonomy, institutional power, and 

involvement in treatment decisions. Nurse practitioners may experience greater satisfaction 

(Houser et al., 2012), reduced burnout (Sarmiento et al., 2004), and a greater ‘head space’ for 

engaging in compassionate care.  
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In sum, while significant empirical differences in barriers between roles were not 

observed, when integrated with theory and prior literature, the suggestion that role-related 

challenges and perceptions common in HCAs may be associated with generally higher 

barriers to compassion remains possible. Although these possibilities were not directly 

measured, the enhanced autonomy and power nurses and medical specialists hold in 

advanced care may mean that these practitioners experience relatively lower barriers to 

compassion. Consistent with this, although statistically non-significant, all four barriers were 

associated with relatively higher means in HCAs (Table 3). Thus, it seems likely that rather 

than barriers being homogenous between roles, insufficient power is responsible for the lack 

of significant differences. 

7.2.2 Contrasting Barriers to Compassion Between Advanced Care and Other 

Specialisations 

Further exploring whether the advanced care context is special in terms of the barriers 

to compassion, the current thesis contrasted scores on the barriers to compassion measure 

from the current advanced care sample with data from previously studied specialisations. 

Considering that barriers vary across medical specialisations (Fernando & Consedine, 2017), 

it was hypothesised that healthcare practitioners working in advanced care would report 

systematically different barriers. 

Again, however, this expectation was not supported, with no evidence of systematic 

differences in the barriers to compassion between doctors within the current (advanced care) 

sample and a prior sample of medical specialisations. Prima facie, this finding may thus 

indicate that the barriers to care do not vary at this level.  

Again, however, there are reasons to suspect that such a conclusion would be 

premature. First, although differences were non-significant, medical specialists working in 

advanced care reported relatively low patient/family-related barriers (Table 12). This pattern 

may not be particularly surprising considering advanced care is an inherently patient-oriented 

specialisation. Practitioners in patient-oriented specialisations are likely to spend more time 

with patients, report improved patient-practitioner relationships, and have better 

communication skills and empathy (Kataoka et al., 2012). Prior research has also found that 

patient-focused specialisations report lower patient/family barriers to compassion (Fernando 

& Consedine, 2017) and it may be that a similar dynamic is present in the advanced care 

context.  
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More fully, there are several reasons to suspect that patient/family barriers to 

compassion may be less salient in this setting. First, certain people may be attracted to work 

within this unique context. As a discipline, advanced care focuses on supporting quality of 

life, the relief of suffering, and holistic treatment rather than curative medicine (Shalev et al., 

2018). It thus seems likely to be appealing to individuals who value and are comfortable with 

person-focused and holistic care (Simon et al., 2009). Further shaping who selects to work in 

advanced care, regular exposure to end of life experiences (Sinclair, 2011) is likely to attract 

and retain individuals who can adapt to these challenging interpersonal demands (Muggleton 

et al., 2015; Wilkes et al., 2015). The self-selection and retention of certain individuals into 

advanced care may result in the development of specific skills (O’Mahony et al., 2018) and a 

greater prevalence of specific personalities (Claxton-Oldfield & Banzen, 2010; Gambles et 

al., 2003). In turn, this particular group of professionals, who are likely dispositionally suited 

to work in this context, may experience patient and family challenges as less salient. 

Furthermore, the motivations underlying why people select to work in advanced care 

may contribute to the experience (or reporting) of lower patient/family barriers. Typically, to 

work as a medical specialist within advanced care, it is necessary to complete post-graduate 

study (Medical Council of New Zealand, n.d; The Royal Australasian College of Physicians, 

n.d). Given that advanced care is punctuated by complex challenges (Muggleton et al., 2015; 

Wilkes et al., 2003) and high barriers to entry (at least for medical specialists), practitioners 

are likely highly motivated to work in this setting. While motivations regarding career choice 

were not assessed in the current study, there is some suggestion that workers may be 

choosing or self-selecting to work within advanced care. Consistent with this possibility, the 

average medical specialist sampled here reported an extensive work history in advanced care, 

strong intentions to stay working within the field, high levels of compassion satisfaction, and 

highly autonomous motivations underlying why they do their work (Table 2). Prior work 

suggests that self-selection into employment due to autonomous reasons is associated with a 

raft of positive outcomes, including better work-life balance (Senécal et al., 2001), stress 

management (Ten Brummelhuis et al., 2011), and lower burnout (Estabrooks et al., 2015). 

Being better resourced in this sense may have flow-on effects on the experience of patient 

and family-related challenges to care (Sicsic et al., 2012).  

Finally, specific care structures, expectations and training within advanced care may 

contribute to generally lower patient/family-related barriers. Compared to generalist care, 

advanced care practitioners are specifically trained to support the holistic needs of patients 
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(Ditillo, 2002); advanced care puts a premium on patient-centred and compassionate care 

(Hui et al., 2013; Larkin, 2015). As reflected in the current data (Table 2), within these care 

models, practitioners commonly interact more frequently with patients (Klarare et al., 2017) 

and develop relationships over longer periods (Emilia et al., 2017). Thus, although patients 

normatively present with complex physical (Muggleton et al., 2015; Wilkes et al., 2003), 

social (Courtens et al., 1996; Lewis et al., 2013), emotional (Osse et al., 2005) and spiritual 

needs (Park, 2008), practitioners may be better positioned to deal with these complex needs, 

thus seeing patient factors as interfering less with compassion. 

Considering theory and data together, the possibility that the barriers to compassion 

differ in advanced care to other specialisations is worth further consideration. Although no 

empirical evidence for this possibility was found in this study, systematic differences in who 

is attracted to work in advanced care together with strong autonomous motivation, distinct 

care structures, expectations, and training, may result in the experience of lower barriers to 

compassion, perhaps particularly those regarding the patient. Again then, it may be that the 

modest sample size is at issue. 

7.3 Section two: Are the Barriers to Compassion Influenced by Role 

Perceptions, Motivations, or Perceived Patient Responsibility? 

In furthering an understanding of how compassion might be influenced within 

advanced care, the current thesis explored several psychological factors that may inhibit or 

facilitate compassion in this unique context. In this light, the current thesis assessed whether 

subjective role perceptions, motivations, and perceived patient responsibility predict the 

barriers to care and/or how much patients are cared for. 

7.3.1 Links Between Subjective Role Perception and Barriers to Compassion  

Consistent with hypothesis 2a, a perception of day-to-day tasks as comparatively 

more central to one’s role was related to reports of greater stress/burnout, patient/family and 

environmental barriers. Conversely, when psychosocial support was seen as more central, 

reports of patient/family and clinical barriers were lower. Thus, at least at the univariate, 

cross-sectional level, seeing caring for “the person” as central to what a healthcare worker 

“does” appears likely to facilitate care while seeing more mundane work as central to roles 

does not. 
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Prior studies in advanced care settings suggest that day-to-day tasks, such as feeding, 

hygiene, oral and continence support can be repetitive, mundane, physically challenging 

(King et al., 2019; Sekse et al., 2018), and stressful (Burrow et al., 2017; Cherry et al., 2007). 

Such tasks have previously been associated with feelings of distress, disgust (Özkan et al., 

2021), and withdrawal (Muggleton et al., 2015) amongst practitioners. Potentially 

compounding the challenges of mundane care, these tasks often are accompanied by patient 

emotional responses such as shame and embarrassment and may not be valued by institutions 

(Ostaszkiewicz et al., 2012; Ostaszkiewicz et al., 2018); this dynamic can create distress, 

hostility, and withdrawal (Miller, 1997; Zeller et al., 2009). Since day-to-day tasks are 

intertwined with personal, patient, and environmental challenges, it seems reasonable to 

expect that when they are seen as central to one’s role, these perceptions may be associated 

with generally higher barriers to compassion. 

A central focus on day to day care may further be associated with higher barriers due 

to the relative burden versus reward associated with these tasks. As noted, psychosocial care 

is central to advanced care (Hui et al., 2013; Larkin, 2015) and a prominent cultural focus on 

“the person” is likely to shape who is attracted to work in this context and what practitioners 

expect their roles will entail (Barnard et al., 2006). The burden of day to day tasks, however, 

is thought to reduce the ability to engage in psychosocial care (Chan et al., 2018; McBrien, 

2010; Taleghani et al., 2018). The burden of mundane care can be frustrating and contribute 

to dissatisfaction (Mechanic, 2003; Sekse et al., 2018), role complexity, burnout, and stress in 

this setting (Govasli & Solvoll, 2020; Martins Pereira et al., 2011). Thus, challenges (real or 

perceived) related to viewing day to day tasks as central to one’s role may be associated with 

greater barriers to compassion. 

In comparison, a focus on caring for “the person” may be related to lower barriers to 

compassion. In theory, orienting to the person at the heart of care may help practitioners 

connect to and understand and address a patient’s suffering and needs (Just et al., 2020; Sekse 

et al., 2018). This focus may be particularly important in this unique context where patient 

communication may be impaired (Jansen et al., 2017; Sinclair et al., 2016). In turn, by 

understanding a patient’s unique needs, fewer challenges may arise from confusion and 

distress (Anderson et al., 2016). Additionally, in addressing a patient’s unique needs, both 

patients (McDonagh et al., 2004; Weng et al., 2011) and practitioners may experience a 

heightened sense of connection and satisfaction (Sinclair, 2011). Patient-related barriers to 

care are likely lower in such instances. 
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A central focus on the person in what a healthcare practitioner does may further be 

associated with generally lower barriers to compassion due to the humanisation of often 

complex and challenging patient presentations. As was noted in Chapter 2, advanced care 

patients commonly present with complex physical symptoms, disfigurement, malodour and 

unsightly or distressing symptoms (Muggleton et al., 2015; Wilkes et al., 2003). Normatively, 

exposure to these symptoms can evoke disgust, distress and withdrawal (Muggleton et al., 

2015; Ostaszkiewicz et al., 2016). Moreover, these feelings may lead to attributions that 

patients are repulsive and therefore less than human (Harris & Fiske, 2006). Retaining a focus 

on the person at the heart of care may minimise dehumanisation (Hadjittofi et al., 2020). In 

turn, remembering that it is a human that is being cared for may help practitioners connect to 

and address a patient’s suffering and individual needs (Cheraghi et al., 2017; Haque & 

Waytz, 2012). Considering that a focus on a person may help to humanise challenging and 

complex presentations, it seems reasonable that generally lower barriers to compassion may 

be experienced when these tasks are viewed as central to one’s role. 

In sum, it seems reasonable that a central role focus on day to day tasks may be 

associated with greater barriers to compassion via the contributions of heightened challenges 

and task burden. Conversely, a focus on caring for “the person” may be related to lower 

barriers via a reduction in patient and family-related challenges and the humanisation of often 

challenging patient presentations. 

7.3.2 Links Between Work Motivations and the Barriers to Compassion  

Further contributing to an understanding of factors that inhibit the emergence of 

compassion within advanced care, the current thesis represents a first examination of how 

work motivations may be relevant to the experience of the barriers to compassion in health. 

Early analyses showed that in line with hypotheses, greater controlled motivations were 

related to higher stress/burnout, patient/family, clinical and environmental barriers.  

In considering what this pattern might tell us, it is useful to briefly revisit the nature of 

workplace motivations and their known correlates. Broadly, work motivations can be classed 

as controlled or autonomous. Controlled motivations are those characterised by forces that 

are external to the self, such as the drive or need for finances, power, or status. Conversely, 

autonomous motivations are characterised by internal forces such as the willingness or desire 

to engage in behaviours for the sake of interest or fulfilment (Gagné & Deci, 2005).  
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Empirically, the pattern of associations between controlled motivations and prosocial 

processes related to care are complex. On the one hand, some studies suggest high controlled 

motivations are related to lower levels of prosocial and helping behaviours (Messineo et al., 

2021; Weinstein & Ryan, 2010) and poorer work related outcomes (Moller et al., 2019). On 

the other hand, other studies suggest that high levels of controlled motivations do not 

differently predict levels of caring behaviours (Gebauer et al., 2008) but may be associated 

with greater empathy (Findyartini et al., 2020) and decreased burnout (Dill et al., 2016). 

Considering that such complexities are likely, reviewing core elements in the advanced care 

context may help to explain why controlled motivations were associated with greater barriers 

to care (presumably indexing relatively lower prosociality) in the current sample. 

A first interpretive possibility is that the orientation of advanced care does not 

adequately fulfil controlled motivations. Consistent with this possibility, prior studies of 

nurses and HCAs in advanced care commonly report a lack of recognition and financial 

remuneration (Fryer et al., 2016; Palmer & Eveline, 2012). In turn, such unfulfilled 

motivations may be associated with less favourable work-related outcomes. Prior work has 

indicated that inadequate salary, work overload, and low employment status are associated 

with job dissatisfaction, turnover (Singh & Loncar, 2010; Tomey, 2009), and burnout in 

healthcare practitioners (Hu et al., 2015). If unfulfilled controlled motivations are intertwined 

with fewer rewards and less favourable work-related outcomes, it seems reasonable that these 

motivations may be associated with generally higher barriers to compassion. 

Another interpretive possibility is that in advanced care, controlled motivations may 

be associated with a sense of role conflict. Western societies normatively have a strong 

expectation that people should pursue healthcare work because of altruistic, autonomous, or 

vocational reasons (De Cooman et al., 2008; Dill et al., 2016; Rognstad et al., 2004). This 

expectation may be particularly pronounced in advanced care where compassion is expected 

(Hui et al., 2013; Larkin, 2015). Thus, practitioners with controlled motivations are likely to 

experience role external expectations that conflict or are not entirely congruent with personal 

work motivations. Role conflict in healthcare workers has been associated with higher 

occupational stress (Karimi et al., 2014), burnout (Tunc & Kutanis, 2009), depersonalisation, 

and emotional exhaustion (Piko, 2006). Together, these less favourable work-related 

outcomes that arise from role conflict may be associated with generally higher barriers to 

compassion.  
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Compounding the possible challenges associated with controlled motivations in 

advanced care contexts, workers motivated in this way may feel trapped in their roles. Prior 

work makes it clear that less favourable work outcomes tend to predict higher turnover 

(MacKusick & Minick, 2010). However, given that much of the sample reported long work 

histories in advanced care (Table 2), this may not always be the case. Some practitioners may 

stay in employment despite experiencing less favourable work-related outcomes because of 

lower professional choice or mobility (Ribas et al., 2012; Wiener et al., 2009). Feeling 

trapped in one’s job has been associated with poorer outcomes, including depression, fatigue 

(Aronsson & Göransson, 1999), increased reports of sickness (Aronsson et al., 2000), and 

stress (Wright, 2014). These less favourable work-related outcomes could further compound 

the challenges likely intertwined with controlled motivations, thereby contributing to the 

association between controlled motivations and higher barriers to care. 

Given this characterisation, it might be expected that autonomous motivations may be 

associated with generally lower barriers to compassion. Yet, in the current sample, 

autonomous motivations were not related to barriers. To help explain this apparent conflict, 

the unique population that staff advanced care should be recalled. Autonomous motivations 

were relatively high in the study population (Table 4) and most participants reported both 

strong intentions to stay working in advance care and high levels of compassion satisfaction 

(Table 2). Thus, it may be that practitioners primarily choose to work (or stay) in advanced 

care for autonomous reasons (Moreno-Milan et al., 2019; Muckaden & Pandya, 2016). 

Comparatively, other specialisations may have greater variability in motivations underlying 

professional choice and retention (Baschera et al., 2015; Lefevre et al., 2010). Being an 

inherent component of career selection in this special context, it is possible that these 

motivations are not as salient in predicting barriers to care because they do not vary that 

much.  

In sum, core elements in the advanced care context helps to explain the association 

between controlled motivations and higher barriers to compassion. Controlled motivations, 

may be rewarded less readily and contribute to a sense of role conflict in advanced care. In 

turn, these elements may be associated with increased work related challenges and poorer 

work related outcomes. While normatively, less favourable work related outcomes tend to 

predict turnover, given that much of the sample reported long work histories in advanced 

care, it is possible that practitioners felt trapped working in advanced care. Feeling trapped 

may further perpetuate less favourable work related challenges out outcomes. Together 
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heightened challenges that are intertwined with controlled motivations support an association 

with generally higher barriers to compassion.  

7.3.3 The Influence of Perceived (Patient) Responsibility on Compassion  

A final contribution to the understanding of factors that might impact the emergence 

of compassion in advanced care lies in the experimental examination of whether, as has been 

seen elsewhere (Reynolds, et al., 2019), patient responsibility reduces care. Somewhat 

consistent with this possibility, while manipulated patient responsibility overall did not 

reduce care, an interaction between patient responsibility and role showed that greater patient 

responsibility reduced care among nurses (but not medical specialists or HCAs).  

In considering this pattern, it is worth recalling that several prior studies have 

suggested care might be reduced when patients are seen as responsible for suffering. Prior 

work has found diminished patient-practitioner relationships (Olsen, 1997), reduced 

allocation of healthcare resources and provisions (Van Boekel et al., 2013), less patient 

sympathy (Skitka & Tetlock, 1992), and lower prosocial responses (Reynolds et al., 2019) in 

response to patients perceived as responsible for their suffering. Thus, when integrated with 

prior work, a first interpretive possibility of the current findings is that higher perceived 

patient responsibility may reduce compassion in the advanced care setting.  

In theory, perceived responsibility may result in the withdrawal or devaluation of 

patient care through processes of stigmatisation. Theoretically, stigmatisation can result in 

cognitive and behavioural withdrawal from a person with undesirable characteristics or 

behaviours (Link et al., 1997). Consistent with this possibility, studies suggest that highly 

stigmatised conditions are associated with decreased time spent with patients (Hebl et al., 

2003) and reduced provisions of healthcare resources (Verger et al., 2008; Wassenaar et al., 

2007). In addition, stigmatisation may promote a hierarchical approach to the provisions of 

care, in which patients perceived as responsible for their suffering evoke comparatively less 

favourable attitudes and fewer helping provisions (Link et al., 1997; Redpath & Linden, 

2004). Together, processes of stigmatisation may be associated with the withdrawal and 

devaluation of compassionate care in patients seen as responsible for their suffering. 

Conversely, it might also be that that lower perceived responsibility elicits greater 

compassion in nurses. Consistent with this notion, prior research has illustrated that suffering 

from less controllable conditions elicits greater prosocial behaviours, less aggression 
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(Rudolph et al., 2004), greater willingness to help, and empathy (Pullium, 1993; Werner & 

Davidson, 2004). When encountering uncontrollable and tragic diagnoses (such as cancer), 

nurses tend to report high levels of emotional involvement, connection, and personal 

identification with patients and families (Kendall, 2007; Tutelman et al., 2019); as noted 

above, establishing a ‘connection’ with a patient and their family is considered fundamental 

in providing compassionate care at the end of life (Breitbart, 2008; Mok & Chiu, 2004). 

Considered together, it is possible that when patients are seen as less responsible, nurses are 

more readily able to connect with patients and families, thus facilitating higher levels of 

compassion. While the considered possibilities offer important lines of interpretation, they do 

not explain why it was only in the nursing sample that this effect was found.  

It must be remembered that the effect of manipulated patient responsibility was only 

evident in the nursing sample and was absent in both doctors and HCAs. Although the 

absence of an effect for patient responsibility in the HCAs sample may reflect low power, 

there is some prior suggestion that perceptions of responsibility may not be as important in 

the provisions of prosocial care in less qualified medical practitioners (Mackay & 

Barrowclough, 2005; Redpath et al., 2010). For example, it might be that less medically 

literate samples may be unaware of the origins of disease (Scherder & Van Manen, 2005) and 

thus may be less prone to differential treatment based on judgments of responsibility. 

Furthermore, given HCAs roles are centred in psychosocial and day to day care (Table 4), the 

underlying aetiology may not be a point of deliberation or concern for these workers, thus 

impacting the provisions of compassion less. However, while these possibilities might help 

explain why an effect in HCAs was not observed, trained medical specialists (i.e., doctors) 

also failed to show an effect for patient responsibility. 

In considering the reasons for this absence, it is worth initially recalling the fact that 

medical specialists in advanced care differ from practitioners in other areas of medicine in 

important ways. Firstly, compared to generalist care practitioners, medical specialists in 

advanced care generally face higher barriers to entry (Medical Council of New Zealand, n.d; 

The Royal Australasian College of Physicians, n.d). These higher barriers could impose 

stronger selection pressures towards more compassionate individuals that are less prone to 

differential care based on responsibility judgments. In addition, medical specialists in 

advanced care may have greater knowledge of advanced diseases, potentially reducing 

common misconceptions (Swift & Wilson, 2001) or the influence of stigmatisation on 

differential care (Redpath et al., 2010). Finally, the orientation of advanced care that focuses 
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on quality of life (Shalev et al., 2018) may promote a more compassionate focus on the 

human being regardless of the perceived cause of suffering. Together, these possibilities help 

explain why medical specialists did not report less care for the more responsible patients.  

Such an interpretation risks being somewhat incomplete insofar as the same line of 

reasoning could be applied to nurses in advanced care who did show the expected difference. 

Further thought is clearly needed. It may be, for example, that differences in how nurses work 

in this context contribute to the association between greater patient responsibility and reduced 

care. Both the current data and prior work in advanced care suggest that nurses tend to spend 

more time with patients at a higher frequency over longer care duration that medical 

specialists (Table 2) (Wowchuk et al., 2007). It might be that nurses have a greater exposure 

to and awareness of patient behaviours that contribute to suffering because they spend more 

time with them. In turn, this exposure may contribute to unconscious biases and 

stigmatisation that interfere with compassion (Mohammadi et al., 2020).  

While HCAs also spend long durations of time with patients (Table 2), nurses are in a 

unique position where they are both involved in diagnoses and management and day to day 

care (Table 4). Thus, nurses may have a greater awareness of aetiology whilst also holding a 

pronounced responsibility in the day to day management of suffering. The combination and 

relative weight of these multiple demands may contribute to nurses feeling overloaded and 

stressed (Karantzas et al., 2012; Neuraz et al., 2015). In turn, these experiences may facilitate 

conscious or unconscious biases and stigmatisation towards patients perceived as responsible 

for their suffering (Fadus et al., 2020; Redpath et al., 2010). Occupying unique roles in 

advanced care may make nurses more prone to bias and stigmatisation that may undermine 

provisions of compassion. 

In sum, higher perceptions of patient responsibility may lead to lower compassion via 

the withdrawal and devaluation of patients seen as responsible for their suffering. Alternately, 

lower perceptions of patient responsibility may lead to higher compassion via an enhanced 

connection. Considering this association was only evident for nurses it is likely that other 

unknown and unmeasured factors (that may be unique to advanced care) are at play. One 

possibility is that the demanding role of nurses that bridge determining and communicating 

treatment and day to day care could make these workers more prone to unconscious biases 

and stigmatisation that interfere with the provision of compassion. 
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7.4 Section Three: Implications, Limitations and Future Research  

7.4.1 Implications  

The current research has four broad implications. Although it must be taken as 

preliminary, a first contribution is to imply that the barriers to compassion within advanced 

care may be broadly similar between roles. This similarity noted (and despite the small 

number of HCAs recruited for this particular study), there remains some suggestion that 

barriers may differ between roles. Specifically, recalling the generally higher barriers among 

HCAs in the current sample and the theoretical basis for expecting differences, there is a very 

real possibility that the barriers to compassion may be higher in HCAs relative to other 

practitioners. While differences between HCAs and other groups were statistically non-

significant here, power was low, and the possibility that the nature of HCAs work and their 

place in the structures of advanced care lead to greater barriers remains worth considering. 

Future research that continues to document barriers in HCAs is fundamental in guiding 

support and interventions that facilitate the emergence of compassion in this important group 

of practitioners. 

Relatedly, the current study provides some suggestion that advanced care contexts 

may be special in terms of the experience of relatively low patient/family barriers to 

compassion. If this were substantiated in a larger, more representative study, the pattern 

might not be entirely surprising. Specifically, distinct personalities that are better suited to 

deal with common patient/family challenges may gravitate to working in advance care 

(Claxton-Oldfield & Banzen, 2010; Gambles et al., 2003); advanced care seems to be an area 

of work specifically chosen for many in the sample. Finally, specific care structures, 

expectations and training within advanced care (Hui et al., 2013; Larkin, 2015) may 

contribute to the experience of lower patient/family barriers. Taken together, despite often 

caring for complex and demanding patient and family-related needs, the burden of these 

needs does not appear to negatively impact compassion in a serious manner in advanced care. 

Transferable elements from specialist advanced care (such as training and care structures) 

may support the emergence of compassion in generalist services (e.g., hospitals and general 

practice) where caring for patients with life-limiting conditions has been associated with 

poorer worker related outcomes including stress, burnout (Peterson et al., 2010), and distress 

(Zambrano & Barton, 2011). 
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Second, the current findings may suggest that compassion is enhanced (or barriers are 

less salient) when role perceptions are focused on psychosocial versus more mundane 

elements of work. While there is a strong emphasis and expectation for compassion in 

advanced care (Hui et al., 2013; Larkin, 2015), deliberately enhancing the salience of 

psychosocial tasks as central to roles may help facilitate this expectation. In line with the 

transactional approach (Fernando & Consedine, 2014a), a focus on the psychosocial elements 

of work may be facilitated by altering organisational practices or providing institutional 

support, incentives, and training. Conversely, elements that are commonly cited as increasing 

the burden of day to day care, such as inadequate staffing, high patient to practitioner ratios, 

and long working hours (Akansel et al., 2021), should be reviewed. Supporting the possible 

value of organisational interventions, prior research has suggested that reducing workloads, 

improving patient-practitioner ratios and increasing supervision access are effective 

improving satisfaction and reducing distress, and emotional exhaustion (Cortese et al., 2010; 

Schalk et al., 2010). 

Three, the current research suggests that controlled motivations may contribute to the 

experience of barriers to compassion. Previous studies (Findyartini et al., 2020; Gebauer et 

al., 2008; Nesje, 2015) suggest the link between controlled motivations and prosocial 

outcomes may vary. Reviewing the special context of advanced care may explain why in this 

study, controlled motivations were related to higher barriers. Specifically, in advanced care, it 

could be that practitioners with controlled motivations are less readily rewarded and 

experience a sense of role conflict in this setting. Together, these experiences may result in 

less favourable work-related outcomes that, in turn, are associated with generally higher 

barriers.  

If these early links are substantiated in future work, organisational initiatives that 

increase support for motivation fulfilment and broader conversations around what makes a 

‘good’ practitioner may help reduce the barriers to care. A brief example of how these 

initiatives could disrupt an association between controlled motivations and barriers can be 

seen when considering the controlled motivation pay. While pursuing employment in 

healthcare for financial reasons is societally frowned upon (Heyes, 2005; Meagher, 2006), 

people with financial responsibilities (no matter how autonomously motivated) must, if they 

can, take jobs that pay wages that are sufficient to support themselves and their family 

(Nelson & Folbre, 2006). By adequately paying and recognising individuals motivated in this 
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way, poorer work related outcomes typically associated with controlled motivations may be 

mitigated.  

Finally, the current study suggests the common finding of reduced compassion for 

patients seen as more (at least in the case of nurses) endures in advanced care. The possibility 

that patient responsibility results in the withdrawal of care poses a serious challenge in 

advanced care. Appropriate education that reminds and educates nurses around this potential 

bias and differential care based on perceived responsibility may thus help to mitigate 

reductions in care. Aligned with this possibility, prior research has found that educational 

interventions that highlight various forms of bias and stigma are associated with reduced 

stigmatising attitudes (Wiese et al., 1992) and improved empathetic communication 

(Banerjee et al., 2021). 

7.4.2 Limitations and Recommendations for Future Research 

Although the current research offers useful contributions in understanding how 

compassion emerges within advanced care, it is not without its limitations. First, it is possible 

that the language used and the need for online access and a device may have excluded certain 

individuals from engaging with the study. While efforts were made to ensure the study was 

accessible and understandable to a range of practitioners, language and access barriers may 

have been higher for HCAs, who tend to have lower formal education, often do not speak 

English as a first language, and more commonly are from lower socioeconomic backgrounds 

(Jorgensen et al., 2009).  

Given the very serious limits imposed by the low numbers of HCAs in this study, 

future research should consider consulting with HCAs in the creation of surveys so that 

language and format/delivery is not a barrier to engagement. In addition, it may be useful to 

consult with key organisations that employ HCAs (such as age care facilities) to ensure that 

HCAs are included in dissemination. HCAs do not have specific governing bodies in 

Aotearoa and may not have access to the internet or a device; thus, establishing these 

alternate recruitment avenues may be beneficial.  

Second, the current study is limited in its ability to interpret how the advanced care 

context may differ in terms of barriers compared to other specialisations. Given prior 

indication that barriers may differ across roles (Dev et al., 2019), it is possible that across 

specialisations, there are important role-related differences in the experience of barriers to 
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compassion. In the current study, differences between specialisation were compared with 

respect to medical specialists but not for nurses or HCAs. Future work would benefit from 

expanding a focus from medical specialists to include nurses and HCAs. 

A third limitation pertains to measurement issues across different practitioner groups. 

As noted in Chapter 5, reliabilities for the role perception measure were lower amongst 

medical specialists. While reliabilities for psychosocial perceptions (α=.77) and day-to-day 

perceptions (α=.65) were adequate in this group, the reliability of determining and 

communicating treatment was low (α=.31). When practitioners were analysed as a whole, 

perceptions of determining and communicating treatment was not significantly associated 

with barriers to compassion. However, considering that the centrality of these perceptions 

differed between roles (see Table 4), it is possible that assigned role (medical specialist, 

nurse, HCAs) may moderate the relationship between these perceptions and barriers. It is also 

possible that determining and communicating treatment (and other role perceptions) may 

interact with perceived patient responsibility to predict compassion. To explore these 

possibilities, adequate reliability for the “determining and communicating treatment” role 

perceptions is necessary. To achieve this, future work may benefit from focus groups 

amongst medical specialists to further understand how these practitioners see their roles as 

they pertain to determining and communicating treatment.  

Four, due to government restrictions in the context of the COVID 19 pandemic,  

sampling biases may have arisen. Specifically, the study’s reliance on dissemination via DHB 

aligned networks meant that several service and role-related roadblocks were encountered 

due to shifting pressures and protocols. Thus, oversampling may have occurred in hospice 

and palliative services where dissemination barriers were lower than in other advanced care 

contexts. Additionally, oversampling may have occurred in nurses where dissemination 

networks were easier to access. 

Lastly, considering the obligatory nature of compassion, validly measuring related 

prosocial constructs via self-report is inherently challenging. Specifically, the current sample 

may have a) felt pressures to present in a compassionate way or b) may have been primed to 

respond in a compassionate manner – a common limitation noted in compassion research 

(Fernando & Consedine, 2017). Furthermore, self-reported data may be flawed in that it 

measures a participant’s perceptions of a construct rather than their actual behaviour. Thus, 
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how practitioners report compassion in response to a hypothetical vignette may not reflect 

how compassionately they act in real situations (Pauley, 2011). 

7.4.3 Conclusion 

Advanced care is a unique healthcare context, with particular patients, workforce, and 

challenges. Despite advanced care being a special context, little is known about the factors 

that may interfere or facilitate care. In contributing to the understanding of how compassion 

operates within advanced care, a combined cross-sectional and experimental study was 

conducted. Preliminary findings suggest that HCAs may experience higher barriers compared 

to other practitioners. Considering that in advanced care, HCAs have a central role in daily 

patient contact and provisions, further assessing barriers to compassion in this group is an 

important agenda. 

The current thesis further suggests that advanced care may be special in terms of the 

experience of barriers to compassion relative to other specialisations. Namely, advanced care 

may experience lower patient/family-related barriers (at least in the case of medical 

specialists). Whilst differences in barriers were not statistically significant here, trends in the 

current data coupled with prior research and theory support the continued importance of 

exploring this possibility. In assessing this possibility, future research may benefit from 

expanding a focus from medical specialists to include nurses and HCAs. 

In further understanding barriers to compassion in this special context, the current 

research identified several novel predictors to the barriers to care. Namely, a focus on 

psychosocial care as central to role may be associated with lower barriers to compassion 

while a focus on day-to-day tasks may be associated with higher barriers. In addition, the 

current thesis suggests that controlled motivations may be related to higher barriers. The 

importance of role perceptions and motivations to the experience of barriers to compassion is 

an important line of thought and possible intervention to facilitate the emergence of 

compassion. Finally, the current thesis provides further evidence for the importance of 

responsibility judgments to patient care in the advanced care setting. Although it seems clear 

that patients that are normatively seen as more responsible for their suffering may elicit 

reduced care, the conditions under which this effect is more or less strongly evident remain 

an area for future study.   



DISCUSSION 

 

92 

Compassionate care is a fundamental part of effective healthcare, and is associated 

with benefits for patients and practitioners alike. Oriented in unique ways to support 

vulnerable patients and their families experiencing broad and often complex needs, 

compassion may be particularly important in advanced care. In this context, the scientific 

study of compassion is vital in understanding when and how compassion emerges. Moreover, 

it provides insights into understanding how to facilitate the emergence and sustainable 

presence of compassion within advanced care. 



REFERENCES 

 

93 

References 

Abel, J., & Kellehear, A. (2016). Palliative Care Reimagined: A Needed Shift. BMJ 

Supportive & Palliative Care, 6(1), 21-26. https://doi.org/10.1136/bmjspcare-2015-

001009  

Afzal, A., Stolee, P., Heckman, G. A., Boscart, V. M., & Sanyal, C. (2018). The Role of 

Unregulated Care Providers in Canada-a Scoping Review. International Journal of 

Older People Nursing, 13(3), e12190. https://doi.org/10.1111/opn.12190  

Ahrweiler, F., Neumann, M., Goldblatt, H., Hahn, E. G., & Scheffer, C. (2014). Determinants 

of Physician Empathy During Medical Education: Hypothetical Conclusions from an 

Exploratory Qualitative Survey of Practicing Physicians. BMC Medical Education, 

14(1), 1-12. https://doi.org/10.1186/1472-6920-14-122  

Akansel, N., Watson, R., Vatansever, N., & Özdemir, A. (2021). Nurses’ Perceptions of 

Caring Activities in Nursing. Nursing Open, 8(1), 506-516. 

https://doi.org/10.1002/nop2.653  

Alharbi, J., Jackson, D., & Usher, K. (2019). Compassion Fatigue in Critical Care Nurses: An 

Integrative Review of the Literature. Saudi Medical Journal, 40(11), 1087. 

https://doi.org/10.15537/smj.2019.11.24569  

Allsop, M. J., Ziegler, L. E., Mulvey, M. R., Russell, S., Taylor, R., & Bennett, M. I. (2018). 

Duration and Determinants of Hospice-Based Specialist Palliative Care: A National 

Retrospective Cohort Study. Palliative Medicine, 32(8), 1322-1333. 

https://doi.org/10.1177/0269216318781417  

American Medical Association. (2001). American Code of Medical Ethics. www.ama-

assn.org/sites/ama-assn.org/files/corp/media-browser/principles-of-medical-ethics.pdf 

Anderson, P. F., Wescom, E., & Carlos, R. C. (2016). Difficult Doctors, Difficult Patients: 

Building Empathy. Journal of the American College of Radiology, 13(12), 1590-1598. 

https://doi.org/10.1016/j.jacr.2016.09.015  

Arohanui Hospice. (2019). Job Description Healthcare Assistant. 

www.arohanuihospice.org.nz/wp-content/uploads/2019/07/JD-Health-Care-Assistant-

June-2019.pdf 

Aronsson, G., & Göransson, S. (1999). Permanent Employment but Not in a Preferred 

Occupation: Psychological and Medical Aspects, Research Implications. Journal of 

https://doi.org/10.1136/bmjspcare-2015-001009
https://doi.org/10.1136/bmjspcare-2015-001009
https://doi.org/10.1111/opn.12190
https://doi.org/10.1186/1472-6920-14-122
https://doi.org/10.1002/nop2.653
https://doi.org/10.15537/smj.2019.11.24569
https://doi.org/10.1177/0269216318781417
/Users/user/Desktop/Thesis%202021/Chapters/Thesis%20final/www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/principles-of-medical-ethics.pdf
/Users/user/Desktop/Thesis%202021/Chapters/Thesis%20final/www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/principles-of-medical-ethics.pdf
https://doi.org/10.1016/j.jacr.2016.09.015
/Users/user/Desktop/Thesis%202021/Chapters/Thesis%20final/www.arohanuihospice.org.nz/wp-content/uploads/2019/07/JD-Health-Care-Assistant-June-2019.pdf
/Users/user/Desktop/Thesis%202021/Chapters/Thesis%20final/www.arohanuihospice.org.nz/wp-content/uploads/2019/07/JD-Health-Care-Assistant-June-2019.pdf


REFERENCES 

 

94 

Occupational Health Psychology, 4(2), 152. https://doi.org/10.1037%2F1076-

8998.4.2.152  

Aronsson, G., Gustafsson, K., & Dallner, M. (2000). Sick but yet at Work. An Empirical 

Study of Sickness Presenteeism. Journal of Epidemiology and Community Health, 

54(7), 502-509. https://doi.org/https://jech.bmj.com/content/jech/54/7/502.full.pdf  

Atkins, P. W., & Parker, S. K. (2012). Understanding Individual Compassion in 

Organisations: The Role of Appraisals and Psychological Flexibility. Academy of 

Management Review, 37(4), 524-546. https://doi.org/10.5465/AMR.2010.0490  

Bach, S., Kessler, I., & Heron, P. (2012). Nursing a Grievance? The Role of Healthcare 

Assistants in a Modernized National Health Service. Gender, Work & Organisation, 

19(2), 205-224.  

Baguley, S. I., Dev, V., Fernando, A. T., & Consedine, N. S. (2020). How Do Health 

Professionals Maintain Compassion over Time? Insights from a Study of Compassion 

in Health. Frontiers in Psychology, 11, 3327. 

https://doi.org/10.3389/fpsyg.2020.564554  

Bailey, S., Scales, K., Lloyd, J., Schneider, J., & Jones, R. (2015). The Emotional Labour of 

Health-Care Assistants in Inpatient Dementia Care. Ageing & Society, 35(2), 246-269. 

https://doi.org/10.1017/S0144686X13000573  

Baldwin, J. N., Garrett, N., Larmer, P. J., Murray, C., Evans, R., Buchan, R., & Neville, S. 

(2019). Primary Care Doctor and Nurse Utilisation Rates for Billed Consultations 

across the Comprehensive Care Primary Health Organisation. Primary Care, 

132(1498). https://journal.nzma.org.nz/journal-articles/primary-care-doctor-and-

nurse-utilisation-rates-for-billed-consultations-across-the-comprehensive-care-

primary-health-organisation  

Ballard, R. (1992). Short Forms of the Marlowe-Crowne Social Desirability Scale. 

Psychological Reports, 71(3_suppl), 1155-1160. 

https://doi.org/10.2466/pr0.1992.71.3f.1155  

Balmer, D., Frey, R., Gott, M., Collier, A., & Boyd, M. (2020). A Place to Live and to Die: A 

Qualitative Exploration of the Social Practices and Rituals of Death in Residential 

Aged Care. OMEGA-Journal of Death and Dying, 0030222820935217. 

https://doi.org/10.1177/0030222820935217  

Banerjee, S. C., Haque, N., Bylund, C. L., Shen, M. J., Rigney, M., Hamann, H. A., Parker, 

P. A., & Ostroff, J. S. (2021). Responding Empathically to Patients: A 

Communication Skills Training Module to Reduce Lung Cancer Stigma. 

https://doi.org/10.1037%2F1076-8998.4.2.152
https://doi.org/10.1037%2F1076-8998.4.2.152
https://doi.org/https:/jech.bmj.com/content/jech/54/7/502.full.pdf
https://doi.org/10.5465/AMR.2010.0490
https://doi.org/10.3389/fpsyg.2020.564554
https://doi.org/10.1017/S0144686X13000573
https://journal.nzma.org.nz/journal-articles/primary-care-doctor-and-nurse-utilisation-rates-for-billed-consultations-across-the-comprehensive-care-primary-health-organisation
https://journal.nzma.org.nz/journal-articles/primary-care-doctor-and-nurse-utilisation-rates-for-billed-consultations-across-the-comprehensive-care-primary-health-organisation
https://journal.nzma.org.nz/journal-articles/primary-care-doctor-and-nurse-utilisation-rates-for-billed-consultations-across-the-comprehensive-care-primary-health-organisation
https://doi.org/10.2466/pr0.1992.71.3f.1155
https://doi.org/10.1177/0030222820935217


REFERENCES 

 

95 

Translational Behavioral Medicine, 11(2), 613-618. 

https://doi.org/https://doi.org/10.1093/tbm/ibaa011  

Barger, S. D. (2002). The Marlowe-Crowne Affair: Short Forms, Psychometric Structure, and 

Social Desirability. Journal of Personality Assessment, 79(2), 286-305. 

https://doi.org/10.1207/S15327752JPA7902_11  

Barnard, A., Hollingum, C., & Hartfiel, B. (2006). Going on a Journey: Understanding 

Palliative Care Nursing. International Journal of Palliative Nursing, 12(1), 6-12. 

https://doi.org/10.12968/ijpn.2006.12.1.20389  

Baschera, D., O’Donnell Taylor, E., Masilonyane-Jones, T., Isenegger, P., & Zellweger, R. 

(2015). Are Medical Students Who Want to Become Surgeons Different? An 

International Cross-Sectional Study. World Journal of Surgery, 39(12), 2908-2918. 

https://doi.org/10.1007/s00268-015-3195-1  

Bateman, L. B., White, M. L., Tofil, N. M., Clair, J. M., & Needham, B. L. (2017). A 

Qualitative Examination of Physician Gender and Parental Status in Pediatric End-of-

Life Communication. Health Communication, 32(7), 903-909. 

https://doi.org/10.1080/10410236.2016.1196412  

Batley, N. J., Nasreddine, Z., Chami, A., Zebian, D., Bachir, R., & Abbas, H. A. (2016). 

Cynicism and Other Attitudes Towards Patients in an Emergency Department in a 

Middle Eastern Tertiary Care Center. BMC Medical Education, 16(1), 1-9. 

https://doi.org/10.1186/s12909-016-0539-y  

Batson, C. D., O'Quin, K., Fultz, J., Vanderplas, M., & Isen, A. M. (1983). Influence of Self-

Reported Distress and Empathy on Egoistic Versus Altruistic Motivation to Help. 

Journal of Personality and Social Psychology, 45(3), 706. 

https://doi.org/10.1037/0022-3514.45.3.706  

Bayne, H., Neukrug, E., Hays, D., & Britton, B. (2013). A Comprehensive Model for 

Optimizing Empathy in Person-Centered Care. Patient Education and Counseling, 

93(2), 209-215. https://doi.org/10.1016/j.pec.2013.05.016  

Beauregard, M., Courtemanche, J., Paquette, V., & St-Pierre, É. L. (2009). The Neural Basis 

of Unconditional Love. Psychiatry Research: Neuroimaging, 172(2), 93-98. 

https://doi.org/10.1016/j.pscychresns.2008.11.003  

Bennett, M. I., Ziegler, L., Allsop, M., Daniel, S., & Hurlow, A. (2016). What Determines 

Duration of Palliative Care before Death for Patients with Advanced Disease? A 

Retrospective Cohort Study of Community and Hospital Palliative Care Provision in a 

https://doi.org/https:/doi.org/10.1093/tbm/ibaa011
https://doi.org/10.1207/S15327752JPA7902_11
https://doi.org/10.12968/ijpn.2006.12.1.20389
https://doi.org/10.1007/s00268-015-3195-1
https://doi.org/10.1080/10410236.2016.1196412
https://doi.org/10.1186/s12909-016-0539-y
https://doi.org/10.1037/0022-3514.45.3.706
https://doi.org/10.1016/j.pec.2013.05.016
https://doi.org/10.1016/j.pscychresns.2008.11.003


REFERENCES 

 

96 

Large Uk City. BMJ Open, 6(12), e012576. https://doi.org/10.1136/bmjopen-2016-

012576  

Berger, J., Polivka, B., Smoot, E. A., & Owens, H. (2015). Compassion Fatigue in Pediatric 

Nurses. Journal of Pediatric Nursing, 30(6), e11-e17. 

https://doi.org/10.1016/j.pedn.2015.02.005  

Borzaga, C., & Tortia, E. (2006). Worker Motivations, Job Satisfaction, and Loyalty in 

Public and Nonprofit Social Services. Nonprofit and Voluntary Sector Quarterly, 

35(2), 225-248. https://doi.org/10.1177/0899764006287207  

Boulding, W., Glickman, S. W., Manary, M. P., Schulman, K. A., & Staelin, R. (2011). 

Relationship between Patient Satisfaction with Inpatient Care and Hospital 

Readmission within 30 Days. The American Journal of Managed Care, 17(1), 41-48. 

https://europepmc.org/article/med/21348567  

Brant, J. M., Fink, R. M., Thompson, C., Li, Y. H., Rassouli, M., Majima, T., Osuka, T., 

Gafer, N., Ayden, A., & Khader, K. (2019). Global Survey of the Roles, Satisfaction, 

and Barriers of Home Health Care Nurses on the Provision of Palliative Care. Journal 

of Palliative Medicine, 22(8), 945-960. https://doi.org/10.1089/jpm.2018.0566  

Breitbart, W. (2008). Thoughts on the Goals of Psychosocial Palliative Care. Palliative & 

Supportive Care, 6(3), 211-212. https://doi.org/10.1017/S1478951508000345  

Broad, J. B., Ashton, T., Gott, M., McLeod, H., Davis, P. B., & Connolly, M. J. (2015). 

Likelihood of Residential Aged Care Use in Later Life: A Simple Approach to 

Estimation with International Comparison. Australian and New Zealand Journal of 

Public Health, 39(4), 374-379. https://doi.org/10.1111/1753-6405.12374  

Broad, J. B., Gott, M., Kim, H., Boyd, M., Chen, H., & Connolly, M. J. (2013). Where Do 

People Die? An International Comparison of the Percentage of Deaths Occurring in 

Hospital and Residential Aged Care Settings in 45 Populations, Using Published and 

Available Statistics. International Journal of Public Health, 58(2), 257-267. 

https://doi.org/10.1007/s00038-012-0394-5  

Broad, J. B., Lumley, T., Ashton, T., Davis, P. B., Boyd, M., & Connolly, M. J. (2017). 

Transitions to and from Long‐Term Care Facilities and Length of Completed Stay: 

Reuse of Population‐Based Survey Data. Australasian Journal on Ageing, 36(2), 

E1-E7. https://doi.org/10.1111/ajag.12378  

https://doi.org/10.1136/bmjopen-2016-012576
https://doi.org/10.1136/bmjopen-2016-012576
https://doi.org/10.1016/j.pedn.2015.02.005
https://doi.org/10.1177/0899764006287207
https://europepmc.org/article/med/21348567
https://doi.org/10.1089/jpm.2018.0566
https://doi.org/10.1017/S1478951508000345
https://doi.org/10.1111/1753-6405.12374
https://doi.org/10.1007/s00038-012-0394-5
https://doi.org/10.1111/ajag.12378


REFERENCES 

 

97 

Brook, S., & Crouch, R. (2004). Doctors and Nurses in Emergency Care: Where Are the 

Boundaries Now? Trauma, 6(3), 211-216. 

https://doi.org/10.1191/1460408604ta316oa  

Brown, I. (2006). Nurses’ Attitudes Towards Adult Patients Who Are Obese: Literature 

Review. Journal of Advanced Nursing, 53(2), 221-232. 

https://doi.org/10.1111/j.1365-2648.2006.03718.x  

Brunier, G., & Graydon, J. (1996). A Comparison of Two Methods of Measuring Fatigue in 

Patients on Chronic Haemodialysis: Visual Analogue Vs Likert Scale. International 

Journal of Nursing Studies, 33(3), 338-348. https://doi.org/10.1016/0020-

7489(95)00065-8  

Burrow, M. R. N. C. N. L. M. S., Gilmour, J. R. N. P., & Cook, C. R. N. P. (2017). 

Healthcare Assistants and Aged Residential Care: A Challenging Policy and 

Contractual Environment [Ngā kaiāwhina hauora me te manaaki kaumātua i ngā 

whare kaumātua: He horopaki uaua i te taha kaupapa-here me te taha kirimana]. 

Nursing Praxis in New Zealand, 33(2), 7-19. 

https://doi.org/https://www.proquest.com/docview/1957104889?pq-

origsite=gscholar&fromopenview=true  

Cacioppo, J. T., Cacioppo, S., Capitanio, J. P., & Cole, S. W. (2015). The 

Neuroendocrinology of Social Isolation. Annual Review of Psychology, 66, 733-767. 

https://doi.org/10.1146/annurev-psych-010814-015240  

Chan, E. A., Wong, F., Cheung, M. Y., & Lam, W. (2018). Patients' Perceptions of Their 

Experiences with Nurse-Patient Communication in Oncology Settings: A Focused 

Ethnographic Study. PloS One, 13(6), e0199183. 

https://doi.org/10.1371/journal.pone.0199183  

Chan, W. C. H., Fong, A., Wong, K. L. Y., Tse, D. M. W., Lau, K. S., & Chan, L. N. (2016). 

Impact of Death Work on Self: Existential and Emotional Challenges and Coping of 

Palliative Care Professionals. Health and Social Work, 41(1), 33-41. 

https://doi.org/10.1093/hsw/hlv077  

Chang, W.-Z. D., & Bourgeois, M. S. (2020). Effects of Visual Aids for End-of-Life Care on 

Decisional Capacity of People with Dementia. American Journal of Speech-Language 

Pathology, 29(1), 185-200. https://doi.org/10.1044/2019_AJSLP-19-0028  

Cheraghi, M. A., Esmaeili, M., & Salsali, M. (2017). Seeking Humanizing Care in Patient-

Centered Care Process. Holistic Nursing Practice, 31(6), 359-368. 

https://doi.org/10.1097/HNP.0000000000000233  

https://doi.org/10.1191/1460408604ta316oa
https://doi.org/10.1111/j.1365-2648.2006.03718.x
https://doi.org/10.1016/0020-7489(95)00065-8
https://doi.org/10.1016/0020-7489(95)00065-8
https://doi.org/https:/www.proquest.com/docview/1957104889?pq-origsite=gscholar&fromopenview=true
https://doi.org/https:/www.proquest.com/docview/1957104889?pq-origsite=gscholar&fromopenview=true
https://doi.org/10.1146/annurev-psych-010814-015240
https://doi.org/10.1371/journal.pone.0199183
https://doi.org/10.1093/hsw/hlv077
https://doi.org/10.1044/2019_AJSLP-19-0028
https://doi.org/10.1097/HNP.0000000000000233


REFERENCES 

 

98 

Cherlin, E., Schulman-Green, D., McCorkle, R., Johnson-Hurzeler, R., & Bradley, E. (2004). 

Family Perceptions of Clinicians’ Outstanding Practices in End-of-Life Care. Journal 

of Palliative Care, 20(2), 113-116. https://doi.org/10.1177/082585970402000208  

Cherry, B., Ashcraft, A., & Owen, D. (2007). Perceptions of Job Satisfaction and the 

Regulatory Environment among Nurse Aides and Charge Nurses in Long-Term Care. 

Geriatric Nursing, 28(3), 183-192. https://doi.org/10.1016/j.gerinurse.2007.01.015  

Chou, C. M., Kellom, K., & Shea, J. A. (2014). Attitudes and Habits of Highly Humanistic 

Physicians. Academic Medicine, 89(9), 1252-1258. 

https://doi.org/10.1097/ACM.0000000000000405  

Claxton-Oldfield, S., & Banzen, Y. (2010). Personality Characteristics of Hospice Palliative 

Care Volunteers: The ‘‘Big Five’’and Empathy. American Journal of Hospice and 

Palliative Medicine®, 27(6), 407-412. https://doi.org/10.1177/1049909110364017  

Claxton-Oldfield, S., Jefferies, J., Fawcett, C., Wasylkiw, L., & Claxton-Oldfield, J. (2004). 

Palliative Care Volunteers: Why Do They Do It? Journal of Palliative Care, 20(2), 

78-84. https://doi.org/10.1177/082585970402000203  

Cobb, M., Dowrick, C., & Lloyd-Williams, M. (2012). What Can We Learn About the 

Spiritual Needs of Palliative Care Patients from the Research Literature? Journal of 

Pain and Symptom Management, 43(6), 1105-1119. 

https://doi.org/10.1016/j.jpainsymman.2011.06.017  

Cohen, J. (1992). A Power Primer. Psychological Bulletin, 112(1), 155. 

https://doi.org/10.1037/0033-2909.112.1.155  

Cortese, C. G., Colombo, L., & Ghislieri, C. (2010). Determinants of Nurses’ Job 

Satisfaction: The Role of Work–Family Conflict, Job Demand, Emotional Charge and 

Social Support. Journal of Nursing Management, 18(1), 35-43. 

https://doi.org/10.1016/j.colegn.2012.07.001  

Courtens, A., Stevens, F., Crebolder, H., & Philipsen, H. (1996). Longitudinal Study on 

Quality of Life and Social Support in Cancer Patients. Cancer Nursing, 19(3), 162-

169.  

Cramer, J., Rosenheck, R., Kirk, G., Krol, W., Krystal, J., & 425, V. N. S. G. (2003). 

Medication Compliance Feedback and Monitoring in a Clinical Trial: Predictors and 

Outcomes. Value in Health, 6(5), 566-573. https://doi.org/10.1046/j.1524-

4733.2003.65269.x  

https://doi.org/10.1177/082585970402000208
https://doi.org/10.1016/j.gerinurse.2007.01.015
https://doi.org/10.1097/ACM.0000000000000405
https://doi.org/10.1177/1049909110364017
https://doi.org/10.1177/082585970402000203
https://doi.org/10.1016/j.jpainsymman.2011.06.017
https://doi.org/10.1037/0033-2909.112.1.155
https://doi.org/10.1016/j.colegn.2012.07.001
https://doi.org/10.1046/j.1524-4733.2003.65269.x
https://doi.org/10.1046/j.1524-4733.2003.65269.x


REFERENCES 

 

99 

Crowne, D. P., & Marlowe, D. (1960). A New Scale of Social Desirability Independent of 

Psychopathology. Journal of Consulting Psychology, 24(4), 349. 

https://doi.org/10.1037/h0047358  

Dagnan, D. (2012). Carers’ Responses to Challenging Behaviour: A Comparison of 

Responses to Named and Unnamed Vignettes. Journal of Applied Research in 

Intellectual Disabilities, 25(1), 88-94. https://doi.org/10.1111/j.1468-

3148.2011.00649.x  

Daiski, I. (2004). Changing Nurses' Dis-Empowering Relationship Patterns. Journal of 

Advanced Nursing, 48(1), 43-50. https://doi.org/10.1111/j.1365-2648.2004.03167.x  

De Cooman, R., De Gieter, S., Pepermans, R., Du Bois, C., Caers, R., & Jegers, M. (2008). 

Freshmen in Nursing: Job Motives and Work Values of a New Generation. Journal of 

Nursing Management, 16(1), 56-64. https://doi.org/10.1111/j.1365-2934.2007.00800  

Deci, E. L., & Ryan, R. M. (1985). Conceptualizations of Intrinsic Motivation and Self-

Determination. In Intrinsic Motivation and Self-Determination in Human Behavior 

(pp. 11-40). Springer. https://doi.org/10.1007/978-1-4899-2271-7_2  

Del Canale, S., Louis, D. Z., Maio, V., Wang, X., Rossi, G., Hojat, M., & Gonnella, J. S. 

(2012). The Relationship between Physician Empathy and Disease Complications: An 

Empirical Study of Primary Care Physicians and Their Diabetic Patients in Parma, 

Italy. Academic Medicine, 87(9), 1243-1249. 

https://doi.org/10.1097/ACM.0b013e3182628fbf  

DeLoach, R. (2003). Job Satisfaction among Hospice Interdisciplinary Team Members. 

American Journal of Hospice and Palliative Medicine, 20(6), 434-440. 

https://doi.org/10.1177/104990910302000605  

Dev, V., Fernando III, A. T., Kirby, J. N., & Consedine, N. S. (2019). Variation in the 

Barriers to Compassion across Healthcare Training and Disciplines: A Cross-

Sectional Study of Doctors, Nurses, and Medical Students. International Journal of 

Nursing Studies, 90, 1-10. https://doi.org/10.1016/j.ijnurstu.2018.09.015  

Dev, V., Fernando III, A. T., Lim, A. G., & Consedine, N. S. (2018). Does Self-Compassion 

Mitigate the Relationship between Burnout and Barriers to Compassion? A Cross-

Sectional Quantitative Study of 799 Nurses. International Journal of Nursing Studies, 

81, 81-88. https://doi.org/10.1016/j.ijnurstu.2018.02.003  

Devlin, M., & McIlfatrick, S. (2010). Providing Palliative and End-of-Life Care in the 

Community: The Role of the Home-Care Worker. International Journal of Palliative 

Nursing, 16(4), 195-203. https://doi.org/10.12968/ijpn.2010.16.4.47786  

https://doi.org/10.1037/h0047358
https://doi.org/10.1111/j.1468-3148.2011.00649.x
https://doi.org/10.1111/j.1468-3148.2011.00649.x
https://doi.org/10.1111/j.1365-2648.2004.03167.x
https://doi.org/10.1111/j.1365-2934.2007.00800
https://doi.org/10.1007/978-1-4899-2271-7_2
https://doi.org/10.1097/ACM.0b013e3182628fbf
https://doi.org/10.1177/104990910302000605
https://doi.org/10.1016/j.ijnurstu.2018.09.015
https://doi.org/10.1016/j.ijnurstu.2018.02.003
https://doi.org/10.12968/ijpn.2010.16.4.47786


REFERENCES 

 

100 

Diefendorff, J. M., Brown, D. J., Kamin, A. M., & Lord, R. G. (2002). Examining the Roles 

of Job Involvement and Work Centrality in Predicting Organisational Citizenship 

Behaviors and Job Performance. Journal of Organisational Behavior, 23(1), 93-108. 

https://doi.org/10.1002/job.123  

Digby, R., Lee, S., & Williams, A. (2017). The Experience of People with Dementia and 

Nurses in Hospital: An Integrative Review. Journal of Clinical Nursing, 26(9-10), 

1152-1171. https://doi.org/10.1111/jocn.13429  

Dill, J., Erickson, R. J., & Diefendorff, J. M. (2016). Motivation in Caring Labor: 

Implications for the Well-Being and Employment Outcomes of Nurses. Social 

Science and Medicine, 167, 99-106. https://doi.org/10.1016/j.socscimed.2016.07.028  

Ditillo, B. A. (2002). The Emergence of Palliative Care: A New Specialised Field of 

Medicine Requiring an Interdisciplinary Approach. Critical Care Nursing Clinics, 

14(2), 127-132. https://doi.org/10.1016/S0899-5885(01)00002-8  

Dyer, S. M., Gnanamanickam, E. S., Liu, E., Whitehead, C., & Crotty, M. (2018). Diagnosis 

of Dementia in Residential Aged Care Settings in Australia: An Opportunity for 

Improvements in Quality of Care? Australasian Journal on Ageing, 37(4), E155-

E158. https://doi.org/10.1111/ajag.12580  

Dyrbye, L. N., West, C. P., Johnson, P. O., Cipriano, P. F., Beatty, D. E., Peterson, C., 

Major-Elechi, B., & Shanafelt, T. (2019). Burnout and Satisfaction with Work–Life 

Integration among Nurses. Journal of Occupational and Environmental Medicine, 

61(8), 689-698. https://doi.org/10.1097/JOM.0000000000001637  

Edvardsson, D., Fetherstonhaugh, D., McAuliffe, L., Nay, R., & Chenco, C. (2011). Job 

Satisfaction Amongst Aged Care Staff: Exploring the Influence of Person-Centered 

Care Provision. International Psychogeriatrics, 23(8), 1205. 

https://doi.org/10.1017/S1041610211000159  

Emilia, I., Gómez-Urquiza, J. L., Cañadas, G. R., Albendín-García, L., Ortega-Campos, E., & 

Cañadas-De la Fuente, G. A. (2017). Burnout and Its Relationship with Personality 

Factors in Oncology Nurses. European Journal of Oncology Nursing, 30, 91-96. 

https://doi.org/10.1016/j.ejon.2017.08.004  

Estabrooks, C. A., Squires, J. E., Carleton, H. L., Cummings, G. G., & Norton, P. G. (2015). 

Who Is Looking after Mom and Dad? Unregulated Workers in Canadian Long-Term 

Care Homes. Canadian Journal on Aging/La Revue Canadienne du Vieillissement, 

34(1), 47-59. https://doi.org/10.1017/S0714980814000506  

https://doi.org/10.1002/job.123
https://doi.org/10.1111/jocn.13429
https://doi.org/10.1016/j.socscimed.2016.07.028
https://doi.org/10.1016/S0899-5885(01)00002-8
https://doi.org/10.1111/ajag.12580
https://doi.org/10.1097/JOM.0000000000001637
https://doi.org/10.1017/S1041610211000159
https://doi.org/10.1016/j.ejon.2017.08.004
https://doi.org/10.1017/S0714980814000506


REFERENCES 

 

101 

Fadus, M. C., Ginsburg, K. R., Sobowale, K., Halliday-Boykins, C. A., Bryant, B. E., Gray, 

K. M., & Squeglia, L. M. (2020). Unconscious Bias and the Diagnosis of Disruptive 

Behavior Disorders and Adhd in African American and Hispanic Youth. Academic 

Psychiatry, 44(1), 95-102. https://doi.org/10.1007/s40596-019-01127-6  

Fan, S.-Y., Lin, I.-M., Hsieh, J.-G., & Chang, C.-J. (2017). Psychosocial Care Provided by 

Physicians and Nurses in Palliative Care: A Mixed Methods Study. Journal of Pain 

and Symptom Management, 53(2), 216-223. 

https://doi.org/10.1016/j.jpainsymman.2016.08.019  

Faul, F., Erdfelder, E., Lang, A.-G., & Buchner, A. (2007). G* Power 3: A Flexible Statistical 

Power Analysis Program for the Social, Behavioral, and Biomedical Sciences. 

Behavior Research Methods, 39(2), 175-191. https://doi.org/10.3758/BF03193146  

Fee, A., Muldrew, D., Slater, P., Payne, S., McIlfatrick, S., McConnell, T., Finlay, D.-A., & 

Hasson, F. (2020). The Roles, Responsibilities and Practices of Healthcare Assistants 

in out-of-Hours Community Palliative Care: A Systematic Scoping Review. Palliative 

Medicine, 34(8), 976-988. https://doi.org/10.1177/0269216320929559  

Fernández‐Sola, C., Granero‐Molina, J., Díaz‐Cortés, M. d. M., Jiménez‐López, F. R., 

Roman‐López, P., Saez‐Molina, E., Aranda‐Torres, C. J., Muñoz‐Terrón, J. M., 

García‐Caro, M. P., & Hernández‐Padilla, J. M. (2018). Characterization, 

Conservation and Loss of Dignity at the End‐of‐Life in the Emergency 

Department. A Qualitative Protocol. Journal of Advanced Nursing, 74(6), 1392-1401. 

https://doi.org/10.1111/jan.13536  

Fernando, A. T., & Consedine, N. S. (2014a). Beyond Compassion Fatigue: The 

Transactional Model of Physician Compassion. Journal of Pain and Symptom 

Management, 48(2), 289-298. https://doi.org/10.1016/j.jpainsymman.2013.09.014  

Fernando, A. T., & Consedine, N. S. (2014b). Development and Initial Psychometric 

Properties of the Barriers to Physician Compassion Questionnaire. Postgraduate 

Medical Journal, 90(1065), 388-395. https://doi.org/10.1136/postgradmedj-2013-

132127  

Fernando, A. T., & Consedine, N. S. (2017). Barriers to Medical Compassion as a Function 

of Experience and Specialisation: Psychiatry, Pediatrics, Internal Medicine, Surgery, 

and General Practice. Journal of Pain and Symptom Management, 53(6), 979-987. 

https://doi.org/10.1016/j.jpainsymman.2016.12.324  

https://doi.org/10.1007/s40596-019-01127-6
https://doi.org/10.1016/j.jpainsymman.2016.08.019
https://doi.org/10.3758/BF03193146
https://doi.org/10.1177/0269216320929559
https://doi.org/10.1111/jan.13536
https://doi.org/10.1016/j.jpainsymman.2013.09.014
https://doi.org/10.1136/postgradmedj-2013-132127
https://doi.org/10.1136/postgradmedj-2013-132127
https://doi.org/10.1016/j.jpainsymman.2016.12.324


REFERENCES 

 

102 

Fernando, A. T., Skinner, K., & Consedine, N. S. (2017). Increasing Compassion in Medical 

Decision-Making: Can a Brief Mindfulness Intervention Help? Mindfulness, 8(2), 

276-285. https://doi.org/10.1007/s12671-016-0598-5  

Ferrell, B., Connor, S. R., Cordes, A., Dahlin, C. M., Fine, P. G., Hutton, N., Leenay, M., 

Lentz, J., Person, J. L., & Meier, D. E. (2007). The National Agenda for Quality 

Palliative Care: The National Consensus Project and the National Quality Forum. 

Journal of Pain and Symptom Management, 33(6), 737-744. 

https://doi.org/10.1016/j.jpainsymman.2007.02.024  

Fewster-Thuente, L., & Velsor-Friedrich, B. (2008). Interdisciplinary Collaboration for 

Healthcare Professionals. Nursing Administration Quarterly, 32(1), 40-48. 

https://doi.org/10.1097/01.NAQ.0000305946.31193.61  

Findyartini, A., Felaza, E., Setyorini, D., & Mustika, R. (2020). Relationship between 

Empathy and Motivation in Undergraduate Medical Students. GMS Journal for 

Medical Education, 37(4). https://doi.org/10.3205/zma001336  

Fitzpatrick, P. G. (2002). Turnover of Certified Nursing Assistants: A Major Problem for 

Long-Term Care Facilities. Hospital Topics, 80(2), 21-25. 

https://doi.org/10.1080/00185860209597991  

Fitzsimons, D., Mullan, D., Wilson, J., Conway, B., Corcoran, B., Dempster, M., Gamble, J., 

Stewart, C., Rafferty, S., & McMahon, M. (2007). The Challenge of Patients' Unmet 

Palliative Care Needs in the Final Stages of Chronic Illness. Palliative Medicine, 

21(4), 313-322. https://doi.org/10.1177/0269216307077711  

Fogarty, L. A., Curbow, B. A., Wingard, J. R., McDonnell, K., & Somerfield, M. R. (1999). 

Can 40 Seconds of Compassion Reduce Patient Anxiety? Journal of Clinical 

Oncology, 17(1), 371-371. https://doi.org/10.1.1.1077.2715&rep=rep1&type=pdf  

Frank, R. H. (1988). Passions within Reason: The Strategic Role of the Emotions. WW 

Norton & Co. https://doi.org/10.2307/2233985  

Frey, R., Boyd, M., Foster, S., Robinson, J., & Gott, M. (2016). Necessary but Not yet 

Sufficient: A Survey of Aged Residential Care Staff Perceptions of Palliative Care 

Communication, Education and Delivery. BMJ Supportive & Palliative Care, 6(4), 

465-473. https://doi.org/10.1136/bmjspcare-2015-000943  

Fry, M., MacGregor, C., Ruperto, K., Jarrett, K., Wheeler, J., Fong, J., & Fetchet, W. (2013). 

Nursing Praxis, Compassionate Caring and Interpersonal Relations: An Observational 

Study. Australasian Emergency Nursing Journal, 16(2), 37-44. 

https://doi.org/10.1016/j.aenj.2013.02.003  

https://doi.org/10.1007/s12671-016-0598-5
https://doi.org/10.1016/j.jpainsymman.2007.02.024
https://doi.org/10.1097/01.NAQ.0000305946.31193.61
https://doi.org/10.3205/zma001336
https://doi.org/10.1080/00185860209597991
https://doi.org/10.1177/0269216307077711
https://doi.org/10.1.1.1077.2715&rep=rep1&type=pdf
https://doi.org/10.2307/2233985
https://doi.org/10.1136/bmjspcare-2015-000943
https://doi.org/10.1016/j.aenj.2013.02.003


REFERENCES 

 

103 

Fryer, S., Bellamy, G., Morgan, T., & Gott, M. (2016). “Sometimes I’ve Gone Home Feeling 

That My Voice Hasn’t Been Heard”: A Focus Group Study Exploring the Views and 

Experiences of Health Care Assistants When Caring for Dying Residents. BMC 

Palliative Care, 15(1), 1-9. https://doi.org/10.1186/s12904-016-0150-3  

Funk, L. M., Peters, S., & Roger, K. S. (2017). The Emotional Labor of Personal Grief in 

Palliative Care: Balancing Caring and Professional Identities. Qualitative Health 

Research, 27(14), 2211-2221. https://doi.org/10.1177/1049732317729139  

Gagné, M., & Deci, E. L. (2005). Self‐Determination Theory and Work Motivation. Journal 

of Organisational Behavior, 26(4), 331-362. https://doi.org/10.1002/job.322  

Galiana, L., Arena, F., Oliver, A., Sansó, N., & Benito, E. (2017). Compassion Satisfaction, 

Compassion Fatigue, and Burnout in Spain and Brazil: Proqol Validation and Cross-

Cultural Diagnosis. Journal of Pain and Symptom Management, 53(3), 598-604. 

https://doi.org/10.1016/j.jpainsymman.2016.09.014  

Galiana, L., Oliver, A., Arena, F., De Simone, G., Tomas, J. M., Vidal-Blanco, G., Munoz-

Martinez, I., & Sanso, N. (2020). Development and Validation of the Short 

Professional Quality of Life Scale Based on Versions Iv and V of the Professional 

Quality of Life Scale. Health Qual Life Outcomes, 18(1), 364. 

https://doi.org/10.1186/s12955-020-01618-3  

Gambles, M., Wilkinson, S., & Dissanayake, C. (2003). What Are You Like?: A Personality 

Profile of Cancer and Palliative Care Nurses in the United Kingdom. Cancer Nursing, 

26(2), 97-104. 

https://journals.lww.com/cancernursingonline/Abstract/2003/04000/What_Are_You_

Like___A_Personality_Profile_of.2.aspx  

Gebauer, J. E., Riketta, M., Broemer, P., & Maio, G. R. (2008). Pleasure and Pressure Based 

Prosocial Motivation: Divergent Relations to Subjective Well-Being. Journal of 

Research in Personality, 42(2), 399-420. https://doi.org/10.1016/j.jrp.2007.07.002  

Gerace, A. (2020). Roses by Other Names? Empathy, Sympathy, and Compassion in Mental 

Health Nursing. International Journal of Mental Health Nursing, 29(4), 736-744. 

https://doi.org/10.1111/inm.12714  

Gleichgerrcht, E., & Decety, J. (2013). Empathy in Clinical Practice: How Individual 

Dispositions, Gender, and Experience Moderate Empathic Concern, Burnout, and 

Emotional Distress in Physicians. PloS One, 8(4), e61526. 

https://doi.org/10.1371/journal.pone.0061526  

https://doi.org/10.1186/s12904-016-0150-3
https://doi.org/10.1177/1049732317729139
https://doi.org/10.1002/job.322
https://doi.org/10.1016/j.jpainsymman.2016.09.014
https://doi.org/10.1186/s12955-020-01618-3
https://journals.lww.com/cancernursingonline/Abstract/2003/04000/What_Are_You_Like___A_Personality_Profile_of.2.aspx
https://journals.lww.com/cancernursingonline/Abstract/2003/04000/What_Are_You_Like___A_Personality_Profile_of.2.aspx
https://doi.org/10.1016/j.jrp.2007.07.002
https://doi.org/10.1111/inm.12714
https://doi.org/10.1371/journal.pone.0061526


REFERENCES 

 

104 

Gleichgerrcht, E., & Decety, J. (2014). The Relationship between Different Facets of 

Empathy, Pain Perception and Compassion Fatigue among Physicians. Frontiers in 

Behavioral Neuroscience, 8, 243. https://doi.org/10.3389/fnbeh.2014.00243  

Goetz, J. L., Keltner, D., & Simon-Thomas, E. (2010). Compassion: An Evolutionary 

Analysis and Empirical Review. Psychological Bulletin, 136(3), 351. 

https://doi.org/10.1037/a0018807  

Goldin, P. R., & Jazaieri, H. (2017). The Compassion Cultivation Training (Cct) Program. 

The Oxford Handbook of Compassion Science, 235-245. 

https://doi.org/10.1093/oxfordhb/9780190464684.013.18  

Govasli, L., & Solvoll, B. A. (2020). Nurses' Experiences of Busyness in Their Daily Work. 

Nursing Inquiry, 27(3), e12350. https://doi.org/10.1111/nin.12350  

Grabowski, D., Chudzicka-Czupała, A., & Stapor, K. (2021). Relationships between Work 

Ethic and Motivation to Work from the Point of View of the Self-Determination 

Theory. PloS One, 16(7), e0253145. https://doi.org/10.1371/journal.pone.0253145  

Greenberg, M. T., & Turksma, C. (2015). Understanding and Watering the Seeds of 

Compassion. Research in Human Development, 12(3-4), 280-287. 

https://doi.org/10.1080/15427609.2015.1068060  

Gyllensten, K., Wentz, K., Håkansson, C., Hagberg, M., & Nilsson, K. (2019). Older 

Assistant Nurses’ Motivation for a Full or Extended Working Life. Ageing & Society, 

39(12), 2699-2713. https://doi.org/10.1017/S0144686X18000740  

Hadjittofi, M., Gleeson, K., & Arber, A. (2020). The Experience of Disgust by Healthcare 

Professionals: A Literature Review. International Journal of Nursing Studies, 110, 

103720. https://doi.org/10.1016/j.ijnurstu.2020.103720  

Hahn, S. R., Kroenke, K., Spitzer, R. L., Brody, D., Williams, J. B., Linzer, M., & DeGruy, 

F. V. (1996). The Difficult Patient. Journal of General Internal Medicine, 11(1), 1-8. 

https://doi.org/10.1007/BF02603477  

Hall, E. O., & Høy, B. (2012). Re‐Establishing Dignity: Nurses’ Experiences of Caring 

for Older Hospital Patients. Scandinavian Journal of Caring Sciences, 26(2), 287-294. 

https://doi.org/10.1111/j.1471-6712.2011.00931.x  

Hall, S., Thompson, J., Phair, T., & Davies, A. N. (2020). Clinical Nurse Specialist 

Prescribing in a Cancer Centre Supportive and Palliative Care Team. BMJ supportive 

& Palliative Care, 10(1), 111-113. https://doi.org/10.1136/bmjspcare-2019-001867  

https://doi.org/10.3389/fnbeh.2014.00243
https://doi.org/10.1037/a0018807
https://doi.org/10.1093/oxfordhb/9780190464684.013.18
https://doi.org/10.1111/nin.12350
https://doi.org/10.1371/journal.pone.0253145
https://doi.org/10.1080/15427609.2015.1068060
https://doi.org/10.1017/S0144686X18000740
https://doi.org/10.1016/j.ijnurstu.2020.103720
https://doi.org/10.1007/BF02603477
https://doi.org/10.1111/j.1471-6712.2011.00931.x
https://doi.org/10.1136/bmjspcare-2019-001867


REFERENCES 

 

105 

Haque, O. S., & Waytz, A. (2012). Dehumanization in Medicine: Causes, Solutions, and 

Functions. Perspectives on Psychological Science, 7(2), 176-186. 

https://doi.org/10.1177/1745691611429706  

Harris, L. T., & Fiske, S. T. (2006). Dehumanizing the Lowest of the Low: Neuroimaging 

Responses to Extreme out-Groups. Psychological Science, 17(10), 847-853. 

https://doi.org/10.1111/j.1467-9280.2006.01793.x  

Hebl, M., Xu, J., & Mason, M. (2003). Weighing the Care: Patients' Perceptions of Physician 

Care as a Function of Gender and Weight. International Journal of Obesity, 27(2), 

269-275. https://doi.org/10.1038/sj.ijo.802231  

Hein, G., Silani, G., Preuschoff, K., Batson, C. D., & Singer, T. (2010). Neural Responses to 

Ingroup and Outgroup Members' Suffering Predict Individual Differences in Costly 

Helping. Neuron, 68(1), 149-160. https://doi.org/10.1016/j.neuron.2010.09.003  

Hemsworth, D., Baregheh, A., Aoun, S., & Kazanjian, A. (2018). A Critical Enquiry into the 

Psychometric Properties of the Professional Quality of Life Scale (Proqol-5) 

Instrument. Applied Nursing Research, 39, 81-88. 

https://doi.org/10.1016/j.apnr.2017.09.006  

Heritage, B., Rees, C. S., & Hegney, D. G. (2018). The Proqol-21: A Revised Version of the 

Professional Quality of Life (Proqol) Scale Based on Rasch Analysis. PloS One, 

13(2), e0193478. https://doi.org/10.1371/journal.pone.0193478  

Hernández-Marrero, P., Pereira, S. M., & Carvalho, A. S. (2016). Ethical Decisions in 

Palliative Care: Interprofessional Relations as a Burnout Protective Factor? Results 

from a Mixed-Methods Multicenter Study in Portugal. American Journal of Hospice 

and Palliative Medicine, 33(8), 723-732. https://doi.org/10.1177/1049909115583486  

Heyes, A. (2005). The Economics of Vocation or ‘Why Is a Badly Paid Nurse a Good 

Nurse’? Journal of Health Economics, 24(3), 561-569. 

https://doi.org/10.1016/j.jhealeco.2004.09.002  

Heyland, D. K., Cook, D. J., Rocker, G. M., Dodek, P. M., Kutsogiannis, D. J., Skrobik, Y., 

Jiang, X., Day, A. G., & Cohen, S. R. (2010). Defining Priorities for Improving End-

of-Life Care in Canada. CMAJ: Canadian Medical Association Journal, 182(16), 

E747-E752. https://doi.org/10.1503/cmaj.100131  

Hirschfeld, R. R., & Feild, H. S. (2000). Work Centrality and Work Alienation: Distinct 

Aspects of a General Commitment to Work. Journal of Organisational Behavior, 

21(7), 789-800. https://doi.org/10.1002/1099-1379(200011)21:7<789::AID-

JOB59>3.0.CO;2-W  

https://doi.org/10.1177/1745691611429706
https://doi.org/10.1111/j.1467-9280.2006.01793.x
https://doi.org/10.1038/sj.ijo.802231
https://doi.org/10.1016/j.neuron.2010.09.003
https://doi.org/10.1016/j.apnr.2017.09.006
https://doi.org/10.1371/journal.pone.0193478
https://doi.org/10.1177/1049909115583486
https://doi.org/10.1016/j.jhealeco.2004.09.002
https://doi.org/10.1503/cmaj.100131
https://doi.org/10.1002/1099-1379(200011)21:7


REFERENCES 

 

106 

Hojat, M., Mangione, S., Nasca, T. J., Cohen, M. J., Gonnella, J. S., Erdmann, J. B., Veloski, 

J., & Magee, M. (2001). The Jefferson Scale of Physician Empathy: Development and 

Preliminary Psychometric Data. Educational and Psychological Measurement, 61(2), 

349-365. https://doi.org/10.1177/00131640121971158  

Hospice New Zealand. (2019). Facts and Figures. Retrieved May 6, 2021, from 

https://www.hospice.org.nz/what-is-hospice/facts-figures/ 

Hospice Waikato. (n.d). Clinical Nurse Specialist – Rural (Cns – Rural). 

https://www.hospicewaikato.org.nz/file/clinical-nurse-specialist/open 

Houser, J., ErkenBrack, L., Handberry, L., Ricker, F., & Stroup, L. (2012). Involving Nurses 

in Decisions: Improving Both Nurse and Patient Outcomes. JONA: The Journal of 

Nursing Administration, 42(7/8), 375-382. 

https://doi.org/10.1097/NNA.0b013e3182619325  

Howe, A. L., King, D. S., Ellis, J. M., Wells, Y. D., Wei, Z., & Teshuva, K. A. (2012). 

Stabilising the Aged Care Workforce: An Analysis of Worker Retention and 

Intention. Australian Health Review, 36(1), 83-91. https://doi.org/10.1071/AH11009  

Hu, H.-X., Liu, L.-T., Zhao, F.-J., Yao, Y.-Y., Gao, Y.-X., & Wang, G.-R. (2015). Factors 

Related to Job Burnout among Community Nurses in Changchun, China. Journal of 

Nursing Research, 23(3), 172-180. https://doi.org/10.1097/jnr.0000000000000072  

Hui, D., De La Cruz, M., Mori, M., Parsons, H. A., Kwon, J. H., Torres-Vigil, I., Kim, S. H., 

Dev, R., Hutchins, R., & Liem, C. (2013). Concepts and Definitions for “Supportive 

Care,”“Best Supportive Care,”“Palliative Care,” and “Hospice Care” in the Published 

Literature, Dictionaries, and Textbooks. Supportive Care in Cancer, 21(3), 659-685. 

https://doi.org/10.1007/s00520-012-1564-y  

Izumi, S., Nagae, H., Sakurai, C., & Imamura, E. (2012). Defining End-of-Life Care from 

Perspectives of Nursing Ethics. Nursing Ethics, 19(5), 608-618. 

https://doi.org/10.1177/0969733011436205  

Jakimowicz, S., Perry, L., & Lewis, J. (2018). Compassion Satisfaction and Fatigue: A Cross-

Sectional Survey of Australian Intensive Care Nurses. Australian Critical Care, 

31(6), 396-405. https://doi.org/10.1016/j.aucc.2017.10.003  

Jansen, B. D. W., Brazil, K., Passmore, P., Buchanan, H., Maxwell, D., McIlfatrick, S. J., 

Morgan, S. M., Watson, M., & Parsons, C. (2017). Exploring Healthcare Assistants’ 

Role and Experience in Pain Assessment and Management for People with Advanced 

Dementia Towards the End of Life: A Qualitative Study. BMC Palliative Care, 16(1), 

1-11. https://doi.org/10.1186/s12904-017-0184-1  

https://doi.org/10.1177/00131640121971158
https://www.hospice.org.nz/what-is-hospice/facts-figures/
https://www.hospicewaikato.org.nz/file/clinical-nurse-specialist/open
https://doi.org/10.1097/NNA.0b013e3182619325
https://doi.org/10.1071/AH11009
https://doi.org/10.1097/jnr.0000000000000072
https://doi.org/10.1007/s00520-012-1564-y
https://doi.org/10.1177/0969733011436205
https://doi.org/10.1016/j.aucc.2017.10.003
https://doi.org/10.1186/s12904-017-0184-1


REFERENCES 

 

107 

Jayaweera, T. (2015). Impact of Work Environmental Factors on Job Performance, Mediating 

Role of Work Motivation: A Study of Hotel Sector in England. International Journal 

of Business and Management, 10(3), 271. https://doi.org/10.5539/ijbm.v10n3p271  

Jeffrey, D. (2016). Empathy, Sympathy and Compassion in Healthcare: Is There a Problem? 

Is There a Difference? Does It Matter? Journal of the Royal Society of Medicine, 

109(12), 446-452. https://doi.org/10.1177/0141076816680120  

Jorgensen, D., Parsons, M., Reid, M. G., Weidenbohm, K., Parsons, J., & Jacobs, S. (2009). 

The Providers’ Profile of the Disability Support Workforce in New Zealand. Health & 

Social Care in the Community, 17(4), 396-405. https://doi.org/10.1111/j.1365-

2524.2008.00839.x  

Juliá-Sanchis, R., Richart-Martínez, M., García-Aracil, N., José-Alcaide, L., Piquer-Donat, 

T., & Castejón-de-la-Encina, M. E. (2019). Measuring the Levels of Burnout 

Syndrome and Empathy of Spanish Emergency Medical Service Professionals. 

Australasian Emergency Care, 22(3), 193-199. 

https://doi.org/10.1016/j.auec.2019.04.003  

Julião, M., Sobral, M. A., Calçada, P., Antunes, B., Nunes, B., Bragança, A., Runa, D., De 

Sousa, P. F., Chochinov, H. M., & Bruera, E. (2021). “Truly Holistic?” Differences in 

Documenting Physical and Psychosocial Needs and Hope in Portuguese Palliative 

Patients. Palliative & Supportive Care, 19(1), 69-74. 

https://doi.org/10.1017/S1478951520000413  

Just, D. T., O'Rourke, H. M., Berta, W. B., Variath, C., & Cranley, L. A. (2020). Expanding 

the Concept of End-of-Life Care in Long-Term Care: A Scoping Review Exploring 

the Role of Healthcare Assistants. International Journal of Older People Nursing, 

e12353. https://doi.org/10.1111/opn.12353  

Kanov, J. M., Maitlis, S., Worline, M. C., Dutton, J. E., Frost, P. J., & Lilius, J. M. (2004). 

Compassion in Organisational Life. American Behavioral Scientist, 47(6), 808-827. 

https://doi.org/10.1177/0002764203260211  

Karantzas, G. C., Mellor, D., McCabe, M. P., Davison, T. E., Beaton, P., & Mrkic, D. (2012). 

Intentions to Quit Work among Care Staff Working in the Aged Care Sector. The 

Gerontologist, 52(4), 506-516. https://doi.org/10.1093/geront/gnr161  

Karimi, R., Omar, Z. B., Alipour, F., & Karimi, Z. (2014). The Influence of Role Overload, 

Role Conflict and Role Ambiguity on Occupational Stress among Nurses in Selected 

Iranian Hospitals. International Journal of Asian Social Science, 4(1), 34-40. 

https://doi.org/https://archive.aessweb.com/index.php/5007/article/view/2601  

https://doi.org/10.5539/ijbm.v10n3p271
https://doi.org/10.1177/0141076816680120
https://doi.org/10.1111/j.1365-2524.2008.00839.x
https://doi.org/10.1111/j.1365-2524.2008.00839.x
https://doi.org/10.1016/j.auec.2019.04.003
https://doi.org/10.1017/S1478951520000413
https://doi.org/10.1111/opn.12353
https://doi.org/10.1177/0002764203260211
https://doi.org/10.1093/geront/gnr161
https://doi.org/https:/archive.aessweb.com/index.php/5007/article/view/2601


REFERENCES 

 

108 

Kataoka, H. U., Koide, N., Hojat, M., & Gonnella, J. S. (2012). Measurement and Correlates 

of Empathy among Female Japanese Physicians. BMC Medical Education, 12(1), 1-6. 

https://doi.org/10.1186/1472-6920-12-48  

Katsari, V., Tyritidou, A., & Domeyer, P.-R. (2020). Physicians’ Self-Assessed Empathy and 

Patients’ Perceptions of Physicians’ Empathy: Validation of the Greek Jefferson Scale 

of Patient Perception of Physician Empathy. BioMed research International, 2020. 

https://doi.org/10.1155/2020/9379756  

Keall, R., Clayton, J. M., & Butow, P. (2014). How Do Australian Palliative Care Nurses 

Address Existential and Spiritual Concerns? Facilitators, Barriers and Strategies. 

Journal of Clinical Nursing, 23(21-22), 3197-3205. 

https://doi.org/10.1111/jocn.12566  

Kelly, L., Runge, J., & Spencer, C. (2015). Predictors of Compassion Fatigue and 

Compassion Satisfaction in Acute Care Nurses. Journal of Nursing Scholarship, 

47(6), 522-528. https://doi.org/10.1111/jnu.12162  

Keltner, D. (2009). Born to Be Good: The Science of a Meaningful Life. WW Norton & 

Company.  

Kendall, S. (2007). Witnessing Tragedy: Nurses' Perceptions of Caring for Patients with 

Cancer. International Journal of Nursing Practice, 13(2), 111-120. 

https://doi.org/10.1111/j.1440-172X.2007.00615.x  

Kennedy, C., Brooks Young, P., Nicol, J., Campbell, K., & Gray Brunton, C. (2015). Fluid 

Role Boundaries: Exploring the Contribution of the Advanced Nurse Practitioner to 

Multi‐Professional Palliative Care. Journal of Clinical Nursing, 24(21-22), 3296-

3305. https://doi.org/10.1111/jocn.12950  

King, E. C., Boscart, V. M., Weiss, B. M., Dutta, T., Callaghan, J. P., & Fernie, G. R. (2019). 

Assisting Frail Seniors with Toileting in a Home Bathroom: Approaches Used by 

Home Care Providers. Journal of Applied Gerontology, 38(5), 717-749. 

https://doi.org/10.1177/0733464817702477  

Klarare, A., Rasmussen, B., Fossum, B., Fürst, C. J., Hansson, J., & Lundh Hagelin, C. 

(2017). Experiences of Security and Continuity of Care: Patients' and Families' 

Narratives About the Work of Specialised Palliative Home Care Teams. Palliative & 

Supportive Care, 15(2), 181-189. https://doi.org/10.1017/S1478951516000547  

https://doi.org/10.1186/1472-6920-12-48
https://doi.org/10.1155/2020/9379756
https://doi.org/10.1111/jocn.12566
https://doi.org/10.1111/jnu.12162
https://doi.org/10.1111/j.1440-172X.2007.00615.x
https://doi.org/10.1111/jocn.12950
https://doi.org/10.1177/0733464817702477
https://doi.org/10.1017/S1478951516000547


REFERENCES 

 

109 

Klimecki, O. M., Leiberg, S., Ricard, M., & Singer, T. (2014). Differential Pattern of 

Functional Brain Plasticity after Compassion and Empathy Training. Social Cognitive 

and Affective Neuroscience, 9(6), 873-879. https://doi.org/10.1093/scan/nst060  

Kooij, D., & Zacher, H. (2016). Why and When Do Learning Goal Orientation and Attitude 

Decrease with Age? The Role of Perceived Remaining Time and Work Centrality. 

Journal of Social Issues, 72(1), 146-168. https://doi.org/10.1111/josi.12160.28  

Kringelbach, M. L., & Berridge, K. C. (2009). Towards a Functional Neuroanatomy of 

Pleasure and Happiness. Trends in Cognitive Sciences, 13(11), 479-487. 

https://doi.org/10.1016/j.tics.2009.08.006  

Lamm, C., Batson, C. D., & Decety, J. (2007). The Neural Substrate of Human Empathy: 

Effects of Perspective-Taking and Cognitive Appraisal. Journal of Cognitive 

Neuroscience, 19(1), 42-58. https://doi.org/10.1162/jocn.2007.19.1.42  

Lamm, C., Decety, J., & Singer, T. (2011). Meta-Analytic Evidence for Common and 

Distinct Neural Networks Associated with Directly Experienced Pain and Empathy 

for Pain. Neuroimage, 54(3), 2492-2502. 

https://doi.org/10.1016/j.neuroimage.2010.10.014  

Larivaara, P., Kiuttu, J., & Taanila, A. (2001). The Patient-Centred Interview: The Key to 

Biopsychosocial Diagnosis and Treatment. Scandinavian Journal of Primary Health 

Care, 19(1), 8-13. https://doi.org/10.1080/02813430119395  

Larkin, P. J. (2015). Compassion: The Essence of Palliative and End-of-Life Care. Oxford 

University Press. 

https://books.google.co.nz/books?hl=en&lr=&id=cCDuCgAAQBAJ&oi=fnd&pg=PR

7&dq=The+essence+of+palliative+and+end-of-

life+care.+&ots=nSJ720OBZg&sig=4iAzrvz8eYF7GioYre3lKlCFoSE#v=onepage&

q=The%20essence%20of%20palliative%20and%20end-of-life%20care.&f=false  

Latham, G. P., & Pinder, C. C. (2005). Work Motivation Theory and Research at the Dawn of 

the Twenty-First Century. Annual Review of Psychology, 56(1), 485-516. 

https://doi.org/10.1146/annurev.psych.55.090902.142105  

Lefevre, J. H., Roupret, M., Kerneis, S., & Karila, L. (2010). Career Choices of Medical 

Students: A National Survey of 1780 Students. Medical Education, 44(6), 603-612. 

https://doi.org/10.1111/j.1365-2923.2010.03707.x  

Leong, L. J. P., & Crawford, G. B. (2018). Residential Aged Care Residents and Components 

of End of Life Care in an Australian Hospital. BMC Palliative Care, 17(1), 1-9. 

https://doi.org/10.1186/s12904-018-0337-x  

https://doi.org/10.1093/scan/nst060
https://doi.org/10.1111/josi.12160.28
https://doi.org/10.1016/j.tics.2009.08.006
https://doi.org/10.1162/jocn.2007.19.1.42
https://doi.org/10.1016/j.neuroimage.2010.10.014
https://doi.org/10.1080/02813430119395
https://books.google.co.nz/books?hl=en&lr=&id=cCDuCgAAQBAJ&oi=fnd&pg=PR7&dq=The+essence+of+palliative+and+end-of-life+care.+&ots=nSJ720OBZg&sig=4iAzrvz8eYF7GioYre3lKlCFoSE#v=onepage&q=The%20essence%20of%20palliative%20and%20end-of-life%20care.&f=false
https://books.google.co.nz/books?hl=en&lr=&id=cCDuCgAAQBAJ&oi=fnd&pg=PR7&dq=The+essence+of+palliative+and+end-of-life+care.+&ots=nSJ720OBZg&sig=4iAzrvz8eYF7GioYre3lKlCFoSE#v=onepage&q=The%20essence%20of%20palliative%20and%20end-of-life%20care.&f=false
https://books.google.co.nz/books?hl=en&lr=&id=cCDuCgAAQBAJ&oi=fnd&pg=PR7&dq=The+essence+of+palliative+and+end-of-life+care.+&ots=nSJ720OBZg&sig=4iAzrvz8eYF7GioYre3lKlCFoSE#v=onepage&q=The%20essence%20of%20palliative%20and%20end-of-life%20care.&f=false
https://books.google.co.nz/books?hl=en&lr=&id=cCDuCgAAQBAJ&oi=fnd&pg=PR7&dq=The+essence+of+palliative+and+end-of-life+care.+&ots=nSJ720OBZg&sig=4iAzrvz8eYF7GioYre3lKlCFoSE#v=onepage&q=The%20essence%20of%20palliative%20and%20end-of-life%20care.&f=false
https://doi.org/10.1146/annurev.psych.55.090902.142105
https://doi.org/10.1111/j.1365-2923.2010.03707.x
https://doi.org/10.1186/s12904-018-0337-x


REFERENCES 

 

110 

Levine, D. R., Mandrell, B. N., Sykes, A., Pritchard, M., Gibson, D., Symons, H. J., Wendler, 

D., & Baker, J. N. (2017). Patients’ and Parents’ Needs, Attitudes, and Perceptions 

About Early Palliative Care Integration in Pediatric Oncology. JAMA Oncology, 3(9), 

1214-1220. https://doi.org/10.1001/jamaoncol.2017.0368  

Lewis, J. M., DiGiacomo, M., Luckett, T., Davidson, P. M., & Currow, D. C. (2013). A 

Social Capital Framework for Palliative Care: Supporting Health and Well-Being for 

People with Life-Limiting Illness and Their Carers through Social Relations and 

Networks. Journal of Pain and Symptom Management, 45(1), 92-103. 

https://doi.org/10.1016/j.jpainsymman.2011.12.283  

Liddle, M. J. E., Bradley, B. S., & Mcgrath, A. (2015). Baby Empathy: Infant Distress and 

Peer Prosocial Responses. Infant Mental Health Journal, 36(4), 446-458. 

https://doi.org/10.1002/imhj.21519  

Link, B. G., Struening, E. L., Rahav, M., Phelan, J. C., & Nuttbrock, L. (1997). On Stigma 

and Its Consequences: Evidence from a Longitudinal Study of Men with Dual 

Diagnoses of Mental Illness and Substance Abuse. Journal of Health and Social 

Behavior, 177-190. 

https://doi.org/https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.983.2147&r

ep=rep1&type=pdf  

Linzer, M., Gerrity, M., Douglas, J. A., McMurray, J. E., Williams, E. S., Konrad, T. R., & 

Group, S. o. G. I. M. C. S. S. (2002). Physician Stress: Results from the Physician 

Worklife Study. Stress and Health, 18(1), 37-42. https://doi.org/10.1002/smi.917  

Liu, W., Zhao, S., Shi, L., Zhang, Z., Liu, X., Li, L., Duan, X., Li, G., Lou, F., & Jia, X. 

(2018). Workplace Violence, Job Satisfaction, Burnout, Perceived Organisational 

Support and Their Effects on Turnover Intention among Chinese Nurses in Tertiary 

Hospitals: A Cross-Sectional Study. BMJ open, 8(6), e019525. 

https://doi.org/10.1136/bmjopen-2017-019525  

Lloyd, M., & Carson, A. (2011). Making Compassion Count: Equal Recognition and 

Authentic Involvement in Mental Health Care. International Journal of Consumer 

Studies, 35(6), 616-621. https://doi.org/10.1111/j.1470-6431.2011.01018.x  

Loo, R., & Loewen, P. (2004). Confirmatory Factor Analyses of Scores from Full and Short 

Versions of the Marlowe–Crowne Social Desirability Scale. Journal of Applied Social 

Psychology, 34(11), 2343-2352. https://doi.org/10.1111/j.1559-1816.2004.tb01980.x  

https://doi.org/10.1001/jamaoncol.2017.0368
https://doi.org/10.1016/j.jpainsymman.2011.12.283
https://doi.org/10.1002/imhj.21519
https://doi.org/https:/citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.983.2147&rep=rep1&type=pdf
https://doi.org/https:/citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.983.2147&rep=rep1&type=pdf
https://doi.org/10.1002/smi.917
https://doi.org/10.1136/bmjopen-2017-019525
https://doi.org/10.1111/j.1470-6431.2011.01018.x
https://doi.org/10.1111/j.1559-1816.2004.tb01980.x


REFERENCES 

 

111 

Loo, R., & Thorpe, K. (2000). Confirmatory Factor Analyses of the Full and Short Versions 

of the Marlowe-Crowne Social Desirability Scale. The Journal of Social Psychology, 

140(5), 628-635. https://doi.org/10.1080/00224540009600503  

Love, A. W., & Liversage, L. M. (2014). Barriers to Accessing Palliative Care: A Review of 

the Literature. Progress in Palliative Care, 22(1), 9-19. 

https://doi.org/10.1179/1743291X13Y.0000000055  

Lown, B. A., Rosen, J., & Marttila, J. (2011). An Agenda for Improving Compassionate 

Care: A Survey Shows About Half of Patients Say Such Care Is Missing. Health 

Affairs, 30(9), 1772-1778. https://doi.org/10.1377/hlthaff.2011.0539  

Lown, B. A., Shin, A., & Jones, R. N. (2019). Can Organisational Leaders Sustain 

Compassionate, Patient-Centered Care and Mitigate Burnout? Journal of Healthcare 

Management, 64(6), 398-412. https://doi.org/10.1097/JHM-D-18-00023  

Lui, S. M. (2021). The Complex Effects of Physician Power and Patient Competence on 

Medical Compassion Master’s thesis University of Auckland]. ResearchSpace. 

https://hdl.handle.net/2292/56936 

Lutz, A., Brefczynski-Lewis, J., Johnstone, T., & Davidson, R. J. (2008). Regulation of the 

Neural Circuitry of Emotion by Compassion Meditation: Effects of Meditative 

Expertise. PloS One, 3(3), e1897. https://doi.org/10.1371/journal.pone.0001897  

Mackay, N., & Barrowclough, C. (2005). Accident and Emergency Staff's Perceptions of 

Deliberate Self‐Harm: Attributions, Emotions and Willingness to Help. British 

Journal of Clinical Psychology, 44(2), 255-267. 

https://doi.org/10.1348/014466505X29620  

MacKusick, C. I., & Minick, P. (2010). Why Are Nurses Leaving? Findings from an Initial 

Qualitative Study on Nursing Attrition. Medsurg Nursing, 19(6). 

https://doi.org/https://convention.amsn.org/sites/default/files/documents/practice-

resources/healthy-work-environment/resources/MSNJ_MacKusick_19_06.pdf  

Markert, R. J., Rodenhauser, P., El-Baghdadi, M. M., Juskaite, K., Hillel, A. T., & Maron, B. 

A. (2008). Personality as a Prognostic Factor for Specialty Choice: A Prospective 

Study of 4 Medical School Classes. The Medscape Journal of Medicine, 10(2), 49. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2270893/  

Martin, R. S., Hayes, B. J., Hutchinson, A., Tacey, M., Yates, P., & Lim, W. K. (2019). 

Introducing Goals of Patient Care in Residential Aged Care Facilities to Decrease 

Hospitalization: A Cluster Randomized Controlled Trial. Journal of the American 

https://doi.org/10.1080/00224540009600503
https://doi.org/10.1179/1743291X13Y.0000000055
https://doi.org/10.1377/hlthaff.2011.0539
https://doi.org/10.1097/JHM-D-18-00023
https://hdl.handle.net/2292/56936
https://doi.org/10.1371/journal.pone.0001897
https://doi.org/10.1348/014466505X29620
https://doi.org/https:/convention.amsn.org/sites/default/files/documents/practice-resources/healthy-work-environment/resources/MSNJ_MacKusick_19_06.pdf
https://doi.org/https:/convention.amsn.org/sites/default/files/documents/practice-resources/healthy-work-environment/resources/MSNJ_MacKusick_19_06.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2270893/


REFERENCES 

 

112 

Medical Directors Association, 20(10), 1318-1324. e1312. 

https://doi.org/10.1016/j.jamda.2019.06.017  

Martins Pereira, S., Fonseca, A. M., & Sofia Carvalho, A. (2011). Burnout in Palliative Care: 

A Systematic Review. Nursing Ethics, 18(3), 317-326. 

https://doi.org/10.1177/0969733011398092  

Mary Potter Hospice. (2020). Healthcare Assistant Position Descroption. 

https://marypotter.org.nz/wp-content/uploads/2020/07/Healthcare-Assistant-JD-July-

2020.pdf 

Mascaro, J. S., Florian, M. P., Ash, M. J., Palmer, P. K., Frazier, T., Condon, P., & Raison, 

C. (2020). Ways of Knowing Compassion: How Do We Come to Know, Understand, 

and Measure Compassion When We See It? Frontiers in Psychology, 11. 

https://doi.org/10.3389/fpsyg.2020.547241  

McBrien, B. (2010). Nurses’ Provision of Spiritual Care in the Emergency Setting–an Irish 

Perspective. International Emergency Nursing, 18(3), 119-126. 

https://doi.org/10.1016/j.ienj.2009.09.004  

McCormack, H. M., David, J. d. L., & Sheather, S. (1988). Clinical Applications of Visual 

Analogue Scales: A Critical Review. Psychological Medicine, 18(4), 1007-1019. 

https://doi.org/10.1017/S0033291700009934  

McDonagh, J. R., Elliott, T. B., Engelberg, R. A., Treece, P. D., Shannon, S. E., Rubenfeld, 

G. D., Patrick, D. L., & Curtis, J. R. (2004). Family Satisfaction with Family 

Conferences About End-of-Life Care in the Intensive Care Unit: Increased Proportion 

of Family Speech Is Associated with Increased Satisfaction. Read Online: Critical 

Care Medicine| Society of Critical Care Medicine, 32(7), 1484-1488. 

https://doi.org/10.1097/01.CCM.0000127262.16690.65  

McMullen, T. L., Resnick, B., Chin-Hansen, J., Geiger-Brown, J. M., Miller, N., & 

Rubenstein, R. (2015). Certified Nurse Aide Scope of Practice: State-by-State 

Differences in Allowable Delegated Activities. Journal of the American Medical 

Directors Association, 16(1), 20-24. https://doi.org/10.1016/j.jamda.2014.07.003  

McNeil, M. J., Kamal, A. H., Kutner, J. S., Ritchie, C. S., & Abernethy, A. P. (2016). The 

Burden of Polypharmacy in Patients near the End of Life. Journal of Pain and 

Symptom Management, 51(2), 178-183. e172. 

https://doi.org/10.1016/j.jpainsymman.2015.09.003  

Meagher, G. (2006). What Can We Expect from Paid Carers? Politics & Society, 34(1), 33-

54. https://doi.org/10.1177/0032329205284755  

https://doi.org/10.1016/j.jamda.2019.06.017
https://doi.org/10.1177/0969733011398092
https://marypotter.org.nz/wp-content/uploads/2020/07/Healthcare-Assistant-JD-July-2020.pdf
https://marypotter.org.nz/wp-content/uploads/2020/07/Healthcare-Assistant-JD-July-2020.pdf
https://doi.org/10.3389/fpsyg.2020.547241
https://doi.org/10.1016/j.ienj.2009.09.004
https://doi.org/10.1017/S0033291700009934
https://doi.org/10.1097/01.CCM.0000127262.16690.65
https://doi.org/10.1016/j.jamda.2014.07.003
https://doi.org/10.1016/j.jpainsymman.2015.09.003
https://doi.org/10.1177/0032329205284755


REFERENCES 

 

113 

Mechanic, D. (2003). Physician Discontent: Challenges and Opportunities. JAMA, 290(7), 

941-946. https://doi.org/ç  

Medical Council of New Zealand. (n.d). Types of Vocational Scope. Retrieved May 28, 2015, 

from https://www.mcnz.org.nz/get-registered/scopes-of-practice/vocational-

registration/types-of-vocational-scope/ 

Medical School Objectives Writing Group. (1999). Learning Objectives for Medical Student 

Education-Guidelines for Medical Schools: Report I of the Medical School Objectives 

Project https://doi.org/10.1097/00001888-199901000-00010 

Mercadante, S., Gregoretti, C., & Cortegiani, A. (2018). Palliative Care in Intensive Care 

Units: Why, Where, What, Who, When, How. BMC Anesthesiology, 18(1), 1-6. 

https://doi.org/10.1186/s12871-018-0574-9  

Mercadillo, R. E., Díaz, J. L., Pasaye, E. H., & Barrios, F. A. (2011). Perception of Suffering 

and Compassion Experience: Brain Gender Disparities. Brain and Cognition, 76(1), 

5-14. https://doi.org/10.1016/j.bandc.2011.03.019  

Messineo, L., Seta, L., & Allegra, M. (2021). The Relationship between Empathy and 

Altruistic Motivations in Nursing Studies: A Multi-Method Study. BMC Nursing, 

20(1), 1-10. https://doi.org/10.1186/s12912-021-00620-4  

Miller, M. F. (1997). Physically Aggressive Resident Behavior During Hygienic Care. 

Journal of Gerontological Nursing, 23(5), 24. 

https://doi.org/https://www.proquest.com/docview/1021719987?pq-

origsite=gscholar&fromopenview=true  

Mills, J., Wand, T., & Fraser, J. A. (2018). Exploring the Meaning and Practice of Self-Care 

among Palliative Care Nurses and Doctors: A Qualitative Study. BMC Palliative 

Care, 17(1), 1-12. https://doi.org/10.1186/s12904-018-0318-0  

Ministry of Health. (2017). Review of Adult Palliative Care Services in New Zealand. 

https://www.health.govt.nz/publication/review-adult-palliative-care-services-new-

zealand 

Mohammadi, G., Sheikholeslami, F., Chehrzad, M., & Kazemnezhad Leili, E. (2020). The 

Relationship between Communication Skills and Early Maladaptive Schemas in 

Pediatric Nurses. Journal of Holistic Nursing and Midwifery, 30(4), 240-246. 

https://doi.org/https://hnmj.gums.ac.ir/browse.php?a_id=1477&sid=1&slc_lang=en&

html=1  

Mok, E., & Chiu, P. C. (2004). Nurse–Patient Relationships in Palliative Care. Journal of 

Advanced Nursing, 48(5), 475-483. https://doi.org/10.1111/j.1365-2648.2004.03230.x  

https://doi.org/
https://www.mcnz.org.nz/get-registered/scopes-of-practice/vocational-registration/types-of-vocational-scope/
https://www.mcnz.org.nz/get-registered/scopes-of-practice/vocational-registration/types-of-vocational-scope/
https://doi.org/10.1097/00001888-199901000-00010
https://doi.org/10.1186/s12871-018-0574-9
https://doi.org/10.1016/j.bandc.2011.03.019
https://doi.org/10.1186/s12912-021-00620-4
https://doi.org/https:/www.proquest.com/docview/1021719987?pq-origsite=gscholar&fromopenview=true
https://doi.org/https:/www.proquest.com/docview/1021719987?pq-origsite=gscholar&fromopenview=true
https://doi.org/10.1186/s12904-018-0318-0
https://www.health.govt.nz/publication/review-adult-palliative-care-services-new-zealand
https://www.health.govt.nz/publication/review-adult-palliative-care-services-new-zealand
https://doi.org/https:/hnmj.gums.ac.ir/browse.php?a_id=1477&sid=1&slc_lang=en&html=1
https://doi.org/https:/hnmj.gums.ac.ir/browse.php?a_id=1477&sid=1&slc_lang=en&html=1
https://doi.org/10.1111/j.1365-2648.2004.03230.x


REFERENCES 

 

114 

Moller, A. C., Jager, A. J., Williams, G. C., & Kao, A. C. (2019). Us Physicians’ Work 

Motivation and Their Occupational Health. Medical Care, 57(5), 334-340. 

https://doi.org/10.1097/MLR.0000000000001101  

Moreno-Milan, B., Cano-Vindel, A., Lopez-Dóriga, P., Medrano, L. A., & Breitbart, W. 

(2019). Meaning of Work and Personal Protective Factors among Palliative Care 

Professionals. Palliative & Supportive Care, 17(4), 381-387. 

https://doi.org/10.1017/S147895151800113X  

Morina, N., Kip, A., Hoppen, T. H., Priebe, S., & Meyer, T. (2021). Potential Impact of 

Physical Distancing on Physical and Mental Health: A Rapid Narrative Umbrella 

Review of Meta-Analyses on the Link between Social Connection and Health. BMJ 

open, 11(3), e042335. https://doi.org/10.1136/bmjopen-2020-042335  

Muckaden, M., & Pandya, S. S. (2016). Motivation of Volunteers to Work in Palliative Care 

Setting: A Qualitative Study. Indian Journal of Palliative Care, 22(3), 348. 

https://doi.org/10.4103/0973-1075.185083  

Muggleton, J., Guy, H., & Howard, R. (2015). Breaking the Taboo: An Interpretative 

Phenomenological Analysis of Healthcare Professionals’ Experience of Caring for 

Palliative Patients with Disgusting Symptoms. BMJ supportive & palliative care, 

5(2), 189-195. https://doi.org/10.1136/bmjspcare-2014-000698  

Muntaner, C., Van Dussen, D. J., Li, Y., Zimmerman, S., Chung, H., & Benach, J. (2006). 

Work Organisation, Economic Inequality, and Depression among Nursing Assistants: 

A Multilevel Modeling Approach. Psychological Reports, 98(2), 585-601. 

https://doi.org/org.ezproxy.auckland.ac.nz/10.2466/pr0.98.2.585-601  

Mutkins, E., Brown, R., & Thorsteinsson, E. B. (2011). Stress, Depression, Workplace and 

Social Supports and Burnout in Intellectual Disability Support Staff. Journal of 

Intellectual Disability Research, 55(5), 500-510. https://doi.org/10.1111/j.1365-

2788.2011.01406.x  

Nelson, J. A., & Folbre, N. (2006). Why a Well-Paid Nurse Is a Better Nurse. Nursing 

Economics, 24(3), 127. https://doi.org/10.1.1.507.9732&rep=rep1&type=pdf  

Nelson Tasman Hospice. (2018). Health Care Assistant – Inpatient Unit (Ipu). 

https://www.nelsonhospice.org.nz/wp-content/uploads/2018/06/Role-Description-

Health-Care-Assistant.pdf 

Nesje, K. (2015). Nursing Students' Prosocial Motivation: Does It Predict Professional 

Commitment and Involvement in the Job? Journal of Advanced Nursing, 71(1), 115-

125. https://doi.org/10.1111/jan.12456  

https://doi.org/10.1097/MLR.0000000000001101
https://doi.org/10.1017/S147895151800113X
https://doi.org/10.1136/bmjopen-2020-042335
https://doi.org/10.4103/0973-1075.185083
https://doi.org/10.1136/bmjspcare-2014-000698
https://doi.org/org.ezproxy.auckland.ac.nz/10.2466/pr0.98.2.585-601
https://doi.org/10.1111/j.1365-2788.2011.01406.x
https://doi.org/10.1111/j.1365-2788.2011.01406.x
https://doi.org/10.1.1.507.9732&rep=rep1&type=pdf
https://www.nelsonhospice.org.nz/wp-content/uploads/2018/06/Role-Description-Health-Care-Assistant.pdf
https://www.nelsonhospice.org.nz/wp-content/uploads/2018/06/Role-Description-Health-Care-Assistant.pdf
https://doi.org/10.1111/jan.12456


REFERENCES 

 

115 

Neuraz, A., Guérin, C., Payet, C., Polazzi, S., Aubrun, F., Dailler, F., Lehot, J.-J., Piriou, V., 

Neidecker, J., & Rimmelé, T. (2015). Patient Mortality Is Associated with Staff 

Resources and Workload in the Icu: A Multicenter Observational Study. Critical Care 

Medicine, 43(8), 1587-1594. https://doi.org/10.1097/CCM.0000000000001015  

New Zealand Medical Association. (2020). Code of Ethics. https://assets-global.website-

files.com/5e332a62c703f6340a2faf44/5fbd645fe15640fa981fa469_Code%20of%20E

thics%20Redesign%202020%20version%204.pdf 

Newdick, C., & Danbury, C. (2015). Culture, Compassion and Clinical Neglect: Probity in 

the Nhs after Mid Staffordshire. Journal of Medical Ethics, 41(12), 956-962. 

https://doi.org/10.1136/medethics-2012-101048  

Newton, D. A., Grayson, M. S., & Thompson, L. F. (2005). The Variable Influence of 

Lifestyle and Income on Medical Students' Career Specialty Choices: Data from Two 

U.S. Medical Schools, 1998-2004. Academic Medicine, 80(9), 809-814. 

https://doi.org/10.1097/00001888-200509000-00005  

O'Brien, T. (2013). The Impact of an Aging Population on Palliative Care. Journal of Pain & 

Palliative Care Pharmacotherapy, 27(4), 389-391. 

https://doi.org/10.3109/15360288.2013.847517  

O’Mahony, S., Ziadni, M., Hoerger, M., Levine, S., Baron, A., & Gerhart, J. (2018). 

Compassion Fatigue among Palliative Care Clinicians: Findings on Personality 

Factors and Years of Service. American Journal of Hospice and Palliative 

Medicine®, 35(2), 343-347. https://doi.org/10.1177/1049909117701695  

Ohnhaus, E. E., & Adler, R. (1975). Methodological Problems in the Measurement of Pain: A 

Comparison between the Verbal Rating Scale and the Visual Analogue Scale. Pain, 

1(4), 379-384. https://doi.org/10.1016/0304-3959(75)90075-5  

Oliver, D. P., & Peck, M. (2006). Inside the Interdisciplinary Team Experiences of Hospice 

Social Workers. Journal of Social Work in End-of-Life & Palliative Care, 2(3), 7-21. 

https://doi.org/10.1300/J457v02n03_03  

Olsen, D. P. (1997). When the Patient Causes the Problem: The Effect of Patient 

Responsibility on the Nurse‐Patient Relationship. Journal of Advanced Nursing, 

26(3), 515-522. https://doi.org/10.1046/j.1365-2648.1997.t01-11-00999.x  

Osse, B. H., Vernooij-Dassen, M. J., Schadé, E., & Grol, R. P. (2005). The Problems 

Experienced by Patients with Cancer and Their Needs for Palliative Care. Supportive 

Care in Cancer, 13(9), 722-732. https://doi.org/10.1007/s00520-004-0771-6  

https://doi.org/10.1097/CCM.0000000000001015
https://assets-global.website-files.com/5e332a62c703f6340a2faf44/5fbd645fe15640fa981fa469_Code%20of%20Ethics%20Redesign%202020%20version%204.pdf
https://assets-global.website-files.com/5e332a62c703f6340a2faf44/5fbd645fe15640fa981fa469_Code%20of%20Ethics%20Redesign%202020%20version%204.pdf
https://assets-global.website-files.com/5e332a62c703f6340a2faf44/5fbd645fe15640fa981fa469_Code%20of%20Ethics%20Redesign%202020%20version%204.pdf
https://doi.org/10.1136/medethics-2012-101048
https://doi.org/10.1097/00001888-200509000-00005
https://doi.org/10.3109/15360288.2013.847517
https://doi.org/10.1177/1049909117701695
https://doi.org/10.1016/0304-3959(75)90075-5
https://doi.org/10.1300/J457v02n03_03
https://doi.org/10.1046/j.1365-2648.1997.t01-11-00999.x
https://doi.org/10.1007/s00520-004-0771-6


REFERENCES 

 

116 

Ostaszkiewicz, J., O'Connell, B., & Dunning, T. (2016). ‘We Just Do the Dirty Work’: 

Dealing with Incontinence, Courtesy Stigma and the Low Occupational Status of 

Carework in Long‐Term Aged Care Facilities. Journal of Clinical Nursing, 25(17-

18), 2528-2541. https://doi.org/10.1111/jocn.13292  

Ostaszkiewicz, J., O’Connell, B., & Dunning, T. (2012). Residents’ Perspectives on Urinary 

Incontinence: A Review of Literature. Scandinavian Journal of Caring Sciences, 

26(4), 761-772. https://doi.org/10.1111/j.1471-6712.2011.00959.x  

Ostaszkiewicz, J., Tomlinson, E., & Hutchinson, A. M. (2018). “Dignity”: A Central 

Construct in Nursing Home Staff Understandings of Quality Continence Care. 

Journal of Clinical Nursing, 27(11-12), 2425-2437. 

https://doi.org/10.1111/jocn.14293  

Özkan, İ., TAYLAN, S., Adıbelli, D., & Yılmaz, F. T. (2021). Investigation of the 

Relationship between Nursing Students’ Disgust Sensitivity and Caring Behaviours. 

Nurse Education in Practice, 103090. https://doi.org/10.1016/j.nepr.2021.103090  

Page, M., Pool, L., Crick, M., & Leahy, R. (2020). Empowerment of Learning and 

Knowledge: Appreciating Professional Development for Registered Nurses in Aged 

Residential Care. Nurse Education in Practice, 43, 102703. 

https://doi.org/10.1016/j.nepr.2020.102703  

Palmer, E., & Eveline, J. (2012). Sustaining Low Pay in Aged Care Work. Gender, Work & 

Organisation, 19(3), 254-275. https://doi.org/10.1111/j.1468-0432.2010.00512.x  

Park, C., Lee, Y. J., Hong, M., Jung, C.-H., Synn, Y., Kwack, Y.-S., Ryu, J.-S., Park, T. W., 

Lee, S. A., & Bahn, G. H. (2016). A Multicenter Study Investigating Empathy and 

Burnout Characteristics in Medical Residents with Various Specialties. Journal of 

Korean Medical Science, 31(4), 590. https://doi.org/10.3346/jkms.2016.3  

Park, C. L. (2008). Estimated Longevity and Changes in Spirituality in the Context of 

Advanced Congestive Heart Failure. Palliative & Supportive Care, 6(1), 3. 

https://doi.org/10.1017/S1478951508000023  

Parr-Brownlie, L. C., Waters, D. L., Neville, S., Neha, T., & Muramatsu, N. (2020). Aging in 

New Zealand: Ka Haere Ki Te Ao Pakeketanga. The Gerontologist, 60(5), 812-820. 

https://doi.org/10.1093/geront/gnaa032  

Paterson, R. (2011). Can We Mandate Compassion? The Hastings Center Report, 41(2), 20-

23. https://doi.org/10.1353/hcr.2011.0036  

https://doi.org/10.1111/jocn.13292
https://doi.org/10.1111/j.1471-6712.2011.00959.x
https://doi.org/10.1111/jocn.14293
https://doi.org/10.1016/j.nepr.2021.103090
https://doi.org/10.1016/j.nepr.2020.102703
https://doi.org/10.1111/j.1468-0432.2010.00512.x
https://doi.org/10.3346/jkms.2016.3
https://doi.org/10.1017/S1478951508000023
https://doi.org/10.1093/geront/gnaa032
https://doi.org/10.1353/hcr.2011.0036


REFERENCES 

 

117 

Pauley, M. D. (2011). Acknowledging and Mitigating Power Disparities in Physician–

Patient/Proxy Negotiations. Journal of Communication in Healthcare, 4(2), 139-144. 

https://doi.org/10.1179/175380611X13022552566371  

Paullay, I. M., Alliger, G. M., & Stone-Romero, E. F. (1994). Construct Validation of Two 

Instruments Designed to Measure Job Involvement and Work Centrality. Journal of 

Applied Psychology, 79(2), 224. https://doi.org/10.1037/0021-9010.79.2.224  

Pavey, L., Greitemeyer, T., & Sparks, P. (2012). “I Help Because I Want to, Not Because 

You Tell Me to” Empathy Increases Autonomously Motivated Helping. Personality 

and Social Psychology Bulletin, 38(5), 681-689. 

https://doi.org/10.1177/0146167211435940  

Peng, J., Clarkin, C., & Doja, A. (2018). Uncovering Cynicism in Medical Training: A 

Qualitative Analysis of Medical Online Discussion Forums. BMJ Open, 8(10), 

e022883. https://doi.org/10.1136/bmjopen-2018-022883  

Peterson, J. L., Johnson, M. A., Halvorsen, B., Apmann, L., Chang, P.-C., Kershek, S., 

Scherr, C., Ogi, M., & Pincon, D. (2010). What Is It So Stressful About Caring for a 

Dying Patient? A Qualitative Study of Nurses’ Experiences. International Journal of 

Palliative Nursing, 16(4), 181-187. https://doi.org/10.12968/ijpn.2010.16.4.47784  

Picard, J., Catu-Pinault, A., Boujut, E., Botella, M., Jaury, P., & Zenasni, F. (2016). Burnout, 

Empathy and Their Relationships: A Qualitative Study with Residents in General 

Medicine. Psychology, Health & Medicine, 21(3), 354-361. 

https://doi.org/10.1080/13548506.2015.1054407  

Piko, B. F. (2006). Burnout, Role Conflict, Job Satisfaction and Psychosocial Health among 

Hungarian Health Care Staff: A Questionnaire Survey. International Journal of 

Nursing Studies, 43(3), 311-318. https://doi.org/10.1016/j.ijnurstu.2005.05.003  

Piumatti, G., Abbiati, M., Baroffio, A., & Gerbase, M. W. (2019). Associations between 

Motivational Factors for Studying Medicine, Learning Approaches and Empathy 

among Medical School Candidates. Advances in Health Sciences Education, 24(2), 

287-300. https://doi.org/10.1007/s10459-018-9866-6  

Post, S. G. (2011). Compassionate Care Enhancement: Benefits and Outcomes. International 

Journal of Person Centered Medicine, 1(4), 808-813. 

https://doi.org/10.5750/ijpcm.v1i4.153  

Prager, G. W., Braga, S., Bystricky, B., Qvortrup, C., Criscitiello, C., Esin, E., Sonke, G. S., 

Martínez, G. A., Frenel, J.-S., & Karamouzis, M. (2018). Global Cancer Control: 

https://doi.org/10.1179/175380611X13022552566371
https://doi.org/10.1037/0021-9010.79.2.224
https://doi.org/10.1177/0146167211435940
https://doi.org/10.1136/bmjopen-2018-022883
https://doi.org/10.12968/ijpn.2010.16.4.47784
https://doi.org/10.1080/13548506.2015.1054407
https://doi.org/10.1016/j.ijnurstu.2005.05.003
https://doi.org/10.1007/s10459-018-9866-6
https://doi.org/10.5750/ijpcm.v1i4.153


REFERENCES 

 

118 

Responding to the Growing Burden, Rising Costs and Inequalities in Access. ESMO 

open, 3(2), e000285. https://doi.org/10.1136/esmoopen-2017-000285  

Pullium, R. (1993). Reactions to Aids Patients as a Function of Attributions About 

Controllability and Promiscuity. Social Behavior and Personality: An International 

Journal, 21(4), 297-302. https://doi.org/10.2224/sbp.1993.21.4.297  

Redpath, S., & Linden, M. (2004). Attitudes Towards Behavioural Versus Organic 

Acquisition of Brain Injury. Brain Injury, 18(9), 861-869. 

https://doi.org/10.1080/02699050410001671838  

Redpath, S., Williams, W. H., Hanna, D., Linden, M., Yates, P., & Harris, A. (2010). 

Healthcare Professionals’ Attitudes Towards Traumatic Brain Injury (Tbi): The 

Influence of Profession, Experience, Aetiology and Blame on Prejudice Towards 

Survivors of Brain Injury. Brain Injury, 24(6), 802-811. 

https://doi.org/10.3109/02699051003709623  

Reynolds, L. M., Powell, P., Lin, Y. S., Ravi, K., Chung, C. K., & Consedine, N. S. (2019). 

Fighting the Flinch: Experimentally Induced Compassion Makes a Difference in 

Health Care Providers. British Journal of Health Psychology, 24(4), 982-998. 

https://doi.org/10.1111/bjhp.12390  

Reynolds, W. M. (1982). Development of Reliable and Valid Short Forms of the Marlowe‐

Crowne Social Desirability Scale. Journal of Clinical Psychology, 38(1), 119-125. 

https://doi.org/10.1002/1097-4679(198201)38:1<119::AID-

JCLP2270380118>3.0.CO;2-I  

Ribas, V., Dill, J. S., & Cohen, P. N. (2012). Mobility for Care Workers: Job Changes and 

Wages for Nurse Aides. Social Science and Medicine, 75(12), 2183-2190. 

https://doi.org/10.1016/j.socscimed.2012.08.015  

Roberts, L. W., Warner, T. D., Moutier, C., Geppert, C. M., & Hammond, K. A. G. (2011). 

Are Doctors Who Have Been Ill More Compassionate? Attitudes of Resident 

Physicians Regarding Personal Health Issues and the Expression of Compassion in 

Clinical Care. Psychosomatics, 52(4), 367-374. 

https://doi.org/10.1016/j.psym.2011.01.042  

Robinette, R. L. (1991). The Relationship between the Marlowe‐Crowne Form C and the 

Validity Scales of the Mmpi. Journal of Clinical Psychology, 47(3), 396-399. 

https://doi.org/10.1002/1097-4679(199105)47:3<396::AID-

JCLP2270470311>3.0.CO;2-K  

https://doi.org/10.1136/esmoopen-2017-000285
https://doi.org/10.2224/sbp.1993.21.4.297
https://doi.org/10.1080/02699050410001671838
https://doi.org/10.3109/02699051003709623
https://doi.org/10.1111/bjhp.12390
https://doi.org/10.1002/1097-4679(198201)38:1
https://doi.org/10.1016/j.socscimed.2012.08.015
https://doi.org/10.1016/j.psym.2011.01.042
https://doi.org/10.1002/1097-4679(199105)47:3


REFERENCES 

 

119 

Rodger, D., Blackshaw, B., & Young, A. (2019). Moral Distress in Healthcare Assistants: A 

Discussion with Recommendations. Nursing Ethics, 26(7-8), 2306-2313. 

https://doi.org/10.1177/0969733018791339  

Rognstad, M.-K., Nortvedt, P., & Aasland, O. (2004). Helping Motives in Late Modern 

Society: Values and Attitudes among Nursing Students. Nursing Ethics, 11(3), 227-

239. https://doi.org/https://www.researchgate.net/profile/Per-

Nortvedt/publication/8529513_Helping_Motives_in_Late_Modern_Society_values_a

nd_attitudes_among_nursing_students/links/00b495222fa086ca00000000/Helping-

Motives-in-Late-Modern-Society-values-and-attitudes-among-nursing-students.pdf  

Rokach, A. (2005). Caring for Those Who Care for the Dying: Coping with the Demands on 

Palliative Care Workers. Palliative & Supportive Care, 3(4), 325-332. 

https://doi.org/10.1017/S1478951505050492  

Roze des Ordons, A. L., MacIsaac, L., Hui, J., Everson, J., & Ellaway, R. H. (2020). 

Compassion in the Clinical Context: Constrained, Distributed, and Adaptive. Journal 

of General Internal Medicine, 35(1), 198-206. https://doi.org/10.1007/s11606-019-

05467-9  

Rudolph, U., Roesch, S., Greitemeyer, T., & Weiner, B. (2004). A Meta‐Analytic Review 

of Help Giving and Aggression from an Attributional Perspective: Contributions to a 

General Theory of Motivation. Cognition and Emotion, 18(6), 815-848. 

https://doi.org/10.1080/02699930341000248  

Samson, T., Iecovich, E., & Shvartzman, P. (2016). Psychometric Characteristics of the 

Hebrew Version of the Professional Quality-of-Life Scale. Journal of Pain and 

Symptom Management, 52(4), 575-581. e571. 

https://doi.org/10.1016/j.jpainsymman.2016.03.019  

Sansó, N., Galiana, L., Oliver, A., Pascual, A., Sinclair, S., & Benito, E. (2015). Palliative 

Care Professionals' Inner Life: Exploring the Relationships among Awareness, Self-

Care, and Compassion Satisfaction and Fatigue, Burnout, and Coping with Death. 

Journal of Pain and Symptom Management, 50(2), 200-207. 

https://doi.org/10.1016/j.jpainsymman.2015.02.013  

Sarmiento, T. P., Laschinger, H. K. S., & Iwasiw, C. (2004). Nurse Educators’ Workplace 

Empowerment, Burnout, and Job Satisfaction: Testing Kanter's Theory. Journal of 

Advanced Nursing, 46(2), 134-143. https://doi.org/10.1111/j.1365-2648.2003.02973.x  

https://doi.org/10.1177/0969733018791339
https://doi.org/https:/www.researchgate.net/profile/Per-Nortvedt/publication/8529513_Helping_Motives_in_Late_Modern_Society_values_and_attitudes_among_nursing_students/links/00b495222fa086ca00000000/Helping-Motives-in-Late-Modern-Society-values-and-attitudes-among-nursing-students.pdf
https://doi.org/https:/www.researchgate.net/profile/Per-Nortvedt/publication/8529513_Helping_Motives_in_Late_Modern_Society_values_and_attitudes_among_nursing_students/links/00b495222fa086ca00000000/Helping-Motives-in-Late-Modern-Society-values-and-attitudes-among-nursing-students.pdf
https://doi.org/https:/www.researchgate.net/profile/Per-Nortvedt/publication/8529513_Helping_Motives_in_Late_Modern_Society_values_and_attitudes_among_nursing_students/links/00b495222fa086ca00000000/Helping-Motives-in-Late-Modern-Society-values-and-attitudes-among-nursing-students.pdf
https://doi.org/https:/www.researchgate.net/profile/Per-Nortvedt/publication/8529513_Helping_Motives_in_Late_Modern_Society_values_and_attitudes_among_nursing_students/links/00b495222fa086ca00000000/Helping-Motives-in-Late-Modern-Society-values-and-attitudes-among-nursing-students.pdf
https://doi.org/10.1017/S1478951505050492
https://doi.org/10.1007/s11606-019-05467-9
https://doi.org/10.1007/s11606-019-05467-9
https://doi.org/10.1080/02699930341000248
https://doi.org/10.1016/j.jpainsymman.2016.03.019
https://doi.org/10.1016/j.jpainsymman.2015.02.013
https://doi.org/10.1111/j.1365-2648.2003.02973.x


REFERENCES 

 

120 

Schabert, J., Browne, J. L., Mosely, K., & Speight, J. (2013). Social Stigma in Diabetes. The 

Patient-Patient-Centered Outcomes Research, 6(1), 1-10. 

https://doi.org/10.1007/s40271-012-0001-0  

Schalk, D. M., Bijl, M. L., Halfens, R. J., Hollands, L., & Cummings, G. G. (2010). 

Interventions Aimed at Improving the Nursing Work Environment: A Systematic 

Review. Implementation Science, 5(1), 1-11. https://doi.org/10.1186/1748-5908-5-34  

Scherder, E., & Van Manen, F. (2005). Pain in Alzheimer's Disease: Nursing Assistants’ and 

Patients’ Evaluations. Journal of Advanced Nursing, 52(2), 151-158. 

https://doi.org/10.1111/j.1365-2648.2005.03577.x  

Schroeder, K., & Lorenz, K. (2018). Nursing and the Future of Palliative Care. Asia-Pacific 

Journal of Oncology Nursing, 5(1), 4. https://doi.org/10.4103/apjon.apjon_43_17  

Secrest, J., Iorio, D. H., & Martz, W. (2005). The Meaning of Work for Nursing Assistants 

Who Stay in Long-Term Care. Journal of Clinical Nursing, 14(8B), 90-97. 

https://doi.org/10.1111/j.1365-2702.2005.01282.x  

Sekse, R. J. T., Hunskar, I., & Ellingsen, S. (2018). The Nurse's Role in Palliative Care: A 

Qualitative Meta-Synthesis. Journal of Clinical Nursing, 27(1-2), e21-e38. 

https://doi.org/10.1111/jocn.13912  

Senécal, C., Vallerand, R. J., & Guay, F. (2001). Antecedents and Outcomes of Work-Family 

Conflict: Toward a Motivational Model. Personality and Social Psychology Bulletin, 

27(2), 176-186. https://doi.org/10.1177/0146167201272004  

Shalev, A., Phongtankuel, V., Kozlov, E., Shen, M. J., Adelman, R. D., & Reid, M. (2018). 

Awareness and Misperceptions of Hospice and Palliative Care: A Population-Based 

Survey Study. American Journal of Hospice and Palliative Medicine, 35(3), 431-439. 

https://doi.org/10.1177/1049909117715215  

Shanafelt, T. D., Balch, C. M., Bechamps, G. J., Russell, T., Dyrbye, L., Satele, D., Collicott, 

P., Novotny, P. J., Sloan, J., & Freischlag, J. A. (2009). Burnout and Career 

Satisfaction among American Surgeons. Annals of Surgery, 250(3), 463-471. 

https://doi.org/10.1001/jama.2009.1389  

Shannon, K., & McKenzie-Green, B. (2016). Current Role Challenges in New Zealand Aged 

Residential Care: The Potential Consequences for Healthcare Assistant Role 

Expansion. Contemporary Nurse, 52(2-3), 140-151. 

https://doi.org/10.1080/10376178.2016.1221322  

Sharma, S. (2017). Work Centrality and Its Relationship to Work Life Balance. International 

Journal of Applied Business and Economic Research, 15(4), 249-259. 

https://doi.org/10.1007/s40271-012-0001-0
https://doi.org/10.1186/1748-5908-5-34
https://doi.org/10.1111/j.1365-2648.2005.03577.x
https://doi.org/10.4103/apjon.apjon_43_17
https://doi.org/10.1111/j.1365-2702.2005.01282.x
https://doi.org/10.1111/jocn.13912
https://doi.org/10.1177/0146167201272004
https://doi.org/10.1177/1049909117715215
https://doi.org/10.1001/jama.2009.1389
https://doi.org/10.1080/10376178.2016.1221322


REFERENCES 

 

121 

https://www.researchgate.net/profile/Sakshi-Sharma-

62/publication/316006030_Work_centrality_and_its_relationship_to_work_life_balan

ce/links/5a3b2cf7aca2729d5063ac97/Work-centrality-and-its-relationship-to-work-

life-balance.pdf  

Sicsic, J., Le Vaillant, M., & Franc, C. (2012). Intrinsic and Extrinsic Motivations in Primary 

Care: An Explanatory Study among French General Practitioners. Health Policy, 

108(2-3), 140-148. https://doi.org/10.1016/j.healthpol.2012.08.020  

Sidwell, J. C., Ersek, M., Kestner, M., & Kraybill, B. M. (2005). Hpna Position Statement: 

The Value of the Nursing Assistant in End-of-Life Care. Journal of Hospice and 

Palliative Nursing, 7(3), 182-183. 

https://journals.lww.com/jhpn/Citation/2005/05000/HPNA_Position_Statement__The

_Value_of_the_Nursing.11.aspx  

Simon, S. T., Ramsenthaler, C., Bausewein, C., Krischke, N., & Geiss, G. (2009). Core 

Attitudes of Professionals in Palliative Care: A Qualitative Study. International 

Journal of Palliative Nursing, 15(8), 405-411. 

https://doi.org/10.12968/ijpn.2009.15.8.43800  

Sinclair, S. (2011). Impact of Death and Dying on the Personal Lives and Practices of 

Palliative and Hospice Care Professionals. CMAJ: Canadian Medical Association 

Journal, 183(2), 180-187. https://doi.org/10.1503/cmaj.100511  

Sinclair, S., Beamer, K., Hack, T. F., McClement, S., Raffin Bouchal, S., Chochinov, H. M., 

& Hagen, N. A. (2017). Sympathy, Empathy, and Compassion: A Grounded Theory 

Study of Palliative Care Patients’ Understandings, Experiences, and Preferences. 

Palliative Medicine, 31(5), 437-447. https://doi.org/10.1177/0269216316663499  

Sinclair, S., Norris, J. M., McConnell, S. J., Chochinov, H. M., Hack, T. F., Hagen, N. A., 

McClement, S., & Bouchal, S. R. (2016). Compassion: A Scoping Review of the 

Healthcare Literature. BMC Palliative Care, 15(1), 1-16. 

https://doi.org/10.1186/s12904-016-0080-0  

Singer, T., & Klimecki, O. M. (2014). Empathy and Compassion. Current Biology, 24(18), 

R875-R878. https://doi.org/10.1016/j.cub.2014.06.054  

Singh, P., & Loncar, N. (2010). Pay Satisfaction, Job Satisfaction and Turnover Intent. 

Relations Industrielles/Industrial relations, 65(3), 470-490. 

https://doi.org/10.7202/044892ar  

https://www.researchgate.net/profile/Sakshi-Sharma-62/publication/316006030_Work_centrality_and_its_relationship_to_work_life_balance/links/5a3b2cf7aca2729d5063ac97/Work-centrality-and-its-relationship-to-work-life-balance.pdf
https://www.researchgate.net/profile/Sakshi-Sharma-62/publication/316006030_Work_centrality_and_its_relationship_to_work_life_balance/links/5a3b2cf7aca2729d5063ac97/Work-centrality-and-its-relationship-to-work-life-balance.pdf
https://www.researchgate.net/profile/Sakshi-Sharma-62/publication/316006030_Work_centrality_and_its_relationship_to_work_life_balance/links/5a3b2cf7aca2729d5063ac97/Work-centrality-and-its-relationship-to-work-life-balance.pdf
https://www.researchgate.net/profile/Sakshi-Sharma-62/publication/316006030_Work_centrality_and_its_relationship_to_work_life_balance/links/5a3b2cf7aca2729d5063ac97/Work-centrality-and-its-relationship-to-work-life-balance.pdf
https://doi.org/10.1016/j.healthpol.2012.08.020
https://journals.lww.com/jhpn/Citation/2005/05000/HPNA_Position_Statement__The_Value_of_the_Nursing.11.aspx
https://journals.lww.com/jhpn/Citation/2005/05000/HPNA_Position_Statement__The_Value_of_the_Nursing.11.aspx
https://doi.org/10.12968/ijpn.2009.15.8.43800
https://doi.org/10.1503/cmaj.100511
https://doi.org/10.1177/0269216316663499
https://doi.org/10.1186/s12904-016-0080-0
https://doi.org/10.1016/j.cub.2014.06.054
https://doi.org/10.7202/044892ar


REFERENCES 

 

122 

Skitka, L. J., & Tetlock, P. E. (1992). Allocating Scarce Resources: A Contingency Model of 

Distributive Justice. Journal of Experimental Social Psychology, 28(6), 491-522. 

https://doi.org/10.1016/0022-1031(92)90043-J  

Smith, A. K., Fisher, J., Schonberg, M. A., Pallin, D. J., Block, S. D., Forrow, L., Phillips, R. 

S., & McCarthy, E. P. (2009). Am I Doing the Right Thing? Provider Perspectives on 

Improving Palliative Care in the Emergency Department. Annals of Emergency 

Medicine, 54(1), 86-93. e81. https://doi.org/10.1016/j.annemergmed.2008.08.022  

Stamm, B., Hundall. (2009). Professional Quality of Life Measure: Compassion, Satisfaction, 

and Fatigue Version 5 (Proqol). http://hdl.handle.net/20.500.11990/1329  

Steinmetz, D., & Tabenkin, H. (2001). The ‘Difficult Patient'as Perceived by Family 

Physicians. Family Practice, 18(5), 495-500. https://doi.org/10.1093/fampra/18.5.495  

Strathearn, L., Fonagy, P., Amico, J., & Montague, P. R. (2009). Adult Attachment Predicts 

Maternal Brain and Oxytocin Response to Infant Cues. Neuropsychopharmacology, 

34(13), 2655-2666. https://doi.org/10.1038/npp.2009.103  

Street Jr, R. L., Gordon, H., & Haidet, P. (2007). Physicians’ Communication and 

Perceptions of Patients: Is It How They Look, How They Talk, or Is It Just the 

Doctor? Social Science and Medicine, 65(3), 586-598. 

https://doi.org/10.1016/j.socscimed.2007.03.036  

Sundin, L., Hochwälder, J., Bildt, C., & Lisspers, J. (2007). The Relationship between 

Different Work-Related Sources of Social Support and Burnout among Registered 

and Assistant Nurses in Sweden: A Questionnaire Survey. International Journal of 

Nursing Studies, 44(5), 758-769. https://doi.org/10.1016/j.ijnurstu.2006.01.004  

Swift, T. L., & Wilson, S. L. (2001). Misconceptions About Brain Injury among the General 

Public and Non-Expert Health Professionals: An Exploratory Study. Brain Injury, 

15(2), 149-165. https://doi.org/10.1080/02699050117322  

Taleghani, F., Ashouri, E., Memarzadeh, M., & Saburi, M. (2018). Barriers to Empathy-

Based Care: Oncology Nurses’ Perceptions. International Journal of Health Care 

Quality Assurance. https://doi.org/10.1108/IJHCQA-12-2016-0185  

Tatman, A. W., Swogger, M. T., Love, K., & Cook, M. D. (2009). Psychometric Properties of 

the Marlowe-Crowne Social Desirability Scale with Adult Male Sexual Offenders. 

Sexual Abuse, 21(1), 21-34. https://doi.org/10.1177/1079063208325203  

Taylor, J., & Aldridge, J. (2017). Exploring the Rewards and Challenges of Paediatric 

Palliative Care Work–a Qualitative Study of a Multi-Disciplinary Children’s Hospice 

https://doi.org/10.1016/0022-1031(92)90043-J
https://doi.org/10.1016/j.annemergmed.2008.08.022
http://hdl.handle.net/20.500.11990/1329
https://doi.org/10.1093/fampra/18.5.495
https://doi.org/10.1038/npp.2009.103
https://doi.org/10.1016/j.socscimed.2007.03.036
https://doi.org/10.1016/j.ijnurstu.2006.01.004
https://doi.org/10.1080/02699050117322
https://doi.org/10.1108/IJHCQA-12-2016-0185
https://doi.org/10.1177/1079063208325203


REFERENCES 

 

123 

Care Team. BMC Palliative Care, 16(1), 1-11. https://doi.org/10.1186/s12904-017-

0254-4  

Temel, J. S., Greer, J. A., Muzikansky, A., Gallagher, E. R., Admane, S., Jackson, V. A., 

Dahlin, C. M., Blinderman, C. D., Jacobsen, J., & Pirl, W. F. (2010). Early Palliative 

Care for Patients with Metastatic Non–Small-Cell Lung Cancer. New England 

Journal of Medicine, 363(8), 733-742. https://doi.org/10.1056/NEJMoa1000678  

Ten Brummelhuis, L. L., Ter Hoeven, C. L., Bakker, A. B., & Peper, B. (2011). Breaking 

through the Loss Cycle of Burnout: The Role of Motivation. Journal of Occupational 

and Organisational Psychology, 84(2), 268-287. https://doi.org/10.1111/j.2044-

8325.2011.02019.x  

The Royal Australasian College of Physicians. (n.d). Geriatric Medicine. 

https://www.racp.edu.au/trainees/advanced-training/advanced-training-

programs/geriatric-medicine 

Tierney, S., Ozer, C.-T., & Perry, S. (2018). Having the “Headspace” for Compassion toward 

Self and Others: A Qualitative Study of Medical Students’ Views and Experiences. 

Teaching and Learning in Medicine, 30(3), 274-283. 

https://doi.org/10.1080/10401334.2018.1423973  

Tomey, A. M. (2009). Nursing Leadership and Management Effects Work Environments. 

Journal of Nursing Management, 17(1), 15-25. https://doi.org/10.1111/j.1365-

2834.2008.00963.x  

Travers, J. L., Teitelman, A. M., Jenkins, K. A., & Castle, N. G. (2020). Exploring Social‐

Based Discrimination among Nursing Home Certified Nursing Assistants. Nursing 

Inquiry, 27(1), e12315. https://doi.org/10.1111/nin.12315  

Tremblay, M. A., Blanchard, C. M., Taylor, S., Pelletier, L. G., & Villeneuve, M. (2009). 

Work Extrinsic and Intrinsic Motivation Scale: Its Value for Organisational 

Psychology Research. Canadian Journal of Behavioural Science/Revue canadienne 

des sciences du comportement, 41(4), 213. https://doi.org/10.1037/a0015167  

Trzeciak, S., Roberts, B. W., & Mazzarelli, A. J. (2017). Compassionomics: Hypothesis and 

Experimental Approach. Medical Hypotheses, 107, 92-97. 

https://doi.org/10.1016/j.mehy.2017.08.015  

Tunc, T., & Kutanis, R. O. (2009). Role Conflict, Role Ambiguity, and Burnout in Nurses 

and Physicians at a University Hospital in Turkey. Nursing & Health Sciences, 11(4), 

410-416. https://doi.org/10.1111/j.1442-2018.2009.00475.x  

https://doi.org/10.1186/s12904-017-0254-4
https://doi.org/10.1186/s12904-017-0254-4
https://doi.org/10.1056/NEJMoa1000678
https://doi.org/10.1111/j.2044-8325.2011.02019.x
https://doi.org/10.1111/j.2044-8325.2011.02019.x
https://www.racp.edu.au/trainees/advanced-training/advanced-training-programs/geriatric-medicine
https://www.racp.edu.au/trainees/advanced-training/advanced-training-programs/geriatric-medicine
https://doi.org/10.1080/10401334.2018.1423973
https://doi.org/10.1111/j.1365-2834.2008.00963.x
https://doi.org/10.1111/j.1365-2834.2008.00963.x
https://doi.org/10.1111/nin.12315
https://doi.org/10.1037/a0015167
https://doi.org/10.1016/j.mehy.2017.08.015
https://doi.org/10.1111/j.1442-2018.2009.00475.x


REFERENCES 

 

124 

Tutelman, P. R., Drake, E. K., & Urquhart, R. (2019). “It Could Have Been Me”: An 

Interpretive Phenomenological Analysis of Health Care Providers' Experiences 

Caring for Adolescents and Young Adults with Terminal Cancer. Journal of 

Adolescent and Young Adult Oncology, 8(5), 587-592. 

https://doi.org/10.1089/jayao.2019.0015  

Vail, L., Bosley, S., Petrova, M., & Dale, J. (2011). Healthcare Assistants in General 

Practice: A Qualitative Study of Their Experiences. Primary Health Care Research & 

Development, 12(1), 29-41. https://doi.org/10.1017/S1463423610000204  

Van Belle, E., Giesen, J., Conroy, T., van Mierlo, M., Vermeulen, H., Huisman‐de Waal, 

G., & Heinen, M. (2020). Exploring Person‐Centred Fundamental Nursing Care in 

Hospital Wards: A Multi‐Site Ethnography. Journal of Clinical Nursing, 29(11-12), 

1933-1944. https://doi.org/10.1111/jocn.15024  

Van Boekel, L. C., Brouwers, E. P., Van Weeghel, J., & Garretsen, H. F. (2013). Stigma 

among Health Professionals Towards Patients with Substance Use Disorders and Its 

Consequences for Healthcare Delivery: Systematic Review. Drug and Alcohol 

Dependence, 131(1-2), 23-35. 

https://doi.org/https://doi.org/10.1016/j.drugalcdep.2013.02.018  

Van Wilgen, C. P., Koning, M., & Bouman, T. K. (2013). Initial Responses of Different 

Health Care Professionals to Various Patients with Headache: Which Are Perceived 

as Difficult? International Journal of Behavioral Medicine, 20(3), 468-475. 

https://doi.org/10.1007/s12529-012-9232-7  

Verger, P., Arnaud, S., Ferrer, S., Iarmarcovai, G., Saliba, M.-L., Viau, A., & Souville, M. 

(2008). Inequities in Reporting Asbestos-Related Lung Cancer: Influence of Smoking 

Stigma and Physician’s Specialty, Workload and Role Perception. Occupational and 

Environmental Medicine, 65(6), 392-397. https://doi.org/10.1136/oem.2007.035808  

Voumard, R., Rubli Truchard, E., Benaroyo, L., Borasio, G. D., Büla, C., & Jox, R. J. (2018). 

Geriatric Palliative Care: A View of Its Concept, Challenges and Strategies. BMC 

Geriatrics, 18(1), 220. https://doi.org/10.1186/s12877-018-0914-0  

Wallerstedt, B., & Andershed, B. (2007). Caring for Dying Patients Outside Special Palliative 

Care Settings: Experiences from a Nursing Perspective. Scandinavian Journal of 

Caring Sciences, 21(1), 32-40. https://doi.org/10.1111/j.1471-6712.2007.00430.x  

Wang, E., Hu, H., Mao, S., & Liu, H. (2019). Intrinsic Motivation and Turnover Intention 

among Geriatric Nurses Employed in Nursing Homes: The Roles of Job Burnout and 

https://doi.org/10.1089/jayao.2019.0015
https://doi.org/10.1017/S1463423610000204
https://doi.org/10.1111/jocn.15024
https://doi.org/https:/doi.org/10.1016/j.drugalcdep.2013.02.018
https://doi.org/10.1007/s12529-012-9232-7
https://doi.org/10.1136/oem.2007.035808
https://doi.org/10.1186/s12877-018-0914-0
https://doi.org/10.1111/j.1471-6712.2007.00430.x


REFERENCES 

 

125 

Pay Satisfaction. Contemporary Nurse, 55(2-3), 195-210. 

https://doi.org/10.1080/10376178.2019.1641120  

Warneken, F., & Tomasello, M. (2006). Altruistic Helping in Human Infants and Young 

Chimpanzees. Science, 311(5765), 1301-1303. 

https://doi.org/10.1126/science.1121448  

Wassenaar, T. R., Eickhoff, J. C., Jarzemsky, D. R., Smith, S. S., Larson, M. L., & Schiller, J. 

H. (2007). Differences in Primary Care Clinicians' Approach to Non-Small Cell Lung 

Cancer Patients Compared with Breast Cancer. Journal of Thoracic Oncology, 2(8), 

722-728. https://doi.org/10.1097/JTO.0b013e3180cc2599  

Weiner, B. (1995). Judgments of Responsibility: A Foundation for a Theory of Social 

Conduct. guilford Press. https://doi.org/10.1002/jssc.201000660  

Weinstein, N., & Ryan, R. M. (2010). When Helping Helps: Autonomous Motivation for 

Prosocial Behavior and Its Influence on Well-Being for the Helper and Recipient. 

Journal of Personality and Social Psychology, 98(2), 222. 

https://doi.org/10.1037/a0016984  

Weisse, C. S., Melekis, K., & Hutchins, B. (2019). Providing End-of-Life Care: Increased 

Empathy and Self-Efficacy among Student Caregivers in Residential Homes for the 

Dying. American Journal of Hospice and Palliative Medicine, 36(6), 538-545. 

https://doi.org/10.1177/1049909118820844  

Weng, H.-C., Steed, J. F., Yu, S.-W., Liu, Y.-T., Hsu, C.-C., Yu, T.-J., & Chen, W. (2011). 

The Effect of Surgeon Empathy and Emotional Intelligence on Patient Satisfaction. 

Advances in Health Sciences Education, 16(5), 591-600. 

https://doi.org/10.1007/s10459-011-9278-3  

Werner, P., & Davidson, M. (2004). Emotional Reactions of Lay Persons to Someone with 

Alzheimer's Disease. International Journal of Geriatric Psychiatry, 19(4), 391-397. 

https://doi.org/10.1002/gps.1107  

Wiener, J. M., Squillace, M. R., Anderson, W. L., & Khatutsky, G. (2009). Why Do They 

Stay? Job Tenure among Certified Nursing Assistants in Nursing Homes. The 

Gerontologist, 49(2), 198-210. https://doi.org/10.1093/geront/gnp027  

Wiese, H. J., Wilson, J. F., Jones, R., & Neises, M. (1992). Obesity Stigma Reduction in 

Medical Students. International Journal of Obesity and Related Metabolic Disorders: 

Journal of the International Association for the Study of Obesity, 16(11), 859-868. 

https://doi.org/https://europepmc.org/article/med/1337340  

https://doi.org/10.1080/10376178.2019.1641120
https://doi.org/10.1126/science.1121448
https://doi.org/10.1097/JTO.0b013e3180cc2599
https://doi.org/10.1002/jssc.201000660
https://doi.org/10.1037/a0016984
https://doi.org/10.1177/1049909118820844
https://doi.org/10.1007/s10459-011-9278-3
https://doi.org/10.1002/gps.1107
https://doi.org/10.1093/geront/gnp027
https://doi.org/https:/europepmc.org/article/med/1337340


REFERENCES 

 

126 

Wilkes, L., Cowin, L., & Johnson, M. (2015). The Reasons Students Choose to Undertake a 

Nursing Degree. Collegian, 22(3), 259-265. 

https://doi.org/10.1016/j.colegn.2014.01.003  

Wilkes, L. M., Boxer, E., & White, K. (2003). The Hidden Side of Nursing: Why Caring for 

Patients with Malignant Malodorous Wounds Is So Difficult. Journal of Wound Care, 

12(2), 76-80. https://doi.org/10.12968/jowc.2003.12.2.26468  

Wowchuk, S. M., McClement, S., & Bond Jr, J. (2007). The Challenge of Providing 

Palliative Care in the Nursing Home. International Journal of Palliative Nursing, 

13(7), 345-350. https://doi.org/10.12968/ijpn.2007.13.7.24346  

Wright, K. (2014). Alleviating Stress in the Workplace: Advice for Nurses. Nursing 

Standard, 28(20). https://doi.org/10.7748/ns2014.01.28.20.37.e8391  

Yates, J. A., Clare, L., & Woods, R. T. (2017). “You’ve Got a Friend in Me”: Can Social 

Networks Mediate the Relationship between Mood and Mci? BMC Geriatrics, 17(1), 

1-7. https://doi.org/10.1186/s12877-017-0542-0  

Yesilada, F., & Direktör, E. (2010). Health Care Service Quality: A Comparison of Public 

and Private Hospitals. African Journal of Business Management, 4(6), 962. 

https://academicjournals.org/article/article1380721243_Yesilada%20and%20Direkt%

C3%B6r.pdf  

You, L.-m., Aiken, L. H., Sloane, D. M., Liu, K., He, G.-p., Hu, Y., Jiang, X.-l., Li, X.-h., Li, 

X.-m., & Liu, H.-p. (2013). Hospital Nursing, Care Quality, and Patient Satisfaction: 

Cross-Sectional Surveys of Nurses and Patients in Hospitals in China and Europe. 

International Journal of Nursing Studies, 50(2), 154-161. 

https://doi.org/10.1016/j.ijnurstu.2012.05.003  

Youngwerth, J., & Twaddle, M. (2011). Cultures of Interdisciplinary Teams: How to Foster 

Good Dynamics. Journal of Palliative Medicine, 14(5), 650-654. 

https://doi.org/10.1089/jpm.2010.0395  

Zambrano, S. C., & Barton, C. A. (2011). On the Journey with the Dying: How General 

Practitioners Experience the Death of Their Patients. Death Studies, 35(9), 824-851. 

https://doi.org/10.1080/07481187.2011.553315  

Zeller, A., Hahn, S., Needham, I., Kok, G., Dassen, T., & Halfens, R. J. (2009). Aggressive 

Behavior of Nursing Home Residents toward Caregivers: A Systematic Literature 

Review. Geriatric Nursing, 30(3), 174-187. 

https://doi.org/10.1016/j.gerinurse.2008.09.002  

https://doi.org/10.1016/j.colegn.2014.01.003
https://doi.org/10.12968/jowc.2003.12.2.26468
https://doi.org/10.12968/ijpn.2007.13.7.24346
https://doi.org/10.7748/ns2014.01.28.20.37.e8391
https://doi.org/10.1186/s12877-017-0542-0
https://academicjournals.org/article/article1380721243_Yesilada%20and%20Direkt%C3%B6r.pdf
https://academicjournals.org/article/article1380721243_Yesilada%20and%20Direkt%C3%B6r.pdf
https://doi.org/10.1016/j.ijnurstu.2012.05.003
https://doi.org/10.1089/jpm.2010.0395
https://doi.org/10.1080/07481187.2011.553315
https://doi.org/10.1016/j.gerinurse.2008.09.002


APPENDICES 

 

127 

Appendix A 

AHREC Ethical Approval 

 



APPENDICES 

 

128 

Appendix B 

Locality Approval Northland DHB 

 

 



APPENDICES 

 

129 

Appendix C 

Locality Approval Waitamatā 

 

 



APPENDICES 

 

130 

Appendix D 

Locality approval Waikato DHB 

 

 



APPENDICES 

 

131 

Appendix E 

Locality approval Bay of Plenty DHB 



APPENDICES 

 

132 

Appendix F 

Locality approval Southern DHB 

 

 



APPENDICES 

 

133 

Appendix G  

Locality approval Waikato DHB 

 



APPENDICES 

 

134 

Appendix H  

Advertising Materials  

 

Email Subject: Factors influencing care: the special case of advanced care. 

Kia ora koutou,  

With an ageing population and an increasing chronic disease burden in Aotearoa/New Zealand, it is 

vital to understand more about the experiences of those working in advanced care context (e.g 

palliative care, hospice care and aged care). People who work with patients with life-limiting illness 

offer a unique and important form of care. These contexts provide particular challenges that are not 
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We are recruiting medical specialists, nurses, and healthcare assistants/kaiāwhina/Caregivers that are 

over 18 years old, comfortable in English, currently working in New Zealand, and with patients 

experiencing life-limiting illnesses, conditions or advanced diseases (e.g. Palliative care, Hospice care 

or Aged-care).  

Participation in this study involves completing some anonymous questionnaires and responding to 

some hypothetical patient situations. We anticipate that participation will take less than 30 minutes to 

complete. All study data will be anonymous and kept confidential to the research team.Having 

completed the study, you will be given the option to go into the draw to win one of five $100 

Countdown vouchers.   

Ngā mihi/Thank you very much for making this study possible. Please click on the link below to read 

the participant information sheet to learn more about how to take part in the study 

https://auckland.au1.qualtrics.com/jfe/form/SV_6Ff3rqVVdGgBeTQ 

Feel free to contact me if you wish to know more about the study or if you have any queries. 

APPROVED BY THE UNIVERSITY OF AUCKLAND HEALTH RESEARCH ETHICS COMMITTEE 

ON 13/08/2021 FOR THREE YEARS REFERENCE NUMBER AH22759 

Ngā mihi nui, 

Nikita Kirkcaldy 

General contact information 
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Nikita Kirkcaldy 

Department of Psychological Medicine 

The University of Auckland  

Private Bag 92019, Auckland 1142 

Email: nkir951@aucklanduni.ac.nz 

Alternative Contacts: 

Dr. Nathan Consedine 

The University of Auckland, 

Private Bag 92019, Auckland 1142 

Email: n.consedine@auckland.ac.nz 

https://auckland.au1.qualtrics.com/jfe/form/SV_6Ff3rqVVdGgBeTQ
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Participant Information Sheet 

Department of Psychological Medicine 

The University of Auckland 

Private Bag 92019 

Auckland,1142  

New Zealand 

Study title: Factors influencing care: the special case of advanced care. 

Principal investigator:  Dr. Nathan Consedine Ethics committee ref.: AH22759 

Student Researcher: Nikita Kirkcaldy  

Tēnā koe, 

You are invited to participate in a research project that explores the factors influencing care in the 

special case of advanced care. This participation information sheet will help you decide if you’d like 

to take part in the study. It explains the reasoning behind the study, what your participation will 

involve, outline potential benefits and risks, and what will happen when the study ends.  

If any questions come up, please contact the study researchers (contact details at the end of this 

document). You may also want to discuss this study with other people, such as your whānau/family or 

friends.  

It is essential to read this document carefully to decide whether you would like to participate. 

Why are we doing this study? 

Advanced care such as palliative, hospice and aged care can be challenging for patients and families 

as well as those working in these environments. With a an ageing population and an increasing 

chronic disease burden in Aotearoa/New Zealand, it is important to understand the experiences of 

those working in advanced care. While all healthcare workers face challenges in their work, there are 

particular aspects of life limiting/long term care contexts that need to be understood. We need to hear 

from you. Findings from this study will help to address unanswered questions in advanced care 

research. Ultimately, our hope is that these findings will help to guide resource allocation to best 

support health care practitioners working with patients with life-limiting illnesses, conditions and 

advanced diseases in Aotearoa. 

What will my participation in the study involve? 

Approximately 30 minutes is required to complete some anonymous questionnaires and share some 

evaluations about hypothetical patient situations. If you would like to participate, you will be asked to 
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provide demographic and clinical training experience information and complete some standardised 

measures that relate to your experiences in advanced care. Finally, we will ask you to make some 

evaluations based on hypothetical patient situations. Because all study data are anonymous, a 

submitted questionnaire will be taken as evidence of your consent. 

Participants are asked to complete the study in one sitting, without interruption, and in a manner that 

protects their privacy. We will be using the online survey software, Qualtrics, to deliver our survey. 

This software allows users to create and distribute surveys and has previously been used for 

conducting academic research. 

What are the risks of participating in this study? 

Although it is very unlikely, should any unexpected distress occur from participating in the study, 

detailed information about health care and counselling services and helplines are provided at the end 

of the questionnaires.  

What are my rights as a participant? 

Participation in this research is entirely voluntary. If you choose to participate, you can change your 

mind at any time, without providing a reason, and without any consequences. While your data will 

always be anonymous, you will not be able to withdraw it once submitted.  

Confidentiality and Anonymity  

 

All responses to the questionnaire are anonymous. Participants’ anonymity can be guaranteed even 

when their IP addresses are known. Your research data will be anonymous and stored under 

alphanumeric codes assigned by the survey software used in this study (Qualtrics). No identifying 

information will appear on questionnaires or other materials. The information relating to you will be 

kept completely confidential to the research team. 

Qualtrics ensures that all your data is secure and assures data confidentiality. It is FedRAMP 

authorised, which is the gold-standard of security certification. Qualtrics also complies with 

international standards. 

If you choose to provide an email address, this will be acquired and stored separately from your 

questionnaire responses and will only be used to contact you if you have been drawn to win a 

Countdown voucher or if you would like a summary of the study results. While emails that include 

your name might de-anonymise participation, any email will be separate from your data which will 

always be anonymous and confidential to the research team.  

Data storage 

The data obtained from this research will be kept securely on the researcher’s computer at the 

Department of Psychological Medicine, University of Auckland. All data are anonymous and stored 

separately from email addresses acquired to enter the prize draw or to receive a summary of the study 

results. Electronic data will be stored in computer files, and the online questionnaire responses stored 

securely online. Only the researcher (Prof Nathan Consedine) and the student researcher (Nikita 

Kirkcaldy) will access the data. The electronic data will be deleted from the Cloud after six years. 
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How will the data be used? 

Data will be presented as group averages and percentages. The data will be presented in a Master’s 

thesis and may be used in presentations and scientific publications.  

A summary of the study results will be provided to interested participants via email. Participants will 

be given the option to provide an email address on a separate survey if they would like a summary of 

the results. As it takes some time to analyse the study results, it may be up to one year after your 

participation that you receive this summary. 

Countdown vouchers  

 

After completing the online study, participants can choose to go in the draw to win one of five $100 

countdown vouchers by providing their email address on a separate survey. Participants who have 

won a voucher will be contacted via the email they provided. 

 

Cultural support 

 

If you require Māori cultural support, talk to your whānau in the first instance. 

Alternatively, you may contact the administrator for He Kamaka Waiora (Māori Health 

Team) by telephoning 09 486 8324 ext 2324. 

 

If you have any questions or complaints about the study, you may contact the Auckland 

and Waitematā District Health Boards Māori Research Committee or Māori Research 

Advisor by phoning 09 486 8920 ext 3204. 

 

How can you take part? 

 

If you would like to participate in this study, please click on this link to access the questionnaires on 

Qualtrics: https://auckland.au1.qualtrics.com/jfe/form/SV_79ZnbNCpAaw9S0S 

 

Ngā mihi nui/thank you kindly for your time and effort in making this study possible. If you have any 

questions or queries please contact: 

Student researcher:  

Nikita Kirkcaldy 

Department of Psychological Medicine 

The University of Auckland  

Private Bag 92019, Auckland 1142 

Email: nkir951@aucklanduni.ac.nz 

 

Alternative Contacts: 

Dr. Nathan Consedine 

The University of Auckland, 

Private Bag 92019, Auckland 1142 

Email: n.consedine@auckland.ac.nz 

 

Or the Head of the Department of Psychological Medicine, Professor Sally Merry. 

https://auckland.au1.qualtrics.com/jfe/form/SV_79ZnbNCpAaw9S0S
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Email: s.merry@auckland.ac.nz 

Phone: (09) 923 6981  

 

For concerns of an ethical nature, you can contact the Chair of the Auckland Health Research 

Ethics Committee at ahrec@auckland.ac.nz or at 373 7599 x 83711, or at Auckland Health 

Research Ethics Committee, The University of Auckland, Private Bag 92019, Auckland 1142. 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HEALTH RESEARCH ETHICS COMMITTEE 

ON 13/08/2021 FOR THREE YEARS REFERENCE NUMBER AH22759 

 

 

mailto:s.merry@auckland.ac.nz
mailto:ahrec@auckland.ac.nz

	Abstract
	Acknowledgements
	Table of Contents
	List of Figures
	List of Tables
	Chapter 1. Compassion in Healthcare
	1.1 Does it Matter? The Importance and Need for Compassion in Healthcare
	1.2 Compassion in Healthcare. Differentiation and Characterisation
	1.2.1 Differentiating Compassion From Related Constructs

	1.3 Characterising Compassion
	1.4 Compassion in Healthcare : The Transactional Model of Physician Compassion
	1.5 Summary

	Chapter 2. Compassion in the Special Context of Advanced Care
	2.1 Patterns of Challenge Within the Advanced Care Context
	2.1.1 Characterising Advanced Care Services
	2.1.2 Similarities in Barriers to Compassion Across Advanced Care Services

	2.2 Healthcare Practitioner Factors
	2.3 Patient and Family Factors
	2.4 Clinical Factors
	2.5 Environmental and Institutional Factors
	2.6 Summary

	Chapter 3. The Special Context of Advanced Care and Barriers to Compassion
	3.1 Variations in Barriers to Compassion Across Specialisations and Disciplines
	3.1.1 Health Care Assistants and Barriers to Compassion

	3.2 Whose Role is it? Perceived Roles and Compassion
	3.3 Motivations and Barriers to Compassion
	3.4 Who Deserves Care? The Impact of Perceived Responsibility on Compassion
	3.5 Summary

	Chapter 4. Rationale for the Current Study and Hypotheses
	4.1 Study Rational
	4.2 Current Study and Hypothesis

	Chapter 5. Methods
	5.1.1 Overview
	5.1.2 Study Design
	5.1.3 Ethics
	5.1.4 Power Analysis
	5.2 Participants
	5.2.1 Procedure

	5.3 Materials
	5.4 Measures
	5.4.1 Demographics
	5.4.2 Professional and Employment Factors
	5.4.3 Effect of Patient Responsibility on Compassion in Advanced Care; Experimental Manipulation

	5.5 Analytic Strategy and Data screening

	Chapter 6. Results
	6.1 Overall
	6.2 Section One: Barriers to Compassion in Advanced Care
	6.2.1 Differences Between Healthcare Professionals in Advanced Care
	6.2.2 Evaluating the Association Between Assigned Roles and Barriers to Compassion Within Advanced Care

	6.3 Section Two: Links Between Subjective Role Perceptions, Motivations and Barriers to Compassion
	6.4 Section Three. The Role of Patient Responsibility in Advanced Care
	6.4.1 Randomisation and Manipulation Checks
	6.4.2 Do Perceptions of Patient Responsibility Reduce Compassion

	6.5 Section Four. Do the Barriers to Compassion in Advanced Care Differ From Those in Other Specialisations?
	6.5.1 Methodological Outline of Fernando and Considine (2017)
	6.5.2 Barriers to Compassion in Advanced Care Compared to Other Specialisations


	Chapter 7. Discussion
	7.1 Summary of Key Findings and Results
	7.2 Section One: Is Advanced Care Special in Terms of the Experience of Barriers to Compassion?
	7.2.1 Barriers to Compassion Between Roles within Advanced Care
	7.2.2 Contrasting Barriers to Compassion Between Advanced Care and Other Specialisations

	7.3 Section two: Are the Barriers to Compassion Influenced by Role Perceptions, Motivations, or Perceived Patient Responsibility?
	7.3.1 Links  Between Subjective Role Perception and Barriers to Compassion
	7.3.2 Links Between Work Motivations and the Barriers to Compassion
	7.3.3 The Influence of Perceived (Patient) Responsibility on Compassion

	7.4 Section Three: Implications, Limitations and Future Research
	7.4.1 Implications
	7.4.2 Limitations and Recommendations for Future Research
	7.4.3 Conclusion


	References
	Appendix A
	Appendix B
	Appendix C
	Appendix D
	Appendix E
	Appendix F
	Appendix G
	Appendix H
	Appendix I

