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Abstract
Background: A	culture	of	 shared	 leadership	 is	widespread	among	palliative	care	
teams	based	on	a	commitment	to	valuing	and	including	all	people	equally.	As	com-
passion	is	a	core	value	for	end-	of-	life	care	work,	compassionate	leadership	may	be	
the	best	way	to	lead	in	palliative	care.
Aims: The	aims	of	this	study	were	twofold:	(1)	to	adapt	and	validate	the	Compassionate	
Leadership	Self-	reported	Scale	in	a	sample	of	palliative	care	professionals;	and	(2)	to	
study	the	relation	between	compassionate	leadership	and	associated	concepts	of	self-	
compassion,	awareness	and	self-	care.
Methods: A	cross-	sectional	survey	of	296	Spanish	end-	of-	life	care	professionals	was	
conducted.	 Analyses	 included	 descriptive	 statistics,	 a	 confirmatory	 factor	 analysis	
(CFA)	with	four-	correlated	factors,	reliability	estimates	and	a	structural	model.
Results: Results	 suggested	 there	 were	 medium	 to	 high	 levels	 of	 compassionate	
leadership	in	the	sample.	The	CFA	showed	an	adequate	overall	fit:	χ2(98) = 277.595	
(p < 0.001);	CFI = 0.986;	SRMR = 0.047;	RMSEA = 0.088	[0.076,	0.100].	Reliability	
estimates	for	four	subscales	of	compassionate	leadership	(attending,	understanding,	
empathising	and	helping)	were	also	adequate,	ranging	from	0.72	to	0.96.	Finally,	the	
structural	model	predicting	compassionate	leadership	suggested	that	the	dimensions	
of	attending	and	understanding	were	most	highly	related	to	positive	self-	compassion	
and	awareness;	empathising,	to	self-	care	and	awareness;	and	helping,	to	positive	self-	
compassion	and	self-	care.
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INTRODUCTION

There	 is	 increasing	 evidence	 that	 organisations,	 as	 sites	
of	 human	 efforts,	 are	 also	 places	 of	 human	 suffering.	
Suffering	is	a	reality	of	organisational	life,	and	therefore,	
compassion,	as	a	response	to	a	co-	worker's	suffering,	plays	
an	important	part	in	maintaining	organisational	function-
ing	 [1,2].	 Indeed,	 as	 a	 natural	 human	 reaction,	 compas-
sion	 is	 crucial	 to	 strengthening	 employees’	 connections	
and	 relations	 with	 one	 another	 in	 meaningful	 ways	 [3].	
When	professionals	feel	cared	for	and	perceive	organisa-
tional	support,	they	feel	more	satisfied	with	their	jobs	and	
committed	to	their	organisations	[4].

Compassion	 is	 even	 more	 important	 when	 studying	
healthcare	organisations	[5].	 Indeed,	compassion	has	al-
ways	been	central	to	healthcare,	and	it	has	been	defined	
as	integral	to	“good”	healthcare	[6–	9]	and	as	one	of	the	Cs	
in	the	UK	National	Nursing	and	Midwifery	strategy	[10]:	
care,	 compassion,	 competence,	 communication,	 courage	
and	commitment.	Compassion	is	a	key	element	in	person-	
centred	care,	as	it	denotes	the	ability	to	develop	genuinely	
compassionate	 relationships	 with	 patients	 and	 families	
[11].	Therefore,	person-	centred	care	holds	that	healthcare	
is	only	appropriate	if	it	is	compassionate	[12].	Research	on	
healthcare	outcomes	for	patients	bears	out	the	fundamen-
tal	importance	of	compassion	to	patient	outcomes	[13].

Compassion	has	been	defined	as	“a	virtuous	response	
that	 seeks	 to	 address	 the	 suffering	 and	 needs	 of	 a	 per-
son	 through	 relational	 understanding	 and	 action”	 [14].	
Therefore,	 behaving	 compassionately	 involves	 recognis-
ing	the	need	in	others,	a	motivation	to	respond	to	it,	and	
the	skills	to	meet	it	by	helping	[14].	Facilitating	compas-
sion	 at	 healthcare	 organisational	 level	 may	 enhance	 an	
ethic	of	care,	by	establishing	a	more	positive,	harmonious	
and	supportive	workplace	for	caregivers	[15].	Specifically,	
when	caring	for	the	dying,	compassionate	qualities	are	es-
sential,	not	only	 for	 the	patients’	wellbeing,	but	also	 for	
professionals’	[16].	Compassionate	care	and	adequate	lev-
els	of	professional	quality	of	life	together	enhance	wellbe-
ing	 for	 end-	of-	life	 care	 professionals	 [16,	 17].	Therefore,	
healthcare	professionals	and	leaders	may	pursue	compas-
sionate	care	because,	as	a	moral	virtue,	compassion	will	
give	 context	 and	 direction	 to	 healthcare	 professionals’	

decisions	and	actions,	and	will	help	to	achieve	excellence	
in	 healthcare	 practice	 [5].	 But	 leaders	 also	 may	 pursue	
compassionate	 care	 because	 of	 its	 impact	 on	 the	 health	
and	wellbeing	of	healthcare	professionals.	However,	it	is	
clear	that	these	compassionate	qualities	(values,	cultures,	
leadership)	 are	 not	 always	 present	 [15,	 18,	 19],	 and	 this	
has	been	strongly	accentuated	by	the	current	health	crisis	
[20–	22].

The	 relationship	 between	 compassion	 and	 organisa-
tional	 outcomes	 has	 not	 been	 investigated	 in	 depth	 [4].	
Some	 research	 suggests	 that	 workplace	 cultures	 influ-
enced	by	compassionate	guidelines	promote	helpful	[23],	
forgiving	 [24]	and	generous	behaviours	 [25].	Several	au-
thors	have	suggested	that	compassion,	within	an	organisa-
tional	context,	can	have	several	benefits,	such	as	boosting	
organisational	 trust,	 pride,	 connection,	 motivation	 and	
commitment	 [26–	28];	 contributing	 to	 perceived	 effec-
tiveness	 in	 leadership	 and	 decision	 making	 [29,30];	 and	
enhancing	organisational	performance	 [31].	 In	 this	 con-
text,	compassionate	leadership	plays	an	important	role	in	
modelling	compassionate	behaviours,	encouraging	other	
employees	to	act	compassionately	and	reducing	dysfunc-
tional	 behaviour,	 such	 as	 incivility	 or	 toxic	 conflict	 [3].	
Specifically,	supportive	leadership	enhancing	compassion	
among	healthcare	personnel	has	been	related	to	high	lev-
els	 of	 patient	 satisfaction,	 quality	 of	 care	 and	 organisa-
tional	financial	performance	[32].

Compassionate	leadership	is	significantly	influenced	
by	 shared	 leadership	 and	 positive	 psychology	 perspec-
tives	[33–	36].	Linked	to	an	authentic	leadership	model,	
compassionate	 leadership	 can	 be	 built	 on	 the	 skills	 of	
self-	awareness,	internalised	moral	perspective,	balanced	
processing	and	relational	transparency	[37].	It	can	also	
be	an	addition	to	the	skills	of	idealised	influence	or	cha-
risma,	inspirational	motivation,	intellectual	stimulation	
and	individualised	consideration	or	attention,	typical	of	
transformational	leadership	[38].	Furthermore,	compas-
sionate	leadership	can	be	an	important	part	of	resonant	
leadership	 [39],	 or	 servant	 leadership	 that	 is	 relevant	
when	 fostering	 altruistic	 behaviours	 and	 the	 setting	
aside	 of	 egoistic	 goals	 [40].	 Compassionate	 leadership	
implies	a	leadership	that	promotes	the	embodied	qual-
ities	 of	 servant	 leadership,	 such	 as	 altruism,	 integrity,	

Conclusion: The	 Compassionate	 Leadership	 Scale	 has	 adequate	 psychometric	
properties	when	used	to	assess	compassionate	leadership	in	the	context	of	end-	of-	life	
care.	Our	results	indicate	that	self-	compassion,	awareness	and	self-	care	are	impor-
tant	correlates	of	such	compassionate	leadership.
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humility	 and	 wisdom,	 along	 with	 an	 appreciation	 and	
empowerment	of	others	[36].	In	healthcare,	such	a	lead-
ership	 orientation	 is	 highly	 salient	 and	 relevant	 to	 the	
context.

Evidence	 about	 the	 levels	 and	 impact	 of	 compas-
sionate	leadership	in	healthcare	organisations	is	scarce,	
but	 there	 are	 studies	 on	 how	 to	 enhance	 compassion	
among	 professionals	 and	 healthcare	 leaders	 [41,42].	
Self-	compassion	 has	 been	 identified	 as	 essential	 for	
maintaining	healthcare	workers’	balance	 [43].	Defined	
as	 compassion	 directed	 towards	 oneself,	 or	 extending	
compassion	to	ourselves	as	we	would	to	others	[43,44],	
self-	compassion	 allows	 the	 healthcare	 professional	 to	
build	resilience	against	stress	and	burnout	[45],	and	has	
been	 associated	 with	 better	 professional	 quality	 of	 life	
[41,42,46,47].

Other	 enablers	 of	 compassionate	 leadership	 include	
mindfulness	 and	 self-	care	 activities.	 Attentiveness	 and	
the	ability	to	notice	is	key	in	detecting	suffering	and	need,	
as	acts	of	compassion	are	 impossible	without	awareness	
of	 need	 [8].	 In	 fact,	 studies	 have	 shown	 that	 increasing	
self-	awareness	through	interventions	also	affects	levels	of	
compassion	[42,46].	Awareness	allows	healthcare	profes-
sionals	to	simultaneously	attend	to	and	monitor	patients’,	
colleagues’	 and	 their	 own	 needs,	 by	 developing	 greater	
feelings	 of	 empathy,	 kindness	 and	 equanimity	 for	 pa-
tients,	colleagues,	and	for	themselves.

Together	 with	 self-	compassion	 and	 awareness,	 ac-
tivities	of	self-	care,	which	are	aimed	at	ensuring	a	psy-
chosocially	 rich	 life,	have	been	 identified	as	 important	
enablers	 of	 compassionate	 leadership	 [8].	 Indeed,	 the	
practice	of	 self-	care,	defined	as	 the	promotion	of	one's	
health	[48]	and	the	process	of	maintaining	one's	whole-
ness	 [49],	 is	 suggested	 as	 effective	 means	 of	 coping	
with	occupational	stressors	for	healthcare	professionals	
[50,51].

Taking	 this	 into	 account,	 we	 can	 infer	 that	 frontline	
caregivers	 will	 be	 better	 able	 to	 deliver	 compassionate	
care,	in	the	context	of	a	supportive	organisational	culture	
and	 with	 compassionate	 leadership	 support.	 This	 com-
passionate	 leadership	 has	 been	 defined	 as	 having	 four	
components:	attending,	paying	attention	to	the	other	and	
noticing	his	or	her	suffering;	understanding,	understand-
ing	the	cause	of	the	other's	distress;	empathising,	 feeling	
an	empathic	response,	mirroring	the	other's	distress;	and	
helping,	taking	thoughtful,	skilled	and	appropriate	action	
to	help	relieve	the	other's	suffering	[52,53].	To	assess	such	
qualities,	West	[53]	developed	a	brief	instrument	that	con-
sists	 of	 16	 items,	 the	 Compassionate	 Leadership	 Scale.	
This	 instrument	 has	 not	 been	 yet	 validated	 to	 this	 date.	
This	study	aims	to	adapt	and	validate	the	Compassionate	
Leadership	 Scale	 in	 a	 sample	 of	 end-	of-	life	 care	 profes-
sionals.	 The	 self-	assessed	 instrument	 was	 provided	 to	

healthcare	 professionals	 in	 relation	 to	 their	 leadership.	
Moreover,	 the	 association	 between	 compassionate	 lead-
ership	and	self-	compassion,	self-	care	and	awareness	was	
also	analysed.

METHODS

Design, setting and participants

A	 cross-	sectional	 survey	 of	 Spanish	 end-	of-	life	 care	 pro-
fessionals	was	conducted	during	January-	February	2020.	
Professionals	were	encouraged	to	participate	through	the	
Spanish	Society	for	Palliative	Care	(SECPAL).	Participants	
were	sampled	from	their	lists	of	members,	who	were	asked	
to	complete	an	online	survey	using	SurveyMonkey,	a	se-
cure	and	anonymous	online	platform	that	also	restricted	
multiple	 survey	 responses.	 Participation	 was	 voluntary	
and	required	respondents’	informed	consent.

For	 inclusion,	the	participants	had	to	be	a	healthcare	
professional	 (physician,	 nurse,	 psychologist,	 nursing	 as-
sistant,	 social	worker,	or	other),	who	currently	cared	 for	
patients	 at	 the	 end	 of	 their	 lives,	 but	 not	 necessarily	 in	
palliative	care	settings.	We	determined	if	they	were	end-	
of-	life	care	professionals	using	three	questions,	to	which	
professionals	had	 to	answer	YES/NO.	 If	 the	answer	was	
YES	 to	 any	 of	 them,	 they	 were	 considered	 professionals	
working	 with	 patients	 at	 the	 end	 of	 life.	 The	 indicators	
were:	(a)	“Do	you	care	for	patients	with	palliative	needs?”;	
(b)	“Do	you	care	 for	chronic	patients	 in	advanced	situa-
tions?”;	and	(c)	“Do	you	care	for	patients	with	prognosis	
of	life	less	than	2 years?”.

No	 a	 priori	 sample	 size	 estimation	 was	 calculated.	
However,	 we	 took	 into	 account	 several	 rules-	of-	thumb,	
including	 a	 minimum	 sample	 size	 of	 200	 [54,55],	 and	
10	 cases	 per	 variable	 [56].	 Therefore,	 our	 sample	 size	
(n  =  296)	 meets	 both	 Boomsma's	 [54,55]	 (n  >  200)	 and	
Nunnally's	[56]	(n > 200	[10	cases	per	16	variables	for	CFA	
model;	10	cases	per	20	variables	 for	 the	MIMIC	model])	
criteria.

The	sample	consisted	of	296	end-	of-	life	care	profession-
als	who	completed	 the	 survey.	Mean	age	was	43.9 years	
old	 (SD  =  10.15);	 77.40%	 were	 female.	 Regarding	 their	
professions,	31.8%	were	doctors,	44.2%	nurses,	8.6%	psy-
chologists,	 4.5%	 nursing	 assistants,	 5.8%	 social	 workers	
and	5.1%	had	other	professions.	Details	of	sample	charac-
teristics	can	be	found	in	Table	1.

Measures

The	 research	 measures	 included	 scales	 to	 assess	 the	
following:
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a.	 Compassionate	 leadership.	 The	 Compassionate	
Leadership	 Self-	reported	 Scale	 was	 used,	 which	 is	 a	
brief	 instrument	 of	 16	 items	 that	 includes	 four	 di-
mensions:	 attending,	 understanding,	 empathising	 and	
helping.	 Each	 of	 them	 is	 measured	 with	 four	 items,	
such	 as	 “I	 listen	 carefully	 when	 exploring	 problems”	
(attending),	“I	am	helpful	in	understanding	the	causes	
of	 difficulties	 the	 team	 faces”	 (understanding),	 “I	 am	
emotionally	 in	 touch	 with	 others’	 feelings	 when	 they	
are	 upset”	 (empathising)	 and	 “I	 help	 people	 practi-
cally	 with	 problems	 they	 face”	 (helping).	 Items	 are	
rated	 on	 a	 5-	point	 Likert-	type	 scale,	 ranging	 from	 1	
(completely	 disagree)	 to	 5	 (completely	 agree).	 For	 the	
adaptation	 of	 the	 scale,	 first,	 a	 group	 of	 experts	 in	
organisational	psychology,	nursing	and	psychometrics	
adapted	 the	 original	 version,	 by	 changing	 the	 initial	
statement	or	instruction,	from	“This	leader”	to	“regard-
ing	 your	 behaviour	 when	 you	 lead	 your	 work	 team”.	
Items	 were	 also	 changed	 from	 third	 person	 to	 first	
person.	 Then,	 the	 backward	 and	 forward	 translation	
process	 was	 used;	 first,	 the	 scale	 was	 translated	 into	
Spanish	by	a	professional	native;	it	was	then	translated	
back	 into	 English	 by	 another	 native	 professional	 and	
no	 differences	 were	 found.	 No	 changes	 were	 made	
after	 review	 of	 the	 Spanish	 version	 by	 the	 group	 of	
experts.	 The	 resulting	 Spanish	 version	 of	 the	 scale	

is	 in	 Table	 2.	 Estimates	 of	 reliability	 are	 provided	
in	 the	 Results	 section.

b.	 Self-	compassion.	 Self-	compassion	 was	 assessed	 with	
the	Self-	Compassion	Scale	–		Short	Form	(SCS)	[57],	in	
its	Spanish	version	[58].	The	SCS	is	formed	by	12	items	
assessing	 three	 main	 components	 of	 self-	compassion	
and	 their	 opposites:	 self-	kindness/self-	judgement,	
common	 humanity/isolation	 and	 mindfulness/over-	
identification.	Items	score	in	a	5-	point	Likert-	type	scale,	
from	1	“almost	never”	to	5	“almost	always”.	Examples	
of	items	are	“I	try	to	be	understanding	and	patient	to-
wards	those	aspects	of	my	personality	I	don't	like”	for	
positive	self-	compassion,	and	“When	I	fail	at	something	
important	to	me,	I	become	consumed	by	feelings	of	in-
adequacy”	for	negative	self-	compassion.	In	this	study,	
two	dimensions	of	self-	compassion	were	used:	positive	
and	negative	self-	compassion.	Positive	self-	compassion	
would	 refer	 to	 compassionate	 self-	responding	 to	 per-
sonal	struggle,	whereas	negative	self-	compassion	would	
refer	 to	 uncompassionate	 self-	responding	 to	 personal	
struggle	 (berating	 oneself	 for	 feeling	 bad	 or	 repress-
ing	negative	feelings),	 in	line	with	Neff's	definition	of	
self-	compassion,	 who	 has	 recently	 conceptualised	 as	
a	 “balance	 between	 increased	 compassionate	 and	 de-
creased	 uncompassionate	 self-	responding	 to	 personal	
struggle”	[59].	This	two-	factor	solution	obtained	an	ex-
cellent	fit	in	this	sample:	χ2(53) = 136.971	(p < 0.001);	
CFI = 0.964;	SRMR = 0.043;	RMSEA = 0.076	[0.061,	
0.092].	Estimates	of	reliability	in	this	sample	were	0.823	
and	0.863,	respectively.

c.	 Awareness.	 This	 variable	 was	 measured	 with	 5	 indi-
cators	of	the	validated	Spanish	version	of	the	Mindful	
Attention	 Awareness	 Scale	 [60],	 an	 instrument	 that	
measures	 the	 general	 tendency	 to	 be	 aware	 and	 con-
scious	of	one's	own	experiences	of	daily	life.	Following	
the	 work	 of	 Galiana	 et	 al.	 [61],	 items	 7,	 8,	 9,	 10	 and	
14	were	chosen,	as	 they	were	 the	more	discriminant.	
Items	 were	 scored	 in	 a	 5-	point	 Likert	 scale,	 ranging	
from	1	“totally	disagree”	to	5	“totally	agree”.	Examples	
of	items	are:	“I	could	experience	an	emotion	and	not	be	
conscious	of	it	until	later”	or	“I	find	it	difficult	to	stay	
focused	on	what	 is	happening	 in	 the	present”.	Scores	
were	 reverted	 before	 mean	 calculation.	 Reliability	 in	
this	study	was	0.887.

d.	 Self-	Care.	Self-	care	was	assessed	with	the	Professional	
Self-	Care	 Scale	 (PSCS)	 [62],	 originally	 developed	 in	
Spanish.	 It	 is	 composed	 by	 nine	 items	 and	 assesses	
three	 dimensions	 of	 professionals’	 self-	care:	 physical,	
which	refers	to	the	implication	in	activities	that	helps	
to	maintain	a	healthy	body;	inner,	which	is	related	to	
activities	that	help	to	keep	a	healthy	mind;	and	social,	
regarded	 to	 activities	 related	 to	 social	 activities	 that	
help	the	individual	to	maintain	social	health.	Examples	

T A B L E  1 	 Sample	characteristics

Variables Categories N %

Gender Female 66 22.3

Male 229 77.4

Missing 1 0.3

Level	of	education Undergraduate 20 6.7

Graduate 249 84.2

Postgraduate 26 8.8

Missing 1 0.3

Marital	status Single 71 24.0

Married/living	
with	a	couple

192 64.9

Divorced 29 9.8

Widowed 2 0.7

Missing 2 0.7

Profession Doctor 93 31.4

Nurse 129 43.6

Nursing	assistant 13 4.4

Psychologist 25 8.4

Social	worker 17 5.7

Others 15 5.1

Missing 4 1.4
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of	items	are	“I	do	exercise	on	a	regular	basis”	(physical	
self-	care),	 “When	 I	 feel	 emotionally	 overloaded,	 I	 try	
to	find	time	for	my	own	care”	(inner	or	psychological	
self-	care),	 or	 “When	 I	 feel	 overwhelmed	 by	 a	 clinical	
situation,	I	feel	that	I	can	support	on	my	team	in	order	
to	 elaborate	 this	 experience”	 (social	 self-	care).	 Items	
were	 scored	 in	 a	 5-	point	 Likert	 scale,	 ranging	 from	 1	
(totally	disagree)	to	5	(totally	agree).	Reliability	of	the	
dimensions	in	this	sample	was	0.814,	0.907	and	0.724,	
respectively.

Data analysis

First,	descriptive	statistics	for	the	items	of	the	compas-
sionate	 leadership	 scale,	 including	 means,	 standard	
deviations,	 and	 minimum	 and	 maximum	 scores,	 were	
calculated.

Second,	for	the	study	of	the	internal	structure,	a	con-
firmatory	 factor	 analysis	 was	 hypothesised,	 estimated	
and	 tested,	 in	 which	 four-	correlated	 factors	 explained	
the	items	of	the	Compassionate	Leadership	Self-	reported	
Scale:	 attending	 (items	 1–	4),	 understanding	 (items	 5–	8),	
empathising	 (items	 9–	12)	 and	 helping	 (items	 13–	16).	To	
assess	the	model	fit,	there	were	used:	the	chi-	square	sta-
tistic,	the	Comparative	Fit	Index	(CFI),	the	Standardised	
Root	Mean	Square	Residual	(SRMR)	and	the	Root	Mean	
Square	 Error	 of	 Approximation	 (RMSEA).	 Cut-	off	 crite-
ria	to	determine	good	fit	were	as	follows:	CFI	above	0.90	
(better	over	0.95)	and	SRMR	or	RMSEA	below	0.08	(better	
under	0.05)	[63].

Third,	the	reliability	of	the	scale	was	studied,	including	
estimates	of	reliability	for	the	four	dimensions:	Cronbach's	
alpha	and	the	Composite	Reliability	Index.

Fourth,	levels	of	compassionate	leadership	were	stud-
ied	across	genders	and	disciplines.	For	this	purpose,	two	
multivariate	analyses	of	variance	(MANOVAs)	were	car-
ried	out.	For	the	MANOVAs,	discipline	was	recoded,	and	
nursing	assistants	(n = 13)	and	social	workers	(n = 17)	

T A B L E  2 	 Adapted	version	of	the	compassionate	leadership	
self-	reported	scale	in	English	and	Spanish

Compassionate	Leadership	Self-	reported	Scale
(italics for the Spanish version)

Indicate	your	agreement	or	disagreement	with	the	following	
sentences	regarding	your	behaviour	when	you	lead	your	
work	team:

Indica tu grado de acuerdo o desacuerdo en cada una de las 
siguientes afirmaciones sobre tu comportamiento cuando 
lideras equipos de trabajo:

1.	I	listen	carefully	when	exploring	problems.
1. Escucho atentamente cuando exploro los problemas

2. I	pay	close	attention	when	listening.
2. Presto mucha atención cuando escucho

3. I	am	very	attentive	when	a	member	of	the	team	tells	me	about	
difficulties.

3. Estoy muy atento/a cuando algún miembro del equipo me 
cuenta sus dificultades

4.	I	give	full	attention	when	members	of	the	team	describes	
challenges	they	face.

4. Presto completa atención cuando me describen personalmente 
los problemas

5. I	am	helpful	in	understanding	the	causes	of	difficulties	the	
team	faces.

5. Ayudo en la comprensión de las dificultades/problemas que 
afronta el equipo

6.	I	do	not	impose	my	understanding	of	the	causes	of	difficulties	
the	team	faces.

6. No impongo mi punto de vista sobre la causa de las 
dificultades/problemas que afronta el equipo

7. I	take	time	to	understand	carefully	the	causes	of	the	
problems.

7. Me tomo tiempo para comprender cuidadosamente la causa de 
los problemas

8.	I	work	together	with	the	team	to	come	to	an	understanding	of	
problems.

8. Trabajo con el equipo para llegar a una comprensión de los 
problemas

9. I	am	genuinely	warm	and	empathic.
9. Soy genuinamente amable y empático

10.	I	am	emotionally	in	touch	with	others’	feelings	when	they	
are	upset.

10. Estoy emocionalmente conectado con los sentimientos de los 
demás cuando no están bien

11.	I	am	sensitive	to	what	others	are	feeling.
11. Soy sensible a lo que otros sienten

12.	I	genuinely	care	about	others’	difficulties.
12. Me preocupo sinceramente de los problemas de los demás

13.	I	help	people	practically	with	problems	they	face.
13. Ayudo a la gente de manera práctica con los problemas que 

afrontan

(Continues)

14.	I	take	effective	action	to	help	others	with	the	problems	they	
face

14. Actúo de manera efectiva para ayudar a otros con los 
problemas que afrontan

15.	I	deal	effectively	with	problems	in	order	to	help	others.
15. Trato de forma efectiva los problemas para ayudar a los 

demás

16.	I	am	genuinely	committed	to	making	a	difference	by	serving	
others.

16. Estoy verdaderamente comprometido/a en ser especialmente 
bueno/a sirviendo a otros

T A B L E  2 	 (Continued)
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were	 recoded	 into	 “other	 professions”	 because	 of	 its	
small	 sample	 size.	 The	 relation	 between	 compassion-
ate	 leadership	and	age	was	also	studied,	using	Pearson	
correlations.

Finally,	a	multiple-	indicators	multiple-	causes	(MIMC)	
structural	model	to	study	the	Compassionate	Leadership	
Scale	 relationships	with	 the	other	variables	was	hypoth-
esised,	 estimated	 and	 tested.	 Specifically,	 positive	 and	
negative	 self-	compassion,	 self-	care	 and	 awareness	 were	
hypothesised	 to	 predict	 the	 dimensions	 of	 compassion-
ate	 leadership.	 The	 four	 dimensions	 of	 compassionate	
leadership	or	dependent	variables	were	modelled	as	four	
correlated,	 latent	 factors,	and	consequently,	 free	of	error	
of	measurement.	To	assess	model	fit,	the	fit	criteria	men-
tioned	above	were	used.

For	 the	 statistical	 analyses,	 SPSS	 version	 24	 [64]	 and	
MPLUS	version	8.4	[65]	were	used.

Ethical considerations

The	study	was	approved	by	the	Ethics	Research	Committee	
at	the	University	of	the	Balearic	Islands	(82CER18).	Given	
the	 characteristics	 of	 the	 study,	 the	 people	 who	 decided	
to	 participate	 voluntarily	 were	 told	 the	 reason	 and	 pur-
pose	for	carrying	out	the	work.	This	entire	study	complied	
with	the	ethical	principles	for	research	in	health	sciences	
established	at	the	national	and	international	levels	in	the	
Declaration	 of	 Helsinki	 [66].	 Special	 attention	 was	 paid	
to	confidentiality	and	protection	of	privacy,	guaranteeing	
the	 anonymity	 of	 the	 information	 provided,	 which	 was	
used	exclusively	for	this	work	and	was	held	in	the	custody	
of	 the	 research	 team.	 In	 addition,	 our	 research	 team	 is	
committed	to	strictly	complying	with	the	Organic	Spanish	
Law	on	Personal	Data	Protection,	which	guarantees	that	
the	participants	 in	 this	study	can	exercise	 their	rights	of	
access,	 rectification,	 cancellation	 and	 opposition	 to	 the	
collected	data.

RESULTS

Descriptive statistics

The	 Compassionate	 Leadership	 Self-	Reported	 Scale	
showed	 medium	 to	 high	 levels	 in	 the	 four	 domains	 of	
compassionate	leadership,	with	means	ranging	from	3.96	
(Helping)	 to	 4.26	 (Attending).	 Details	 on	 specific	 items	
can	be	consulted	in	Table	3.

As	 regards	 the	 related	 variables,	 participants	 showed	
high	 levels	 of	 awareness,	 medium	 to	 high	 levels	 of	 self-	
care	and	positive	self-	compassion,	and	moderate	levels	of	
negative	self-	compassion	(see	Table	3).

Confirmatory factor analysis

The	CFA	with	four-	correlated	factors	showed	an	adequate	
overall	 fit:	 χ2(98)  =  277.595	 (p  <  0.001);	 CFI  =  0.986;	
SRMR  =  0.047;	 RMSEA  =  0.088	 [0.076,	 0.100].	 Factor	
loadings	 were	 adequate,	 ranging	 from	 0.428	 (item	 8)	 to	
0.994	 (item	 15).	 Details	 of	 the	 analytical	 fit	 can	 be	 con-
sulted	in	Figure	1.

Reliability

Evidence	 of	 reliability	 of	 the	 dimensions	 was	 adequate:	
Cronbach's	 alpha	 and	 CRI	 were	 0.905	 and	 0.962	 for	 at-
tending,	 0.723	 and	 0.855	 for	 understanding,	 0.858	 and	

T A B L E  3 	 Items	description:	mean,	standard	deviation,	
minimum	and	maximum	scores;	descriptive	statistics	of	
compassionate	leadership	dimensions,	self-	compassion,	awareness	
and	self-	care

Dimension/Item 
number Mean SD Min. Max.

Attending 4.26 0.52 2.50 5.00

1 4.21 0.58 2.00 5.00

2 4.18 0.59 2.00 5.00

3 4.33 0.57 2.00 5.00

4 4.30 0.61 2.00 5.00

Understanding 4.02 0.52 2.75 5.00

5 4.17 0.55 3.00 5.00

6 3.80 0.86 1.00 5.00

7 4.02 0.71 2.00 5.00

8 4.11 0.64 2.00 5.00

Empathising 4.06 0.55 1.75 5.00

9 4.05 0.63 2.00 5.00

10 3.99 0.68 1.00 5.00

11 4.07 0.69 1.00 5.00

12 4.13 0.66 1.00 5.00

Helping 3.96 0.57 1.25 5.00

13 4.02 0.59 2.00 5.00

14 3.91 0.66 1.00 5.00

15 3.89 0.67 1.00 5.00

16 4.00 0.78 1.00 5.00

Positive	
self-	compassion

3.40 0.71 1.17 4.83

Negative	
self-	compassion

2.80 0.85 1.00 5.00

Awareness 4.00 0.81 2.00 5.00

Self-	care 3.63 0.72 1.00 4.89

Notes: Abbreviations:	Max.,	maximum	score;	Min.,	minimum	score;	SD,	
standard	deviation.
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0.924	 for	 empathising,	 and	 0.865	 and	 0.940	 for	 helping,	
respectively.

Relations of compassionate leadership, 
gender, discipline and age

To	 study	 the	 relation	 between	 compassionate	 leader-
ship	 and	 gender,	 a	 multivariate	 analysis	 of	 variance	
(MANOVA)	was	carried	out.	The	four	dimensions	of	com-
passionate	 leadership	 were	 included	 as	 dependent	 vari-
ables,	 with	 gender	 as	 the	 independent	 variable.	 Results	
pointed	 statistically	 significant	 differences	 in	 the	 mean	
level	 of	 compassionate	 leadership	 when	 compared	 by	

gender:	F(4,	232) = 2.825	(p = 0.026),	η2 = 0.046.	Follow-	up	
analyses	 of	 variance	 for	 each	 of	 the	 dimensions	 showed	
mean	 differences	 only	 in	 the	 understanding	 dimension	
(F(1,	235) = 9.326	(p = 0.003),	η2 = 0.038),	with	higher	lev-
els	of	understanding	leadership	for	men	(M = 4.209)	when	
compared	to	women	(M = 3.970).

Regarding	 the	 relation	 between	 compassionate	 lead-
ership	 and	 discipline,	 this	 was	 also	 studied	 using	 a	
MANOVA.	Again,	the	four	dimensions	of	compassionate	
leadership	were	 included	as	dependent	variables,	and	in	
this	case,	discipline	was	the	independent	variable.	Results	
pointed	to	statistically	significant	differences	in	the	mean	
level	 of	 compassionate	 leadership	 when	 compared	 by	
discipline:	 F(12,	 690)  =  2.529	 (p  =  0.003),	 η2  =  0.042.	

F I G U R E  1  Confirmatory	factor	
analysis	results.	Notes:	All	factor	loadings	
and	correlations	were	statistically	
significant	(p < 0.001).	For	the	sake	of	
clarity,	standard	errors	are	not	shown

Notes: All factor loadings and correlations were statistically significant (p < .001). For 

the sake of clarity, standard errors are not shown. 
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However,	follow-	up	ANOVAs	did	not	indicate	significant	
differences	 in	 any	 of	 the	 dimensions	 of	 compassionate	
leadership,	neither	there	were	statistically	significant	dif-
ferences	in	the	post hoc	pairwise	comparisons.

Finally,	 Pearson	 correlations	 did	 not	 show	 statisti-
cally	 significant	 relations	 between	 attending	 (r  =  0.035;	
p  =  0.598),	 understanding	 (r  =  −0.025;	 p  =  0.707),	 em-
pathising	 (r  =  0.094;	 p  =  0.152)	 or	 helping	 (r  =  0.074;	
p = 0.258)	with	participants’	age.

MIMIC model

The	 structural	 model	 to	 study	 the	 Compassionate	
Leadership	Self-	reported	Scale	relations	with	other	varia-
bles	showed	an	excellent	fit:	χ2(146) = 331.985	(p < 0.001);	
CFI = 0.985;	SRMR = 0.043;	RMSEA = 0.068[.058,.078].	
The	 dimensions	 of	 attending	 and	 understanding	 were	
explained	 by	 positive	 self-	compassion	 and	 awareness;	
empathising,	 by	 self-	care	 and	 awareness;	 and	 helping,	
by	 positive	 self-	compassion	 and	 self-	care	 (see	 Figure	 2).	
Approximately	77%	of	attending	and	understanding	were	
explained	(R2 = 0.768;	p < 0.001;	and	R2 = 0.772;	p < 0.001,	
respectively),	 and	 more	 than	 80%	 of	 emphasising	 and	

helping	(R2 = 0.814;	p < 0.001;	and	R2 = 0.806;	p < 0.001,	
respectively).	 More	 details	 on	 the	 model	 results	 can	 be	
consulted	in	Table	4.

DISCUSSION

Research	on	leadership	in	end-	of-	life	care	is	limited,	but	
it	 confirms	 that	 leadership	 in	 this	 context	 spans	 across	
disciplines,	roles	and	titles	[67–	69].	The	culture	of	shared	
leadership	is	widespread	among	healthcare	professionals	
in	 general	 [70–	72],	 and	 among	 teams	 of	 end-	of-	life	 care	
professionals	in	particular,	so	that	all	members	have	the	
right,	responsibility	and	the	ability	to	be	a	leader	[67].	As	
compassion	has	been	identified	as	an	essential	quality	for	
both	end-	of-	life	care	work	[14,18,19]	and	leadership	[3,32],	
compassionate	leadership	may	be	the	best	way	to	lead	in	
end-	of-	life	care.	In	this	context,	the	first	aim	of	this	study	
was	to	adapt	and	validate	the	Compassionate	Leadership	
Scale	in	a	sample	of	end-	of-	life	care	professionals.

For	 this	 purpose,	 the	 levels	 of	 compassionate	 lead-
ership	 of	 the	 participants	 were	 first	 studied,	 together	
with	 evidence	 of	 the	 factorial	 structure	 and	 reliabil-
ity	 of	 the	 scale.	 Participants	 showed	 adequate	 levels	 of	

F I G U R E  2  MIMIC	results.	Notes:	*p < 0.050;	**p < 0.010.	For	the	sake	of	clarity,	only	statistically	significant	effects	are	shown.	Factor	
loadings,	non-	statistically	significant	effects	and	correlations	among	the	compassionate	leadership	dimensions	can	be	consulted	in	Table	4
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compassionate	leadership.	Means	of	the	four	dimensions	
of	the	Compassionate	Leadership	Self-	reported	Scale	were	
close	to	4	(“Agree”),	which	means	professionals	of	end-	of-	
life	care	reported	compassionate	behaviours	when	acting	
as	a	leader.	This	is	not	surprising,	given	the	consensus	in	
the	 literature	on	the	centrality	of	end-	of-	life	care	profes-
sionals’	 compassion	 to	 skilful	 and	 kind	 care	 for	 the	 self	
and	others	[18,73].	Compassion	reduces	the	pain	and	suf-
fering	experienced	by	those	who	are	dying	and	those	who	
give	them	care	[73–	75].	In	the	same	way,	medium	to	high	
levels	of	positive	self-	compassion,	awareness	and	self-	care	
were	found,	where	participants	also	showed	moderate	lev-
els	of	negative	self-	compassion.	Again,	this	is	in	line	with	
previous	literature,	which	has	indicated	the	importance	of	
these	 protective	 factors	 to	 end-	of-	life	 care	 professionals’	
quality	of	life	[50,51,76–	78].

Regarding	the	factorial	structure	of	the	Compassionate	
Leadership	 Scale,	 results	 indicated	 an	 adequate	 model	
fit	 for	 a	 four-	correlated	 factor	 solution.	 As	 suggested	 by	
Atkins	 and	 Parker	 [52]	 and	 West	 [53],	 the	 four	 compo-
nents	of	attending,	understanding,	empathising	and	help-
ing	clearly	fit	with	the	internal	structure	of	the	presented	

scale,	 with	 items	 showing	 adequate	 factor	 loadings	 and	
correlations	between	dimensions	being	positive	and	high.	
Thus,	although	there	are	four	distinct	compassionate	lead-
ership	 behaviours,	 based	 on	 our	 results	 we	 can	 see	 that	
these	are	interdependent	skills,	as	the	better	an	end-	of-	life	
care	leader	can	attend,	the	better	he/she	understands,	the	
more	he/she	empathises,	and	the	more	he/she	can	help.	
Together	 with	 evidence	 on	 the	 internal	 structure,	 the	
Compassionate	Leadership	Scale	also	demonstrated	ade-
quate	reliability,	suggesting	the	compassionate	leadership	
dimensions	 can	 be	 measured	 with	 little	 error	 and	 high	
replicability.

When	levels	of	compassionate	leadership	were	studied	
across	genders,	disciplines	and	age,	a	statistically	signif-
icant	relation	between	the	dimension	of	understanding	
and	gender	was	found,	with	higher	levels	for	men.	This	is	
a	counterintuitive	result,	as	in	previous	research	women	
obtain	higher	levels	of	emotional	intelligence	[79]	or	em-
pathy	[80]	(both	issues	closely	related	to	the	dimension	
of	 understanding,	 presented	 here).	 However,	 a	 recent	
study	supports	 such	difference	 favouring	men	 [81],	but	
it	should	be	noted	that	the	setting	of	the	aforementioned	

T A B L E  4 	 Factor	loadings,	effects	and	correlations	of	the	MIMIC	model

Dimension Item λ
Predictive 
variables β

Compassionate 
leadership 
dimensions r

Attending 1 0.904	(p < 0.001) Positive	self-	
compassion

0.277	(p < 0.001) –	 –	

2 0.954	(p < 0.001) Negative	self-	
compassion

−0.051	(p = 0.443) Understanding 0.863	(p < 0.001)

3 0.940	(p < 0.001) Awareness 0.238	(p < 0.001) Empathising 0.649	(p < 0.001)

4 0.924	(p < 0.001) Self-	care 0.058	(p = 0.360) Helping 0.603	(p < 0.001)

Understanding 5 0.922	(p < 0.001) Positive	self-	
compassion

0.231	(p = 0.002) Attending 0.863	(p < 0.001)

6 0.425	(p < 0.001) Negative	self-	
compassion

−0.107	(p = 0.109) –	 –	

7 0.800	(p < 0.001) Awareness 0.193	(p = 0.004) Empathising 0.566	(p < 0.001)

8 0.877	(p < 0.001) Self-	care 0.107	(p = 0.116) Helping 0.679	(p < 0.001)

Empathising 9 0.747	(p < 0.001) Positive	self-	
compassion

0.121	(p = 0.128) Attending 0.649	(p < 0.001)

10 0.939	(p < 0.001) Negative	self-	
compassion

0.130	(p = 0.061) Understanding 0.566	(p < 0.001)

11 0.904	(p < 0.001) Awareness 0.134	(p = 0.035) –	 –	

12 0.876	(p < 0.001) Self-	care .337	(p < 0.001) Helping 0.715	(p < 0.001)

Helping 13 0.931	(p < 0.001) Positive	self-	
compassion

0.168	(p = 0.032) Attending 0.603	(p < 0.001)

14 0.964	(p < 0.001) Negative	self-	
compassion

0.052	(p = 0.454) Understanding 0.679	(p < 0.001)

15 0.994	(p < 0.001) Awareness −0.100	(p = 0.116) Empathising 0.715	(p < 0.001)

16 0.659	(p < 0.001) Self-	care 0.303	(p < 0.001) –	 –	
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work	 was	 Saudi	 Arabia,	 where	 the	 patriarchal	 society	
that	 still	exists,	 could	explain	such	a	significant	gender	
difference	 in	 leadership.	 On	 the	 contrary,	 in	 a	 meta-	
analysis	carried	out	on	76 studies,	it	was	concluded	that	
in	most	of	them	(64	papers)	women	were	rated	as	signifi-
cantly	more	effective	leaders	than	men	in	organisational	
settings	[82].	As	the	subsample	of	men	in	this	study	was	
very	small,	these	results	should	be	interpreted	with	cau-
tion.	 Moreover,	 our	 finding	 of	 a	 gender	 difference	 was	
only	 related	 to	 understanding	 –		 a	 more	 cognitive	 skill,	
rather	than	the	other	elements	of	being	present	with	(at-
tending),	empathising	and	helping.	According	to	gender	
stereotypes,	men	might	be	expected	to	focus	more	on	ra-
tional,	 cognitive	 and	 interpretive	 rather	 than	 relational	
and	emotional	processes.

The	second	aim	of	this	research	was	to	study	the	rela-
tion	 of	 compassionate	 leadership,	 as	 measured	 with	 the	
Compassionate	 Leadership	 Scale,	 with	 other	 variables	
that	may	act	as	enablers,	such	as	self-	compassion,	aware-
ness	 and	 self-	care.	 We	 hypothesised	 that	 leaders	 with	
higher	 levels	of	positive	self-	compassion,	awareness	and	
self-	care,	 and	 lower	 levels	 of	 negative	 self-	compassion,	
will	pay	greater	attention	to	others,	better	understand	the	
cause	 of	 others’	 distress,	 feel	 more	 empathic,	 and	 take	
thoughtful,	skilled	and	appropriate	action	to	help	relieve	
the	 other's	 suffering.	 Our	 results	 confirm	 most	 of	 these	
hypotheses.	 Self-	compassion,	 in	 its	 positive	 dimension,	
was	related	to	attending,	understanding	and	helping.	That	
is,	 the	 more	 compassion	 end-	of-	life	 care	 professionals	
directed	 towards	 themselves,	 the	 more	 they	 act	 as	 com-
passionate	leaders.	This	can	be	logically	explained	in	two	
ways.	 First,	 self-	compassion	 is	 closely	 associated	 with	
compassion	for	others	[83–	85],	as	it	is	inward	compassion,	
giving	oneself	care	and	concern	when	facing	experiences	
of	 suffering	 [44].	 In	 fact,	 some	 studies	 have	 supported	
this	interpretation.	For	instance,	Gustin	and	Wagner	[46]	
found	that	cultivating	self-	compassion	in	nursing	profes-
sionals	improved	compassion	for	others.	Also,	in	a	study	
with	 nurses,	 Dev	 et	 al.	 [86]	 found	 evidence	 that	 the	 de-
velopment	of	self-	compassion	reduced	the	experience	of	
some	 barriers	 to	 compassion.	 Second,	 self-	compassion	
alleviates	 professional	 burnout	 and	 compassion	 fatigue	
[46,86,87],	 which	 can	 erode	 compassion	 among	 end-	of-	
life	 care	 professionals.	 In	 turn,	 this	 can	 enhance	 profes-
sionals’	capacity	for	compassionate	leadership.

The	absence	of	a	relationship	between	self-	compassion	
and	the	dimension	of	empathising	was	counterintuitive,	
as	empathy	has	been	described	as	“an	affective	response	
that	acknowledges	and	attempts	to	understand	individu-
al's	suffering	through	emotional	resonance”	[88]	(p.	437).	
However,	other	studies	have	also	pointed	to	data	consis-
tent	with	our	results.	For	example,	González-	Hernández	

et	 al.	 [89]	 found	 that	 participants	 who	 undertook	
Cognitively-	Based	 Compassion	 Training	 considered	 a	
compassionate	 person	 as	 more	 non-	empathic	 than	 em-
pathic.	According	to	these	authors,	 this	could	be	due	to	
the	fact	that	empathy	is	a	step	towards	compassion,	but	
is	not	compassion	itself,	embodied	most	significantly	in	
helping	behaviour	[89].	Therefore,	those	who	need	com-
passion	which	has	not	yet	been	offered	could	 feel	 “em-
pathic	distress”	[90].

Regarding	 the	 role	 of	 awareness	 in	 compassionate	
leadership,	 higher	 levels	 of	 participants’	 awareness	 pre-
dicted	higher	levels	of	attending,	understanding	and	em-
phasising.	Awareness,	as	hypothesised,	is	key	for	leaders	
to	 notice	 suffering	 [8],	 and	 respond	 to	 it	 with	 attention,	
understanding	 and	 empathy.	 Thus,	 increased	 awareness	
will	 increase	professionals’	 levels	of	compassion	[42,46],	
and	 so,	 compassionate	 leadership.	 An	 active,	 inner	 pro-
cess	 of	 being	 attentive	 to	 oneself,	 ensuring	 a	 nonjudge-
mental,	 non-	evaluative	 point	 of	 view,	 is	 fundamental	 in	
actively	perceiving	team	members’	feelings,	wishes,	fears,	
questions	and	intentions.	Therefore,	end-	of-	life	care	pro-
fessionals’	cultivation	of	awareness	may	not	only	improve	
patients’	care	but	also	their	work	as	compassionate	lead-
ers,	by	stimulating	stronger	feelings	of	kindness	and	equa-
nimity	both	for	patients	and	for	their	team	[91].

Finally,	 self-	care	 positively	 predicted	 compassionate	
leadership,	specifically	its	dimensions	of	empathising	and	
helping.	Again,	these	results	were	in	line	with	our	hypoth-
eses,	 as	 previous	 research	 and	 writings	 have	 suggested	
self-	care	is	powerful	in	helping	to	overcome	suffering,	ei-
ther	 for	 oneself	 or	 for	 others	 [76,92].	 Self-	care	 activities	
have	been	shown	to	mitigate	the	negative	outcomes	asso-
ciated	with	 the	care	of	 seriously	 ill	patients	 [48],	 and	 to	
help	end-	of-	life	care	providers	maintain	their	own	health	
and	professional	quality	of	life	[62].	Self-	care	is	the	third	
imperative	when	working	and	leading	in	end-	of-	life	care,	
as	 it	 enables	 the	professional,	 through	 the	 improvement	
of	his	or	her	own	care,	to	take	better	care	of	their	patients	
and	 their	 team	 members,	 by	 helping	 and	 emphasising	
with	them.

CONCLUSIONS

Most	 advanced	 healthcare	 systems	 around	 the	 world	
have	in	common	a	progressive	loss	of	compassionate	care	
[11,36].	Compassion	has	long	been	considered	at	the	heart	
of	healthcare	[18,73].	However,	this	concept	has	become	
an	 abstract	 idea,	 rather	 than	 a	 lived	 relational	 reality	 in	
many	 healthcare	 settings	 [36].	 The	 lack	 of	 compassion	
not	only	leads	to	the	loss	of	humanised	care	but	also	nega-
tively	affects	patient	outcomes.
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Facing	the	growing	problem	of	a	compassion	deficit,	
different	 authors	 argue	 for,	 among	 other	 solutions,	 a	
change	in	culture	and	leadership	in	health	organisations	
[93].	The	leadership	styles	that	have	shown	the	best	re-
sults	in	the	healthcare	setting	are	those	focused	on	rela-
tionships,	rather	than	those	focused	more	exclusively	on	
tasks	and	performance	[94].	Compassionate	leadership,	
as	a	leadership	style	embodying	the	core	value	of	health-
care,	encourages	and	sustains	compassionate	healthcare	
[36].

This	study	confirms	the	utility	and	value	of	a	tool	for	as-
sessing	the	level	of	compassionate	leadership	competence	
in	health	professionals	who	face	particular	challenges	to	
demonstrate	 compassion	 in	 the	 care	 of	 the	 dying.	 The	
scale	has	shown	adequate	psychometric	properties	when	
used	to	assess	compassionate	leadership	in	the	context	of	
end-	of-	life	care	professionals.	It	is	therefore	an	instrument	
that	 can	 be	 used	 confidently	 to	 evaluate	 compassionate	
leadership	 among	 end-	of-	life	 care	 providers	 and	 almost	
certainly	other	healthcare	professionals.

The	ubiquity	of	suffering	in	end-	of-	life	care	creates	an	
imperative	 for	 compassionate	 leadership.	 As	 pointed	 by	
Sansó	 et	 al.	 [76],	 professionals	 are	 “a	 powerful	 but	 vul-
nerable	tool	in	the	caring	process”	(p.	204).	To	avoid	this	
vulnerability,	the	cultivation	of	compassionate	leadership,	
through	self-	care,	awareness	and	self-	compassion,	can	be	
protective	for	healthcare	professionals	themselves.

Furthermore,	 our	 results	 suggested	 that	 self-	
compassion,	 awareness	 and	 self-	care	 may	 be	 important	
in	 the	 development	 of	 compassionate	 leadership.	 Prior	
research	suggests	these	orientations	have	positive	effects	
on	 patient	 care	 and	 professionals’	 health	 and	 quality	 of	
life	[17,76].	Current	research	suggests	they	may	also	help	
to	underpin	compassionate	leadership.

Implications and future directions

Based	 on	 these	 findings,	 training	 programs	 to	 improve	
compassionate	 leadership	 may	 be	 designed,	 developing	
the	variables	that	have	shown	a	positive	relationship,	and	
using	the	scale	to	monitor	improvements	and	guide	further	
development	of	leaders’	competence	of	compassion	[95].

Future	research	might	consider	how	to	foster	better	al-
liances	between	end-	of-	life	care	professionals	and	policy	
makers,	so	that	together	they	can	nurture	compassionate	
cultures.	Such	an	approach	to	leadership	can	and	should	
begin	with	the	leaders	themselves,	who	must	be	prepared	
to	practise	 self-	compassion,	 recognise	 the	need	 for	com-
passion	 in	 others,	 be	 motivated	 to	 respond	 to	 it,	 and	 be	
trained	with	the	skills	to	meet	it.
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