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ABSTRACT
The progressive realisation of universal health coverage 
requires that health services are not only available 
and accessible, but also that they are rendered to 
the population in an acceptable, compassionate and 
respectful manner to deliver quality of care. Health 
workers’ competencies play a central role in the provision 
of compassionate and respectful care (CRC); but health 
workers’ behaviour is also influenced by the policy and 
governance environment in which they operate. The 
identification of relevant policy levers to enhance CRC 
therefore calls for actions that enable health workers to 
optimise their roles and fulfil their responsibilities.
This paper aims at exploring the health workforce policy 
and management levers to enable CRC. Through an 
overview of selected country experiences, concrete 
examples are provided to illustrate the range of available 
policy options. Relevant interventions may span the 
individual, organisational, or system-wide level. Some 
policies are specific to CRC and may include, among 
others, the inclusion of relevant competencies in preservice 
and in-service education, supportive supervision and 
accountability mechanisms. Other relevant actions 
depend on a broader workforce governance approach, 
including policies that target health workforce availability, 
distribution and working conditions, or wider system -level 
factors, including regulatory and financing aspects.
The selection of the appropriate system-wide and CRC-
specific interventions should be tailored to the national 
and operational context in relation to its policy objectives 
and feasibility and affordability considerations. The 
identification of performance metrics and the collation 
and analysis of required data are necessary to monitor 
effectiveness of the interventions adopted.

FRAMING THE ISSUE OF COMPASSIONATE, 
RESPECTFUL CARE
Universal coverage with quality services 
requires that these are not only available and 
accessible, but also that they are provided to 
the population according to optimal stand-
ards and that they are acceptable.1 Despite the 

recognition of the importance of delivering 
care that is respectful and compassionate,2 
relevant policy options are not often adopted 
in practice. Definitions of compassion in 
the provision of health services emphasise 
the importance of cognitive and emotional 
responses, including empathy, by care 
providers and their subsequent actions to 
contribute to provision of quality healthcare.3 
Challenges in providing respectful care have 
been documented in several clinical areas, 
ranging from the treatment and care for 
HIV,4 to mental health,5 sexual and reproduc-
tive health, and obesity,6 among others; there 
have also been similar challenges related to 
specific population groups, such as ethnic 
minorities, and stigma and discrimination on 
the basis of sexual orientation.

Shortcomings in the provision of compas-
sionate and respectful care (CRC) can be 
categorised according to different types of 
abuse and inappropriate behaviours that 
patients may be exposed to. A landscape 
analysis outlined the issue of disrespectful 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Compassionate and respectful care is a neglected 
topic, with most evidence referring to interventions 
targeting individual health workers’ capacity, such 
as training.

WHAT THIS STUDY ADDS
	⇒ Addressing the underlying determinants of work-
force performance, however, requires broader pol-
icies at organisational or system-wide level.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ A framework for research, policy and practice is 
presented.
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and abusive care women experienced during childbirth 
in health facilities.7 Quality of care for maternal and 
newborn health requires eliminating mistreatment of 
women and promotion of respectful care during child-
birth.8 9

A 2015 systematic review identified six main types of 
mistreatment during childbirth, categorised according to 
the perspectives of women, community members, health 
workers and administrators:10

	► Physical abuse.
	► Verbal abuse.
	► Stigma and discrimination.
	► Poor rapport between women and providers.
	► Providers’ failure to meet professional standards.
	► Health systems conditions and constraints.
Respectful maternity care emphasises the fundamental 

rights of women, newborns, and families, to equitable 
access to evidence-based quality care, while recognising 
the unique needs and preferences of both women and 
newborns.11 Achieving this requires taking into account 
the perspectives of users (women and their families), and 
devising interventions by policy-makers and managers 
to enhance the capacity of health workers to improve 
quality of care, including through appropriate communi-
cation and respecting women’s choices.12

Tools have been developed to measure compassionate 
care in clinical settings,13 and metrics exist on mistreat-
ment of women through community surveys and labour 
observation;14 for instance, a multicountry study found 
that younger, less-educated women were most at risk of 
mistreatment, which can include physical and verbal 
abuse, stigma and discrimination, medical procedures 
conducted without their consent, use of force during 
procedures, and abandonment or neglect by health 
workers.15

While a substantial part of the respectful care evidence 
originates from maternal and childbirth services, the 

challenges encountered in these contexts are mirrored 
by similar issues in other clinical areas. Mistreatment can 
occur at the level of interaction between the service user 
and the health workers, as well as through systemic fail-
ures at the health facility and health system levels.

Despite the growing importance of this topic, it is still 
relatively neglected in the health workforce literature; 
moreover, the prevalent policy responses and their anal-
yses have been often fragmented and largely verticalised 
according to individual service delivery areas.

This paper intends to go beyond a narrow service-
specific lens and aims instead to explore the evidence 
base and articulate policy options for health work-
force governance and management in support of CRC, 
adopting an analytical lens rooted in a health workforce 
conceptual framework.

UNDERSTANDING THE DETERMINANTS OF HEALTH WORKER 
BEHAVIOUR
Health worker behaviour is a key driver of quality of 
care; multiple frameworks exist to identify determinants 
of health workforce performance, ranging from labour 
market forces and other system level elements to organ-
isational and work environment factors underpinning 
motivation at the individual level (see figure 1).

Various health labour market factors impact on the 
motivation and job satisfaction of the health work-
force,16 for instance, it may be necessary to address the 
root causes of health workers’ burnout by ensuring a 
reasonable workload in a conducive and supportive 
work environment; reducing occupational diseases and 
injuries by adequately investing in occupational safety 
measures in the workplace; dealing adequately with 
secondary traumatic stress conditions putting in place 
support and counselling services; and reducing abuse 
of health workers by ensuring a safe and protected work 

Figure 1  A policy framework for multilayered interventions towards CRC. CRC, compassionate and respectful care.
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environment, coupled with sensitisation of communities. 
Conversely, evidence from a 2018 systematic review shows 
that strategies to improve the performance of the health 
workforce focusing exclusively on training and advocacy 
materials have very limited impact.17

The working environment, adequacy of workload 
and decent work of health workers are closely related 
to compassionate care and quality of care: occupational 
burnout and overburdening of health professionals are 
major causes of medical errors and poor quality of care; 
lack of patient handling equipment is an obstacle for 
compassionate care of patients with reduced mobility; 
violence and harassment in healthcare affect both 
workers and patients.18

Health workers’ individual motivation is affected by the 
environment in which they operate: upholding health 
workers’ rights is linked with the fulfilment of their roles 
and responsibilities. Compassionate care may be compro-
mised when health workers suffer from psychological, 
physical and sexual harassment and violence, excessive 
workload and occupational burnout. The duty of care 
of employers and facility managers is to both workers’ 
safety and patient safety; in turn, the duty of care towards 
health workers influences directly health workers’ duty 
of care towards their patients.19 Fulfilment of the rights 
and responsibilities of health workers, by addressing 
the contractual framework for health workers’ employ-
ment, fair pay, equal treatment, safe and conducive 
working environment, professional representation, and 
complaint mechanisms, can ensure that the positive roles 
that health worker play are amplified, and potential nega-
tive ones mitigated,20 contributing to the delivery of CRC.

Established frameworks for quality of care and Inte-
grated People Centred Health Services21  recognise that 
multiple health services and health workforce factors 
are necessary for quality of care. For example, action is 
required to plan, assure and improve quality,22 reflecting 
the need for coherent and aligned national planning 
and policy formulation to set direction, accompanied by 
operational methods to ensure that the critical processes 
of health service delivery are designed to work and that 
the target levels of performance are being achieved and 
sustained. Attention is also needed across four areas of 
intervention to enhance quality: shaping the system envi-
ronment, reducing harm, improving clinical care, and 
engaging patients, families and communities.23

At the system-wide level, health workforce strategies 
geared to the development of a compassionate, caring 
and respectful workforce require quality standards and 
regulation systems to uphold them. These can in turn be 
reinforced by appropriate management and governance 
mechanisms, and compassionate leadership.24 Evidence-
based approaches to CRC emphasise the importance 
of embedding in management systems attitudes that 
support attending to, understanding, empathising with 
and helping others.25 Compassionate leadership is 

inherent in cultures that provide psychological safety—as 
opposed to blame or undue punishment.26

An integrated and comprehensive framework for 
CRC should centre, but at the same time go beyond, its 
workforce dimensions, recognising the multiple layers 
of determinants of health worker behaviour described 
above (figure 1).

Applying this framework can lead to the identification 
of complementary strategies and targeting them at the 
appropriate level: some policy levers will be effective if 
addressed to individual health workers, whereas others 
will require interventions at the level of the organisa-
tion, facility or employer; and yet others will necessitate 
governance interventions of a policy, management or 
regulatory nature,27 either focusing on the health work-
force more broadly, or on the organisation and delivery 
of health services at large. Identifying the right targets 
can lead to defining the most appropriate implementa-
tion strategy: for instance, interventions targeting indi-
vidual health workers can include training, mentoring, 
incentives etc; conversely, those targeting the broader 
workforce management (eg, to reduce burn-out due to 
overburdening) depend on action at the aggregate level, 
including management strategies adopted by health facil-
ities or reforms to curricula and licensing requirements; 
and those requiring an even broader approach (eg, 
investments in health labour markets to ensure adequate 
numbers and distribution of health workers, adopting 
broader quality of care approaches, or the regulations 
to sanction disrespectful behaviour by health workers) 
should be targeted to policy-makers.

In the context of the framework above, selected exam-
ples from contexts at different levels of socio-economic 
development are presented, drawing from a selective 
literature review, to illustrate application in real world 
settings of the policy levers for CRC.

SELECTED EXPERIENCES ON CRC POLICIES
To date, only few studies have examined the impact 
of specific policies to enhance CRC, either as a single 
component or package of measures. A 2018 systematic 
review with data from five studies showed that CRC in the 
context of maternal care reduces experiences of disre-
spectful or abusive behaviours and of physical abuse by 
health workers.28 However, the evidence on reductions in 
non-dignified care, lack of privacy, verbal abuse, neglect 
and abandonment, and reduction in episiotomy rates was 
less certain. The review suggests that a multicomponent 
CRC policy could increase women’s experiences of good-
quality maternity care.

A broader range of illustrative country examples, 
collated through the authors’ experience supplemented 
by a snowballing approach, is provided to summarise the 
evidence on interventions which either focused primarily 
on CRC or included this policy objective (table 1).

 on A
pril 4, 2022 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2021-008007 on 31 M

arch 2022. D
ow

nloaded from
 

http://gh.bmj.com/


4 Cometto G, et al. BMJ Global Health 2022;7:e008007. doi:10.1136/bmjgh-2021-008007

BMJ Global Health

Ta
b

le
 1

 
S

el
ec

tiv
e 

ov
er

vi
ew

 o
f 2

0 
in

iti
at

iv
es

 a
nd

 s
tu

d
ie

s 
fo

cu
si

ng
 o

n 
C

R
C

 w
or

kf
or

ce

N
o

Le
ad

 a
ut

ho
r 

an
d

 y
ea

r
P

o
lic

y 
o

b
je

ct
iv

e
S

tu
d

y 
co

nt
ex

t

Ta
rg

et
 s

co
p

e 
o

f 
p

o
lic

y 
in

te
rv

en
ti

o
ns

Ty
p

e 
o

f 
st

ud
y 

an
d

 
ce

rt
ai

nt
y 

o
f 

ev
id

en
ce

*
S

um
m

ar
y 

o
f 

re
p

o
rt

ed
 

re
su

lt
s 

o
r 

o
ut

co
m

es
In

d
iv

id
ua

l h
ea

lt
h 

w
o

rk
er

s
E

m
p

lo
ye

r/
 o

rg
an

is
at

io
n 

an
d

 w
o

rk
 e

nv
ir

o
nm

en
t

E
nt

ir
e 

he
al

th
 

sy
st

em

1
H

an
se

n 
et

 a
l42

 
20

21
D

ec
re

as
in

g 
p

sy
ch

ol
og

ic
al

 
d

is
tr

es
s 

in
 in

fo
rm

al
 

ca
re

gi
ve

rs
 o

f p
eo

p
le

 w
ith

 
m

en
ta

l i
lln

es
s

Tw
o 

d
iff

er
en

t 
co

m
m

un
ity

 
se

tt
in

gs
 in

 D
en

m
ar

k 
in

vo
lv

in
g 

m
en

ta
l h

ea
lth

 
ca

re
gi

ve
rs

.

C
om

p
as

si
on

 c
ul

tiv
at

io
n 

tr
ai

ni
ng

 in
te

rv
en

tio
n

 �


 �


W
ai

tli
st

-c
on

tr
ol

le
d

 
ra

nd
om

is
ed

 c
lin

ic
al

 t
ria

l 
in

vo
lv

in
g 

16
1 

ca
re

gi
ve

rs
 

of
 p

eo
p

le
 w

ith
 m

en
ta

l 
ill

ne
ss

.
M

od
er

at
e 

ce
rt

ai
nt

y

re
d

uc
tio

n 
in

 p
sy

ch
ol

og
ic

al
 

d
is

tr
es

s 
in

 c
ar

eg
iv

er
s 

of
 

p
eo

p
le

 w
ith

 m
en

ta
l i

lln
es

s

2
La

rm
ar

43
 2

02
0

P
ro

vi
d

in
g 

co
m

p
as

si
on

at
e 

ca
re

 fo
r 

p
eo

p
le

 li
vi

ng
 w

ith
 

H
IV

P
riv

at
e 

cl
in

ic
 p

ro
vi

d
in

g 
ou

tp
at

ie
nt

 s
er

vi
ce

s 
to

 
p

eo
p

le
 li

vi
ng

 w
ith

 H
IV

 a
nd

 
th

ei
r 

fa
m

ili
es

 a
t 

su
b

na
tio

na
l 

le
ve

l i
n 

In
d

ia
.

Im
p

ro
ve

 h
ea

lth
 w

or
ke

rs
’ 

re
la

tio
ns

 w
ith

 p
at

ie
nt

s
Im

p
ro

ve
 c

lin
ic

ia
ns

’ a
tt

itu
d

e 
to

w
ar

d
s 

cl
ie

nt
s 

of
 H

IV
 c

lin
ic

 
th

ro
ug

h 
p

ar
tic

ip
at

io
n 

of
 

b
en

efi
ci

ar
y 

gr
ou

p

 �


Q
ua

lit
at

iv
e 

st
ud

y 
on

 h
ea

lth
 w

or
ke

rs
’ 

p
er

ce
p

tio
ns

Ve
ry

 lo
w

 c
er

ta
in

ty

N
on

e

3
A

fu
la

ni
 e

t 
al

44
 

20
19

Tr
ai

ni
ng

 o
n 

d
el

iv
er

in
g 

re
sp

ec
tf

ul
 m

at
er

na
l c

ar
e

P
ilo

t 
p

ro
je

ct
 u

nd
er

ta
ke

n 
in

 
E

as
t 

M
am

p
ru

si
 D

is
tr

ic
t 

in
 

no
rt

he
rn

 G
ha

na
 t

ra
in

in
g 

43
 

p
ro

vi
d

er
s 

of
 o

b
st

et
ric

 a
nd

 
ne

w
b

or
n 

ca
re

.

In
te

gr
at

ed
 e

m
er

ge
nc

y 
ob

st
et

ric
 s

im
ul

at
io

n 
tr

ai
ni

ng
s 

fo
r 

he
al

th
 w

or
ke

rs
 

p
ro

vi
d

in
g 

ca
re

 t
o 

p
re

gn
an

t 
w

om
en

 �


 �


B
ef

or
e 

an
d

 a
ft

er
 s

tu
d

y
Ve

ry
 lo

w
 c

er
ta

in
ty

A
ve

ra
ge

 p
er

so
n-

ce
nt

re
d

 
m

at
er

ni
ty

 c
ar

e 
sc

or
e 

in
cr

ea
se

d
 b

y 
43

%
; 

im
p

ro
ve

m
en

ts
 o

f 1
5%

 fo
r 

d
ig

ni
ty

 a
nd

 r
es

p
ec

t,
 8

7%
 

fo
r 

co
m

m
un

ic
at

io
n 

an
d

 
au

to
no

m
y,

 a
nd

 5
5%

 fo
r 

su
p

p
or

tiv
e 

ca
re

4
Fl

or
es

 e
t 

al
45

 
20

18
D

ev
el

op
in

g 
co

m
p

as
si

on
at

e 
co

m
m

un
ity

 c
ar

e 
m

od
el

s
La

rg
e-

sc
al

e 
st

ud
y 

d
ev

el
op

ed
 t

hr
ou

gh
 a

 
ce

nt
ra

lly
 r

un
 n

et
w

or
k 

of
 in

te
rn

at
io

na
l n

on
-

go
ve

rn
m

en
ta

l o
rg

an
is

at
io

ns
 

an
d

 im
p

le
m

en
te

d
 in

 S
p

ai
n,

 
C

ol
om

b
ia

 a
nd

 A
rg

en
tin

a

Tr
ai

ni
ng

 a
nd

 d
ev

el
op

m
en

t 
of

 in
te

rv
en

tio
n 

p
ro

to
co

ls
 

fo
r 

co
m

m
un

ity
 p

ro
m

ot
er

s 
fo

r 
th

e 
d

el
iv

er
y 

of
 

co
m

p
as

si
on

at
e 

p
al

lia
tiv

e 
an

d
 e

nd
 o

f l
ife

 c
ar

e

Im
p

le
m

en
ta

tio
n 

of
 n

et
w

or
ks

 
of

 c
ar

e 
ra

is
in

g 
so

ci
al

 
aw

ar
en

es
s 

an
d

 a
d

op
tin

g 
co

m
m

un
ity

 c
ha

rt
er

s

 �


D
es

cr
ip

tiv
e 

st
ud

y
Ve

ry
 lo

w
 c

er
ta

in
ty

42
 o

rg
an

is
at

io
ns

 in
vo

lv
ed

. 
A

w
ar

en
es

s 
an

d
 t

ra
in

in
g 

w
or

ks
ho

p
s 

b
en

efi
tt

in
g 

16
 0

77
 m

em
b

er
s 

of
 t

he
 

p
ub

lic
, 2

70
 s

tu
d

en
ts

, 1
42

0 
ca

r e
gi

ve
rs

, 9
5 

tr
ai

ne
d

 h
ea

lth
 

p
ro

fe
ss

io
na

ls
.

5
To

m
p

ki
ns

46
 

20
18

D
ev

el
op

in
g 

co
m

p
as

si
on

at
e 

co
m

m
un

iti
es

N
at

io
na

l l
ev

el
 in

iti
at

iv
e 

in
 C

an
ad

a 
s 

le
d

 b
y 

no
t 

fo
r 

p
ro

fit
 o

rg
an

is
at

io
n 

th
ro

ug
h 

it 
w

or
k 

on
 

st
re

ng
th

en
in

g 
ed

uc
at

io
n 

an
d

 b
ui

ld
in

g 
ne

tw
or

ks
 fo

r 
co

m
p

as
si

on
at

e 
ca

re
.

Tr
ai

ni
ng

 a
nd

 e
d

uc
at

io
n 

on
 

p
ro

vi
d

in
g 

co
m

p
as

si
on

at
e 

p
al

lia
tiv

e 
an

d
 e

nd
 o

f l
ife

 
ca

re

C
om

p
as

si
on

at
e 

C
om

m
un

iti
es

 
C

ha
rt

er
 c

on
ne

ct
in

g 
al

l 
st

ak
eh

ol
d

er
s.

M
ed

ic
al

 a
ss

is
ta

nc
e 

in
 d

yi
ng

 le
gi

sl
at

io
n.

C
ur

ric
ul

a 
ad

ap
ta

tio
n.

D
es

cr
ip

tiv
e 

st
ud

y
Ve

ry
 lo

w
 c

er
ta

in
ty

N
on

e

6
D

ep
ar

tm
en

t 
of

 H
ea

lth
 

an
d

 H
um

an
 

S
er

vi
ce

s,
 

G
ov

er
nm

en
t 

of
 T

as
m

an
ia

47
 

20
17

D
ev

el
op

in
g 

a 
p

ol
ic

y 
fr

am
ew

or
k 

to
 g

ui
d

e 
th

e 
d

el
iv

er
y 

of
 c

om
p

as
si

on
at

e 
ca

re

S
ub

- n
at

io
na

l p
ol

ic
y 

an
d

 t
ra

in
in

g 
in

iti
at

iv
e 

in
 

Ta
sm

an
ia

 a
d

op
tin

g 
a 

w
ho

le
 

of
 c

om
m

un
ity

 a
p

p
ro

ac
h 

an
d

 b
ui

ld
s 

on
 t

he
 N

at
io

na
l 

S
tr

at
eg

y 
of

 A
us

tr
al

ia
n 

G
ov

er
nm

en
t.

Tr
ai

ni
ng

 a
nd

 c
ap

ac
ity

 
b

ui
ld

in
g 

of
 t

he
 

he
al

th
 w

or
kf

or
ce

 o
n 

co
m

p
as

si
on

at
e 

ca
re

 
el

em
en

ts

S
tr

en
gt

he
ni

ng
 c

om
m

un
ity

 
ap

p
ro

ac
he

s,
 t

ra
ns

iti
on

in
g 

fr
om

 h
os

p
ita

l-
b

as
ed

 t
o 

co
m

m
un

ity
 a

nd
 fa

m
ily

 le
ve

l 
ca

r e

A
d

op
tio

n 
of

 n
ew

 
p

ol
ic

y 
fr

am
ew

or
k 

fo
r 

p
al

lia
tiv

e 
an

d
 

en
d

 o
f l

ife
 c

ar
e.

D
es

cr
ip

tiv
e 

st
ud

y
Ve

ry
 lo

w
 c

er
ta

in
ty

N
on

e

7
V

ill
am

il-


S
al

ce
d

o48
 

20
17

S
ha

rin
g 

ex
p

er
ie

nc
es

 w
ith

 a
 

co
lla

b
or

at
iv

e 
ca

re
 m

od
el

 in
 

m
en

ta
l h

ea
lth

S
ix

 p
rim

ar
y 

ca
re

 c
en

tr
es

 
th

at
 p

ro
vi

d
e 

m
en

ta
l h

ea
lth

 
se

rv
ic

es
 t

o 
m

ar
gi

na
lis

ed
 

p
op

ul
at

io
ns

 in
 M

ex
ic

o 
C

ity
, 

M
ex

ic
o.

C
ol

la
b

or
at

iv
e 

ca
re

 m
od

el
 

fo
r 

th
e 

d
ia

gn
os

is
 a

nd
 

tr
ea

tm
en

t 
of

 d
ep

re
ss

io
n 

an
d

 a
nx

ie
ty

 d
is

or
d

er
s.

 �


 �


M
ix

ed
 m

et
ho

d
s,

 c
ro

ss
-

se
ct

io
na

l s
tu

d
y

Lo
w

 c
er

ta
in

ty

ge
ne

ra
l p

ra
ct

iti
on

er
s 

w
er

e 
m

or
e 

aw
ar

e 
ab

ou
t 

m
en

ta
l 

he
al

th
 p

ro
b

le
m

s 
an

d
 t

he
y 

w
er

e 
m

or
e 

in
te

re
st

ed
 in

 
th

e 
id

en
tifi

ca
tio

n 
of

 t
he

se
 

co
nd

iti
on

s

C
on

tin
ue

d

 on A
pril 4, 2022 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2021-008007 on 31 M

arch 2022. D
ow

nloaded from
 

http://gh.bmj.com/


Cometto G, et al. BMJ Global Health 2022;7:e008007. doi:10.1136/bmjgh-2021-008007 5

BMJ Global Health

N
o

Le
ad

 a
ut

ho
r 

an
d

 y
ea

r
P

o
lic

y 
o

b
je

ct
iv

e
S

tu
d

y 
co

nt
ex

t

Ta
rg

et
 s

co
p

e 
o

f 
p

o
lic

y 
in

te
rv

en
ti

o
ns

Ty
p

e 
o

f 
st

ud
y 

an
d

 
ce

rt
ai

nt
y 

o
f 

ev
id

en
ce

*
S

um
m

ar
y 

o
f 

re
p

o
rt

ed
 

re
su

lt
s 

o
r 

o
ut

co
m

es
In

d
iv

id
ua

l h
ea

lt
h 

w
o

rk
er

s
E

m
p

lo
ye

r/
 o

rg
an

is
at

io
n 

an
d

 w
o

rk
 e

nv
ir

o
nm

en
t

E
nt

ir
e 

he
al

th
 

sy
st

em

8
C

or
re

a49
 2

01
6

S
tr

en
gt

he
ni

ng
 p

al
lia

tiv
e 

ca
re

 
at

 c
om

m
un

ity
 le

ve
l

P
rim

ar
y 

he
al

th
ca

re
 

es
ta

b
lis

hm
en

t 
in

 t
he

 
st

at
e 

of
 R

io
 G

ra
nd

e 
d

o 
S

ul
, B

ra
zi

l. 
Th

e 
te

am
 w

as
 

co
m

p
os

ed
 o

f c
om

m
un

ity
 

he
al

th
 w

or
ke

rs
, n

ur
se

s 
an

d
 a

 fa
m

ily
 p

hy
si

ci
an

 
p

ro
vi

d
in

g 
se

rv
ic

es
 w

ith
 t

he
 

in
vo

lv
em

en
t 

of
 t

he
 lo

ca
l 

co
m

m
un

ity
.

Tr
ai

ni
ng

 a
nd

 a
w

ar
en

es
s 

of
 

he
al

th
 w

or
ke

rs
 o

n 
ho

lis
tic

 
ca

re
, i

nc
lu

d
in

g 
p

hy
si

ca
l, 

so
ci

al
, p

sy
ch

ol
og

ic
al

 a
nd

 
sp

iri
tu

al
 s

up
p

or
t

S
tr

en
gt

he
ni

ng
 o

f p
rim

ar
y 

ca
re

 n
et

w
or

ks
P

al
lia

tiv
e 

ca
re

 p
ol

ic
y 

d
ev

el
op

m
en

t

D
es

cr
ip

tiv
e 

st
ud

y
Ve

ry
 lo

w
 c

er
ta

in
ty

N
on

e

9
Fe

d
er

al
 

M
in

is
tr

y 
of

 H
ea

lth
, 

E
th

io
p

ia
50

 5
1  

20
16

, 2
02

0

In
co

rp
or

at
in

g 
co

m
p

as
si

on
at

e 
re

sp
ec

tf
ul

 c
ar

e 
as

 a
 p

ill
ar

 
in

 n
at

io
na

l h
ea

lth
 s

tr
at

eg
y 

an
d

 in
 d

ev
el

op
m

en
t 

of
 s

ub
-

se
ct

or
al

 s
tr

at
eg

y 
on

 C
R

C

S
tr

at
eg

y 
d

oc
um

en
ts

 
d

ev
el

op
ed

 b
y 

th
e 

m
in

is
tr

y 
of

 h
ea

lth
 a

t 
na

tio
na

l 
le

ve
l i

n 
E

th
io

p
ia

 o
ut

lin
in

g 
m

ul
til

ay
er

ed
 in

te
rv

en
tio

ns
 

ta
rg

et
in

g 
nu

m
b

er
, s

ki
lls

 
m

ix
, c

om
p

et
en

ci
es

 a
nd

 
q

ua
lit

y 
of

 h
ea

lth
 w

or
kf

or
ce

 
to

 d
el

iv
er

 C
R

C
.

M
ai

ns
tr

ea
m

in
g 

of
 C

R
C

 
p

rin
ci

p
le

s 
an

d
 e

th
ic

s 
in

 
p

re
- s

er
vi

ce
 e

d
uc

at
io

n 
an

d
 

in
-s

er
vi

ce
 e

d
uc

at
io

n

E
st

ab
lis

hm
en

t 
of

 r
eg

io
na

l 
C

R
C

 c
ou

nc
ils

 a
nd

 h
ea

lth
 

p
ro

fe
ss

io
na

l c
on

so
rt

iu
m

s.
M

ai
ns

tr
ea

m
in

g 
C

R
C

 in
 

in
te

gr
at

ed
 s

up
p

or
tiv

e 
su

p
er

vi
si

on
 a

nd
 p

er
so

n-


ce
nt

re
d

 c
ar

e.
C

om
m

un
ity

 e
ng

ag
em

en
t 

an
d

 
fe

ed
b

ac
k 

m
ec

ha
ni

sm
s.

N
at

io
na

l C
R

C
 

p
ol

ic
y.

P
ol

ic
ie

s 
an

d
 

in
ce

nt
iv

es
 fo

r 
b

et
te

r 
he

al
th

 
w

or
kf

or
ce

 
m

ot
iv

at
io

n.
 

R
ec

og
ni

tio
n 

m
ec

ha
ni

sm
s.

Le
gi

sl
at

iv
e 

fr
am

ew
or

k 
on

 
p

at
ie

nt
s’

 r
ig

ht
s 

an
d

 
re

sp
on

si
b

ili
tie

s.
52

 5
3

D
es

cr
ip

tiv
e 

st
ud

y 
(b

as
el

in
e 

as
se

ss
m

en
t)

Ve
ry

 lo
w

 c
er

ta
in

ty

O
ve

r 
30

 0
00

 h
ea

lth
 w

or
ke

rs
 

tr
ai

ne
d

 o
n 

C
R

C
.

10
P

ul
er

w
itz

 e
t 

al
54

 2
01

5
R

ed
uc

in
g 

H
IV

-r
el

at
ed

 s
tig

m
a.

O
p

er
at

io
ns

 R
es

ea
rc

h 
co

nd
uc

te
d

 in
 h

ig
h 

H
IV

 
p

re
va

le
nc

e 
ar

ea
s 

us
in

g 
fo

ur
 

d
is

tr
ic

t 
ho

sp
ita

ls
 (t

w
o 

in
 t

he
 

so
ut

h 
an

d
 t

w
o 

in
 t

he
 n

or
th

) 
in

 V
ie

tn
am

A
rm

 1
: t

ra
in

in
g 

on
 H

IV
/

A
ID

S
 b

as
ic

 k
no

w
le

d
ge

 a
nd

 
un

iv
er

sa
l p

re
ca

ut
io

n
A

rm
 2

: S
tig

m
a 

an
d

 
d

is
cr

im
in

at
io

n 
tr

ai
ni

ng
 in

 
ad

d
iti

on
 t

o 
in

te
rv

en
tio

ns
 

in
 A

rm
 1

H
os

p
ita

l p
ol

ic
y 

d
ev

el
op

m
en

t,
 

an
d

 s
up

p
lie

s 
p

ro
vi

si
on

 �


Q
ua

si
-e

xp
er

im
en

ta
l 

co
nt

ro
lle

d
 s

tu
d

y 
on

 7
97

 
he

al
th

 w
or

ke
rs

Lo
w

 c
er

ta
in

ty

R
ed

uc
ed

 fe
ar

- b
as

ed
 s

tig
m

a,
 

so
ci

al
 s

tig
m

a,
 a

nd
 e

na
ct

ed
 

st
ig

m
a

11
Ve

se
l e

t 
al

55
 

20
15

In
cr

ea
si

ng
 p

sy
ch

os
oc

ia
l 

su
p

p
or

t 
an

d
 r

es
ili

en
ce

 
b

ui
ld

in
g 

am
on

g 
he

al
th

 
w

or
ke

rs

In
te

rv
en

tio
n 

in
 c

on
te

xt
 o

f 
H

el
p

in
g 

H
ea

lth
 W

or
ke

rs
 

C
op

e 
p

ro
je

ct
 im

p
le

m
en

te
d

 
in

 K
on

o 
d

is
tr

ic
t 

in
 t

he
 

E
as

te
rn

 p
ro

vi
nc

e 
of

 S
ie

rr
a 

Le
on

e.
 N

ei
gh

b
ou

rin
g 

To
nk

ol
ili

 d
is

tr
ic

t 
w

as
 

se
le

ct
ed

 a
s 

th
e 

co
nt

ro
l s

ite
. 

80
 p

rim
ar

y 
he

al
th

 u
ni

ts
 a

nd
 

ap
p

ro
xi

m
at

el
y 

30
0 

he
al

th
 

w
or

ke
rs

 w
er

e 
in

vo
lv

ed
 in

 
to

ta
l.

S
tr

es
s-

m
an

ag
em

en
t 

in
te

rv
en

tio
n

 �


 �


M
ix

ed
 m

et
ho

d
s 

st
ud

y 
in

cl
ud

in
g 

in
te

rv
ie

w
s;

P
re

- p
os

t,
 c

on
tr

ol
 d

es
ig

n;
Ve

ry
 lo

w
 c

er
ta

in
ty

Im
p

ro
ve

d
 s

el
f-

re
p

or
te

d
 

re
la

tio
ns

hi
p

 w
ith

 p
at

ie
nt

.
C

ha
ng

e 
in

 h
ea

lth
 w

or
ke

rs
’ 

b
eh

av
io

ur
s 

an
d

 a
tt

itu
d

es
 

to
w

ar
d

s 
th

ei
r 

cl
ie

nt
s.

12
W

H
O

,56
 2

01
5

Im
p

ro
vi

ng
 s

ur
vi

vo
r-

ce
nt

re
d

 
ca

re
 fo

r 
ge

nd
er

-b
as

ed
 

vi
ol

en
ce

 (G
B

V
)

N
at

io
na

l l
ev

el
 p

ol
ic

y 
an

d
 p

ro
to

co
l d

ev
el

op
ed

 
un

d
er

 t
he

 a
us

p
ic

es
 o

f t
he

 
M

in
is

tr
y 

of
 P

ub
lic

 H
ea

lth
 

of
 t

he
 Is

la
m

ic
 R

ep
ub

lic
 o

f 
A

fg
ha

ni
st

an
.

In
-s

er
vi

ce
 t

ra
in

in
g 

of
 h

ea
lth

 
w

or
ke

rs
.

Im
p

le
m

en
ta

tio
n 

of
 a

 
tr

ea
tm

en
t 

p
ro

to
co

l f
or

 t
he

 
su

rv
iv

or
s 

an
d

 s
uf

fe
re

rs
 o

f 
G

B
V

 o
ut

lin
es

 t
he

 s
ig

ns
 

an
d

 s
ym

p
to

m
s,

 m
in

im
um

 
re

q
ui

re
m

en
ts

 a
nd

 s
co

p
e 

of
 t

re
at

m
en

t 
fo

r 
th

e 
m

an
ag

em
en

t 
of

 c
as

es
.

 �


D
es

cr
ip

tiv
e 

st
ud

y
Ve

ry
 lo

w
 c

er
ta

in
ty

Im
p

ro
ve

m
en

t 
of

 
co

m
p

et
en

ci
es

 o
f 

ap
p

ro
xi

m
at

el
y 

65
00

 h
ea

lth
 

w
or

ke
rs

 t
o 

p
ro

vi
d

e 
C

R
C

.57

Ta
b

le
 1

 
C

on
tin

ue
d

C
on

tin
ue

d

 on A
pril 4, 2022 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2021-008007 on 31 M

arch 2022. D
ow

nloaded from
 

http://gh.bmj.com/


6 Cometto G, et al. BMJ Global Health 2022;7:e008007. doi:10.1136/bmjgh-2021-008007

BMJ Global Health

N
o

Le
ad

 a
ut

ho
r 

an
d

 y
ea

r
P

o
lic

y 
o

b
je

ct
iv

e
S

tu
d

y 
co

nt
ex

t

Ta
rg

et
 s

co
p

e 
o

f 
p

o
lic

y 
in

te
rv

en
ti

o
ns

Ty
p

e 
o

f 
st

ud
y 

an
d

 
ce

rt
ai

nt
y 

o
f 

ev
id

en
ce

*
S

um
m

ar
y 

o
f 

re
p

o
rt

ed
 

re
su

lt
s 

o
r 

o
ut

co
m

es
In

d
iv

id
ua

l h
ea

lt
h 

w
o

rk
er

s
E

m
p

lo
ye

r/
 o

rg
an

is
at

io
n 

an
d

 w
o

rk
 e

nv
ir

o
nm

en
t

E
nt

ir
e 

he
al

th
 

sy
st

em

13
A

d
am

so
n58

 
20

14
Im

p
ro

vi
ng

 le
ar

ni
ng

 o
n 

co
m

p
as

si
on

at
e 

ca
re

 t
hr

ou
gh

 
re

fle
ct

io
n 

an
d

 t
he

 u
se

 o
f 

st
or

y

In
te

rv
en

tio
n 

in
 p

ra
ct

ic
e 

se
tt

in
gs

 in
 t

he
 U

K
 w

ith
 

p
od

ca
st

s 
an

d
 o

nl
in

e 
d

is
cu

ss
io

n 
m

ed
iu

m
s 

us
ed

 t
o 

ex
ch

an
ge

 a
nd

 
sh

ar
e 

re
fle

ct
io

ns
 o

n 
co

m
p

as
si

on
at

e 
ca

re
.

U
se

 o
f r

efl
ec

tiv
e 

le
ar

ni
ng

 
st

or
ie

s 
fo

r 
st

ud
en

t 
nu

rs
es

 �


 �


O
ne

 g
ro

up
 o

f 3
7 

nu
rs

in
g 

st
ud

en
ts

; p
os

t-
te

st
 

(q
ua

lit
at

iv
e)

Ve
ry

 lo
w

 c
er

ta
in

ty

Im
p

ro
ve

d
 r

efl
ec

tiv
e 

le
ar

ni
ng

14
D

ew
ar

59
 2

01
4

D
ev

el
op

in
g 

co
m

p
as

si
on

 
th

ro
ug

h 
a 

re
la

tio
ns

hi
p

 
ce

nt
re

d
 a

p
p

re
ci

at
iv

e 
le

ad
er

sh
ip

 p
ro

gr
am

m
e

In
te

rv
en

tio
n 

se
t 

w
ith

in
 

th
e 

co
nt

ex
t 

of
 a

 y
ea

r-
lo

ng
 

Le
ad

er
sh

ip
 P

r o
gr

am
m

e.
 A

 
to

ta
l o

f 8
6 

nu
rs

es
 a

cr
os

s 
on

e 
ac

ut
e 

ho
sp

ita
l i

n 
a 

ru
ra

l 
p

ar
t 

of
 S

co
tla

nd
, U

K
, w

er
e 

in
vi

te
d

 t
o 

ta
ke

 p
ar

t.

 �


C
om

m
un

iti
es

 o
f p

ra
ct

ic
e,

 
ac

tio
n 

le
ar

ni
ng

 s
et

s,
 

w
or

kp
la

ce
- b

as
ed

 a
ct

iv
iti

es

 �


O
ne

 g
ro

up
; q

ua
lit

at
iv

e 
lo

ng
itu

d
in

al
 s

tu
d

y
Ve

ry
 lo

w
 c

er
ta

in
ty

Im
p

ro
ve

d
 c

ul
tu

re
 o

f 
co

m
p

as
si

on
at

e 
ca

re
 a

m
on

g 
86

 p
ar

tic
ip

at
in

g 
nu

rs
es

, 
th

ou
gh

 s
om

e 
re

p
or

te
d

 
in

st
itu

tio
na

l b
ar

rie
rs

 t
o 

p
ro

vi
d

in
g 

co
m

p
as

si
on

at
e 

ca
re

15
D

ep
ar

tm
en

t 
of

 H
ea

lth
, 

E
ng

la
nd

60
 

20
13

D
el

iv
er

in
g 

hi
gh

 q
ua

lit
y 

an
d

 
co

m
p

as
si

on
at

e 
ca

re
P

ol
ic

y 
d

ire
ct

iv
es

 d
ev

el
op

ed
 

at
 n

at
io

na
l l

ev
el

 u
nd

er
 

th
e 

gu
id

an
ce

 o
f t

he
 

G
ov

er
nm

en
t 

of
 E

ng
la

nd
 

an
d

 t
he

 m
an

d
at

e 
of

 H
ea

lth
 

E
d

uc
at

io
n 

E
ng

la
nd

.

P
re

- s
er

vi
ce

 e
d

uc
at

io
n 

an
d

 
in

- s
er

vi
ce

 t
ra

in
in

g 
of

 h
ea

lth
 

w
or

ke
rs

, i
nc

lu
d

in
g 

on
 

b
eh

av
io

ur
s 

an
d

 v
al

ue
s 

fo
r 

co
m

p
as

si
on

at
e 

ca
re

In
cr

ea
si

ng
 w

or
kf

or
ce

 
fle

xi
b

ili
ty

In
cl

us
io

n 
of

 p
at

ie
nt

 fe
ed

b
ac

k 
in

 t
he

 p
ro

vi
si

on
 a

nd
 

as
se

ss
m

en
t 

of
 c

ar
e

S
tr

en
gt

he
ni

ng
 

in
te

gr
at

io
n 

of
 c

ar
e

D
es

cr
ip

tiv
e 

st
ud

y
Ve

ry
 lo

w
 c

er
ta

in
ty

O
ve

r 
10

 0
00

 h
ea

lth
 w

or
ke

rs
 

tr
ai

ne
d

.
40

00
 h

ea
lth

 v
is

ito
rs

 
r e

cr
ui

te
d

.
Im

p
ro

ve
d

 r
ep

or
te

d
 

aw
ar

en
es

s 
of

 
co

m
p

as
si

on
at

e 
ca

re
 

el
em

en
ts

.61

16
S

hi
h 

et
 a

l62
 

20
13

D
el

iv
er

in
g 

co
m

p
as

si
on

-
fo

cu
se

d
 t

ra
in

in
g 

p
ro

gr
am

m
e 

in
 p

al
lia

tiv
e 

ca
re

 e
d

uc
at

io
n 

fo
r 

m
ed

ic
al

 s
tu

d
en

ts

In
te

rv
en

tio
n 

d
el

iv
er

ed
 t

o 
fif

th
-  y

ea
r 

m
ed

ic
al

 s
tu

d
en

ts
 

at
 t

he
 N

at
io

na
l T

ai
w

an
 

U
ni

ve
rs

ity
.

P
al

lia
tiv

e 
ca

re
 t

ra
in

in
g 

co
ur

se
 �


 �


O

ne
 g

ro
up

 o
f 2

51
 

p
re

cl
in

ic
al

 s
tu

d
en

ts
; 

b
ef

or
e 

an
d

 a
ft

er
 s

tu
d

y
Ve

ry
 lo

w
 c

er
ta

in
ty

	
►

M
ix

ed
 r

es
ul

ts
 

on
 p

er
ce

p
tio

n 
of

 
co

m
p

as
si

on
at

e 
ca

re
	

►
Im

p
ro

ve
d

 k
no

w
le

d
ge

 o
f 

cl
in

ic
al

 m
an

ag
em

en
t

	
►

Im
p

ro
ve

d
 a

tt
itu

d
es

 
ab

ou
t 

et
hi

ca
l d

ec
is

io
n-


m

ak
in

g 
in

 p
al

lia
tiv

e 
ca

re

17
B

er
ta

ki
s63

 
20

11
Im

p
le

m
en

tin
g 

p
at

ie
nt

-
ce

nt
re

d
 c

ar
e 

to
 e

nh
an

ce
 t

he
 

ut
ili

sa
tio

n 
of

 h
ea

lth
 s

er
vi

ce
s

In
te

rv
en

tio
n 

ta
rg

et
in

g 
ou

tp
at

ie
nt

 a
tt

en
d

ee
s 

re
ce

iv
in

g 
ca

re
 fr

om
 p

rim
ar

y 
ca

re
 p

hy
si

ci
an

s 
at

 a
 

un
iv

er
si

ty
 m

ed
ic

al
 c

en
tr

e 
in

 
th

e 
U

S
A

.

 �


U
se

 o
f t

he
 m

od
ifi

ed
 D

av
is

 
O

b
se

rv
at

io
n 

C
od

e 
p

at
ie

nt
-

ce
nt

re
d

 c
ar

e 
in

te
ra

ct
io

na
l 

an
al

ys
is

 s
ys

te
m

 �


M
ix

ed
 m

et
ho

d
s;

Lo
w

 c
er

ta
in

ty
S

ig
ni

fic
an

tly
 d

ec
re

as
ed

 
an

nu
al

 n
um

b
er

 o
f 

vi
si

ts
 fo

r 
sp

ec
ia

lty
 c

ar
e 

(p
=

0.
02

09
), 

le
ss

 fr
eq

ue
nt

 
ho

sp
ita

lis
at

io
ns

 (p
=

0.
00

33
), 

an
d

 fe
w

er
 la

b
or

at
or

y 
an

d
 

d
ia

gn
os

tic
 t

es
ts

 (p
=

0.
00

27
). 

To
ta

l m
ed

ic
al

 c
ha

rg
es

 fo
r 

th
e 

1  
ye

ar
 s

tu
d

y 
si

gn
ifi

ca
nt

ly
 

re
d

uc
ed

 (p
=

0.
00

02
),

18
B

et
ch

er
64

 2
01

0
Im

p
ro

vi
ng

 e
ffe

ct
iv

e 
an

d
 c

om
p

as
si

on
at

e 
co

m
m

un
ic

at
io

n 
w

ith
 

p
al

lia
tiv

e 
ca

re
 p

at
ie

nt
s

A
n 

ed
uc

at
io

na
l p

ro
je

ct
 

se
t 

at
 a

 2
08

- b
ed

 p
riv

at
e 

ho
sp

ita
l i

n 
th

e 
so

ut
hw

es
t 

of
 

th
e 

U
S

A

C
om

p
as

si
on

at
e 

co
m

m
un

ic
at

io
n 

w
or

ks
ho

p
 

w
ith

 s
im

ul
at

io
n 

fo
r 

in
-

p
at

ie
nt

 n
ur

se
s.

 �


 �


O
ne

 g
ro

up
 o

f 8
 n

ur
se

s;
 

b
ef

or
e 

an
d

 a
ft

er
 s

tu
d

y
Ve

ry
 lo

w
 c

er
ta

in
ty

Im
p

ro
ve

d
 c

on
fid

en
ce

 in
 

co
nv

ey
in

g 
a 

ca
rin

g 
at

tit
ud

e,
 

im
p

ro
ve

d
 d

ev
el

op
in

g 
ca

rin
g 

re
la

tio
ns

hi
p

s 
an

d
 in

cr
ea

se
d

 
sa

tis
fa

ct
io

n 
w

ith
 c

ar
e 

p
ro

vi
d

ed

Ta
b

le
 1

 
C

on
tin

ue
d

C
on

tin
ue

d

 on A
pril 4, 2022 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2021-008007 on 31 M

arch 2022. D
ow

nloaded from
 

http://gh.bmj.com/


Cometto G, et al. BMJ Global Health 2022;7:e008007. doi:10.1136/bmjgh-2021-008007 7

BMJ Global Health

The experiences summarised in table 1 illustrate some 
of the strategies adopted to enhance CRC, ranging from 
training and community engagement, to integrated 
approaches spanning several aspects of service delivery 
reform and health workforce management. However, the 
paucity of evidence and the fact that is largely focused on 
training activities require that a broader set of possible 
strategies be considered. Considering broader existing 
policy frameworks and indirect evidence from other 
domains of workforce governance and management, it is 
possible to identify a wider range of policy options, both 
generic and more specifically geared towards CRC.

Interventions to improve performance of the health workforce 
at large
Some interventions with the potential of contributing 
to CRC require being implemented as part of broader 
health workforce strategies. Examples of these systemic 
interventions include:

	► Ensuring adequate overall workforce numbers in 
relation to workload to avoid overburdening, so that 
health workers can dedicate appropriate time and 
attention to the qualitative and interpersonal aspects 
of CRC; this calls for action by national Government 
at the planning and financing stage.

	► A more sustainable and responsive skills mix, 
harnessing opportunities from the education and 
deployment of a primary care-oriented workforce; 
this depends on action when planning the education 
and deployment of health workers.

	► Adoption of more effective and efficient strategies 
and appropriate regulation for health workforce 
education, including licensing of individual health 
workers and individual health facilities, as well as 
accreditation of training institutions; this requires 
action by regulators and professional councils.

	► Selection of trainees from, and delivery of educa-
tion in, rural and underserved areas, financial and 
non-financial incentives, and regulatory measures or 
service delivery reorganisation.29

	► Improved deployment strategies and working condi-
tions, inclusive of occupational safety, high-quality 
infrastructure, a positive practice environment, 
merit-based career advancement, the elimination 
of gender-based discrimination, a working environ-
ment free from any type of violence, discrimination 
and harassment, appropriate incentive systems; this 
can be enabled by action by employers (both public 
and private) and the public sector bodies (eg, civil 
service commissions) which set terms and conditions 
of employment.

Conversely, other interventions can be implemented in 
the context of existing policies and governance mecha-
nisms. Examples of these interventions include:
a.	 Enhanced social accountability mechanisms, whereby 

the public can provide feed-back on health workers 
performance and quality of the services rendered;30 N
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this can be operationalised by employers and by local 
health authorities.

b.	 Interprofessional collaboration to embed since the 
preservice education stage a collaborative attitude 
among health workers, which can result in more re-
spectful relationship within healthcare teams and, as 
a reflection of that, has the potential to also improve 
the quality and responsiveness of care rendered to the 
population; this can be operationalised by health edu-
cation institutions.31

c.	 Job security, a manageable workload, supportive su-
pervision and effective organisational management;32 
these elements can be operationalised by employers.

d.	Continuous professional development opportuni-
ties and career pathways tailored to gender-specific 
needs;33 this can be operationaliSed by employers, 
professional councils and professional associations, or 
national and subnational bodies responsible for con-
tinuous medical education.

These strategies are proven to optimise health worker 
motivation, satisfaction, retention, equitable distribu-
tion and performance;34 while specific evidence on their 
effectiveness in improving CRC may only be starting to 
emerge, they should be regarded as policy options to be 
explored also in the context of pursuing CRC objectives.

Specific policy levers for CRC
Identifying CRC-specific policy options requires recog-
nising the complex interplay among expectations, human 
rights, individual action and systemic conditions.35 A CRC 
menu of options should be a multipronged approach 
focusing on three levels:
1.	 Individual health workers and patients.
2.	 Structures and functioning of the organisations em-

ploying health workers.
3.	 Health system governance.36

An integrated approach at these three levels can 
help mitigate the drivers of mistreatment, improve the 
CRC policy environment and community awareness on 
rights.37 Globally, there is also an emerging move towards 
operationalising a human rights approach to address this 
issue at all three levels.38

Interventions targeting the individuals in the system
Activities targeting either patients or the health workers 
themselves have been shown, for instance, to address 
mistreatment during childbirth. Further, identifying 
human rights norms and standards related to mistreat-
ment is a first step towards addressing violations of 
human rights during facility-based childbirth, ensuring 
respectful treatment and improving the overall quality 
of maternal care.39 Raising awareness and generating 
demand for CRC rights is essential. Examples of relevant 
intervention areas include:
a.	 Establishing mechanisms to ensure that all patients 

and service users are made aware of their rights.
b.	Providing service users a medium for raising and 

addressing complaints; this for example can be 

operationalised through an audit and feedback mech-
anism that is responsive to users.

c.	 Developing curricula and implementing training pro-
grammes for in-service training and preservice edu-
cation to develop competencies that meet the social, 
cultural and linguistic needs of users (box 1).

Interventions targeting the structure and functioning of the 
organisations
CRC requires not only specific knowledge, behaviours 
and attitudes by health workers, but also conducive 
management and operating environments created by 
the organisations and health service facilities employing 
them. CRC can be negatively affected when the condi-
tions of infrastructure deviate greatly from quality of care 
standards. Examples of relevant interventions include:
a.	 Addressing infrastructure and work environment defi-

ciencies that can contribute to disrespectful care (eg, 
conditions (or absence) of toilets and washing facili-
ties, lack of privacy, overcrowded birth spaces).

b.	Organisational and structural shifts to redirect to-
wards CRC (eg, reorganisation of workflow processes, 
re-engineering of management and quality assurance 
systems, upgrading or repurposing of health facilities).

c.	 Monitoring and evaluating the feasibility, effectiveness 
and sustainability of CRC interventions in the context 
of individual institutions and health facilities.

d.	Appointing dedicated facility leadership, manage-
ment support and health workforce engagement to 
enhance staff well-being and morale.40

Interventions targeting health system governance
Health system governance can also contribute to CRC 
through appropriate policies, oversight capacity and 

Box 1  Key elements to consider in competency-based 
training on compassionate and respectful care67

a.	 Demonstrating compassion, empathy and respect for all people ir-
respective of age, sex, race or ethnicity, economic status, health 
status, disability or vulnerability to ill health, sexual orientation, 
gender identity and expression, nationality, language, asylum or 
migration status, or criminal record.

b.	 Reinforcing the rights of all people to be treated with respect and 
free from stigma, discrimination, violence, coercion, disrespect or 
abuse.

c.	 Adapting practice to respond to people’s needs, ability to access 
care, preferences and aspirations.

In addition, soft skills relating to effective collaboration with other 
health workers has the potential to result in an improvement in the 
overall quality of care in facilities, specifically in both the quality of 
interaction between patients and health workers and in relations 
among health workers. These include:
d.	 Teamwork.
e.	 Effective communication.
f.	 Problem-solving
g.	 Leadership, decisiveness.
h.	 Time management and flexibility.
i.	 Staff values, motivation and behaviours.
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accountability mechanisms in place. Examples of rele-
vant interventions include:
a.	 Establishing and implementing protocols for CRC de-

tection, reporting and response in the event of report-
ed mistreatment.

b.	Creating formal mechanisms for civil society to engage 
in an advocacy and accountability role at the commu-
nity level or to feed into policy development.

c.	 Embedding CRC in the national policy and gover-
nance frameworks, strategic documents, legislation, 
and resource allocation processes and mechanisms.

TOWARDS A RESEARCH, POLICY AND PRACTICE AGENDA
Limitations of the evidence base and research gaps
This paper presents some specific evidence on enablers 
of CRC. Policy options contributing to CRC were 
discussed and categorised using a health workforce 
framework. The evidence of effectiveness of different 
strategies is, however, of variable depth and maturity. 
In particular, most of the available literature is descrip-
tive and often originates from retrospective analysis of 
policy documents; only occasionally are the results of 
these initiatives reported, and typically these have been 
confined to process or at best output indicators, rather 
than outcomes; as a result, most of the studies identi-
fied were of low or very low certainty; firm indications of 
demonstrable and attributable results arising from these 
initiatives are largely lacking.

More research, ideally mixed-methods studies origi-
nating in implementation research contexts, should be 
conducted to expand the range of policy options to be 
considered, as well as to assess their relative effectiveness, 
cost-effectiveness and optimal implementation modali-
ties, going beyond process measures and assessing perfor-
mance of CRC initiatives through output and outcome 
indicators. The framework that was presented provides a 
structure to categorise health workforce interventions for 
which specific metrics should be identified in the moni-
toring and evaluation of CRC initiatives.

A policy and practice agenda
Notwithstanding the limitations above, the evidence and 
country examples presented illustrate the range of issues 
that should inform health workforce policy and manage-
ment when pursuing CRC as a health system objective.

Translating the limited evidence base and the policy 
options outlined in this document into a policy agenda 
requires the identification of context-specific challenges 
(including which groups are at higher risk in each setting 
to receive disrespectful and non-responsive care), health 
system architecture and most appropriate implementa-
tion modalities.

An effective strategy to enhance the health workforce 
role in the provision of CRC should be rooted in the 
broader context of determinants of health workforce 
availability, accessibility, acceptability, quality and perfor-
mance. It should also recognise that upholding health 

workers’ rights has a positive effect on ensuring that they, 
in turn, adequately fulfil their roles and responsibilities.

While some interventions may be highly specific to 
health worker knowledge, skills and attitudes towards 
CRC, others will have to tackle more systemic issues at 
the organisational, institutional or health system level.

While it is individual health workers who provide 
services to the population, the challenges may reside at 
the level of health facility infrastructure, or regulation, 
governance and financing of the health system at large.

Accordingly, the appropriate policy responses may 
include interventions targeting: the citizens and commu-
nities themselves; health workers; health facilities, 
employers or other health sector institutions; or the 
health sector policy and governance environment.

The interventions outlined in this document are of 
a variable level of complexity and feasibility; while the 
full range of interventions, and particularly the ones 
requiring some re-organisation of the health system or 
addressing underlying health workforce shortage, can 
represent long-term objectives, taking action on the most 
direct interventions at the operational level, such as work-
load monitoring and management, can be feasible with 
a more limited level of investment, resulting in tangible 
improvements in a shorter time frame.

The framework presented in this paper can assist 
in categorising relevant health workforce and health 
systems interventions for CRC, recognising their interde-
pendence and providing a tool to inform their prioritisa-
tion and sequencing.

The identification of clear and objectively verifiable 
performance metrics, and the collation and analysis of 
required data, from both the health system and health 
worker perspective and that of end-users of services, can 
enable assessing and tracking over time the effectiveness 
of the interventions adopted. In the context of large-
scale programmes, embedded implementation research 
can contribute to the stewardship of a CRC strategy, by 
identifying and resolving bottlenecks at programme and 
health systems level, based on the priorities identified by 
planners and managers.41
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