
        
            
                
            
        

    

  WHAT OTHERS ARE SAYING ABOUT THIS BOOK…


  “Trzeciak and Mazzarelli have aggregated a definitive look into how health care workers and patients alike can produce better outcomes and feel happier through adversity—all through implementing compassionate behavior. Compassionomics shows that by focusing the lens through which the brain perceives reality, lives can be changed for the better. This is a must-read for health care leaders looking to implement lasting cultural change, health care employees wanting to change patient’s lives, and consumers who need to take charge of their health care experiences.”


  — Shawn Achor, New York Times bestselling author of Big Potential and The Happiness Advantage


  “Health care must evolve from treating diseases to caring for people and their families. This is much more than a semantic difference. In the Health Transformation Alliance, our experience with more than 4 million people clearly validates what Dr. Trzeciak and Dr. Mazzarelli so eloquently argue— compassion and empathy are essential to better health care. Caregivers who practice these principles encourage people to take ownership of their health care—a result that fosters better health outcomes. I hope this book catalyzes a compassionate revolution in our health care system.”


  — Robert E. Andrews, CEO of the Health Transformation Alliance


  “In Compassionomics, Drs. Trzeciak and Mazzarelli conclusively demonstrate that the power of compassion in medicine is undeniable. Well-researched and comprehensive, the book will be a valuable tool for anyone with a desire to reestablish the primacy of compassion in health care.”


  — Rana Awdish, MD, FCCP, author of In Shock: My Journey from Death to Recovery and the Redemptive Power of Hope


  “The health care professionals of today are constantly challenged by moral choices, whether from organizational pressure, societal expectations, or their own personal code. Under all of the mounting pressure, one constant guiding principle—to “do no harm”—drives us to do whatever we can for the benefit of the patient. Compassionomics provides the evidence that one simple tool, compassion, can affect not only the outcomes for our patients, but also the financial health of our organizations and the well-being of our providers.”


  — Donald M. Berwick, MD, MPP, president emeritus and senior fellow of the Institute for Healthcare Improvement and former administrator of the Centers for Medicare and Medicaid Services


  “It is easy for hospitals—and thereby physicians—to believe that focusing on volume, rather than quality, will drive results. No one, however, comes into healthcare with this idea in mind; it is a byproduct of an age where systems are stretched thin on time, talent, and resources. Physicians want— and need—to practice in environments that emphasize focus on outcomes and experience. They want—and need—to know that their work makes a difference. With meticulous research, Compassionomics blends these ideas— that physicians can feel proud about their work and produce high-quality outcomes for patients. By focusing on compassionate care, Drs. Trzeciak and Mazzarelli provide a simple, but effective, roadmap toward positively affecting both physician burnout and patient engagement. Compassionomics can help restore the hope for everyone in health care that they can have a positive, meaningful career that is driven by human connection, not numbers.”


  — Robert Bessler, MD, founder, chairman and CEO of Sound Physicians


  “Today, in these challenging times, we often bear the burden of the pace of change and complexity of care. This book offers so many ways to think about compassion: for patients and families, for your team and colleagues, and for yourself. I can’t think of a more important path than compassion to get to the Institute for Healthcare Improvement’s Triple Aim—better health, better and safer care, and lower costs. This is the best book I’ve read in years.”


  — Maureen Bisognano, president emerita and senior fellow of the Institute for Healthcare Improvement


  “The foundation for providing sustainable, quality care is simple: compassion. If we want to keep healthy people out of hospitals, support the most vulnerable of patients or those with long-term issues, and lower health care costs, compassion must be at the heart of all these interactions. Drs. Trzeciak and Mazzarrelli’s deep dive into the data that support this fact is second to none. In Compassionomics, they have built the thorough and inspiring case for anyone who wasn’t already convinced that compassion was essential to health care and empowered those who are firm believers.”


  — Jeffrey Brenner, MD, senior vice president of integrated health and human services at UnitedHealthcare Community & State and MacArthur Fellow


  “It goes without saying that compassion is a crucial element for healers and healing. Except that we don’t have enough emphasis on compassion in today’s health care system. This dearth of compassion in training and practice makes Compassionomics timely, important, and vital. Whether you are a clinician, administrator, or a health care patient (i.e., all of us), its message is a call to action for true change in the way we deliver and receive care.”


  — Arthur Caplan, PhD, Drs. William F. and Virginia Connolly Mitty professor and head of the Division of Medical Ethics at the NYU School of Medicine


  “Hope is central to progress in health care. And hope is a byproduct of compassion. In Compassionomics, Drs. Trzeciak and Mazzarelli provide not only compelling evidence of how simple acts of compassion positively affect patient outcomes, but they also demonstrate that compassionate care improves the experience of those who work in healthcare. Instilling compassion throughout the delivery of health care will enable the health care industry to advance into the future.”


  — David L. Cohen, businessman, attorney, and chairman of the board of trustees of the University of Pennsylvania


  “This well-researched book on such an important topic will be welcome news to all those who strive daily in the front lines of health care provision. They know well the importance of compassion and its effect on outcomes and overall well-being—not just for patients but for the providers themselves. With it we win, without it we struggle. This is also a directive to leaders to include compassion as a key criteria in recruitment and promotion. My congratulations to the authors for bringing it center stage.”


  — Michael J. Dowling, president and CEO of Northwell Health


  “My mentor for compassionate care was my physician father, the co-founder of HCA Healthcare. As he frequently said, ‘It’s not bricks and mortar and equipment that make a hospital. It is the warmth and compassion and attitude of good employees that leads to quality care.’ Trzeciak and Mazzarelli’s findings not only provide us with data to show how compassionate care achieves measurable improvement to patient outcomes, but also shows gains in fiscal health and employee satisfaction. Those of us in health care owe it to our patients to review the facts, implement the solutions, and make the essential personal connections that can change health. This book is a vital step forward in transforming health care as we know it.”


  — Senator William H. Frist, MD, heart transplant surgeon and former Republican Senate majority leader


  “Compassionomics is a very important book for everyone engaged in health care, including physicians and nurses, health care administrators, educators, and especially patients and their families. It documents the impressive and growing evidence base that supports the critical role that compassionate care plays in shaping outcomes in clinical practice. From ancient times, scholars have described both the ‘art’ and the ‘science’ of the practice of medicine. Compassionomics presents a wonderful distillation of the science behind the art of a healing and health-promoting doctor-patient relationship.”


  — Robert N. Golden, MD, dean of the School of Medicine and Public Health and vice chancellor for medical affairs at the University of Wisconsin-Madison


  “We work so hard to master diagnosis and therapeutics that it’s easy to forget that all patients get better faster if they receive compassionate care, as marvelously laid out by Trzeciak and Mazzarelli. However, it’s as true for us physicians as it is for our patients: friends are the best medicine, and isolation kills. This isn’t a ‘self-improvement’ book, but we should all read it, because we’ll all find in this book a path to feeling better.”


  — Stephen Klasko, MD, president and CEO of Thomas Jefferson University and Jefferson Health


  “Drs. Trzeciak and Mazzarelli’s proclamation acknowledging the power of courageous caring, now rooted in quantified science, is so timely and essential in the inevitable transition to a consumer-focused healthcare system. This book is a must-read for health care providers—indeed, a blueprint for a high-performance culture.”


  — Calvin H. Knowlton, BSc Pharm, MDiv, PhD, chairman, CEO, and founder of Tabula Rasa Healthcare, Inc.


  “A wonderful, evidence-based book that is a must-read for the health professions—if not every citizen-patient—especially, the leaders of health care. Drs. Trzeciak and Mazzarelli show, in no uncertain terms, that health systems that fail to embrace and prioritize compassion are missing out on caring fully for their patients and for their clinicians and employees. As the Gold Foundation has championed for 30 years, compassion makes a dramatic, measurable difference in health care—and this book proves it.”


  — Richard I. Levin, MD, president and CEO of the Arnold P. Gold Foundation


  “If you’ve ever been a hospital patient, you know that compassion on the part of the caregivers is perhaps the single most important factor affecting your experience. The medical profession, somehow, has failed to see this. It took Drs. Trzeciak and Mazzarelli to make this incredibly important and long overdue observation on compassion. Let’s hope this book is the basis of a revolution on health care.”


  — Steven Levitt, New York Times bestselling author of Freakonomics


  “If you or a loved one has ever been ill or worried about your health and have had the good fortune of being cared for by a compassionate health care professional, you probably don’t need to be told that compassion matters…a lot. And if you are a health care professional who has been able to offer your care and compassion to those who are ill and vulnerable, you certainly don’t need to be told that a sense of connection through compassion is what rewards and sustains you.


  So why does compassion remain on the sidelines as ‘nice,’ but not absolutely essential, in the ways we train health care professionals and teams and in how we deliver care and evaluate health care organizations and systems? Drs. Trzeciak and Mazzarelli are trying to rectify this. By sharing stories about illness alongside highly readable summaries of decades of scientific research, they make a compelling case that compassion is vital to our collective health and well-being. Perhaps heightened public and professional awareness of the value and importance of compassion will enable us to raise our voices together to insist that compassion is a necessity, not a luxury, in health care.”


  — Beth A. Lown, MD, associate professor of medicine at Harvard Medical School and chief medical officer at the Schwartz Center for Compassionate Healthcare


  “Research has long shown that the kind and caring gesture of a health care provider can have significant beneficial effects on a patient’s health—yet medicine often operates like compassion doesn’t matter. We now finally have a book on this fascinating topic that will empower patients to choose providers with a heart. Thank you, Drs. Trzeciak and Mazzarelli, for helping shape medicine’s future for the better.”


  — Emma Seppälä, PhD, science director of the Center for Compassion and Altruism Research and Education at Stanford University and author of The Happiness Track


  “At a time when precision medicine has the potential to make the ‘art of medicine’ obsolete, this book demonstrates that the power of healing lies not just in our genome, but also in our soul. Through their journey and scientific explorations, Trzeciak and Mazzarelli remind professionals and patients alike what is truly important and offer a formula for improving health care, one patient at a time.”


  — David Shulkin, MD, ninth secretary of the Department of Veterans Affairs


  “Every patient welcomes the emotional comfort afforded by a health care practitioner with a good bedside manner, but now comes evidence that compassion from caregivers isn’t only proper and just—it actually saves patient lives. This book is eye-opening—between the data and the stories that bring the data to life—for those that provide care as well as those that receive care, which makes it a great read for everyone.”


  — Michael Smerconish, author, columnist, and host of SiriusXM’s The Michael Smerconish Program and CNN’s Smerconish


  “In the dawning of the compassion-centric paradigm of medicine with the new cutting-edge science of compassion, we have been in need of someone to evaluate the hundreds of studies we already have that demonstrate how compassion in medicine positively affects medical outcomes, patient experience, business profitability, and even the well-being of clinicians themselves. Trzeciak and Mazzarelli have done a thorough systematic review of all the studies to date that address the hypothesis that ‘compassion matters.’ They have given us the gift of a very insightful and concise summary of this work and related it to what we do practically every day. Clinicians will feel a validation of their call and their intuition that compassion really does matter. Compassionomics provides the scientific evidence that anyone who practices medicine without compassion is scientifically outdated and committing malpractice.”


  — Dominic O. Vachon, MDiv, PhD, director of the Ruth M. Hillebrand Center for Compassionate Care in Medicine at the University of Notre Dame
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  and has inspired us to be better doctors.
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  FOREWORD:


  We are often led to believe that sentiments like compassion, love and kindness are expressions of weakness rather than signs of strength. And we are often all too ready to give in to the false belief that meanness somehow equates to toughness and that empathy is empty of power.


  But the evidence—in our shared history as Americans and here in this book—suggests the opposite.


  Our country was founded on the understanding that if we were going to make it, we would need to make an unusual commitment to one another. To be clear, our founders were imperfect people, and our founding documents are saturated with examples of bigotry and sexism, but these imperfect individuals succeeded in putting forward a more perfect ideal. When our founders wrote, “we mutually pledge to each other, our lives, our fortunes, and our sacred honor,” as the last line of our Declaration of Independence, they were also declaring our interdependence. They were declaring that our destiny as Americans would always be indivisible.


  A commitment to one another, to a common purpose, and to our highest ideals—that is the powerful force that has always sustained us as a nation. We are a country that rightly values the ethics of self-reliance and rugged individualism, but we also understand the necessity of our larger communal ethic—that our greatest achievements as Americans are the result of collective struggle and sacrifice.


  At the heart of that ideal is our ability in any moment, to choose to exercise compassion.


  Throughout our history, it has been those seemingly small acts of kindness, decency, and compassion that have affected change. And as this book demonstrates, practicing compassion—caring for one another, and seeing the struggles of others as our own—isn’t just the right thing to do, it’s the smart thing to do.


  In Compassionomics: The Revolutionary Scientific Evidence that Caring Makes a Difference, Dr. Stephen Trzeciak and Dr. Anthony Mazzarelli focus on the health care system to show us the tangible and significant ways that compassion makes a crucial difference in health care. They show that compassion isn’t just a nice idea, it’s a practice that when put into action improves lives.


  At the heart of this book is the truth that it’s precisely how little effort compassion really takes that makes it so impactful. In every moment, in every industry, we all have the power—and the time—to be kind.


  —Cory A. Booker


  United States Senator




  PREFACE:


  An Explanatory Note on the Origins of this Book


  “Life’s most urgent question is, ‘What are you doing for others?’”


  —Dr. Martin Luther King, Jr.


  For researchers, a scientific awakening may come in a single watershed moment, a powerful event or observation that instantaneously changes their entire worldview and the purpose and trajectory of their research career. In other instances, a scientific awakening takes a much longer arc and is the product of a cumulative, iterative, and evolutionary understanding that is experienced over time. The genesis of this book was actually a little bit of both.


  Dr. Stephen Trzeciak is a physician scientist (a self-described “research nerd”) and specialist in intensive care medicine. He had been conducting clinical research on critically ill patients in the intensive care unit (ICU) for more than a decade. Trzeciak was not in the market for an awakening.


  Quite the contrary. In his estimation, everything was going exactly as planned. His research program was hitting every milestone for “success.” He was publishing his research in some of the most prestigious medical journals, receiving research grants from the National Institutes of Health to fund his work, and was frequently invited to speak at major scientific conferences both nationally and internationally. Life was good. There was no plan to mess with “success.”


  And then, an unexpected question from a 12-year-old turned everything upside down and literally made Trzeciak change the trajectory of his life’s work. That 12-year-old was his son, who was in seventh grade at the time.


  One evening, Trzeciak’s son came into his study at home and asked for help. “Dad, I have to give a talk for my class at school,” he said. “I know you give a lot of talks. Can you help me prepare mine?”


  Trzeciak thought to himself, “What a great father-son bonding opportunity!” So he said, “Of course!” and asked his son to tell him more about his talk.


  Then his middle schooler pulled out a piece of paper from his assignment book and laid it on Trzeciak’s desk. This was the assignment:


  “What is the most pressing problem of our time?”


  Trzeciak was taken aback. He had never pondered the most pressing problem of a generation during his own formative years. But he was eager to engage now.


  “Okay, whatcha got?” he asked.


  His son jumped right in, with both feet. “Okay, I have these slides, and these images, and these references, so I’m almost there…,” he explained.


  But while the topic was meaningful, Trzeciak was not buying it. “Do you really believe that this is the most pressing problem of our time?” he asked. “Because if you do not really believe it, you are not going to convince anybody else in your class.”


  As you might expect from a 12-year-old, his son wanted to just finish what he’d started. “Look Dad, I just have to get this assignment done, okay?” he explained. “And I have everything I need to tell this story.”


  But Trzeciak advised him to stop and take some time to really think about it. Take some time. “Of course, there is no one single most pressing problem of our time,” he suggested. “But you need to find the most pressing problem of our time…for you.”


  Two nights later, after careful consideration, his son returned with what he really believed was the most pressing problem of our time. In his eyes. Through his lens of experience. The topic that he ultimately selected is not what’s important. What’s important is that his son actually believed in its importance. And he prepared a talk that not only his classmates found compelling, but he did, too.


  This mentoring experience gave Trzeciak pause. As he contemplated his life’s work, he realized that he was not following his own advice; he’d dedicated his hard-won skills and talents to research, but never examined whether he was applying them to the area he believed to be the most pressing problem of our time. Why had he never asked himself that question?


  Here’s why: research scientists typically develop a successful career in a particular way. It usually goes something like this: “I’m at the University of ABC, and here we are experts in XYZ, so that’s what I’m going to study.” Or, “At my institution, we have a one-of-a-kind research instrument; no one else can get these data, so that’s what I’m going to focus on.” Or, “My mentor is Dr. Jones, and he is a world-renowned expert who can open doors for me, so I am going to do what he does.”


  These are the usual blueprints for “success,” as it is typically defined, in research scientist career development. Hopefully, someone who follows this path is actually quite interested in what they end up committing their careers to, and it’s something they find intellectually stimulating and meaningful.


  But, do they actually believe that what they are working on is the most pressing problem of our time? And, more importantly, what would happen if they actually did?


  Thus began a period of great introspection for Trzeciak. He asked himself: Was his research at the time meaningful? Definitely. Was he working on what he believed to be the most pressing problem of our time? Definitely not.


  This was going to torment him. He knew he had to find the most pressing problem of our time, for him. Through his lens of experience. And in his scope of influence as a physician scientist. But what was it?


  You could say he was having an existential crisis. He felt lost.


  As fate would have it, that is precisely when he bumped up against a request from someone who would ultimately lead him to his answer.


  Dr. Anthony Mazzarelli is a physician executive, emergency medicine physician, lawyer, and bioethicist. At the time that Trzeciak was first beginning to consider the most pressing problem of our time, Mazzarelli was newly promoted to chief medical officer at Trzeciak’s institution, Cooper University Health Care.


  Mazzarelli had responsibility for leading a practice of more than six hundred physicians at a major academic health system with more than $1 billion in annual revenue. Like most C-suite physician executives, Mazzarelli was charged with the critically important goals of improving patient experience and physician engagement throughout the entire health system. But initially, it was not clear to him where to start.


  He was well aware of the data that demonstrated an epidemic of burnout among health care providers. And he knew that burnout was directly linked to compassion fatigue and depersonalization—an inability to make a personal connection with patients—among caregivers.


  Through his own clinical experience and intuition, he knew that this must have meaningful effects on patients and patient care. But he could not prove it. Not yet. He needed data, in order to compel others in his health system to make a meaningful change in how they would care for people. He needed help.


  So Mazzarelli turned to an unconventional choice. He called in the institution’s top physician scientist, Trzeciak, to do a systematic scientific evaluation of these topics that were traditionally considered “touchy-feely” in the domain of medicine.


  Mazzarelli’s thinking was this: if there were scientific data linking better human “connection” with better patient outcomes, then there was hope. The academic faculty at Cooper—who insist upon practicing evidence-based medicine (appropriately so)—would be more likely to buy into new initiatives to improve the patient experience. And, frankly, Mazzarelli needed to be convinced himself. So that’s why he asked Trzeciak to get involved.


  In their initial meeting, Trzeciak thought Mazzarelli was crazy. Literally crazy. Trzeciak actually had no interest in getting involved with what he then considered to be “soft” science. Mazzarelli and Trzeciak had been colleagues for years, practicing alongside each other.


  However, now Mazzarelli was in his new role and technically Trzeciak’s new boss. Not wanting to disappoint a colleague—or the new chief—Trzeciak nodded a lot and pretended to look super interested in the idea. (Maybe you’ve had this experience yourself?)


  In that meeting, Mazzarelli laid down the charge. “Here’s the question,” he said. “Does treating patients with more compassion really matter? Does caring make a difference? Does it matter in measurable ways? Put as much scientific rigor to it as you possibly can. I need you to ‘science this up!’”


  Science of caring? Trzeciak used to think that science and caring were mutually exclusive. Of course, he always believed that compassion was a moral imperative and that health care providers have a duty to treat every patient with compassion. It’s a cornerstone of the art of medicine. But scientific evidence? Really? However, his charge from Mazzarelli was clear.


  Fortunately, Trzeciak already had training and extensive experience in synthesizing a body of evidence in the biomedical literature: a methodology called systematic review. Trzeciak figured that he would quickly search the available science—check all the boxes—to show that he applied some legitimate methodology, and then be able report back to Mazzarelli the bad news that there is no scientific rationale for caring. Then, he assumed they would be left with just the conventional rationale—that caring is the right thing to do.


  After that, he figured he could go back to his search for his most pressing problem of our time. Or so he thought. What happened instead was nothing short of an awakening for both of them.


  What they kept coming back to, over a two-year period of synthesizing all the data, was one distinct element of human connection, and that was compassion. The data on compassion was eye-opening indeed. Epidemiology data indicated that there is currently a compassion crisis in health care. Literally, a crisis.1


  But, there was also crystal clear evidence showing that compassion could affect patients and health care in not only meaningful, but also measurable, ways. As Trzeciak dove deeper and deeper into the data he shared with Mazzarelli, a clear picture emerged for both of them.


  The presence of compassion has the power to improve patient outcomes, and its absence can lead to devastating, and even fatal, consequences. Additionally, it has substantial impact on health care costs, both to patients and to the overall health care system. The insights that the data provide to both caregivers and health care leaders has the power to change both the delivery of care and the way in which health systems are managed.


  It was an awakening to a body of evidence that was actually right in front of Trzeciak and Mazzarelli all along. In fact, it has been right in front of everyone in medicine all along. Decades of research, hundreds of studies…converging almost all in the same direction. It just had never been synthesized before, in aggregate, with a rigorous scientific approach. For both Trzeciak and Mazzarelli, it was a truly transformative experience. Compassion science became an obsession.2


  And that is how you know you have found the most pressing problem of your time. You get out of bed differently in the morning. You put your feet on the floor differently, with purpose. For the first time in their lives, Trzeciak and Mazzarelli found that they did not need alarm clocks anymore.


  It was time to get up and go! The most pressing problem of our time—through their lens of experience—needed them. It was a clear departure from the science Trzeciak had been working on during the course of his entire research career. (But major departures are common when one finally identifies the most pressing problem of one’s time.)


  For them, the most pressing problem of our time is the compassion crisis. Both in health care and, more broadly, in the world today.


  That was the watershed moment of this scientific awakening, when they realized it was all about compassion. This became the “why” for this book.


  The iterative part of the scientific awakening was the two-year-long journey through all of the data on the power of compassion. That is the “what” of this book.


  But the end result is an awakening indeed. Once you see the pattern in the data, it is impossible to unsee it. It becomes impossible to ignore the effects that compassion (or an absence of compassion) may be having all around us every day.


  Ultimately, this book is not about what Trzeciak and Mazzarelli think, nor is it what they believe, but rather it is what they found…


  Compassion matters.


  Now that they see it, they feel the need to share it. And not just data, but also compelling and fascinating patient stories from the front lines of medicine that bring the data to life.


  And that is how this book came to be.




  INTRODUCTION:


  “Love and compassion are necessities, not luxuries. Without them, humanity cannot survive.”


  —Dalai Lama


  The picture typically painted of early man is one of the rugged, self-sufficient hunter-gatherer: a mighty warrior whose equally rugged partner is tending the hearth back at the cave, training their offspring how to survive alone, if necessary, in the harsh environment.


  This fits the notion of Charles Darwin’s “survival of the fittest” evolutionary theory—where it is imagined that the strongest and toughest are pitted against each other so that they can pass on their robust, superior genetic material to the next generation.


  Then, as the story goes, as humans became more “civilized,” they looked up to the heavens, as well as down at their tools, and human reason took over. They began to develop a moral compass that led them to feel empathy for each other and to treat each other with compassion. Ultimately, this theory evolved into the modern day concepts of morality.


  That’s the narrative that everyone is used to hearing. However, it’s not quite how it actually happened.


  You might be surprised to learn that Darwin did not originate the phrase “survival of the fittest,” for which he is known. It was actually Herbert Spencer, a notable British biologist and anthropologist, who coined the phrase after reading Darwin’s views on evolution. Over time, this framing became misconstrued into the widely-held belief that Darwin’s views were justification for aggressive, gladiator-like behavior.


  What Darwin actually concluded was different and even more remarkable. According to Darwin, the communities with the greatest compassion for others would “flourish the best and rear the greatest number of offspring.”3 In short, the body of scientific evidence supports that compassion actually protects the species.


  This makes sense: the hunter that shared his extra earnings with those in need could count on others to do the same when he needed help in the future. It was the other-focused, more compassionate humans that were the ones that survived to pass on their genes.


  At a very basic level, research supports that compassion is something intrinsic to the human condition. For example, studies show that infants will resonate with the cries of others in distress and that toddlers are naturally inclined to altruistically help others.4, 5, 6 There is a general consensus among scientists that compassion for others is, in fact, evolutionary.7


  Furthermore, compassion is integral to the belief system of almost all world religions and has been a fundamental moral imperative in essentially all cultures and civilizations throughout history. This makes it much less likely that the practice of compassion for others was the product of human reason and much more likely that it is the manifestation of scientific benefit for advancing the species.


  Compassion is also considered integral to the provision of health care. Compassion is explicitly included in the American Medical Association’s (AMA) Principles of Medical Ethics, with item one stating that, “A physician shall be dedicated to providing competent medical care with compassion.”8


  In the United Kingdom, compassion is considered to be one of the core values of health care, according to the National Health Service (NHS) Constitution.9


  But what is compassion exactly?


  Compassion is defined as the emotional response to another’s pain or suffering, involving an authentic desire to help.


  The etymology of the word is a derivation of the Latin words “pati” and “cum,” which together mean “to suffer with.” But a precise definition of compassion is necessary as a starting point for this book. Nomenclature matters in any scientific domain to ensure that comparisons are “apples to apples.”


  Most scientists define compassion as the emotional response to another’s pain or suffering, involving an authentic desire to help.7 It’s different from empathy, which is the feeling and understanding component (i.e., detecting and mirroring another’s emotions and experiencing their feelings) because compassion also involves taking action. Feeling empathy is a necessary precursor (or prerequisite) to motivate acts of compassion; so the terms are related, yet they are also distinct.


  There are actually neuroscience underpinnings for this distinction in terminology. When people are studied with a brain imaging test called functional magnetic resonance imaging (fMRI), which can detect subtle differences in cerebral blood flow, there is higher activity in areas of the brain that are firing at any given moment.


  When a person experiences empathy—the feeling component—the pain centers in the brain light up. That person is experiencing another’s pain.10 But when a person is focused on compassion—the action component of trying to alleviate another’s suffering—a distinctly different area of the brain, a “reward” pathway associated with affiliation and positive emotion, lights up.11, 12


  So neuroscience supports what is borne out through our own experience: encountering another’s pain can, in fact, be painful for us, but taking action to alleviate another’s suffering is a rewarding, positive experience. You can think of it like this: empathy hurts, but compassion heals. Accordingly, the key distinction here is that empathy is feeling; compassion is action.


  Another critically important distinction is that compassion is not simply being kind or nice. As compassion is defined as a response to another’s pain or suffering, it is implicit that human suffering is involved. Responding to that suffering is the essence of what it means to be human. If one lacks compassion, one is essentially lacking humanity.13


  Compassion (or a lack thereof) can have a powerful effect on human beings—not just the receiver of compassion, but the giver too.


  This being the case, perhaps it should be no surprise that compassion (or a lack thereof) can have a powerful effect on human beings—not just the receiver of compassion, but the giver too. Evolutionary science supports that compassion has benefited humankind collectively, but is it also possible that compassion has a meaningful and measurable effect on people individually? If so, how can that be examined through science?


  The answer is to study the people that are the most vulnerable, those in the most need of compassion, to make them the subject of scientific inquiry. These ideal subjects would have the greatest capacity to be “responders” to compassion.


  Rigorous review of the literature finds that these data already exist; they are the patients studied in the domain of medical science. In other words, health care is the optimal “laboratory” to test the effects of compassion at the individual person level.


  It turns out that researchers in medicine have already been studying this for decades, through more than two hundred published medical studies that speak straight to the science of compassion. When you gather all of these studies together and look at them for the first time collectively, what you find is quite remarkable.


  Traditionally, compassion has been confined to the art of medicine, completely distinct from the science of medicine. But, in this book, you will see the evidence that supports the overlap between these two areas and that there can be compelling science behind the art.


  We call this emerging field of science “compassionomics.” Simply stated, it’s the scientific evidence that caring makes a difference. Just as genomics is the branch of molecular biology that studies the human genome and its function, compassionomics is the branch of knowledge and scientific study of the effects of compassion on health, health care, and health care providers.14 In this book, you will see the evidence for the impact of compassion on each of these things.


  People in health care have always understood that treating patients with compassion is the right thing to do as a moral imperative. Therefore, the vast majority of people in health care do not need a change of heart. They know that patients ought to be treated with compassion.


  However, few health care providers realize the extent to which compassion matters. They do not realize how powerful their compassion can actually be. Science shows it’s a game changer. Accordingly, the aim of this book is not to change people’s hearts, but rather to change people’s minds—by sharing the overwhelming scientific evidence about the effects of compassion on patient outcomes, patient safety, provider well-being, employee engagement, and organizational performance.


  Once you understand the data, it changes your mind. You’ll realize that your compassion can be more powerful than you have ever known. And when you come to realize the power of your compassion for others, you will want to use it every opportunity that you have.




  CHAPTER 1:


  The Compassion Crisis


  “Our lack of compassion stems from our inability to see deeply into the nature of things.”


  —Surya Das


  If you have ever been the good Samaritan that has stopped at the scene of a motor vehicle accident, you may have witnessed what paramedics notice all the time: the scene can be unusually quiet, despite the presence of wrecked vehicles, shattered glass, and, sometimes, a few people with injuries. There is typically a sense that the chaos is over, and while a few people may need some medical attention, fortunately, the majority of the time there is not a life-threatening injury.


  This was not the case on a snowy stretch of highway outside of Uppsala, Sweden on February 27, 2007, when two commuter buses packed with passengers collided head-on. One of the bus drivers lost control in the icy, slushy conditions while trying to pass a parked truck on the side of the road.15


  The result was devastating. One bus was completely annihilated, and one bus was sheared in half. It took several fire engines, multiple medical helicopters, and ten ambulances to respond to the accident and sift through the twisted metal for survivors.16 The rescue circumstances of the scene, between the environmental surroundings and the incredible extent of the damage to the buses, was such a complex and time-consuming rescue operation that it later became a reference point in a disaster medicine textbook.17


  Tragically, six people died, but, miraculously, 56 people were saved.


  Five years later, researchers asked the question, “What do the survivors remember?” They interviewed every survivor and, using a rigorous qualitative research methodology, they found two common themes in the data.18 The first was completely expected: many spoke of the physical pain that they experienced at the moment of impact. It is not surprising that the experience of such physical pain is seared into one’s memory.


  But the other theme that came to the surface in this study was surprising. Another aspect of the event was also cemented in the memory of the 56 survivors: a lack of compassion from the caregivers at the hospital. This finding is even more striking when one learns that these individuals were actually taken to multiple different hospitals. Yet, they all had the same experience. A lack of compassion is what they remembered the most five years later. This study is eye opening, indeed.


  The Scope of the Problem


  Before diving into the data on the lack of compassion in health care, perhaps the question should be asked: “Is there decreasing compassion in our society in general?” Maybe health care is just following general trends.


  For example, the political divide in America is growing. As this gap widens, people are becoming less and less comfortable with those who hold views other than their own, regardless of whether they are conservative or liberal. According to data from The Atlantic, there has been a steady increase of both Republicans and Democrats who would be upset if their child married someone of the other political party. In 1960, it was essentially a non-issue among parents, with about five percent from each party that would be displeased if their son or daughter married someone from the other party. Today, about forty percent of parents would have a negative reaction about party intermarriage!19


  This unwillingness to look outward from one’s own “bubble” to those that have differing views is, ironically, one of the few things that members of both United States (U.S.) political parties share. By remaining in a bubble, it’s like everyone is becoming unable to see each other’s humanity. There is no way to show compassion if one cannot see another’s humanity.


  A recent survey study found that half of Americans believe our society in general is not compassionate and does not place a high value on compassion for others.20 The preponderance of data indicates that people are becoming significantly more self-focused and less other-focused. Our disposition is shifting away from compassion for others, and this shift appears to be accelerating over time.


  For example, a meta-analysis from the University of Michigan synthesized data for more than thirteen thousand U.S. undergraduate college students and found that students’ dispositional empathy (and specifically, students’ empathic concern for others) declined sharply from 1979-2009, and the decline in empathy was picking up speed over time.21


  Empathy is feeling; compassion is action.


  Because empathy (the feeling and understanding component) is a prerequisite for compassionate behavior (the action component), this study speaks directly to the state of compassion in America. While these were studies of college students, do not be so quick to dismiss this data as simply the selfishness of youth or isolationist attitudes of a generation.


  In fact, it turns out that grown-ups may be the ones actually at fault here. In a recent study from Harvard University, researchers surveyed ten thousand U.S. middle and high school students from 33 different schools and asked them what they believed their parents valued the most.


  They found that nearly two-thirds of our youth feel that their parents do not value caring for others as much as they value achievements and accolades.22 While parents may deny that they explicitly say this to their children, this study offers solid evidence of a generation that has internalized this message from older Americans.


  Perhaps the most striking data is from a recent Pew Research Center study that found fully one-third of all Americans do not even consider compassion for others to be among their core values.23


  One-third of all Americans do not even consider compassion for others to be among their core values.


  These recent studies on the state of compassion in the general population are important new data points, but the backdrop for the data was established decades ago in a famous study conducted by renowned Princeton University psychologists John Darley and Daniel Batson. Their classic experiment—a study of compassionate helping—found signs of a compassion crisis way back in 1973, even among people from who compassion is most expected.24


  Darley and Batson studied students at Princeton Theological Seminary (i.e., pastors-in-training). They randomly assigned the seminarians to either an intervention arm, in which they received a talk on the biblical parable of the Good Samaritan (i.e., a message of compassionate helping for a stranger in distress), or a control arm that received a talk on an unrelated, non-helping topic.


  Immediately afterward, the students were instructed to walk to another building for their next assignment. On their walk, they encountered a stranger in need: disheveled, lying on the side of the road between two buildings, moaning, obviously in distress. The man slumped over on the ground was what they call a “confederate” in psychology research. In other words, the stranger in distress was an actor who was part of the experiment.


  What Darley and Batson learned from their experiment was truly striking, in three particular ways. The first was the overall rate of a compassionate response, regardless of the arm of the study to which the seminarians were randomized. Overall, only forty percent of the seminarians stopped to help the man in distress. Keep in mind that the other sixty percent who did not stop to help were also studying to be pastors of a church.


  The second striking finding was the fact that the seminarians randomly assigned to hear the message of the Good Samaritan were no more likely to stop to help. The message did not matter.


  The third striking finding was what they found to be the major determinant of compassionate helping (i.e., what was going on in the minds of those who did not stop to help). That result is truly fascinating…so much so that Chapter 8 is devoted to it. But the key point to remember now is that a majority of well-intentioned people failed to show compassion to a struggling stranger, even those with explicit instruction to do so.


  So is the data from the bus crash the exception or the rule? Is health care an exception to what is happening in the rest of society? Isn’t health care supposed to be different? Special? Like the seminarians who walked right past the stranger in distress—failing to be good Samaritans—do health care workers walk right past patients in distress?


  The evidence in the biomedical literature is clear. The data for a lack of compassion in health care is just as striking as the data are in the general population. In fact, given the evidence of an erosion of compassion in the general population, it was likely only a matter of time before the epidemic infected health care. Make no mistake: at the present time in medicine, there is a serious compassion crisis.


  Let’s Go to the Data


  Let’s take a quick tour of the evidence on compassion in the health care domain. In one study from Harvard Medical School published in Health Affairs—one of the best-regarded health policy journals in the world—researchers surveyed 1,300 patients and physicians and asked the question, “Is the U.S. health care system compassionate?”1


  Nearly half of Americans believe that the U.S. health care system and health care providers are not compassionate.


  The result: physicians and patients were both split on this. Nearly half of the people in the two groups—both patients and physicians—said the U.S. health care system was not compassionate. Even more interesting: when researchers asked this same group of patients and physicians if U.S. health care providers were compassionate, three-fourths of physicians agreed they were. Physicians gave health care providers the benefit of the doubt.


  But patients? Not so much. Nearly half of patients said it’s not just the system that’s the problem…they said that the providers in the health care system are not compassionate. This study was quite rigorous in its methodology, so there’s really no question about whether these results are valid; this is how patients feel.


  In another survey study (a follow-up to the original Health Affairs report), the researchers found that 63 percent of health care providers say they have observed a decline in compassionate care over the past five years.25 It’s a downward trajectory.


  These findings are corroborated by many other studies. Here’s another: In a large-scale survey study, researchers found that 64 percent of patients in the U.S. said they’ve had a health care experience with a meaningful lack of compassion. And yet, in the same study, 87 percent said kind treatment by a physician is more important than other key considerations in choosing a health care provider—including wait time, travel distance, or cost.20


  Since the U.S. has the most expensive and, in many respects, the least effective health care system in the world, it would be easy to just point to cost pressures and an unwieldy health system as the cause of all of the ills within the U.S. system, including issues surrounding compassion for patients.26


  However, it’s not just the U.S. that is experiencing a compassion crisis; it’s worldwide. A public inquiry into the Mid Staffordshire National Health Service (NHS) Foundation Trust in the United Kingdom found, among many quality concerns, a widespread and striking lack of compassion from health care providers.27 This report prompted then-Prime Minister David Cameron to call for an urgent renewed focus on compassionate patient care in the NHS.28


  Similar data are found in Ireland. A survey study conducted in collaboration with Harvard Medical School found that for patients in Ireland, health care providers commonly fail to meet patient expectations for compassionate care.29


  Obviously, a big part of compassion for patients is making a personal connection, because it is a key element in seeing, feeling, and understanding another’s pain or suffering (i.e., empathy). As discussed earlier, feeling empathy for others is what motivates a person to respond to them with compassion.


  So it stands to reason that if one has difficulty making a personal connection with another individual, then compassionate behaviors are much less likely to occur. There is actually a ton of data on this subject of the inability to make a personal connection, and it is all relevant to the compassion crisis. It’s the research on the burnout syndrome among health care workers.


  Research has identified three hallmarks of burnout: emotional exhaustion, a lack of personal accomplishment, and depersonalization.


  Decades of rigorous research have identified three hallmarks of burnout: emotional exhaustion (being emotionally depleted or overextended), a lack of personal accomplishment (the feeling that one can’t really make a difference), and depersonalization. Depersonalization is the inability to make that personal connection.


  Specifically in health care, it’s an inability to make a personal connection with patients. With respect to health care providers and compassion, depersonalization is the phenomenon where health care providers find it easier to think about their patients as a cluster of symptoms rather than a whole human being.


  For example, thinking of the patient as “the chest pain in room six,” rather than knowing the patient in room six by name and as a person with very personal fears, anxieties, and worries. This is an important hallmark of the burnout syndrome. A recent Mayo Clinic survey study of 6,880 U.S. physicians found that 35 percent of physicians are so burned out that they are manifesting high levels of depersonalization.30 Interestingly, that is the exact same proportion—35 percent—of physicians who were found to have a high level of depersonalization when researchers studied 1,393 family physicians in Europe.31


  So it’s not just a U.S. phenomenon. It’s everywhere. When depersonalization is combined with emotional exhaustion, it culminates in compassion fatigue—literally running out of compassion for patients.


  Burnout Starts Early


  Trainees are also at risk. In one University of Pennsylvania study that followed 47 physicians in training over their intern year (i.e., the first year out of medical school), there was a sharp increase in depression; one-third of students experienced it.32


  Depersonalization rose over time in the students studied, as did emotional exhaustion. As you might expect in light of these developments, researchers found that these students also experienced a reduction in empathy for patients over their intern year.


  This study was building upon research published in the Journal of the American Medical Association (JAMA) that showed empathic concern decreased over the first year out of medical school for junior doctors.33 And without empathic concern (the feeling component), there can be no treatment with compassion (the action component).


  Unfortunately, burnout is a hot topic in medicine today because so many physicians and nurses, in every stage of their career, are struggling with burnout and its consequences. Look for more about the link between compassion and burnout in chapters to follow, but for now, just recognize that the association between the two is well documented in the medical literature.


  The thing is, taking care of patients and working in health care is not just a job; it’s a calling. Health care providers share in the most intimate aspects of people’s lives, often in their darkest and most difficult moments.


  The compassion crisis could turn the profession of health care providers from a calling into a job.


  The relationship that caregivers have with their patients—whether a physician, nurse, or any type of health care provider—is supposed to be grounded in both the art and the science of medicine. But the data shows quite clearly that some of the art is, in fact, disappearing.


  In other words, the compassion crisis could turn the profession of health care providers from a calling into a job. There are 18 million health care workers in the U.S. alone, so this is a huge problem. If these clinical interactions are devoid of compassion, the relationship between caregiver and patient could become essentially no different than any other customer service relationship. That just can’t be allowed to happen.


  Why not? Health care needs to be a calling. Walking with people through the worst, most intimate moments of their lives is a sacred thing. That requires a level of personal interest and investment by health care workers. When patients’ health and well-being are at stake, time, emotion, empathy, and compassion should be non-negotiable.


  But multiple studies indicate that many health care providers aren’t even hearing their patients’ worries. So it’s no wonder that many patients experience a lack of compassion. In one study published in Annals of Internal Medicine, researchers recorded the audio from primary care office visits and found that 77 percent of the time, physicians interrupted patients before they completed their opening statement of concerns.34


  How long did they wait before interrupting the patient? Seventeen seconds.34 The study that produced this data was published in 1984. At that time, the medical community took notice of this finding. As a result, a large number of medical schools, training programs, and continuing medical education programs added communication skills and techniques to the curriculum to address this issue.


  Then a repeat study entitled “Soliciting the Patient’s Agenda: Have We Improved?” was published in JAMA 15 years later. The new time to first interruption? Twenty-three seconds. Better, but still short of the time that the researchers found that patients actually need to state their main concern.35


  How are we doing in the most recent look at this data? Worse. Much worse. A 2018 study from the Mayo Clinic now clocks the time to first interruption at 11 seconds!36 By the way, researchers have found patients only need, on average, 29 seconds to state their main concern.35


  Do Health Care Providers Believe It?


  Here’s the funny thing…in so many studies, patients agree there is a compassion crisis in health care today. After compilation of all the scientific studies, but prior to writing this book, we were interviewed by Philadelphia Inquirer’s Stacey Burling who wrote a front-page article that highlighted the evidence for a compassion crisis in health care.2


  There is abundant data that physicians routinely fail to demonstrate compassion.


  Within 24 hours, more than 30 markets picked up the story off the Associated Press wire. There was a widespread, intuitive, and immediate understanding of this problem based on the repeated personal experiences of people all across America—especially those who do not work in the health care industry.


  The idea of a compassion crisis really resonates with most people. But health care providers are less sure of this and often don’t believe there is really a problem. They seem to be in denial.


  However, there is abundant data that physicians routinely fail to demonstrate compassion. In one University of Chicago study supported by a federal research grant from the Agency for Healthcare Research and Quality (AHRQ), researchers analyzed hundreds of audiotapes of surgeons’ clinic visits with patients.37


  What they found was that these consultations had a narrow biomedical focus. There was very little discussion of the emotional and psychological aspects of the problems those patients faced with their health condition. Furthermore, when rigorously measured, the researchers found that only 0.5 percent of statements by surgeons expressed any compassion. Less than one percent!


  “But the Docs I know Are Compassionate”


  It’s interesting how often people have critical opinions of others but are much less likely to have the same critical opinion of themselves (or others close to them), despite similar behaviors. Perhaps that’s just human nature?


  Here’s one example: The polling company Gallup has found that while people may have a very low overall approval rating of Congress, they often have a much higher approval of their own representative in Congress. This number goes up even higher if they know the name of their representative.38


  In the same way, health care providers may believe and acknowledge that other providers are not compassionate, but still believe themselves to be so. They may also believe that they are more compassionate than their patients actually find them to be. It is what psychology researchers would call a cognitive bias. They seem to have a “blind spot” on their ability to relate to and connect with patients. There’s research to back this up.39, 40, 41, 42, 43


  In one study, researchers studied doctors’ emotional intelligence to understand the associations between emotional intelligence, patient trust, and the doctor-patient relationship. What they learned was that how the doctors self-rated on emotional intelligence didn’t correlate with how their patients viewed them.43


  Research shows physicians routinely miss emotional clues from patients and actually miss 60 to 90 percent of opportunities to respond to patients with compassion.


  In fact, it was nurses in the study who had a more realistic view of the doctors’ emotional intelligence. As independent (i.e., third party) observers, the nurses’ scoring of the physicians’ emotional intelligence mirrored what patients said they experienced. In short, doctors’ insight on their own ability to connect with patients just wasn’t very accurate. But the nurses could see it. This may not come as a surprise to any nurse reading this book.


  Research shows that physicians routinely miss emotional clues from patients and actually miss sixty to ninety percent of opportunities to respond to patients with compassion. This is even true in cancer care, despite the fact that cancer patients are likely to be in need of compassion.


  The evidence in cancer care comes from a number of rigorous, federally funded studies from reputable, internationally recognized research institutions like Duke University and University of California San Diego and were supported by grants from the National Cancer Institute and the AHRQ.44, 45, 46, 47


  And those findings about missed opportunities for compassion in cancer care? They’re corroborated by a host of other studies in other types of medical practices. A National Institutes of Health (NIH)-funded study from University of California San Francisco found that in communicating with acutely ill patients admitted to the hospital, hospitalists (specialists in hospital medicine) miss 68 percent of opportunities to respond with compassion.48


  Would it surprise you to know that hospitalists miss so many clues and opportunities? Perhaps not. Hospitalists are a newer medical specialty. As individuals who coordinate the hospital care of many inpatients, maybe it’s harder for them to develop much of a relationship or rapport with their patients in the way you would anticipate from doctors who come to know their patients over many years.


  But guess what? A University of Chicago study—that was published in JAMA and funded by AHRQ—found that in primary care clinic visits, primary care physicians missed 79 percent of emotional clues from patients and opportunities to respond with compassion.49 So there goes that theory…


  So Many Missed Opportunities


  When a patient says, “I’m having a tough time,” the hope is it might prompt some type of compassionate response from health care providers, either by using a “continuer” question or statement (instead of a “terminator” statement that stops the dialogue in its tracks) or just by offering emotional support.


  But research shows that, more often than not, physicians just blow right past those opportunities for compassion. They don’t acknowledge what was said or engage, listen, or connect in a meaningful way. Instead, they move on to a next area of inquiry. The preponderance of data in the medical literature shows this.


  There are countless stories of patients who see multiple physicians before they finally sit with a physician that listens to every aspect of their history and then catches the smallest detail that can finally lead to the right diagnosis. Oftentimes, these second and third opinions finally help a patient receive the care they need.


  But the inability to understand what a patient is really trying to say—or perhaps is not saying—can be a matter of life or death. It is now known that most people who attempt suicide have made some type of health care visit in the weeks or months before the suicide attempt—38 percent of them within the last week and 95 percent within the last year.50


  The stakes are so high and the risks of missing warning signs so great, that some institutions have adopted screening tools, like the Columbia Suicide Severity Rating Scale, to assess all patients with depression in certain settings (e.g., the emergency department or primary care).51 One of the main reasons why scales like this exist is that health care providers are often not detecting the emotional and other cues that could indicate someone is about to take their own life.


  Part of the problem is experiential in nature; health care providers in these settings typically do not have focused expertise in evaluating suicide risk. But the other part is that the health care providers may not be emotionally attuned or attentive to what the patient is saying (or not saying). But what if they were?


  In his book, Why People Die by Suicide, renowned psychologist and suicide expert Thomas Joiner from Florida State University quotes from one man’s suicide note: “‘I’m going to walk to the bridge. If one person smiles at me on the way, I will not jump.’”52


  One smile is all it would have taken to change such a terrible outcome.


  None of the people this man passed on the way to the bridge had any idea what kind of pain this man was carrying around…carrying it all the way to ending his own life. From their vantage point, this man may have looked like anybody else.


  Yes, you never really know what kind of pain people are carrying around. What about the people that man passed on the way to the bridge? How do you think they might have responded if they knew that the man they barely noticed could have been saved by the compassionate act of a single smile?


  They would probably be devastated to learn that they missed an opportunity to save a life. That is just how health care providers in emergency medicine and primary care feel when they learn the shocking news that a patient who just left their emergency department or clinic took their own life. They second-guess everything they did (or did not do). They are devastated by the missed opportunity to potentially make a lifesaving difference.


  In fact, sometimes the end of that patient’s life literally ends a physician’s health care career. He or she never recovers. A missed opportunity for compassion can change the trajectory of ones’ life—for both the patient and the provider—forever.


  A missed opportunity for compassion can change the trajectory of one’s life forever.


  And it’s not just suicide where providers can save a life. Missed opportunities for compassionate care are also common for patients suffering during the most severe physical health crises. This is not opinion; these are the scientific data.


  Consider this shocking example from a rigorously conducted Johns Hopkins study: Trained observers set about measuring health care providers’ verbal and non-verbal communications in the intensive care unit (ICU). In fully 74 percent of the interactions in the ICU, researchers found that the health care providers showed no compassion for patients or families (i.e., zero compassionate behaviors).53


  Likewise, in another study from the University of Washington and supported by the NIH, researchers found that fully one-third of end-of-life discussions with families in the ICU had no statements of compassion by health care providers—zero—even though they also found that compassion leads to a better experience for families.54


  Isn’t that a little crazy? If there were ever a time that people need compassion, it would be at the end of life. It is important to recognize that, just as there is typically a bell curve in all aspects of human performance, there is also a bell curve in people’s compassion for others. This variation has been demonstrated in health care providers as assessed by patients.55


  This will be discussed in detail later, when considering methods to increase compassionate behaviors, but for now suffice it to say that variation in compassionate care between health care providers is a major source of the lack of compassion in health care. In addition to variation between providers is variation within individual providers—i.e., inconsistency in one’s compassionate care.


  There are bad days for every provider, of course. But some individuals manage to find compassion anyways. Even on bad days.


  Dr. Phil Koren, a cardiologist and head of the heart institute at Cooper University Health Care, for instance once explained that he recognizes patients must often wait weeks to see him. So even if he’s having a challenging day, he consciously works to set aside those feelings to muster all the compassion he can.


  He recognizes that he’s “on”—just like a performer on stage—when he sees a patient and that each patient deserves his compassion. Incidentally, he also finds that the extra investment of compassion and the patient interactions that flow from that actually fuel his passion for medicine and increase his fulfillment with his career. (This link between compassion and resilience will be reviewed in-depth in a later chapter).


  There is an expectation for emotional labor in all service industries. Health care is no exception.


  This isn’t to suggest that health care providers “fake it,” but rather that they recognize there is an expectation for some emotional labor in all service industries, and that health care is no exception.56


  Of course, there are exemplary health care providers who are truly experts at compassionate care and consistently show compassion for every single patient, every day. However, consistency is lacking with many providers, and the preponderance of evidence shows that what patients are experiencing is falling short.


  Could Lack of Compassion Be a Learned Behavior?


  As discussed earlier, physicians-in-training struggle with burnout just as their more seasoned peers do. This leads to compassion fatigue. In fact, compassion tends to decline over time throughout medical school. The phenomenon has been well studied so there is a lot of supporting evidence.


  But there is also another dynamic at play here. In a systematic review of 18 studies of empathy in medical trainees, 17 of 18 studies identified that empathy declined during training.57 However, they also found that a major reason was the “hidden” curriculum.


  The core curriculum is, of course, the outline of the substantive knowledge to learn on a particular topic. The hidden curriculum is “that which the school teaches without intending or being aware that it is being taught.”58


  Let’s pause for a moment and identify the players in medical education. Medical students, who are also known as “student doctors” or “physicians-in-training,” are students enrolled post-college in a school of medicine. Resident physicians, who are sometimes known as “house staff” physicians, are recent graduates of medical school who are training in a particular field of medicine but have not yet begun to practice completely unsupervised. Finally, attending physicians have finished training in their particular field of medicine or surgery and are the supervisors and teachers of medical students and resident physicians in teaching hospitals and academic medical centers.


  The hidden curriculum is what medical students learn from resident physicians and attending physicians during all of the hours they spend together during clinical rotations in medical school that is not part of the actual “core” curriculum. It’s considered to be a side effect of a formal education…lessons learned—perhaps unintended—through the transmission of norms, values, and beliefs conveyed in the social interactions of the people in the educational environment.


  For instance, on a medical student’s obstetrics and gynecology (ob-gyn) rotation, the core curriculum may consist of learning about various types of surgeries that gynecologists perform: the indications for those surgeries, the anatomy involved in the surgery, and the steps that will take place in the operating room. It may include the complications that could arise and how to assess the patient both pre-operatively and post-operatively.


  Imagine for a moment: A medical student is called to the emergency department to see a patient with suspected ectopic pregnancy (sometimes called a “tubal” pregnancy – where a pregnancy grows outside the main cavity of the uterus). Within the core curriculum, the student might be expected to know the indications for taking the patient to the operating room for surgery.


  However, when the medical student is with the ob-gyn resident physician that gets the page from the emergency department about that patient, he will also learn a whole host of other things, such as how the resident speaks to the emergency department physician that calls for assistance.


  Is she annoyed by the call? Is she respectful? Does she answer the page right away or ignore the page and say, “If the emergency department really wants me, they will page me again”? Does she always treat the patient with courtesy and respect and listen intently? Does she really do all the things that are taught in the classroom?


  This is where the hidden curriculum comes in. While medicine abandoned a pure apprenticeship model years ago, learning the hidden curriculum—essentially learning by example—is still very much a part of how physicians are trained (or indoctrinated). The problem is that if mentors role model a lack of compassion in their day-to-day work with patients, new physicians will learn to do the same. That’s how they find out “how things work around here,” for better or worse.


  If mentors role model a lack of compassion in their day-to-day work with patients, new physicians will learn to do the same.


  There may be no better illustration of the hidden curriculum than in the pages of the infamous book, House of God, a best-selling satire with a cult following of medical students and physicians since it was first published in 1978.59 It has been described by many as “hilarious,” “troubling,” and a “scandalous” insider look into the hidden curriculum of medical school. In House of God, characters learn all the unwritten rules of how to practice medicine from a supervising senior resident they call “the Fat Man.”


  He teaches them all about GOMERS. That’s an acronym for “Get Out of My Emergency Room.” This awful term was used to describe older patients suffering from dementia who are not communicative and are repeatedly admitted to the hospital. The Fat Man teaches these trainees how to “turf” GOMERS: that is, how to find a way to transfer the care of these patients to other physicians so they can wash their hands of them.


  In short, it’s a heart-breaking look at the worst examples of depersonalization and passing these behaviors on to the next generation of doctors. It’s the polar opposite of what you will see in the pages to follow. The lessons from compassion science will teach us what it really takes to be successful in medicine.


  So remember: the hidden curriculum can have either a negative or positive effect on the training of compassion practices. It’s up to individual physicians, nurses, and other health care workers and administrators to decide what they want to role model. Their choices will have a lasting impact that echoes through trainees, mentees, and those that are less senior to them, all across the organization.


  Medical Progress?


  The introduction of the electronic medical record (EMR) into routine clinical practice represents an important advance for patient care quality and safety. However, it likely has not helped the human connection between health care providers and their patients.


  Since EMRs have been inserted into the patient-provider interaction, research shows that physicians in office practices spend at least as much time looking into their computer screens as they do looking patients in the eyes.60, 61 It’s been well studied. These days, kids draw pictures of physicians looking at a screen instead of their patient. And, when asked to describe the job of a physician, kids will say that he or she is someone who “types in a computer” rather than someone who wears a white coat and stethoscope.


  There is a thought-provoking JAMA article about a physician who was appalled by this very experience.62 This physician had just returned from two years serving as a medical officer aboard an aircraft carrier in the Persian Gulf making life-or-death decisions for a crew of 2,500 military personnel. He performed amputations and once had to divert an entire aircraft carrier to ensure a patient arrived safely at a tertiary hospital. As a result of such experiences, he developed a deep sense of purpose and strong commitment to service.


  Post-navy, during his residency training, he was recognized for being particularly gifted at connecting with his pediatric patients. So he was shocked when a seven-year-old girl drew this picture of him typing at the keyboard with his back to the family:
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  Figure 1.1: The resident physician whose patient drew this picture captioned it like this: “The economic stimulus bill has directed $20 billion to health care information technology, largely funding electronic medical record incentives. I wonder how much this technology will really cost?”


  ©2011 Thomas G. Murphy, MD


  Do you see how this child has portrayed her doctor? His back is to the patient and family. Instead of growing up thinking of a pediatrician as a kindly person in a white coat who bends down to smile and look a small person in the eyes, the patient will think of him as a person who is disconnected from her experience…someone who is busy typing at a keyboard.


  The physician was simply stunned that his patient saw him in this way. As the article notes, this child’s picture aptly telegraphed the frustration felt by so many physicians who feel torn between the needs of today’s EMRs and their patients.


  Let’s take a moment to contrast this child’s picture from 2012 with another famous rendering from way back in 1891:
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  Figure 1.2: “The Doctor” by Sir Luke Fildes, 1891


  Take a moment to carefully contemplate this famous Victorian painting, titled “The Doctor”, painted by Sir Luke Fildes. Do you see how this physician is fully engaged with his young patient? This child has one hundred percent of her physician’s attention. He is totally “locked in.” Nothing could distract him.


  Here’s how this painting came to be: Sir Henry Tate—sugar tycoon and founder of the famous Tate Gallery in London—commissioned a painting from Fildes, leaving the subject of the painting up to the painter. Fildes chose to paint this poignant moment that occurred during his own personal tragedy, before his young child died at home.


  But why? A comment from Fildes’ biographer (who was one of his other children) lends insight. He wrote, “The character and bearing of their doctor throughout the time of their anxiety made a deep impression on my parents. Dr. Murray became a symbol of professional devotion.”63


  So it’s a serious sign of the times when youngsters are sketching their doctors staring at a screen. The human connection in the patient-physician encounter is sacred; it facilitates healing. And yet, the EMR is not optional. Many physicians feel they must now give priority to data over attention to patients.


  Resident physicians on inpatient services spend only 12 percent of their time seeing their patients at the bedside in direct patient care.


  Athena Health ran an interesting television ad campaign recently on this theme with a video where a child was busy typing on a laptop as he “played doctor” while his loving parents looked on. When they tried to express their approval, he gave them a stern look and held up a finger to chastise them for interrupting his work on the computer by speaking. (You can watch the video on YouTube by searching “When I Grow Up—Athena Health”.)


  The same problem exists in the hospital. A Johns Hopkins study found that resident physicians on inpatient services spend only 12 percent of their time seeing their patients at the bedside in direct patient care, compared to 40 percent of their time doing computer work away from the patients.64


  Again, it’s not just a U.S. problem. A recent Swiss study found the same thing: resident physicians spent about half of the workday away from patients (5.2 hours) working on a computer and only 1.7 hours with patients.65 It’s hard to connect with patients if one is working on a computer, let alone working in a different room.


  Providers may be doing work on behalf of patients while they are on the computer, but patients do not feel such attention. Nurses face the same struggle. It’s worrisome.


  It’s true that many physicians might opt to go back to a paper medical record if they could. However, there’s no question that the EMR is necessary to respond to the greater regulatory demands for documentation in health care today. EMRs have also improved patient safety and communication between physicians to review labs and procedures for patients and have delivered a host of additional benefits for health care systems.


  But all this comes at a price. Sometimes physicians can feel like glorified typists. They’re required to look at a screen instead of at the patient, and that changes the nature of their interaction with patients. Since the EMR won’t be going away anytime soon, there must be a way to do better. It has to be fixed.


  Why Do Providers Miss So Many Opportunities for Compassion?


  Is it really just because of the EMR? Taken together, there is abundant data in the scientific literature that health care providers miss most opportunities to respond to patients with compassion. But why?


  

    1. “I don’t see it.”


    Lack of insight is complicated. Does a provider just not notice these opportunities? Or does he willingly ignore them? It’s hard to know.


    It could be a lack of emotional intelligence, or not being comfortable addressing emotional needs. Maybe it’s being more self-focused instead of other-focused, as that University of Michigan study suggested.


    2. “I don’t have time.”


    The idea that providers don’t believe they have time for compassion dovetails with the results of the Princeton study of the seminarians. It’s a critical aspect to the compassion crisis. As a result, you’ll find that a full chapter is specifically dedicated to this crucial topic.


    3. “I don’t care.”


    The idea that providers don’t care about providing compassion to patients relates to health care provider burnout, or the emotional culture of the environment in which one practices. In the pages to follow, both of these important topics will be addressed.


    4. “I don’t know how.”


    This is the belief that compassion is not in one’s nature (e.g., “I am not a touchy-feely person”). The question is whether or not compassionate behaviors can, in fact, be learned through training (i.e., nature versus nurture). This will also be addressed in a later chapter.


    5. “I don’t believe it really matters.”


    And last is the question of whether or not providers believe compassion makes a difference. Debunking the myth that compassion is merely a “nice to have,” rather than essential for good outcomes, is one of the foremost aims in writing this book. It is a theme that will be running through all of the pages that follow.


  


  Change Is Slow in Health Care


  The reality is that it takes time to change norms in medicine. In the chapters to follow, you will see the data that compassion matters—for patients, for patient care, and for those who care for patients. But compassionomics is a new field of study. The scientific evidence behind practicing compassionate care isn’t widely recognized or appreciated…yet. But this is the story behind so many advances in medicine. It just takes time.


  Consider Ignaz Semmelweis, for instance. He was a grumpy Hungarian physician who is today widely credited with discovering the value of hand washing and aseptic technique in health care. But this wasn’t always the case. He faced a lot of detractors in his day.


  In fact, physicians didn’t begin to understand the value of hand washing until 1847. Before that time, the maternal death rate of women who delivered babies in hospitals in Vienna was ten to twenty times higher than those who delivered at home with a midwife.


  Dr. Semmelweis, who was Hungarian and Jewish, applied to work as a surgeon in the prestigious Vienna General Hospital, but was denied due to his nationality and religion. As a result, he was relegated to obstetrics where he routinely heard from patients begging to be discharged because they believed doctors to be harbingers of death.


  He began to question why women who delivered babies in the hospital were so much more likely to die of postpartum infections (i.e., puerperal sepsis or “childbed fever”) compared to women who were attended by midwives and delivered at home. He noted that physicians began their hospital rounds each morning by conducting autopsies on women who had just died and then moved on to delivering live babies next.


  Semmelweis deduced that doctors were transferring some kind of “morbid poison” between the corpses and the laboring women. (Today, that poison is recognized as pathogenic bacteria.) He then ordered physicians working with him to wash their hands in a chlorinated lime solution until the “stench” of the corpses was gone.


  Sure enough, the mortality rate of his patients fell dramatically. However, many of his colleagues stubbornly resisted the idea that they could have caused their patients’ deaths. They pushed back in the fiercest way. Semmelweis was an ornery person to begin with, and he became increasingly angry in the face of so much resistance to hand washing as an effective practice. Eventually, he lost his position in Vienna, and he hightailed it back to Budapest.


  It wasn’t until 1861 when he finally got around to publishing an academic paper on the subject (a paper that also included savage attacks on his critics). And even then, his mental health rapidly deteriorated until he was finally committed to a psychiatric hospital where he soon died.


  Semmelweis’ timing was bad. The medical profession just wasn’t ready to accept such a radical idea back in 1847. It wasn’t until Louis Pasteur began to set forth the most important tenets of his germ theory of disease in the early 1860s that the idea began to have context and take hold. In fact, it was in 1867 that the Scottish surgeon Joseph Lister—who hadn’t ever heard of Semmelweis—set forth his own theory of aseptic technique in surgery.66


  Will compassionomics have a better start than Dr. Semmelweis did? The majority of patients already connect with most of the concepts, as do many health care providers.


  However, medicine is slow to change, and the lesson of Semmelweis is not one to forget. Hopefully these authors do not suffer the same fate as Semmelweis did, but shining a light on the compassion crisis in health care is important. Even if some people disagree.




  CHAPTER 2:


  Does Compassion Matter?


  “Without data, you’re just another person with an opinion.”


  —W. Edwards Deming


  Seeing all the data on the compassion crisis in health care begs an important next question: so what?


  Does compassion really matter?


  Most of us probably agree that health care providers ought to be compassionate—that treating patients with compassion is the right thing to do. It’s a responsibility and a duty, a moral imperative.


  For the record, though, not everyone agrees that compassion is an “ought” to do, or that it is even a moral imperative in treating patients. For example, in response to the call to action for more compassion in the National Health Service in the United Kingdom (mentioned in Chapter 1), one high profile ethics professor went on the record as saying that compassion is not a necessary component of health care from any perspective.27, 67


  However, the overwhelming majority of health care providers and health care leaders in the U.S.—and around the world—have typically taken the position that a good bedside manner and treating patients with compassion is something that health care providers and health care institutions ought to do.


  But is compassion just an “ought,” or are there also evidence-based effects that would make compassion a vital and necessary part of the effectiveness of health care?


  Studies show that people believe compassion is vitally important for quality health care. Remember the Harvard study from Chapter 1 that was published in Health Affairs, where half of patients said both individual health care providers and the U.S. health system as a whole were not compassionate?1 In that same study, researchers also asked the 1,300 study subjects—including both patients and physicians—if they believed that compassion matters in health care.


  Three-quarters of both patients and physicians said “yes.” They also said it matters so much that it could actually mean the difference between life and death.


  However, those are just opinions. In medical science, and in health care, opinions are not enough. We need hard data to determine whether or not compassion matters in measurable, quantifiable ways…if it actually affects the health and well-being of patients.


  So the question becomes: can the effects of compassion actually be measured?


  The Hypothesis: Compassion Matters


  In the same way that a quantitative, evidence-based approach was needed to determine that there is a compassion crisis in health care, a scientifically rigorous approach to examining the impact of compassion in health care must also be employed—measuring both the effects of its presence and the results of its absence.


  The goal was to determine whether or not it matters based on the evidence. Not just based on survey results that capture patients’ perceptions about their care, but also data from rigorous scientific studies showing the effects.


  To determine if compassion really matters or not, the question must be approached like an experienced researcher would approach it. At the beginning of answering any research question, the most important first step is always to establish the hypothesis.


  A hypothesis is a supposition or proposed explanation of the nature of things that is made on the basis of limited evidence as a starting point for further investigation. Then, the aim of the further investigation is to test the hypothesis in order to determine if it is true. It is important that the researcher is prepared to accept the path where the data leads, whether it supports or rejects the hypothesis. Researchers are not advocates for their hypothesis in the way lawyers are advocates for their clients.


  Researchers must remain free of bias as they test a hypothesis because the goal of research is never to prove a point. Rather, it is to test a hypothesis to find an answer. So it’s vital to be unbiased at the inception of scientific investigation.


  This kind of unbiased approach is necessary for the scientific method and to ensure that researchers won’t be led astray to false conclusions by any preconceived notions or biases, either conscious or subconscious. There is as much value in rejecting a hypothesis as confirming; either way, the body of scientific evidence grows.


  In these pages is the story of testing one overarching hypothesis: Compassion matters. Specifically, the hypothesis is that providing health care in a compassionate manner is more effective than providing health care without compassion by virtue of the fact that human connection can confer distinct and measurable benefits.


  Just to be super clear about bias: When we set out to determine whether compassion matters we were more than willing to conclude that it does not. As was explained in the preface that was exactly what we expected to find.


  Really, there are three interrelated hypotheses here: that compassion matters (1) for patients (through better patient outcomes); (2) for patient care (through higher quality, lower costs, and better financial sustainability); and (3) for those who care for patients (by promoting the resilience of health care providers and staff as well as lowering burnout).


  So these pages share the scientific evidence for compassion and its effects on health, health care, and health care providers. The clinical research data come from the real-world practice of medicine—quantitative and qualitative research that spans the spectrum from the primary care clinic all the way to the ICU and even extending to the hospital and organizational level.


  The Science versus the Art of Medicine


  Early on in medical school, physicians-in-training are taught about the science and the art of medicine. Nurses are trained in a similar fashion. The science of medicine is how to treat patients; the art of medicine is how to take care of them.


  The science of medicine is the collection of facts that comprise the knowledge base for how to make diagnoses and formulate treatment plans. But the art of medicine is different. The art of medicine is about building rapport and a caring connection with patients; some refer to this as “bedside manner.” It is undeniable that compassion for patients is an integral component of the art of medicine.


  However, in thinking that compassion is limited only to the art of medicine, one might be tempted to consider it distinct from providing medical care. That’s like thinking about compassion in the same way you think about dessert after the main entrée…a delicious “extra” to indulge in, but only after a great meal if you’re not already full.


  Following that kind of thinking, a physician’s most important job is to save someone’s life clinically, but, if there’s time, being compassionate to a patient is also nice. It’s just optional, a “nice to have.” (As emergency department nurses sometimes like to say, “I’m here to save your ass. Not kiss it!”)


  Where does such thinking come from? It comes from conventional medical training, where the science and the art of medicine are both considered vitally important, but very different. They are purported as separate and distinct from each other—mutually exclusive. Apples and oranges.
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  Figure 2.1: The historical view: the science and the art of medicine are distinct.


  But what if the evidence shows there is actually overlap between the science and art of medicine? That is the hypothesis that is being tested here. Perhaps there is science in the art of medicine—a convergence.
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  Figure 2.2: The compassionomics hypothesis: there is science in the art of medicine.


  Obviously, there are elements of the science of medicine that are distinctly science and elements of the art that are distinctly art. But the hypothesis is that there are situations and conditions in health care in which the art of medicine has not only meaningful, but also measurable, effects that belong in the domain of science. If that is the case, then compassion for patients belongs in the domain of evidence-based medicine.


  If compassion for patients is found to be a highly effective therapy that changes outcomes—one that is so much more cost-effective than many other therapies utilized instead—it would become part of every caregiver’s toolbox. You would use it at every opportunity you have, rather than considering it as optional.


  Such a therapy could radically improve patient lives, lengthen fulfilling careers for health care providers, and possibly help reverse the U.S. health care system cost crisis. But only if that is what the evidence shows. Just as researchers must be unbiased when testing a hypothesis, so should readers of this book be open to the possibility that compassion does not matter in measurable ways. Proof should be demanded.


  But similarly, many readers have been trained in the conventional thinking that the science and the art of medicine are distinct and mutually exclusive. That can also be a bias that, either consciously or subconsciously—no matter how much evidence is presented—could make a reader unable to consider the possibility that the hypotheses presented here are true.


  Bias is notoriously difficult to overcome. It’s okay to be skeptical, but don’t let it cloud your consideration. Dare to open your mind. Open your mind to the possibility that compassion is actually more powerful than you ever dreamed. Demand proof, of course. But do it with an unbiased mindset that is open to possibility. After all, that is what the scientific method is all about.


  The Journey through the Data


  Before showing you the evidence, let’s look first at the methodology used to test this hypothesis to learn how the scientific evidence was compiled from the biomedical literature and understand how the data were synthesized. Then, after evaluating all of the scientific evidence, you can decide for yourself whether or not compassion really matters. You be the judge.


  The data presented in these pages are not the product of “cherry picking” certain studies from the scientific literature that show compassion matters. Rather, the data were compiled using a bona fide research methodology called “systematic review.”


  The genesis of this book is not a look at what some or a few of the studies on compassion in health care showed. Rather, it’s systematically what the compilation of the studies on compassion revealed after they all were chased down and reviewed.


  A systematic review is a type of scientific literature review that uses a systematic methodology to collect, critically appraise, and synthesize all of the data available in the world’s literature on a specific question. It is the process to cast the widest net to capture all the information on a single topic. Systematic review is considered to be one of the most important tools for establishing the state-of-the-art in medical science.


  The purpose of a systematic review is to provide a complete, exhaustive summary of current literature relevant to a research question. The purpose in this case: does compassion really matter?


  This general approach is outlined in the Cochrane Handbook for Systematic Reviews of Interventions, which is considered the “bible” of systematic review containing all the rules for examining a health care question.68 Essentially, every relevant article and available piece of data was reviewed to examine the hypothesis that compassion matters.


  However, examining a special topic like compassion in medicine requires a special approach. Conventional systematic review methodology is not sufficient. The conventional method for systematic review is to use a protocol-driven search strategy of an electronic database of evidence (e.g., the search engine PubMed from the National Library of Medicine).


  But compassion is a topic that falls into a special category of systematic review called “complex evidence.”69 Complex evidence is that which addresses broad questions—like health policy, for example—and synthesizes both qualitative and quantitative evidence from multiple and disparate types of sources.


  Research shows that conventional protocol-driven database searches will miss more than half of the relevant data when examining topics of complex evidence.69 As a result, conventional search methodology is inadequate.


  This systematic review is the first time all of the data on compassion’s impact on health and health care has appeared together in one place.


  Here’s an example: If the search term “pneumonia” was typed into PubMed, all of the articles that contain information about infections in the lungs would be mapped to that term. A researcher could feel confident, as could the rest of the scientific community, that no relevant research would be missed.


  However, the data for compassion science has not been mapped to a single search term or curated in the same fashion. You can’t just enter the search term “compassion” and get all of the relevant studies. As a result, this systematic review is the first time all of the data on compassion’s impact on health and health care has appeared together in one place.


  Think of the early days of the internet and search engines. Until technology improved and a company like Google came along to map terms more extensively, searches were much less accurate. So if you wanted to search for everyone in the country named Charlie Brown, you would be relying on a search engine to know that people may go by Charlie, even if their name is Charles or Chuck or Charlene or Charlotte.


  Or maybe they are just listed as “C.” Or perhaps Charlie is their middle name. Fortunately, search engines are now sophisticated enough to figure this out for us. But what if they couldn’t? In that case, you’d be forced to know all of the forms of every word, in every instance, to make sure you didn’t miss someone.


  Since compassion science has not been mapped (yet) in publication databases, one cannot simply type the search term “compassion” into PubMed and get all the relevant studies. It’s not that simple, unfortunately.


  Compassion science is a field so new that there is no single adequate search term. As a result, relevant research studies may be mapped to very different search terms in databases—terms like “doctor-patient relationship” or “rapport,” perhaps “humanism” or even “bedside manner.”
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  Figure 2.3: Compassionomics is a field so new that there is no single search term.


  Studies that are mapped to these search terms in electronic databases and search engines may contain data that are very relevant to an examination of the effects of compassion in health care. The conventional systematic review methodology would likely miss much of the pertinent data. Therefore, for the systematic review of the evidence on compassion, a much more laborious methodology was needed.


  The Sherlock Holmes Approach to Getting Answers


  In accordance with the recommended methodology for systematic reviews of complex evidence,69 this systematic review of compassion took a much more hands on (and painstaking!) approach. It’s called a “references of references” methodology.


  So, instead of simply typing terms into a search engine, this review started with a small collection of the studies considered to be quintessential papers on the effects of compassion in medicine and then worked backward. By going to the references section of each of these classic studies, every paper listed in the references section was then, itself, reviewed for pertinent data.


  Then the reference section of each of those papers was reviewed. And each of those papers were pulled. And their references were reviewed. And so on, and so on…until there was no longer any relevant data to be found. You can think of this methodology as a “family tree” of sorts, ever growing and branching out…until every last reference was exhausted.


  More than 1,000 scientific abstracts were examined and reviewed as well as more than 250 research papers.


  In total, more than 1,000 scientific abstracts were examined and reviewed—by hand—as well as more than 250 research papers. What was particularly valuable about this methodology was that it captured key scientific studies that had been flying under the radar for years, even decades. To capture all of the relevant studies is vital because it allows a thorough review of the data in aggregate over a long time span for greater validity.


  Surprisingly, some of these “under the radar” studies were even conducted by some of the most respected institutions—like Harvard Medical School—and published in some of the best journals—like The New England Journal of Medicine. How is it that such high-profile publications can go missing? These studies likely garnered a lot of attention at the time of publication, but over the years they were not connected to other studies in a way that produced a pattern. They didn’t influence medical practice in the same way that change was occurring in other fields of medicine, where studies and scientific findings were continuously building upon each other over time.


  At the time of publication, people likely found these papers on the power of compassion incredibly interesting and perhaps also very impactful. They made ripples in the water, and some studies probably made a substantial splash.


  But they did not connect with other studies to make a wave that could transform health care. But with the methodology in this systematic review—that finally connects all of the key studies together—the ripples and splashes form an unmistakable tidal wave of data that will show you the true power of compassion and lead you to only one conclusion. (Spoiler alert: compassion matters.)


  Given that some of these vital studies had been published up to fifty years earlier, this systematic review required cracking open the spines of journals physically located in the bowels of a library—dusty journals which, in some cases, probably hadn’t been peered into for decades. That is why this systematic review on compassion science literally took two years to complete.


  So rather than typing terms into a search engine and getting an instantaneous output with all the studies, this two-year systematic review was much more like using a library card catalog and the Dewey Decimal System to find books on a remote shelf in a library sometime before the internet. (Note: If you’re a millennial or younger, you might need to take a moment to Google “card catalogs and the Dewey Decimal System” to understand what was involved in research pre-internet. It was an incredibly time-consuming endeavor.)


  Essentially, this systematic review was a methodical “Sherlock Holmes” type of investigation searching for clues and evidence on the power of compassion. The “references of references” methodology was slow going, no doubt, but that is what a systematic review of complex evidence requires.69


  Earlier, a distinction was drawn between the meaning of empathy (the feeling and understanding components) and compassion (the action component). It’s important to note here that, for the purposes of synthesizing and presenting the available research in an understandable way, the word “compassion” may be used as we discuss some studies, even though the term “empathy” may be used in the title or body of the paper. The body of research shows that authors often use these two terms interchangeably.


  The important thing is that studies were included in this systematic review if they met the threshold of this working definition of compassion—an emotional response to another’s pain or suffering involving an authentic desire to help—whether or not the study authors called it compassion.7 If what the study was examining met this definition, then in this systematic review (and throughout the rest of this book) it will be referred to as compassion.


  Think of it this way: Since empathy is the feeling or understanding of another’s pain or suffering—and compassion is the action that flows from empathy—then anytime a study examines health care provider behavior toward a patient, the study must involve compassion.


  Empathy is like a one-way street running toward the health care provider: detecting, processing, understanding, and even feeling the incoming emotional cues from the patient. Compassion, on the other hand, is a street that runs in the other direction, a responsive action toward the one who is suffering. Empathy can happen through a one-way mirror. Compassion cannot.


  So if a study involves behaviors toward a patient, it has to be (by definition) a study of compassion, even if the authors of the study chose to use the term “empathy” instead. Accordingly, throughout these pages, anytime a study involves behaviors toward a patient, we will (for our purposes) refer to it as compassion.


  An interesting side note: The data also show that there’s been a spike recently in the number of researchers studying compassion.70 This is in stark contrast to, say, the number of researchers currently studying the bubonic plague.


  No spike there. Why? There is no bubonic plague crisis any longer. It doesn’t matter anymore. However, interest in studying compassion for others seems to be at a fever pitch. There is a worldwide compassion crisis at the moment. Right now. And it matters.


  How Compassion Works


  Whenever researchers hypothesize that there is a link between two things—a factor under investigation and the outcome measure of interest—they always postulate a mechanism of action: By what mechanism did the factor affect the outcome? What mechanism causes the effect?


  For example, with medications for treating mental health conditions, the mechanism of action may be a drug binding to specific receptors in the brain or modulating the levels of neurotransmitters in the brain. For medications to treat high blood pressure, the mechanism may be a drug binding to receptors in blood vessels throughout the body.


  But in the case of compassion, how is it that compassion can have meaningful effects? What are the mechanisms of action? There has to be a mechanism of action in order for there to be a meaningful effect.


  During this systematic review of the scientific evidence, more than twenty distinct mechanisms of action for compassion on patients came to light by which compassion can have meaningful, beneficial effects on patient outcomes.14 These can be grouped into four main areas: physiological effects, psychological effects, enhanced patient self-care, and increased quality of care.


  What do those encompass exactly? Here are a few examples as a preview of the data to come: When providers have compassion for a patient, they are more likely to be meticulous about their care, have higher quality standards, and are therefore less likely to make a major medical error.


  But there are also physiological effects. For example, compassion can buffer stress-mediated disease. Compassion can also modulate a patient’s perception of pain.


  There are also endocrine effects, like improved blood sugar control in patients with diabetes and enhancement of immune system function. The psychological benefits of compassion can also be immense (which is probably not surprising). But you may be surprised to learn that compassion for patients can also motivate patients to better self-care, i.e., how patients take care of their own health. And that is critically important.


  For example, when providers care deeply about patients—and patients feel that—they are more likely to take their medicine. These mechanisms are the “how” when it comes to understanding the enormous power of compassion.


  A very important caveat to keep in mind as you consider this evidence: the main driver of clinical outcomes is clinical excellence. Period.


  Of course, compassion is not a panacea; it’s not a substitute for quality clinical care. If a surgeon botches the technical aspects of a surgery, or a physician makes an error by prescribing the wrong drug, there is no way that compassion can make up for that.


  But when compassion is used in conjunction with excellent clinical care, it can be incredibly powerful. Don’t think of clinical excellence and compassion as an “either/or” situation. It should be an “and,” as in “clinical excellence and compassion—when used together—deliver the best outcomes.”


  Also, it is important to consider the entire spectrum of outcomes. You will see some impressive data that demonstrate the power of compassion, including decreases in mortality. However, it is important from the outset to set expectations, with respect to the concept of “curing” disease.


  For example, in these pages, you will not see any evidence that compassion shrinks tumors in patients with cancer. However, you will see a body of very compelling evidence that compassion can have a major effect on how a cancer patient experiences their disease (e.g., the severity of their symptoms).


  Is that an important goal? Just go ask a cancer patient. Unfortunately, in some cancer patients with incurable disease, the patient’s experience is the only goal that can be impacted. Accordingly, achieving a “cure” is not the only important outcome measure in medicine.


  Now that you understand the methodology of this systematic review of the scientific literature, let’s look next at the actual data on the effects of compassion for patients. The main thing to remember is this: It’s important to stop thinking about compassion in a sentimental or emotional way. Rather, start thinking about compassion in a scientific way. It’s all about examining odds ratios, confidence intervals, and p-values in making the case for compassion.


  If you don’t know what these statistical terms are, don’t worry about it. Just realize that the scientific bar for evidence in the systematic review in the pages to follow is very high. It’s the same bar for the evidence used to prove the benefit of any medication you took this morning, or the surgical procedure that your family member underwent recently. If you are a health care provider, it’s the same bar used to establish the standards of medical care in your specialty.


  If, after seeing all the data in the pages to come, you still believe compassion is just a “nice to have,” then you’re likely not using evidence-based thinking. That’s like continuing to believe in leeches, bloodletting, and the ancient Greeks’ system of the “four humors,” where interactions of certain bodily fluids—blood, yellow bile, black bile, and phlegm—were believed to explain differences in everything from gender and age to emotions.


  That kind of thinking just isn’t supported by science.


  But let’s be clear: beliefs that seem silly now used to be considered state-ofthe-art. So the intention isn’t to belittle the medical practices of the past. The body of knowledge in medicine is continuously growing and changing. The state-of-the-art continuously evolves, as it should.


  But once new evidence becomes irrefutable, there’s a responsibility to act on it. Otherwise, health care providers might still be giving patients tobacco enemas.


  Wait…tobacco enemas? In the late 1700s, the medical world was divided on the best way to revive a patient who had stopped breathing. You’ve likely heard the expression, “He’s just blowing smoke up your arse.” Meaning, he’s flattering you…giving an insincere compliment.


  But back in the day, literally blowing smoke up a patient’s rectum through a long tube was considered a legitimate medical procedure performed by doctors.71, 72, 73 Actually, it was considered a standard treatment for drowning victims. In fact, some of the greatest minds in the healing arts were fervent believers in the value of this practice. (Although, to be fair, many physicians believed it was better to blow air directly into the mouths of patients—even back then.)


  [image: image]


  Figure 2.4: Smoke Enema: Depiction of how patients were resuscitated in the 1700’s.


  Clearly, it’s universally accepted today that the best practice for resuscitation is to use assisted ventilation to pump air into people’s lungs when they stop breathing. No one would try to use a tobacco enema to get a patient breathing again now. Of course, science doesn’t support that approach.


  In the same way, some people still believe compassion is a nice to have, even though there is abundant data that shows it’s essential for quality health care. So what about you? Will you forgo the use of compassion despite the evidence? Or will you join those that embrace the need for it?


  It’s up to you to decide after you review the evidence in the pages to come. It is important to recognize that the data to follow are not what we think, nor what we believe. Rather, it is what we found.




  CHAPTER 3:


  The Physiological Health Benefits of Compassion


  “In God we trust; all others must bring data.”


  —W. Edwards Deming


  Before considering the evidence for health care provider compassion and its effects on individual patients, let’s first take a high-level look—a thirty-thousand-foot view—at the data on human connection and health outcomes to examine trends in the general population. Much like an epidemiologist (a scientist who studies the incidence of disease in populations) might approach the topic.


  If there appears to be a link between meaningful interpersonal relationships and health in the general population, it makes sense that there could also be similar effects from human connection and relationships with patients in the health care environment. So we will begin our journey through the data by starting at the macro level, and then we will zoom in on the effects at the patient level.


  The Link between Human Connection and Health


  Compelling data on the health benefits of interpersonal relationships can be traced back decades. In 1988 researchers from the University of Michigan published a landmark paper entitled “Social Relationships and Health” in the prestigious journal Science.74


  They analyzed the available evidence from population-based studies and concluded that, after taking into account people’s baseline health status, there was an increased risk of death among persons who have a low quantity (or low quality) of personal relationships. They also concluded that social isolation is a major risk factor for dying from a wide variety of causes:


  “Social relationships, or the relative lack thereof, constitute a major risk factor for health–rivaling the effect of well-established health risk factors such as cigarette smoking, blood pressure, blood lipids (cholesterol), obesity and physical activity”


  —House et al. 1988


  For the first time, it was beginning to become clear: loneliness kills.


  Loneliness kills.


  Put another way by a scientist who studies emotions, “Such an existence is too expensive to bear. When launching a life raft, the prudent survivalist will not toss food overboard while retaining the deck furniture. If somebody must jettison a part of life, time with a mate should be last on the list: [one] needs that connection to live.”75


  Loneliness and social isolation are not necessarily the same thing. Some people can be socially isolated and not feel lonely. For instance, some may consciously choose a hermit-like existence. Conversely, one can be surrounded by lots of people and feel desperately lonely, especially if the relationships one has are not meaningful.


  Loneliness, therefore, is the subjective experience of isolation (i.e., perceived isolation). It’s the discrepancy between one’s desired and actual level of human connection.76 So it’s not just the quantity of relationships, it’s also the quality that matters.


  Since that sentinel publication in Science back in the late 80s, numerous other rigorous, large-scale analytical studies have confirmed the link between human connection and risk of death from all causes.77, 78, 79, 80 For example, researchers from Brigham Young University analyzed 148 published research studies (involving more than 300,000 participants across a wide variety of health conditions) and found that having meaningful relationships was associated with 50 percent higher odds of survival.77


  They also found that in terms of mortality risk, a lack of meaningful relationships was comparable to the risks of smoking and alcohol abuse and worse than obesity and high blood pressure. In another study analyzing 70 published papers specifically focused on the risks of loneliness, the same research team found that being lonely was associated with 26 percent higher odds of early death.78


  In a longitudinal study supported by the National Institutes of Health (NIH) of 1,604 elderly persons, with six years of follow-up, researchers from the University of California San Francisco found that being lonely was associated with a 50 percent higher risk of decline in functional status (e.g., activities of daily living) and death.80 In yet another study of an elderly population, researchers from Harvard Medical School learned that being lonely was associated with a subsequent decline in cognitive function.81


  We can have confidence in these results because all of these studies used rigorous methodology and adjusted the analyses for factors that could be potential confounders, i.e., factors that might give rise to alternative explanations to the conclusion. This minimizes the chance that confounders impacted the results of these studies in a meaningful way. So it wasn’t just a case of the subjects being alone and, for example, less safe, thereby increasing the chances that they would die. Their decline—and death—didn’t occur because they were alone, it was because they were lonely.


  There are also compelling data in the heart disease literature to support these findings about the relationship between emotional support and death. A Yale study published in Annals of Internal Medicine studied this in 194 patients who survived a heart attack.82 Prior to discharge from the hospital, the researchers interviewed the patients and collected data on their emotional support at home.


  Recovery from a heart attack can certainly be tough, both physically and emotionally. The researchers’ hypothesis was that having emotional support from close relationships would enhance recovery from the heart attack and help keep them alive long-term.


  Heart attack patients with a lack of emotional support had three times higher odds of death.


  What they found is that 39 percent of all the patients they studied died within six months of the heart attack, and patients with a lack of emotional support had three times higher odds of death compared to patients who had emotional support. And that was after adjusting the analysis for demographics, marital status, living arrangements, medical history, physical health status, and the presence of depression.


  Emotional support appears to be essential…even for survival. It takes close relationships—ones that are meaningful—to help heal a heart that is literally broken.


  Loneliness is a Threat to Public Health


  The evidence is overwhelming. From a public health viewpoint, loneliness needs to be included on the list of health risk factors for the population, along with physical inactivity, obesity, poverty, environmental exposures, violence, and lack of access to health care. It’s a legitimate public health problem.


  Accordingly, the World Health Organization now considers “social support networks” to be a vital determinant of health.83 A recent article in the New York Times called the health effects of loneliness “a growing epidemic.”84


  In perhaps the most striking sign of the degree of alarm in the public health world, the U.K. government just appointed a Minister for Loneliness.85 No, we’re not joking. The threat is real and growing.


  But it’s not all bad news. In fact, it’s quite the opposite. Just as there is strong evidence that loneliness can be harmful to one’s health, there is also evidence that meaningful human connection can have beneficial effects.


  In what is likely the longest running scientific study ever conducted (eighty years and still ongoing), the Harvard Study of Adult Development began tracking the health of 268 Harvard sophomores, as well as a group of Boston teenagers, beginning in 1938 and checking in with them regularly over time. (Note: all the original study subjects were men because Harvard was still all male back then).


  The researchers followed the trajectory of their lives, with the aim of identifying the key factors responsible for good health and happiness. Only a few of the people initially enrolled in the study are still alive, but the results over the years paint a clear picture of the importance of human connection in health, vitality, and longevity.


  Dr. Robert Waldinger, the current study director and the fourth to hold that title, who is a psychiatrist at Massachusetts General Hospital and professor at Harvard Medical School, summarizes it like this:


  “Good relationships keep us happier and healthier…and loneliness kills. When we gathered together everything we knew about them about at age 50, it wasn’t their middle-age cholesterol levels that predicted how they were going to grow old, it was how satisfied they were in their relationships. The people who were the most satisfied in their relationships at age 50 were the healthiest at age 80.”86


  Meaningful human connection was in fact protective. But how? Although many might agree that humans are by nature a social species, what is the mechanism by which human connection can impact our health?


  The short answer is that we don’t know yet, at least not entirely. The mechanisms appear to be extremely complex, but many researchers have identified at least one common thread: stress.


  Being lonely causes a similar response in the body as being under extreme stress all the time. For example, it raises the level of a stress hormone called cortisol circulating in the blood, which can play a role in chronic inflammation and subsequent development of cardiovascular disease.


  Also, without meaningful human connection to balance one’s stress, loneliness results in activation of the part of the nervous system called the sympathetic nervous system. It is the “fight or flight” response that gets turned on when you are experiencing a threat of harm.87


  This makes sense because research from the University of Chicago has also shown that loneliness predicts a rise in blood pressure over time, and a recent meta-analysis of 23 research studies found that loneliness is associated with a 29 percent higher risk of coronary artery disease and a 32 percent increase in the risk of stroke.88, 89


  Here is another mechanism of loneliness: its effect on the immune system. In a study sponsored by the NIH, researchers from Carnegie Mellon University studied the immune response to influenza (flu) vaccine among freshmen undergraduate students and its relationship to students’ level of loneliness.90 They did this both at the beginning of the study and over the course of the semester in which they received the flu vaccine.


  Then they measured the level of antibodies against the flu virus in the students’ blood, which is a readout of building immunity to the flu in response to the vaccine. What they found was striking: Students who were lonely had the lowest levels of antibodies against the flu virus. In other words, they had the weakest immune response to the vaccination; their bodies were less likely to fight off the flu virus.


  The lonely students also reported greater psychological stress and had higher levels of circulating cortisol. But the results of the research are clear: After accounting for all other potential confounding factors, being lonely was associated with worse immune function and could hurt one’s resistance to infection.


  These data on immune function are corroborated by the findings in another Carnegie Mellon University study published in JAMA.91 In this study, researchers assessed the social relationships of 276 volunteers by measuring the number of activities with a spouse, parent, friend, workmate, or other close connections.


  Then the participants were given nasal drops containing rhinovirus (i.e., the common cold virus) and were monitored to see if they developed a cold. The researchers also measured physiological response to the cold virus, such as how much mucous they produced and how well the subjects were clearing the virus from their nasal passages.


  A lack of human connection can increase susceptibility to the common cold.


  What they found is that, compared to people with robust social connections, people with social isolation (i.e., the least human connection) had increased susceptibility to the common cold, more mucous production, and a lower clearance of the virus from their nasal passages. Those lacking in human connection were not as resistant to illness.


  Eye-opening research from the University of California Los Angeles has found that loneliness can also affect our genetics. Specifically, these researchers looked at gene expression in circulating white blood cells, which are involved in the immune response.


  By upregulating (i.e., “turning on”) and downregulating (i.e., “turning off”) various genes in the immune system, loneliness can produce a state of chronic systemic inflammation (activation of inflammation throughout the body).92 Chronic systemic inflammation has been linked with a myriad of adverse health effects, not only the development of cardiovascular disease, but also arthritis, diabetes, dementia, and many others.


  Human Connection Matters


  So yes, loneliness can have devastating effects on health. But compassion can be the antidote. The scientific evidence suggests that the chronic inflammation we just talked about (and perhaps the health effects that can result from that over time) can actually be reduced by someone who cares.


  Research from Northwestern University that studied 247 adolescents and their parents found that high parental compassion is not only associated with their children having lower emotional distress, but their children also had significantly lower circulating blood markers of systemic inflammation!93


  How often have you heard about how stress can worsen health conditions? Probably quite often. You may have already been aware of the connection between stress—specifically emotional distress—and its potential adverse effects on your health. This has been known for decades, perhaps most notably in cardiovascular disease.94


  So the notion of a “mind-body” connection, where one’s thoughts, beliefs, and experiences (e.g., their experience of loneliness) affects their biology and physical health, is probably not hard to believe. But one thing you may not know is that while the link with adverse health effects has been known about for decades, it was only recently that researchers could actually see this connection. They saw it on brain scans.


  Here’s how it happened: In a Harvard study funded by the NIH and published in The Lancet, researchers used functional MRI brain scans to measure the activity in a region of peoples’ brains called the amygdala, and then they followed up with them over time to see what was happening with their physical health.95


  The amygdala is a structure deep inside the brain, about the size of an almond, where we process emotions, and it’s also an “alarm system” involved in the fight-or-flight response. It’s activated under conditions of extreme stress, including emotional distress, and loneliness can be one of these triggers.


  How does the functional MRI fit in here? It takes a look inside the brain to see what areas light up due to subtle increases in blood flow. It shows researchers which areas of a patient’s brain are firing at any given moment.


  The people recruited for the study were healthy at the time and not under any particular distress at the moment, so whatever brain activation they had in the amygdala was presumably the baseline stress (or distress) that they carry around with them every day. (As we noted in Chapter 1, you never really know what kind of pain people are carrying around, and of course we can’t do functional MRI on every person we meet to try to figure that out.)


  What this Harvard study found was striking. The baseline activation in the amygdala region of the brain predicted not only the amount of inflammation they had going on in the blood vessels throughout their body (the researchers measured it), but it also predicted the subsequent development of serious cardiovascular disease events, like heart attacks and strokes, over time.


  So it may not take much to convince you that there is a mind-body connection, due to decades of reports about the health outcomes, but now we have brain scans that can help explain and actually visualize the neurobiology behind it all.


  And here is the most dramatic example of the mind-body connection that exists: It’s a condition called Takotsubo cardiomyopathy (also known as “stress cardiomyopathy” or “broken heart syndrome”). It’s a very serious cardiac emergency that (thankfully) is uncommon, but seeing a case of it can be among the most unforgettable events in one’s medical career.


  You will read about an especially dramatic case of this condition later, but here’s how it works: Takotsubo cardiomyopathy is commonly triggered by extreme emotional stress, like a relationship ending or a death in the family. The name Takotsubo comes from the Japanese word for octopus trap (which is apparently what the heart looks like on echocardiography during this condition).


  Here’s what happens to people: When doctors use an echocardiogram to look at the heart pumping in a Takotsubo cardiomyopathy patient, they see that the main chamber of the heart—the one that is responsible for pumping blood out to rest of the body—takes on an abnormal shape, thought to resemble a fishing pot by those who first described it in the medical literature.


  In this condition, the heart suddenly becomes unable to pump blood effectively, and the patient suddenly goes into a state of heart failure and life-threatening shock. When this happens, the first thing that the doctors typically think of is the most common cause of sudden heart failure: a heart attack.


  But when they look for clogged heart arteries they do not find any. The blood vessels are wide open. How and why it occurs is not totally understood yet, but one piece of it appears to be a spike in circulating hormones called epinephrine and norepinephrine that are released by the body in response to stress, such as severe emotional stress.


  It can be rapidly fatal. Literally, the person can suddenly collapse or even drop dead. Have you ever heard that, after the death of a loved one, someone suddenly “died of a broken heart?” That’s why Takotsubo cardiomyopathy is also nicknamed “broken heart syndrome.” It actually happens, and it has been well described in the medical literature (e.g., the New England Journal of Medicine).96


  So, you might now ask: “What does all this data on loneliness and the mind-body connection have to do with compassion?”


  The answer is: everything.


  The most obvious reason is that reaching out to lonely people with compassion fosters human connection that can make a lonely person feel less alone. In one of the most striking compassion research studies you will read about later, a randomized trial of a compassion intervention for cancer patients at Johns Hopkins University, one of the key elements of the intervention was this message from the physician to the patient.


  “I know this is a tough experience to go through and I want you to know that I am here with you. We are here together, and we will go through this together. I will be with you each step along the way.”97


  Seriously ill people go through very dark times and walk through dark places where they may feel all alone or abandoned. More than ever before in their life, they need to know that someone is willing to walk with them.


  Now that you understand all the scientific data for the dramatic effects of loneliness on health outcomes and the effect it can have on their health (especially when someone is sick), will you be more willing to walk with a patient who feels all alone? Will you be willing to ask if they feel alone? We may never know if we neglect to ask. Hopefully, now you know how much it matters.


  The data on the health effects of loneliness, human connection, and the mind-body connection provide the context. They set the stage for all of the data on compassion that will follow and lay the groundwork for the profound effect of human connection on human health.


  It’s important to see this “big picture” first, before reviewing the data that is specific to compassion for others. If human connection was not a determinant of health, then there would be no scientific rationale for believing that modulating human connection (through compassion) would be meaningful for health. But now that we know human connection is strongly associated with better health, it makes sense that augmenting human connection with a compassion intervention could result in meaningful change.


  For good health, human connection matters.


  The data we’ve reviewed so far has laid an important foundation, a starting point to begin to open our minds to the possibility that how we relate to one another—how we connect or fail to connect—can, in fact, impact one’s health in meaningful ways. For good health, human connection matters.


  That’s powerful. And it is obviously rooted in very rigorous scientific evidence. It’s not mushy. It’s not soft. It’s science. It’s part of that overlap between both the art and science of medicine, areas that previously were believed to be completely separate and distinct.


  But now that we know human connection matters, what is the evidence that compassion matters? Next, let’s zoom in specifically on the power of compassion for patients.


  Compassion Heals


  Dr. Alann Solina is an expert in putting people to sleep. To be fair, he’s also an expert in waking them up. That’s what anesthesiologists do.


  As chief and chair of the Department of Anesthesiology at Cooper University Health Care and Cooper Medical School of Rowan University, Dr. Solina has provided anesthesia to more than 25,000 patients undergoing surgical procedures over the course of his career. The method by which anesthesiologists put people to sleep and make sure they have their pain minimized as much as possible is straightforward. They use drugs. At least that’s what they teach aspiring anesthesiologists in their training.


  There is no doubt that effective drugs are at the core of providing effective anesthesia for perioperative patients. But are drugs the only effective therapy? In Dr. Solina’s experience, the answer is most definitely, “No.”


  Dr. Solina’s leadership of the Department of Anesthesiology is characterized by being an “in the trenches” leader. That is, while carrying a huge administrative load in running the department, he also continues to maintain a very active clinical practice on the front lines of medicine. Why? “Among all that I do, taking care of patients at the bedside is what gives me the most fulfillment,” he says.


  When asked what specific aspect of clinical practice brings him the most fulfillment, his answer is simple: “Connecting with patients prior to surgery, building rapport, providing them with reassurance, and, most of all, treating them with compassion.” Why? Because he sees the profound effect that it can have.


  If you are a patient, having surgery can be hard. There can be tremendous anxiety in the days leading up to surgery, and that can skyrocket when you are in the pre-op area waiting to be wheeled into the operating room. In addition, patients having surgery may have an underlying condition associated with major suffering, so they’re looking for relief. That moment of waiting for surgery can be one of the most vulnerable times in a person’s life.


  In that moment, Dr. Solina has observed, compassion is essential. And it works.


  Works? What does that mean? Works how?


  Dr. Solina has made an astute observation, one that is consistently borne out time and time again, in his decades of experience. “When I am able to build a bond with a patient ahead of surgery, where I show that I care about them and they put their trust in me, I find that they actually need a lower amount of sedatives ahead of surgery and oftentimes none at all. When we wheel them into the operating room, they are much more likely to be peaceful and calm.”


  He has come to this conclusion after decades of close personal observation. “It’s not just about the drugs and the anesthetic agents; it’s also about the anesthesiologist,” he reports. When he makes a compassionate connection with a patient who is about to be wheeled into the operating room, he actually becomes part of the therapy.


  Is Dr. Solina overreaching? Are his observations a bias towards overvaluing his relationships and interactions with patients?


  What do the scientific data say? There are rigorous experimental data (actually, clinical trials published in two of the most highly regarded medical journals worldwide) supporting exactly what Dr. Solina has been observing over the course of his career in academic medicine.


  The Role of the Healer as Therapy


  In the 1960s, at Massachusetts General Hospital in Boston, researchers in anesthesiology from Harvard Medical School conducted two experiments in patients awaiting surgery. They published the results in The New England Journal of Medicine and JAMA.98, 99


  In these studies, the researchers tested an unconventional hypothesis, one that was decades ahead of its time: Could the anesthesiologist be the agent of therapy? Could he or she actually be the treatment? They tested the hypothesis that a compassionate connection from the anesthesiologist would have a meaningful and measurable effect on patients.


  These studies were randomized controlled trials: a research design in which half of the patients were assigned, at random, to a new experimental therapy, and the other half of the patients did not get the experimental therapy (i.e., the control group). A randomized controlled trial is considered the most rigorous type of study from a scientific perspective, because it is the best way to minimize the risk of bias or confounding of the study results.


  What was striking about these two studies, however, was that the experimental therapy was not some new anesthesia drug or high-tech approach. Actually, it could be considered “old school.”


  In these studies, half of the patients were randomly assigned the experimental therapy that consisted of a special (extra) visit prior to surgery from—you guessed it—the anesthesiologist. The purpose of the extra visit was explicitly to build doctor-patient rapport.


  The anesthesiologist’s compassion for the patients was a cornerstone of the reassuring and bonding experience. In fact, the researchers called these patients the “special care” group. One of these studies compared the effects of the anesthesiologist’s special care versus the effects of a powerful sedative (a drug called pentobarbital) administered just prior to surgery.


  The results were striking. The researchers found that the patients who were administered pentobarbital were drowsy just prior to surgery, but they were not calm. On the other hand, patients in the special care group were calm, but not drowsy.98


  How reliable were these results? The research used a predefined methodology to standardize the assessment of calm and drowsy, used a randomized trial design, and was published one of the leading biomedical journals in the world. The results were highly statistically significant. Therefore, we can have high confidence in the findings.


  So this experiment demonstrated through science that a rapport-building, compassionate connection with an anesthesiologist before surgery can make patients calmer as they are about to undergo surgery, necessitating less sedatives. In fact, the researchers found that to achieve what they prospectively defined as “adequate sedation,” the effect of the special care pre-operative visit from the anesthesiologist was more than double the effect of administering pentobarbital. You will recall that this is exactly what Dr. Solina has observed about the power of compassion for patients over decades in real-world practice!


  But that’s not all. In the second of the two experiments at Mass General, they tested the effects of the special care intervention (i.e., the same pre-operative visit from the anesthesiologist) on patients’ post-operative pain.99


  Equally as striking as the results of the first experiment, in the second experiment they found that patients randomized to the special care visit from the anesthesiologist prior to surgery had 50 percent lower requirement for opiate pain medication (e.g., morphine) following surgery. Interestingly, the patients who were randomly assigned to special care also had a statistically significant decrease in their length of stay in the hospital following surgery.


  In 2015, another randomized, controlled trial found essentially the same effects on post-operative pain.100 Researchers randomized 104 patients about to undergo surgery to one of two treatment arms, either the usual pre-operative care, or pre-operative care with enhanced compassion.


  In this study, rather than an anesthesiologist, the people delivering the pre-operative care were surgical nurses. For the enhanced compassion intervention, the nurses underwent specific training to give compassionate responses to patients’ emotions through explicit compassion-focused behaviors.


  On the first post-operative day, the researchers found that patients randomly assigned to a compassion intervention had 50 percent lower scores on pain ratings compared to patients randomly assigned to usual care. Very similar results to what they found at Mass General way back in the 1960s.


  In these randomized trials of vulnerable patients about to undergo surgery, the health care providers themselves made a major difference in the patients’ care. The compassionate pre-operative visit reduced the need for drugs, both sedatives and pain medication. These were the effects observed with the experimental application of a “new” therapy…a compassionate human connection!


  Perhaps the results here should not be that surprising, because there is abundant data to support the physiology of the calming effect of compassion on patients. So the notion that compassion for patients could combat not only stress, but also stress-mediated disease, should not be that difficult to believe.


  Compassion Calms Physiological Response to Stress


  Compassion acts in a powerful way on the autonomic nervous system, which is responsible for all of the body functions that happen automatically, without you having to consciously think about it. For example, you do not have to consciously think about your heart beating, and you don’t have to remember to breathe. They just happen.


  The autonomic nervous system has two components: the sympathetic nervous system and the parasympathetic nervous system. Earlier in this chapter, we talked about activation of the sympathetic nervous system, i.e., the “fight or flight” response to threat, danger, and stress in general. Sustained activation of the fight or flight response due to prolonged stress and anxiety can cause all kinds of physical symptoms that aren’t conducive to healing.


  But the other side of the autonomic nervous system is the parasympathetic nervous system, i.e., the “rest and digest” response. It directly counterbalances the response of the sympathetic nervous system, like a yin and yang phenomenon.


  While the sympathetic nervous system involves a spike in circulating cortisol and adrenaline for the fight or flight response while you are under threat, activation of the parasympathetic nervous system is a response producing a feeling of peacefulness and calm.


  Activation of the parasympathetic nervous system can also be thought of as the “relaxation response.” And it is part of the scientific explanation of the positive emotion—the warm, calming effect that we feel—when someone cares deeply about us and shows us compassion. It not only lowers our stress, it quells our fears.101


  Along with parasympathetic nervous system activation, there is also a rise in a circulating hormone called oxytocin, a molecule that serves numerous functions in the body including an increase in feelings of nurturing, bonding, and affiliation (i.e., gravitating toward close relationships with others). That is why some people refer to oxytocin as the “trust hormone”, the “bonding hormone,” or even the “love hormone.”


  Scientific evidence supports that human connection is a powerful activator of not only positive emotion, but also the parasympathetic nervous system.102 This is especially true for compassion. For example, research from Wake Forest University shows that compassion can change the physiology of the receiver of compassion by harnessing the power of the parasympathetic nervous system.103, 104 In these experiments conducted in a health care clinic, the researchers found that treating another person with compassion not only improved the receiver’s subjective sense of well-being and lowered their stress, but it also improved the receivers’ physiological measures of autonomic nervous system activity.


  The receivers’ respiratory rate and heart rate decreased, while their heart rate variability increased. This is a good thing: it’s a sign of cardiovascular well-being when an individual’s heart rate varies based on changing conditions.


  The measurement of heart rate variability is a measure of variation within beat-to-beat intervals that is measured with a heart rhythm monitor. When heart rate variability is high, this indicates that the body’s natural “pacemaker”—the link between the nervous system and the cardiovascular system—is functioning properly.


  Although it is not something that is routinely measured in doctor’s offices (at least not yet), scientists are well aware that lack of heart rate variability can be a “canary in the coal mine” for nervous system and cardiovascular system dysfunction (i.e., indicator of physiologic instability). The important take-home point here is that compassion for others not only improves the receivers’ subjective experience (i.e., feeling of warmth), but it can actually have measurable effects on how the receivers’ nervous system and cardiovascular system function.


  This effect can cut both ways. While the beneficial physiological effects of compassion are mediated largely through activation of the parasympathetic nervous system, negative interpersonal interactions can cause the opposite reaction through activation of the sympathetic nervous system.


  Although it is intuitive that a negative interpersonal interaction can be upsetting and can exacerbate one’s stress, there is ample scientific evidence that it can also trigger a reduction in one’s heart rate variability.105


  Compassion Lowers Blood Pressure


  If the effect of compassion on one’s respiratory rate, heart rate, and heart rate variability isn’t compelling enough evidence for you that compassion can have meaningful physiological effects, what about blood pressure? While understanding the value of heart rate variability may be new to you, you probably already know that a rise in blood pressure over time is bad thing.


  Compassionate touch from a supportive other can lower the receiver’s blood pressure.


  Research from Brigham Young University shows that compassionate touch from a supportive other can lower the receiver’s blood pressure over time.106 The mechanism is thought to be buffering (i.e., reducing the effects of) stress-mediated rises in blood pressure.


  These data are corroborated by numerous other research studies that have shown a compassionate connection from a supportive other can buffer one’s cardiovascular stress responses, when compared to the presence of a non-supportive other or experiencing the stress alone.107, 108 This may be why that University of Chicago study mentioned earlier in this chapter found that loneliness was associated with developing high blood pressure.


  So the take-home message here is this: compassion is not just “in your head.” Rigorous research shows that compassion for others (or lack thereof) can affect people’s nervous system and cardiovascular system in measurable ways. (If you need a reminder of the most dramatic example, just look back at the section on Takotsubo cardiomyopathy, and how a person under severe emotional stress can die of a broken heart!)


  Perhaps this is part of the explanation why the compassionate “special care” visit from the anesthesiologist in the Mass General study described earlier was more effective than drugs for inducing calm in patients headed for the operating room.98


  We have already seen that a compassionate connection from a health care provider can have a profound effect on patients in an extreme health situation, like undergoing major surgery.99 A University of Colorado study supported by a research grant from the NIH had a similar finding after analyzing data from 34 controlled experimental studies of patients recovering from a medical crisis (specifically, heart attack or surgery).109


  In the vast majority (85 percent) of the outcome measures examined across these 34 studies, the researchers found a positive association between psychological and emotional support from health care providers and favorable clinical outcomes. Compared to “ordinary care,” they found that psychological and emotional support was associated with an improvement in the patients’ recovery. Again, compassion mattered in measurable ways.


  Compassion Promotes Healing from Trauma


  It appears that compassion also matters in patients who undergo major trauma.110 In a study of 136 trauma patients admitted to a Level 1 trauma center, researchers assessed Patient Reported Outcome Measures (PROMs)—which are the patients’ subjective assessment of their own recovery—at six weeks and one year following discharge from the hospital.


  Using a validated compassionate care scale, they also measured the patients’ assessment of the compassion of the physicians caring for them at the trauma center. They analyzed the data with a mathematical model that adjusted for demographic, socioeconomic, and injury-related factors and found that high physician compassion was independently associated with a good outcome at the one year mark.


  In a study of trauma patients, the odds of a patient-reported good outcome were four times higher when the physician was rated as having high compassion.


  In fact, the odds of a patient-reported good outcome were four times higher. So if you were a trauma patient in this study, the odds of you reporting a good outcome one year later were four times higher if the physician that treated you was particularly compassionate in handling your care.


  Compassion Improves Quality of Life in Palliative Care


  Another extreme health situation is which compassion appears to make a measurable difference is end-of-life care. Palliative care is a specialty within medicine that focuses on relief of symptoms and quality of life among patients who have a terminal diagnosis. The goal of palliative care is not to cure the disease, but rather to improve the quality of life in the time that a patient has left.


  A cornerstone of palliative care is compassion for patients and their families.111 A study from Mass General (in collaboration with Columbia University and Yale University) published in The New England Journal of Medicine tested the effects of compassionate palliative care in terminally ill patients with lung cancer.112 They randomized the patients to receive standard cancer care versus standard care plus early palliative care and tested the effects on quality of life.


  The results confirmed the hypothesis; patients receiving palliative care had better quality of life. That was expected. What was unexpected was that there was also an effect on survival. Patients randomly assigned to receive compassionate palliative care actually survived, on average, 30 percent longer!


  Think about this: a study designed to show that compassion increases quality of life in people with limited time left to live actually found that it increased how long they lived. We wonder if the authors of the study even contemplated that was a possibility. In some sense, these patients were surviving on compassion.


  But what about less dire circumstances? Does compassion only matter in an emergency or major (life or death) crisis, or does it also matter in everyday health?


  We have seen how compassion can have a measurable effect on a patient’s physiological parameters (i.e., measures of nervous system and cardiovascular system homeostasis). But what about in the context of a routine visit to the doctor’s office?


  The answer is yes. Let’s walk through some of the most common reasons for visits to the doctor and see examples of how compassion can make a difference there as well.


  Compassion Reduces Perception of Pain


  What about the impact of compassion on a patient’s perception of pain? You will recall from the Harvard anesthesiology research that a compassionate connection from the anesthesiologist before surgery reduced the requirement of opiate pain medication after surgery.99 Is there evidence of this type of effect in other health care domains?


  First a disclaimer: there is no evidence that compassion for patients eliminates pain. It doesn’t. That’s not the question. The question is this: can compassion reduce pain? Can it buffer a patient’s experience of pain in a way that makes it more bearable?


  Another thing before we look at the data: The science of feeling and treating pain is extraordinarily complex. So much so that there is now an entire specialty in medicine devoted to the subject (i.e., pain management specialists).


  In fact, there are sub-specialists of specialists that now specialize in pain. All of these specialties—anesthesiologists, family medicine physicians, internal medicine physicians, neurologists, psychiatrists, emergency medicine physicians, physical medicine/rehabilitation physicians (and the list is growing)—now have pathways to advanced training in pain management.


  There are numerous physiological, pathophysiological, and psychological factors that influence one’s experience of pain and pain relief. The data to follow is not meant to be overly simplistic or minimize a very complex set of factors that culminate in a patient’s experience of pain.


  But, that said, there is a clear signal in the data. Human connection can in fact modulate the pain that people experience in measurable ways.


  Human connection can modulate the pain that people experience in measurable ways.


  But how? Although the physiological mechanisms are complex and incompletely understood at the present time, it is clear that endogenous opioids play a large role. Endogenous opioids are molecules produced naturally by the body in response to a number of potential triggers, one of which is receiving compassion from others.


  One example of endogenous opioids produced by the body are endorphins, the molecules responsible for what happens to runners when they experience a “runner’s high.” That’s when a runner becomes numb to the pain of extremely strenuous running and actually experiences a euphoric feeling.


  The biological effects of endogenous opioids are similar to the effects of exogenous opioids (e.g., giving powerful drugs like morphine); they bind to similar opioid receptors in the brain to give an analgesic (pain reducing) effect or reduce sensitivity to pain. For years, scientists have known from experimental studies that a compassionate connection with a supportive other can affect one’s experience of pain. An experimental study refers to experimentally-induced pain (i.e., deliberately inducing pain in a human subject).


  Of course, this has to be done in healthy volunteers because it would be unethical to expose a sick patient to more pain than they already have for the sake of an experiment! But there is abundant experimental data from laboratory studies conducted in healthy volunteers.


  Touch Matters


  In one study from the University of Haifa in Israel, researchers applied a painful heat stimulus to volunteers’ forearms and then tested their subjective pain scores when either a stranger or a trusted other (e.g., a spouse or life partner) held the subject’s hand.113 Pain wasn’t affected at all with hand holding from the stranger.


  But you know what? When it was a loved one doing the hand holding, there was statistically significant reduction in the rating of pain—by more than 50 percent. Trust is powerful. But so is the compassion of the trusted other providing support. The researchers found a statistically significant inverse correlation between the assessment of the hand holders’ compassion and the pain rating (i.e., higher compassion = lower pain). This study shows that the touch of trusted others can in fact reduce one’s perception of pain, and there is a synergistic effect of compassion and the magnitude of the effect.


  In another interesting and elegant study from the same group, the researchers found that during experimentally-induced pain, the compassionate touch of a trusted other results in physiological “coupling.”114 The cardiovascular system and respiratory system of the trusted other literally gets in sync with the cardiovascular system and the respiratory system of the one receiving the painful stimulus.


  The researchers found that there is coupling of both the heart rates and the respiratory rates of the two people, a synchronous harmony of the heartbeats and breathing that mirrors each other. Their autonomic nervous systems actually align.


  Even their brain waves mirror each other!115 Further, it is in this physiological coupling that the effect of compassionate touch on pain reduction occurs. In fact, the research showed that a compassionate response from a trusted other was only effective if touch occurred.


  Touch matters. Maybe you have felt the effects of that synchrony and connectedness before, when someone who cares deeply about you lends a hand. Compelling data on this phenomenon are also available from the laboratory of Dr. James Coan at the University of Virginia, but this research relates to the threat (i.e., the expectation) of experimentally-induced pain, in the form of an electric shock.116, 117


  In this laboratory, volunteers gazed at a screen in front of them. Whenever they saw a red “X”, there was a one in five chance that they would receive an electric shock in the next few seconds. Whenever they saw an “O” on the screen, that meant they were safe. Coan and colleagues wanted to see how people’s brains reacted to the threat of pain and, in particular, whether the brain behaved differently whether a person was facing the threat alone, holding the hand of a stranger (one of the lab technicians), or that of someone they knew and trusted.


  The zaps of the electric shocks hurt…a lot. After the first jolt, the volunteers felt a sort of panicked dread every time they saw a red X. They were hugely relieved when the experiment ended.


  What Coan and colleagues found using brain imaging is that when a person was alone or holding a stranger’s hand as he or she anticipated the shock, the regions of the brain that process danger lit up like a Christmas tree. But when holding the hand of a trusted person, the brain grew quiet.


  The researchers believe that having a trusted other with you alters the perception of that threat. The volunteers can “take it” (i.e., do not perceive threat or danger) because they do not feel alone.118


  This research may not be surprising to you because, intuitively, having people walk with us through difficult times can lessen the pain. We know this clinically as well. A University of Toronto randomized controlled trial published in The New England Journal of Medicine found that, for patients with metastatic breast cancer, participating in supportive-expressive group therapy (i.e., a support group) significantly reduced patients’ reports of pain over time, especially if the baseline pain level was high at the time of study entry.119


  Compassion Builds Trust


  Do all of the data on the effects of having a trusted other have important implications for health care? What if health care providers are meeting a patient for the first time? Can they really play such a meaningful role for a patient?


  Actually, yes. When seeking health care, most patients confer trust in physicians, nurses, and other caregivers when they make the choice to place their health and well-being in their hands. Without trust, why would a patient ever take a health care provider’s advice or adhere to his or her recommendations? Patients want to give trust to their providers.


  But here is the catch: Trust is not automatic. A health care provider must build that trust, and one of the ways to rapidly build trust is through compassion. There is ample evidence on this in the biomedical literature.


  For example, in a study of 550 outpatients, researchers at Michigan State University found that patient perception of physician compassion was associated with higher trust in the physician.120 In a NIH-supported study of hospitalized patients, researchers at University of California San Francisco found that compassionate responses to patients by the physician had a measurable and statistically significant effect on patient rating of trust in the physician.48


  Multiple studies have shown an association between better patient experience and connecting with or trusting the physician. So a health care provider that is compassionate can readily become a trusted other for a patient. And therefore, a health care provider may be a person whose compassion and emotional support can affect patients’ experience of pain. The trust may not be automatic, but the bar is fairly low to earn it.


  In one of the first studies that demonstrated a health care provider’s compassion can actually change what is happening in a patient’s brain, researchers at Michigan State University performed a functional MRI to measure brain activity in people that underwent an experimental painful stimulus.121 The subjects were recruited from the waiting room of a primary care clinic.


  All of the study participants underwent a medical interview from a physician and were randomized to one of two study groups. In the first group, the medical interview was patient-centered, with an emotional support focus and included a 21-point compassionate care procedure from the physician.


  In the second group, it was a medical interview without any expression of compassion from the physician. Then the subjects were given a painful stimulus (electrical stimulation) while simultaneously being shown an image of the physician at the same time that a brain scan (functional MRI) was done.


  What they found was that the compassion group experienced less pain, as evidenced by 47 percent less activation in the region of the brain for experiencing pain. So the connection they made with the compassionate physician—who they just met—actually buffered the pain.


  What does this mean? Compassion from the physician imprinted upon the study subjects. The trusted other didn’t need to provide real-time compassion, such as hand holding. The compassion literally echoed from the initial visit into the later (painful) part of the experiment.


  You may ask: Besides all the experimental studies, and the study of the compassionate care of the anesthesiologist for surgical patients, are there other studies showing that compassion can buffer a patients’ pain in a real-world clinical setting? The answer is yes.


  Compassion Reduces Back Pain


  Low back pain is one of the most common reasons for seeking medical care in the U.S. Eighty percent of people will experience significant low back pain at some point in their lifetime, with 10 to 20 percent of those at risk for developing chronic low back pain and disability. Thus the scope of the problem is huge, and the toll that it takes on people is immense. Those individuals often are so debilitated by pain that they need to stop working, turning to workers’ compensation funds or disability benefits to get by.122


  Here are some noteworthy study results to consider: In a rehabilitation medicine randomized controlled trial in patients with chronic low back pain, researchers randomly assigned patients to receive either conventional physical therapy or physical therapy plus an “enhanced therapeutic alliance,” in which the therapist intentionally used a compassionate tone of voice and nonverbal behaviors—like eye contact and touch—plus statements of compassion such as, “I can understand how difficult low back pain must be for you.”123


  The outcome measures for the study were a well-validated scale of pain intensity, reported by the patients prior to and after therapy, as well as “pressure pain sensitivity,” which is the standard quantitative method for measuring low back muscle tenderness in pain research. Basically, it is a calibrated instrument that precisely measures how hard you can press on sore back muscles before the patient reports having pain.


  What the researchers found is that patients randomly assigned to the compassionate therapeutic alliance had more than double the pain relief from physical therapy, compared to physical therapy without the compassion enhancement. Further, following therapy, researchers could also press significantly harder on the patients’ sore backs without eliciting pain if they were in the enhanced compassion group.


  In another rehabilitation medicine study of two hundred patients, researchers tested the association between the quality of the patient-doctor interaction (from the patients’ perspective) and the amount of pain patients were still in six months later.124 Specifically, they measured the physicians’ affective (or emotional) quality of the interaction, a key part of which was physician compassion.


  They measured the patients’ pain and disability at the beginning of the study and again at six months. What they found was that when patients perceived high quality interaction with the physician, the improvements in pain intensity, pain frequency, and the level of functional impairment specifically due to pain were all more than double the improvements experienced by patients who perceived low quality interaction with the physician.


  So if health care providers can make a sizeable dent in all that pain, suffering, and lost productivity with compassionate care, shouldn’t they do it?


  Compassion Reduces Headache and IBS Pain


  If the evidence of the effect of compassion on back pain isn’t convincing enough, then consider the data on headaches.


  In another interesting pain study, researchers tested the association between physician compassion, as assessed by patients, and the pain experienced by patients who suffer from migraine headaches.125 They recruited patients going to neurology clinics for migraine treatment and measured the patients’ degree of disability from migraines at the time of seeing the physician and then again ninety days later, using a standardized, well-validated scale.


  They also measured the patients’ assessment of the physicians’ compassion using another well-validated survey that is the most commonly used survey instrument in compassion science research to date. It’s called the CARE measure (the acronym stands for Consultation And Relational Empathy).


  What they found was a very high level of correlation between the physicians’ performance on the CARE measure and the decrease in migraine headache-related disability experienced by the patients. So the more compassion, the lower the pain. Specifically, there was a high level of correlation between the CARE measure and the number of days with a headache, as well as intensity of the headache pain.


  One of the most interesting studies pertaining to impact on pain is in a disease called irritable bowel syndrome, or IBS. This is a chronic, potentially debilitating intestinal disorder that causes abdominal pain (along with gas, diarrhea, and constipation). It’s a fairly common problem; for example, it’s the reason for nearly a third of patient referrals to gastroenterologists.


  People with IBS can experience great suffering. There are few treatments and those that exist are only partially effective. As a result, and in an attempt to get some sort of relief, patients often turn to “complementary medicine” treatments (sometimes also called “alternative medicine”) such as acupuncture.


  But what if compassion is actually more powerful than either conventional or alternative therapies? In a randomized controlled trial from Harvard Medical School, researchers randomly assigned 262 patients with IBS to one of three treatment groups: (1) nothing (control group)—observation only; (2) acupuncture; or (3) an “augmented patient-provider relationship,” (i.e., augmented by human connection through warmth, attention, and compassion).126 For example, compassionate statements included “I can understand how difficult IBS must be for you.”


  In this third arm of the study, the providers were not allowed to give any other potentially effective treatment, like extra education, counseling, or use of a technique called “cognitive behavioral therapy.” The only things in the intervention were human connection and compassion.


  Then they measured the effects of each of these interventions on the patients’ symptom relief, symptom severity, and quality of life. Compared to observation alone, acupuncture helped a bit. But the really striking results were in the group that experienced the augmented relationship with the health care provider.


  The warmth and compassion from providers made an enormous difference! Three weeks later, the proportion of patients in the augmented human connection group that had adequate relief of symptoms, including abdominal pain, was double the proportion of patients with adequate relief in the observation-only control group. For these patients with IBS, compassionate care was a game changer.


  Another Thought to Consider


  Considering all of the data just reviewed in this chapter regarding compassion and pain—from experimentally induced pain, to post-operative pain, to back pain, to headache and IBS—showing such dramatic impact and published in distinguished scientific journals, how is it that these findings are not better known? With the number of deaths annually in the U.S. from opioid overdoses now surpassing the deaths from car crashes, deaths from guns, and deaths from the peak of the HIV crisis, shouldn’t medicine be taking a closer look at caregiver compassion as a possible component of the treatment modalities to lower opioid use, as in the studies described above?127


  So why haven’t all of these studies on compassion and pain been pulled together before? This is an example of the purpose of this book. Despite all these data being previously available in the scientific literature, all the dots had not been connected together to paint the overall picture.


  Compassion Improves Functional Impairment


  Intractable pain can certainly limit a person’s ability to function properly. So it’s not surprising that the studies above—those that showed caregiver compassion can impact the pain that patients experience—also showed that compassion improved patients’ overall functional status. That’s what they found in the back pain study, the rehabilitation medicine study, the migraine headache study, and the irritable bowel syndrome study.123, 124, 125, 126


  But there is also research on the impact of compassion on functional impairment for reasons other than pain. A synthesis of all the available data on the topic of the therapist-patient relationship in physical rehabilitation research found that a therapeutic alliance that includes an affective (i.e., emotional) bond is associated with better functional outcomes for patients.128


  Compassion for others is not just what you say.


  Among these, one study stands out from the crowd in both scientific rigor and wow factor—and it shows that compassion for others is not just what you say. This research was supported by a grant from the National Science Foundation and was a collaborative effort between researchers at Harvard and Stanford Universities.129


  In it, they studied the impact of non-verbal communication (i.e., “body language”) of physical therapists on functional outcomes for elderly patients admitted to the hospital. An admission to the hospital can be a major setback for anybody, but especially for elderly patients. After a bout of illness or injury, elderly patients often need some physical therapy in the hospital so that they can function well enough to be discharged. This study tested the impact of therapist compassion (or lack thereof) in that scenario.


  The study was rock solid in terms of scientific methodology. The researchers videotaped the elderly patients’ physical therapy sessions. Trained judges watched the video clips of the therapists’ behaviors and analyzed every move they made using validated scales for categorizing body language.


  They assessed the functional status of the patients too, not just their physical functioning—such as their ability to do activities of daily living without assistance (e.g., walking, getting to the bathroom)—but also their cognitive functioning at the time of admission to the hospital, the time of hospital discharge, and three months after hospital discharge.


  Here’s what they found after analyzing the data: Non-verbal “immediacy” (e.g., leaning in toward the patient, less interpersonal distance, making direct eye contact, and facial expressiveness, such as smiling and nodding) had a significant association with better patient functional outcomes on both physical and cognitive functioning. Likewise, non-verbal “distancing” behaviors (e.g., keeping at a distance, looking away, no eye contact, and a lack of facial expressiveness) by the therapists were associated with worse physical and cognitive functioning in the elderly patients.


  When we show people compassion and make an interpersonal connection, our non-verbal communication has to be one of immediacy rather than distancing. That’s how compassion works. You cannot show compassion for others if you seem distant.


  Clearly, compassion is not just about what you say, but also what you are communicating to people without using words. And this research shows that the effects can be profound.


  Compassion Improves Endocrine Function


  What’s the most common cause of amputation? It may surprise you to learn that traumatic injuries are only responsible for 5.8 percent of lower limb amputations in the U.S.130 The most common cause of amputations is actually diabetes.131


  Diabetes is one of the foremost public health challenges facing health care today. An estimated thirty million people have diabetes in the U.S. alone (approximately nine percent of the population).132 The estimated health care costs of diabetes in the U.S. are $327 billion annually.133


  But diabetes is equally devastating at the personal level. The human toll of diabetes includes the development of heart attacks, stroke, and kidney failure, in addition to complications from diabetes itself, which require frequent admissions to the hospital.


  Due to the effects of uncontrolled blood sugar on the nervous system, patients with diabetes are prone to developing very painful conditions in their legs. Uncontrolled blood sugar can also damage blood vessels over time and impair blood flow to the lower legs, sometimes requiring amputations. Diabetes is a common cause of major disability, and it is often an underlying cause of early death. In fact, in 2015 diabetes was the seventh leading cause of death in the U.S.134


  If it isn’t clear enough from these facts, it’s important to do what you can to prevent yourself or your loved ones from developing diabetes. For those that have diabetes, it’s vitally important to treat it appropriately to make sure you avoid the complications that can arise.


  Unfortunately, diabetes can be very challenging to treat. Although there is no cure for diabetes, control of the disease (and, specifically, control of the patients’ blood sugar) is possible. But doctors need all the help they can get. If there was a simple and inexpensive way to aid blood sugar control in patients with diabetes—even if the effects were only modest—it would certainly be worth a try. So can compassion make a difference? Yet again, the answer is yes.


  Although many of the studies in the pages to follow will include measurements of health care provider compassion from the patient perspective, it also can be informative to measure health care providers’ own beliefs about compassion, because their values and beliefs most definitely influence their behavior toward patients. Accordingly, researcher Dr. Mohammadreza Hojat and his colleagues from Sidney Kimmel Medical College at Thomas Jefferson University in Philadelphia developed an interesting research tool (survey) to measure the importance of compassion from the health care provider perspective.135


  Although the researchers called it the “Jefferson Scale of Empathy” (rather than compassion), what they were measuring definitely fits our working definition of compassion, as described in Chapter 2. So we’ll consider it to be a compassion scale from here on.


  Here’s how the tool works: It’s a 20-question survey given to health care providers that assesses their beliefs about the importance of understanding patients’ feelings and whether or not compassionate attentiveness to patients’ emotional states can influence treatment success and other outcomes (including making the patient feel better). It also measures capacity to communicate the understanding of patients’ emotional state with an intention to help.


  Basically, this research methodology measures whether or not health care providers believe that a caring relationship with patients makes a meaningful difference. The scale is very methodologically sound, and it has been well-validated.


  Now let’s look at two of their studies that measured the compassion scale in physicians who were treating patients with diabetes, to see if there was a link with better outcomes. In their first study, they examined data for 891 patients with diabetes under the care of 29 different family physicians at Thomas Jefferson University.136 All of the physicians completed the compassion scale survey. Then, based on the results, the researchers placed the physicians into one of three groups: high, moderate, or low compassion.


  They then reviewed the data for blood sugar control among these patients with diabetes, specifically the patients’ hemoglobin A1c levels in the blood. It’s a blood test that shows what a patient’s average blood sugar level has been over the past few months.


  Among patients with diabetes, the odds of optimal blood sugar control were 80 percent higher with high compassion physicians.


  What they found was that patients of high compassion physicians were significantly more likely to have optimal blood sugar control, compared to patients of low compassion physicians. In fact, the odds of optimal blood sugar control were an astounding 80 percent higher! Statistically, the researchers ran tests on the data to make sure that the association between compassion and better blood sugar control was not influenced by patient factors like age, gender, or health insurance status. So we can have confidence in the results.


  Interestingly, that wasn’t all. In these 891 patients with diabetes, the researchers found that high physician compassion also had 80 percent higher odds of optimal blood cholesterol control.


  Their second study in patients with diabetes was a bit different but, remarkably, even more compelling.137 In this study, these U.S. researchers took their physician compassion scale all the way to Parma, Italy. Why? To do a study of enormous scale.


  Italy has a national health service in which all people in the region around Parma who receive health services from the government have to select a primary care physician in the Local Health Authority. The researchers were able to tap into the Local Health Authority to enroll 242 physicians who completed the physician compassion scale. This allowed them to analyze data for all of their patients with diabetes: a whopping 20,961 patients in all.


  What they found was striking indeed. After breaking physicians down into high, moderate, and low compassion groups like they did in their earlier study, the researchers then analyzed the association between physician compassion and the most serious complications of poor blood sugar control—emergency conditions like diabetic ketoacidosis, or diabetic coma, that require admission to the hospital.


  Patients of high compassion physicians had 41 percent lower odds of serious diabetes complications.


  They found that compared to patients of low compassion physicians, patients of high compassion physicians had 41 percent lower odds of serious diabetes complications! So this large-scale study showed results that were even more remarkable than the Jefferson study. These were not just blood sugar levels that were better, these were the actual complications from high blood sugar. The reason why physicians track the blood sugar levels are to prevent complications. Complications are the endpoints that matter most.


  So what could the possible mechanisms be to explain effects on blood sugar? The short answer is that no one is precisely certain. But one possibility is that compassion affects patients’ physiology in such a way that it also affects how the nervous system influences endocrine function. (Refer back to our earlier discussion on how compassion can affect the nervous system and cardiovascular system.)


  That is, it can have a direct effect on the body in such a way that it minimizes extreme spikes in blood sugar, possibly through an effect on the levels of circulating stress hormones. Another potential mechanism is what we will discuss in Chapter 5 (better patient self-care).


  It’s possible that compassion for patients builds better rapport between doctors and patients, and this motivates patients to adhere to their medication regimen (e.g., insulin) more closely.138, 139 For example, sometimes patients will say that one of their motivations to adhering to what their physician prescribed is that they do not want to “let down” their doctor by not sticking to his or her treatment plan.


  Or sometimes compassion can help patients believe that better health is actually possible (rather than feeling hopeless), and this results in better adherence to prescribed therapy.138 All of these mechanisms could be responsible for the effects of compassion that we see in patients with diabetes, at least in part.


  But regardless of the mechanism, whether it is a direct effect on the body or it is causing patients to take better care of themselves, the association between compassion for patients and better control of diabetes is clear. Given the magnitude of the diabetes problem and the inherent challenges in treating diabetes, using more compassion in the care of diabetes patients should be a no-brainer.


  Compassion Helps Wounds Heal Faster


  For decades, scientists have known that psychosocial stress can slow the rate at which wounds heal. It was first demonstrated in a study published in The Lancet back in 1995.140 How does that work? In wounds, immune function and local tissue inflammation play a big role in regeneration and repair of injured tissues. Psychological stressors can work against proper immune function at the site of injury (called cellular immunity) and slow the healing process. In this sentinel research paper, the researchers from Ohio State University demonstrated this in a very scientifically rigorous way.


  Ten years later, in a follow-up study from the same group supported by a research grant from the NIH, the researchers tested whether emotional support from a trusted other could impact the rate of wound healing.141


  Here’s how they did it: They recruited 42 married couples who were free of any medical issues and admitted them to a research unit for 24 consecutive hours on two separate occasions. They used a standardized well-validated method to study early wound healing.


  First, they created the wounds by attaching suction cups to the forearms of the married couples and hooking the suction cups up to vacuum pressure for an hour. This created blisters on the forearm. Then the researchers popped the blisters. They checked the healing of the blisters once a day using a standardized validated technique.


  Basically, the blister wound was considered significantly healed when it stopped leaking fluid. Also, this method allowed the researchers to measure molecules in the blister fluid called cytokines that are part of the natural healing process.


  In the first 24-hour admission to the research unit, the married couples participated in a structured social support activity. They were encouraged to be emotionally connected with each other and talk about how they could grow their relationship. Then they were asked to tell the researchers the “story” of their relationship. (Sounds sort of like a marriage retreat?)


  In the second 24-hour admission, the tables were turned. This time they were asked to hash through the most conflict-producing topics in their marriage. They did not have any structured emotional support time; it was focused only on conflict. And it worked. The researchers were keeping track of “hostile” behavior by the married couples, and it was off the charts!


  What they found was that the time to wound healing was significantly shorter, specifically 17 percent shorter (five days to heal instead of six days), with the social support visit compared to the conflict visit. And that’s not all: The measured levels of cytokines in their blister fluid favored healing with the social support visit, but not with conflict. That helps to explain why the speed of healing was different. (It’s very interesting what people will subject themselves to in the name of science, isn’t it?)


  But what’s the evidence of human connection affecting wound healing in clinical medicine? Remember that randomized controlled trial of pre-operative compassion discussed earlier in this chapter? The one where the researchers randomly assigned pre-operative patients to usual care versus an enhanced compassion intervention from surgical nurses prior to having surgery?


  That’s the one where the patients’ pain scale ratings were cut by 50 percent in the patients randomly assigned to enhanced compassion.100 Well, they also measured wound healing, one month following surgery. They used a pre-defined, standardized, and well-validated scoring scale to assess proper wound healing.


  At one end of the scale was proper scar tissue formation, and on the other end of the spectrum was devitalized tissue indicating wound breakdown. The researchers found that patients randomly assigned to enhanced compassion had statistically better wound healing scores than patients randomly assigned to usual care. The pain that patients were experiencing at the site of the wound was also found to be statistically lower in the enhanced compassion group.


  Compassion Even Improves Symptoms of the Common Cold


  Earlier in the chapter, we reviewed the data on how human connection can impact the immune system and resistance to infectious disease. Specifically, we read how in the general population, human connection can be a factor in the immune response to the flu vaccine, gene expression producing chronic inflammation, and even resistance to the cold virus.90, 91, 92 Here’s another compelling study on the power of…hugs?


  In another NIH-funded study from Carnegie Mellon University that was published in the flagship journal of the Association for Psychological Science, researchers tested the power of hugs to combat the common cold.142


  It was a study of 406 healthy volunteers that assessed participants’ social support and, specifically, the number of hugs that they received over the preceding 14 days. Then they took a syringe containing the cold virus and shot it up their noses.


  Then they quarantined the volunteers and monitored them for the development of cold symptoms. What they found was that people with high stress and conflict in their life were more likely to develop an infection (as evidenced by viral replication, antibodies to the cold virus, and symptoms).


  That may not be surprising, based on the studies we reviewed earlier. But what was surprising was that the volunteer’s level of social support and, specifically, the number of hugs they received in the preceding 14 days, protected against the development of infection. In fact, 32 percent of the protective effect of social support against infection was directly attributable to hugs!


  But what is the clinical evidence that health care provider compassion for patients has a meaningful effect on their immune function?


  To answer this question, researchers from the University of Wisconsin-Madison, with support of the NIH, conducted a study in patients with, again, the common cold.143 A few pages back, we talked about the CARE measure, which is the well-validated survey that measures the compassion of the health care provider from the patient’s perspective.


  These researchers enrolled 350 patients presenting to a primary care office with the common cold. They asked the patients to complete the CARE measure for their physician and followed patients over time, measuring the duration and severity of their symptoms as well as a marker of the immune response (called interleukin-8) in their nasal passages.


  High physician compassion was associated with enhanced immune response, a one day decrease in duration of cold symptoms, and 15 percent decrease in cold symptom severity.


  Then they compared the outcomes for patients of the physicians with the highest compassion scores versus the patients of lower compassion physicians, as rated by patients. After accounting for possible confounding factors, they found that high physician compassion was associated with a doubling of interleukin-8 levels (indicating enhanced immune response), a one day decrease in duration of cold symptoms, and a 15 percent decrease in cold symptom severity. It appears that caring makes a difference…even with the common cold!


  Compassion Can Literally Keep You Breathing


  By now, you are beginning to see that science demonstrates the power of compassion for patients. Patients with medical crises like surgery, trauma, or a heart attack may have better outcomes. Patients with pain may experience relief. Patients with impaired function may recover more quickly. Patients with chronic conditions (e.g. diabetes) may have better control of their disease. Patients may heal faster. Patients may be less prone to infection.


  But one story really illustrates the power of compassion on a patient’s physiology: the ability to breathe. And, like all the data that appeared earlier, this story also comes from the medical literature. In fact, it was published as a case report.144


  On May 16, 1972, a 34-year-old man who was a few days out from abdominal surgery suddenly developed critical illness due to septic shock (i.e., a severe life-threatening infection) and was admitted to the ICU. He was clinging to life, literally. His organ systems were failing. He needed life support with mechanical ventilation.


  Surprisingly, he pulled through the acute phase in the ICU, but the fight of his life was just beginning. Although the sepsis did not kill him in those first few days, it dealt such a blow to his lungs and his strength that he simply could not breathe on his own, even after the sepsis resolved.


  He was stuck on the ventilator, totally dependent. Imagine laying in an ICU bed, flat on your back, not moving, not even being strong enough to take breaths for yourself. He had to have a tracheostomy (a potentially permanent breathing tube) surgically placed in his neck.


  He was unable to speak. His eyes watered. His lips quivered. His health was shattered. So was his spirit. In his mind he was consumed with thoughts of death and dying. He thought he would never breathe on his own again, permanently dependent on the machine.


  But, thankfully, he did make it off the ventilator. He even made it out of the hospital…120 days later. Eventually, he made a complete recovery.


  So what was the difference-maker that allowed him to pull through – to be strong enough to breathe on his own again? The answer was simple: the nurses.


  But not just any nurse, and not every nurse. It was a few special nurses that he considered his “angels.” After recovery, the man told his story:


  “After weeks of being on a ventilator in the ICU, I could tell right away when a new nurse came on duty at the change of shift and entered my room. I could tell within one minute whether or not the nurse cared.


  If it was a nurse who did not care, my heart would sink. My spirit was crushed. I lost my will, and I did not believe I would ever get off the ventilator. But if it was a nurse who cared, one of my ‘angels,’ I would instantly feel stronger. I believed I could beat this and breathe on my own again. Without my angels, I never would have made it. Their compassion is what saved me.”145


  Caring made a difference.


  Who was the man stuck on the ventilator who told his story in this published case report?


  It was Dr. Edward D. Viner, who was chair of the Department of Medicine at Cooper University Health Care for more than 20 years and now is the founding director of the Center for Humanism at Cooper Medical School of Rowan University.


  Dr. Viner has become a mentor to both of us. In fact, he helped plant the seed in our minds that we ought to study the effects of compassion in a scientifically rigorous way and make sure it is taught to medical students and physicians—to “science this up.” He is one of the reasons this book came to be.


  Dr. Viner found, through firsthand experience, that compassion for patients affects their physiology. Compassion can literally help patients have the strength to breathe, as it did for him.


  But, equally important, the nurses’ compassion also affected him profoundly in his mind. It gave him the belief that he could, in fact, recover. And this leads us to a discussion of our next topic: the psychological health effects of compassion.




  CHAPTER 4:


  The Psychological Health Benefits of Compassion


  “Our sorrows and wounds are healed only when we touch them with compassion.”


  —Buddha


  Psychiatrist Dr. Helen Riess is the director of the Empathy and Relational Science Program at Massachusetts General Hospital and a professor at Harvard Medical School. In brief, her research is focused on the science of human connection.


  In her TED Talk, entitled “The Power of Empathy”, she explains that one of her most fascinating scientific discoveries was propelled by an observation that she made, of all places, on an airplane.146 She was just settling in for a long flight from Boston, bound for the west coast. The cabin was completely quiet as the plane ascended to cruising altitude, when suddenly a piercing sound broke the silence…the shriek of a baby crying hysterically!


  We have all been on that flight before. People respond differently: some passengers try to move to another seat, some get visibly annoyed and agitated, and some brave passengers take an entirely different approach.


  Understanding how stressful it must be for the parent who is struggling to console the crying baby, these passengers offer words of support to the mom or dad. Many even do so loud enough—intentionally—so that anyone sitting nearby is encouraged to be compassionate as well.


  But a passenger response that Dr. Riess witnessed on this particular flight was not only amazing but totally unexpected. As the inconsolable baby ramped up his ear-splitting cries to echo throughout the cabin, a little boy who was barely three years old wiggled out of his seat, toddled over to the screaming baby, and offered him his own pacifier!


  “Wow,” thought Dr. Riess, “that little boy really heard and felt that baby’s distress.” And then that little boy decided to do something about it. That’s the essence of compassion.146 But what happens, scientifically, when two human beings connect in that kind of moment?


  Compassion Relieves Psychological Pain


  In Chapter 3, you learned about the effect that compassionate care can have on the autonomic nervous system. Research shows that the giver of compassion can activate the parasympathetic nervous system (for a calming effect) in the receiver of compassion, and even that their brain waves can begin to “mirror” each other.102, 103, 104, 115 But the work by Riess and her colleagues takes this concept one step further, through the use of psychotherapy.147


  Psychotherapy is sometimes called “talk therapy.” In psychotherapy, a professional therapist treats individuals with psychological disorders through specific communication techniques designed to provide insight and change attitudes and behaviors, rather than by using medications. In psychotherapy, human connection matters. Big time.


  There is much to be learned about the power of empathy by studying Dr. Riess’ work. For instance, a young woman (“Jane”) came to see Dr. Riess as a patient because she needed help with weight loss.


  She was seventy pounds over her ideal body weight. For years, other weight loss methods had not worked, so she was seeing Dr. Riess on the recommendation of a nutritional counselor, in hopes that psychotherapy could help. However, the results—even after two years of therapy—were very disappointing. She just wasn’t making any progress.


  About that time, one of Riess’ students wanted to begin a research study, one that Riess now admits she wasn’t too crazy about at the time. But like a good research mentor, Riess decided to support her student’s research idea anyway.147 That decision ended up being career-changing for Dr. Riess. Literally.


  The student wanted to measure how the autonomic nervous system of the patient and the therapist mirrored each other during psychotherapy. So they elected to use measurements of skin conductance (also called electrodermal activity) where electrodes are placed on the skin.


  These generate a tracing that shows how much activation of the sympathetic nervous system and psychological or emotional distress there is at any point in time, for both the patient and the therapist. The existence of these skin changes had already been well-studied in other medical fields. This student wanted to take it to the next level to understand the response and reaction during psychotherapy specifically.147


  Jane agreed to participate in the study. After Jane’s next therapy session, the student examined the data and immediately called Dr. Riess. “You’ve gotta see this,” he said. They reviewed the data together.


  Both of them were blown away.


  If you’d been sitting in Dr. Riess’ chair, you would’ve found this to be a very calm, “vanilla,” nothing-out-of-the-ordinary psychotherapy session. But if you considered the skin conductance data, you would have found it to be anything but normal.


  While Riess’ skin conductance showed that her emotions were even-keeled throughout, Jane’s were “off the charts” at multiple times throughout the session, indicating extremely high levels of anxiety and distress.


  But here’s the thing: You wouldn’t know it. Even Dr. Riess did not detect it (and she’s a psychiatrist trained to understand the human mind who was solely focused on Jane in that session).


  Jane was a professional with a high-powered career. She appeared to be very self-confident, calm, and composed. On the outside, anyway. But on the inside, Jane was suffering from crippling anxiety. And it never fully came to the surface, even after two years of therapy. The skin conductance data uncovered that she had been suffering…in silence.


  When Riess showed Jane the tracing and explained what the data meant, Riess was shocked by Jane’s response. “I am not surprised by this at all. I live with this every day,” she said. “But no one has ever seen my pain. Until now.” This experience moved Riess to the core. Clearly, she had been missing something with Jane.


  All the research therapy sessions were videotaped, so Riess went back and watched the video again and again, examining every detail, this time as an emotion “detective.” Riess discovered that the highest peaks on Jane’s tracings, indicating the most distress, coincided with some of Jane’s very subtle motor movements like flicking her hair or looking down at the floor, or a change in tone of voice.


  Riess began to clue in to these subtleties and their significance. Dr. Riess began to meet Jane in those moments, using a tried and true intervention—empathy.


  Every psychiatrist and psychologist understands that empathy is an integral component of effective psychotherapy.148 From that point on in therapy sessions, when Riess detected Jane’s subtle outward signs of psychological pain, she responded to them consistently—with compassion—and the two would go deeper.


  For the first time, Jane unburdened herself emotionally. She let go of many painful, never-before discussed experiences from her past. And that was when everything began to change for Jane.


  She began to exercise regularly. Her eating habits changed. And the woman who had never been able to successfully lose weight actually lost nearly fifty pounds in the following year!146, 147


  Compassion changed Jane’s life. But it changed Dr. Riess’ life too. Riess learned that with careful attention to signs that people are in psychological or emotional pain—and the ability to meet people in that pain with compassionate care—it could change everything for a patient. As a result, she is now committed to advance her empathy training to reach health care providers broadly through her organization, Empathetics.149


  We will take a closer look at Riess’ research on empathy training in Chapter 9, but for now, the take-home message is this: Empathy and compassion can impact people’s psychological health. It certainly did for Jane. And it will for countless others, too.


  That brings us to a crucial message about the psychological health benefits of compassion. In contrast to the last chapter on physiological effects, where most of the data were rooted in a clinical context—and therefore mostly applicable to the relationship between a health care provider and a patient—the data we are considering now applies to everybody.


  Everyone knows somebody who is struggling, and some people are struggling much more than others. The scope of mental health needs (for example, anxiety and depression) in society is massive and growing.150


  Although the data in the pages to follow on the psychological health benefits of compassion are taken from clinical research in the context of clinical care by a psychiatrist or psychologist, these data are just as applicable to those who are struggling with mental health all around us: our family, friends, neighbors, classmates, and coworkers. Research shows that one in five people that we meet have some sort of mental health struggle.150


  You can have a tremendous impact on someone’s psychological health.


  So when you read the data below, please don’t think that they only apply to psychiatrists and psychologists. They do not. Even though that may be where the data come from, you don’t have to be a psychiatrist or psychologist to treat someone with compassion when they are in psychological distress. Remember: you too can have a tremendous impact on someone’s psychological health.


  It may be intuitive to you that walking with people during dark times in their life and showing them compassion can alleviate their psychological pain and suffering, at least to some extent. But is there also scientific evidence for this in the literature? The answer is yes.


  Diving in to the Data


  A recent systematic review published in the Harvard Review of Psychiatry found that compassion-based interventions in psychiatry were highly effective in the treatment of patients with psychotic disorders, eating disorders, post-traumatic stress disorder, major depression, and even patients who recently attempted suicide.151, 152, 153, 154, 155, 156, 157, 158, 159, 160, 161 One of the major mechanisms of these beneficial effects is that compassion-based interventions can reduce patients’ self-criticism and shame related to their mental health condition.


  A recent, very rigorously conducted meta-analysis of the psychology literature—a study of studies, essentially—pooled the data for 21 published randomized controlled trials (1,285 participants) of compassion-based interventions.162 Here’s what these researchers found: there was a statistically significant effect of compassion-based interventions on relief from depression, anxiety, and psychological distress, as well as an increase in well-being.


  By statistical criteria, the effect sizes were substantial and also clinically meaningful. It’s important to note that these were studies where people were trained not only to be compassionate to others but also to themselves (note: more to come on the topic of self-compassion in Chapter 10). Then they tested the effects of compassion interventions on their psychological health.151, 162


  This is distinctly different from a study of physician or therapist compassion towards patients and testing the impact on patients’ psychological health. Rather, it’s about the profound effect each of us can have when we treat ourselves, and those we meet in our daily lives, with compassion.


  Moreover, this research provides important context because it strongly supports the concept that compassion can heal psychological wounds and help promote psychological well-being.


  So if compassion can achieve all of that, let’s now dive into the data that demonstrates these effects, both for patients with mental health conditions as well as for patients who have psychological distress related to physical disease (e.g., depression in patients with cancer).


  You’ll also learn about the effects of compassion on depression and anxiety specifically, as well as the effects on patient-reported quality of life and well-being. But as a starting point and common thread for weaving together all the data, it is important to first establish one thing. Of all the things that can impact one’s psychological health, there is something that rises to the top as one of the most, if not the most powerful thing: human connection.


  That’s not to say pharmacotherapy (i.e., drugs) isn’t helpful. There have been monumental advances in pharmacotherapy for mental health conditions. These scientific advances have been unquestionably life-changing for millions and millions of people.


  For some people, drug therapies have been life-saving. Drug therapies can be a godsend for those struggling with mental health disorders. But there is also scientific research showing that human connection can make a meaningful difference in one’s psychological health. In battling diagnoses like major depressive disorder and generalized anxiety disorder, or in helping someone get through a period of serious psychological distress, we need all the help we can get. But what is the evidence?


  Reopening a Scientific “Cold Case”


  You have probably heard of a “cold case” before. There was even a popular television show called Cold Case that ran for seven seasons back in the 2000s. A cold case is a crime that has not yet been fully solved but is no longer the subject of an active criminal investigation.


  But if new information emerges from new witness testimony, reexamined archives, new material evidence, innovative techniques to examine retained material evidence, or fresh activities of a suspect, a cold case can be “reopened.” It’s a very real thing that occurs in law enforcement, and, consequently, it makes for great television.


  But it’s also a real thing in science.


  Sometimes study results are published in the scientific literature, but there are unsolved aspects of the problem that the researchers are studying. The data don’t totally make sense or pieces of the scientific puzzle just don’t fit together perfectly. Certain phenomena may not be fully explained by the data.


  These things can leave scientists scratching their heads, sometimes for years. Then a new scientific approach becomes available, or maybe the scientists just realize that they need to analyze the data in a different way, accounting for factors that they did not account for the first time around.


  When this becomes necessary, they go back into the cold case files—sometimes blowing the dust off of data archives that have been dormant for years and years. They reopen the investigation to take another look.


  That’s what happened with the Treatment of Depression Collaborative Research Program (TDCRP) study that was first commissioned by the National Institute of Mental Health (part of the NIH) way back in 1985.163 One of the aims of the research was to compare the effectiveness of different approaches to psychotherapy in treating patients with depression.


  But another aim of the research was to compare the effectiveness of psychotherapy to the effectiveness of a drug therapy already known to be effective: specifically imipramine hydrochloride, a drug that is still on the market today. Ultimately, the TDCRP researchers concluded that, compared to psychotherapy, the biggest effects on depression came from the drug.164


  But that conclusion did not sit well with a group of researchers from the University of Wisconsin-Madison (UW-Madison). Why? Because the original TDCRP researchers ignored the potential effect that individual psychiatrists can have on eventual patient outcomes. The research assumed (mistakenly, as postulated by the UW-Madison researchers) that all psychiatrists are equally effective at treating depression with psychotherapy.


  So, nearly twenty years later, the researchers got access to the original TDCRP data and reopened the cold case.165 They analyzed the same data, but in a different way. There were multiple different psychiatrists providing care to the patients in the TDCRP study. The UW-Madison researchers factored into the data who the psychiatrist was (i.e., the person of the psychiatrist himself or herself) while assessing the treatment outcomes of the patients.


  In doing this, they saw—for the first time—an unmistakable pattern in the data. The original TDCRP researchers missed it.


  Although the variation in depression scores for patients in the study was affected by the drug (imipramine hydrochloride), the variation in depression scores was explained even more by which psychiatrist the patients saw. The individual psychiatrist’s effects were actually greater than the drug’s effects!


  By reopening this cold case, the researchers learned that both individual psychiatrists and drugs contribute to outcomes in treating depression. And they concluded that effective psychiatrists can actually increase the effects of drug therapy.


  The person of the psychiatrist matters—in a major way.


  Here’s a quote from the conclusion section of the cold case study:


  “The most effective psychiatrists augment the neurochemical effects of the drug. Based on these findings, it can be concluded that the person of the psychiatrist makes a difference in the response to antidepressant medication. Therefore, the health care community would be wise to consider the psychiatrist not only as a provider of treatment, but also as a means of treatment.”165


  But what was it about the psychiatrist that made him or her more or less effective than other psychiatrists? Could it be…wait for it…their compassion?


  Compassion for Others Can Alleviate Depression


  The UW-Madison study was not the only scientific cold case investigation of the TDCRP data archives. There was another—this time by researchers from Yale University.166 It offers insights into what it was about individual psychiatrists that made them more or less effective in treating patients with depression.


  As part of all the research activity in the original TDCRP study, one thing that they measured was called a “relationship inventory” from the patients’ perspective. This is the piece of data that the Yale researchers went back and focused on.


  It was a survey that measured the patients’ assessment of therapists’ (1) compassionate understanding, (2) “congruence” (i.e., whether or not the therapist made an authentic connection with the patient), and (3) “unconditional positive regard” (i.e., genuine caring about the patient). Using the patient ratings on the relationship inventory, the Yale researchers found that a compassionate connection from the therapist was a major factor in depressed patients’ response to therapy! Makes sense, right?


  Here’s another interesting finding: A University of Pennsylvania study of 185 patients undergoing cognitive-behavioral therapy for depression tested the relationship between therapist compassion and recovery from depression.167 The researchers used a well-validated compassion scale (i.e., research survey) that allowed patients to rate how warm, caring, and compassionate their therapist was.


  They also used a well-validated scale for measuring the severity of depression symptoms. The researchers were very rigorous in the analytical approach—controlling for the initial severity of depression and even accounting for the fact that severe depression could make a patient less likely to judge their therapist as compassionate—to ensure that neither of these things was a factor in the results.


  Therapist compassion had a moderate to large effect on reducing depression symptoms.


  What they found was a robust, statistically significant association between high therapist compassion and recovery from depression. Based on the magnitude of the associations observed, the researchers concluded that therapist compassion had a moderate to large effect on reducing depression symptoms.


  So this was the effect of the therapist themselves (and specifically the effect of the therapist’s compassion), not the cognitive-behavioral therapy techniques that were employed. This result is not about the treatment protocol, it was how the protocol was applied (i.e., with or without a compassionate, caring approach).


  But how? How does compassion impact depression?


  Scientists from Duke University have found that compassion can reduce feelings of hopelessness, combating demoralization.168 People who suffer from depression often perceive an inability to extricate themselves from the distressing condition, and compassionate care can help build positive expectancies for recovery.


  Accordingly, it has been said that compassion can help alleviate a patient’s “depression about depression.” In Chapter 5, you’ll learn more about how compassion can motivate patients to take better care of themselves, and depression is a prime example.


  Compassionate care can raise patient self-efficacy, which is defined as a patient’s belief that their treatment will be successful and that they will, in fact, recover and achieve good health. We know from research in cancer patients that compassionate care builds patient self-efficacy, activation, and enablement (i.e., a patient’s active involvement and participation in his or her own treatment).169 Each of these things is associated with improvement in emotional distress related to having cancer.170


  In cases where medications are used for treating depression, self-efficacy can even raise patients’ adherence to therapy. In a University of Colorado study supported by a grant from the National Institutes of Health (NIH), researchers studied patients newly diagnosed with depression who were prescribed antidepressant medication for the first time by a primary care provider.171


  The aim of the research was to assess primary care providers’ communication and the effect of what they said on whether or not the depressed patients actually took their medicine. The researchers audio-recorded the primary care office visits, and a trained researcher coded the language of the provider (i.e., compassionate or not) using validated research techniques. The researchers also assessed adherence to antidepressant therapy by measuring the proportion of days the patients actually took the medicine over the next six months.


  What they found was that, after accounting for potential confounding variables in the statistical analysis, compassionate language from the primary care clinician was independently associated with adherence to antidepressant therapy. Compassionate language was an independent predictor of whether or not the patient even went to the pharmacy to get the prescription filled in the first place!171


  Compassion can also alleviate depression that comes as a result of debilitating physical health conditions. In a study that we looked at back in Chapter 3, compassion of the physician was associated with greater reduction in patients’ pain during physical rehabilitation.124 But they also measured depression symptoms in that study and found that compassion of the physician was also associated with significantly lower depression at the time of discharge from the rehabilitation program and persisting six months later.


  Remember that physical therapy study from Chapter 3 that resulted from a Harvard and Stanford collaboration?129 It studied elderly patients requiring admission to the hospital. That was the study where “distancing” non-verbal communication by the physical therapist (e.g., physical distance, no eye contact or facial expressiveness) was associated with worse functional and cognitive outcomes for the elderly patients. Compassionate non-verbal communication (e.g., leaning in, closeness, eye contact, smiling) was associated with better functional and cognitive outcomes. Guess what? The researchers also measured depression. They found that therapists’ distancing behavior was also associated with the patients’ level of depression at hospital discharge. So, again, it’s not just what you say that matters.


  And you do not have to be a physician or therapist to make a difference. Everyone on the care team has the opportunity to make an important positive impact on a patient with compassionate care.


  In a study from the U.S. National Institute of Mental Health, researchers tested the association between the compassion of nursing home staff (specifically, nursing aides) and self-reported depression symptoms of elderly, cognitively intact nursing home residents.172


  Being a resident in a nursing home can be very hard, not only physically but also emotionally and psychologically. Depression among nursing home residents is extremely common. Here’s what that study found: the compassion of the nursing aides mattered.


  Compassion of the nursing aides was associated with lower depression in nursing home residents.


  High compassion of the nursing aides was associated with lower depression in nursing home residents. That’s fascinating, indeed. But what was most interesting is that the results depended on the perspective of how compassion was measured.


  The perspective of the nursing aides (i.e., how compassionate they thought they were) and the perspective of the nursing aide supervisors (i.e., how compassionate the supervisors thought their staff were) had no association with the nursing home residents’ depression. Only the nursing home residents’ perspective on the compassion of the nursing aides mattered.


  In other words, the perspectives of the nursing aides and their supervisors did not line up with the perspectives of the nursing home residents, and only the perception of compassion from the person who received the compassion—the nursing home resident—was actually associated with relief of depression symptoms.


  This has big implications on the use of compassion if the results are generalizable to other contexts. Providers may think they are providing compassionate care, but if patients do not agree (i.e., do not actually feel it), the impact on depression is not realized.


  These findings underscore three important things. First, for people suffering with depression, compassion matters. Second, givers of compassion are sometimes not very good at appraising the quality of their own compassion for others. The receiver’s perspective is actually what matters.


  And third, let’s remember that these were nursing aides who had the impact. When one thinks of a health care provider having a meaningful impact on patients, one typically thinks of a physician or a nurse. But here, the nursing aide wielded incredible power and had the capacity to make a meaningful difference for a patient.


  The nursing aide was powerful. The power of compassion doesn’t come from the resumé of the person providing it, it comes from the person of the person providing it. The power is in the connection, not the credentials.


  And this makes sense for the power of compassion: it doesn’t matter who holds the gun, it only matters if you get shot. Accordingly, anyone on the care team can make an impact by treating a patient with compassion.


  In another study of nursing aides in nursing homes from the University of Utah, researchers found that compassionate care by nursing aides was effective in counteracting one of the most extreme manifestations of depression among elderly nursing home residents: learned helplessness.173


  For people suffering from depression, compassion is definitely powerful. Anyone has the power to make a meaningful difference. Please don’t misunderstand the message here. People who have serious mental health conditions, including depression, should be under the care of an appropriately trained and credentialed professional. That’s a given. Compassion is not a substitute for quality care.


  The message here is different. The message is that in addition to the care of those professionals in a formal role, the rest of us also have a tremendous opportunity to impact one’s psychological health. And the data backs that up.


  Think of the most severe—the most lethal—manifestation of depression: suicide. Now think back to the story from Chapter 1 about the suicidal man walking to the bridge. In his suicide note, he said that if just one person, any person, would show him compassion with nothing more than a smile, he would not go through with it. He would not jump. Again, this was what it said in his suicide note:


  “I’m going to walk to the bridge. If one person smiles at me on the way, I will not jump.”52


  It didn’t have to be a licensed psychiatrist or other mental health professional that saved him with an act of compassion, it could have been anyone. When it comes to the suffering of depression, anyone (and everyone) has the power to change a life.


  Compassion Can Alleviate Anxiety


  “…and as I left his offıce, he said, ‘You know, you have a very bad disease, but we are going to take care of you.’ The doctor-patient relationship was incredibly therapeutic and reassuring. I had no qualms, no doubts with putting my life in his hands. I had full confidence in his expertise, his concern and emotional support.”


  —Breast cancer survivor97


  In Chapter 3, you learned how a giver of compassion can harness the autonomic nervous system of the receiver of compassion, activating a receiver’s parasympathetic nervous system, and therefore inducing a calming effect.102, 103, 105 But those were experimental studies in healthy volunteers.


  What is the evidence that compassion reduces anxiety in patients?


  Researchers from Johns Hopkins University studied this phenomenon through a randomized controlled trial in 210 women, the majority of whom were breast cancer survivors.97 The study participants were given a consultation from an oncologist. Then the researchers used a validated scale of patient anxiety as their main outcome measure. (If you’ve ever had a cancer diagnosis—or known someone who has—you’ll understand why that’s a pretty important outcome measure.)


  The researchers wanted to be extremely rigorous about the research, so they made sure that all the research participants were receiving the exact same intervention (i.e., a standardized consultation from an oncologist). They scripted an informational consultation session with an oncologist and videotaped the oncologist presenting the information.


  The information the oncologist shared was about metastatic breast cancer and included a discussion of what it means to go on chemotherapy treatment: reviewing its risks and benefits, the probabilities of short- and long-term survival, and the probability of side effects. It was just the facts—all business. No emotional support component. No compassion. That is the video that the control group (i.e., “standard care” group) watched.


  But then they scripted and videotaped a consultation session—with the same oncologist who shared the exact same information—that was also infused with compassionate language, interspersed before and after all the technical information. That’s the video that the intervention group (i.e., the “enhanced compassion” group) watched. The researchers measured the study subjects’ anxiety levels before and after the consultations and then compared the effects of standard care versus enhanced compassion.


  The first finding from this study was that the women who participated had a huge amount of anxiety inside them, no matter how calm they may have appeared on the outside. In fact, 57 percent of study subjects enrolled in this research scored above the 75th percentile for anxiety (compared to the general population), and 18 percent of them scored in the 99th percentile. Understandable, of course, given what a patient with breast cancer goes through.


  As expected, participants in the enhanced compassion group were more likely to believe that the oncologist cared deeply. But here is the more noteworthy finding: at the end of the videotaped consultation, the participants randomized to the enhanced compassion group were measurably and statistically significantly less anxious than those in the standard care group!


  There are other fascinating findings from this study that we’ll share later, but for now it’s important to understand that compassionate statements from a health care provider can reduce patient anxiety in not only meaningful, but measurable ways. Numerous other studies consistently support this, including studies in physical medicine and rehabilitation, studies on breaking bad news to patients, and studies in primary care.124, 174, 175, 176


  One study calculated the cumulative value of every single compassionate statement from the physician in terms of impact on patient anxiety.48 It was a NIH-sponsored study from the University of California San Francisco.


  The patients in this study had been admitted to the hospital and were under the care of a hospitalist (i.e., a physician who specializes in hospital medicine). Using a validated scale to measure patient anxiety and a validated methodology for measuring the number of compassionate statements to patients by the physician, what they found was eye-opening.


  First of all, the anxiety level for patients admitted to the hospital was very high, which is not at all unexpected. Regardless of how much anxiety they were exhibiting on the outside, they were definitely feeling it on the inside.


  But second, and most importantly, the researchers found that for each compassionate statement from the hospitalist to patients, the patients’ level of anxiety decreased by 4.2 percent. So, for example, if a hospitalist made three compassionate statements to a hospitalized patient, the patient’s anxiety level (on average) decreased by 12.6 percent. Therefore, every statement of compassion can have a measurable, incremental effect.


  The power of compassion is not a binary thing; the power of compassion is cumulative.


  The research shows that the power of compassion is not a binary thing; the power of compassion is cumulative! More compassion equals more power.


  Compassion Can Alleviate Distress and Improve Quality of Life


  If you are a patient with cancer, not only can compassion reduce anxiety in measurable ways, as we saw in the Johns Hopkins randomized trial that was focused on breast cancer patients, but it can also alleviate patients’ psychological distress. Unfortunately, in some cancer patients who have a poor prognosis for survival, this may be the only outcome they can hope to improve.


  In research studies, there are validated survey instruments to measure the amount of psychological distress that a patient is experiencing. In a study of 454 cancer patients receiving treatment in an outpatient oncology practice, researchers found that higher physician scores for compassion during the consultation (as rated by patients) were associated with lower patient emotional distress following the consultation.170


  A 2012 systematic review of 39 studies in cancer patients found that high clinician compassion was associated with lower psychological distress, and one of the mechanisms for lower psychological distress was better psychological adjustment to a cancer diagnosis.177, 178, 179


  Psychological adjustment (or adaptation) to cancer has been defined as an ongoing process in which the patient tries to manage emotional distress, solve specific cancer-related problems, and gain mastery or control over cancer-related life events. Adjustment to cancer is not a single event, but rather a series of ongoing coping responses to the multiple tasks associated with living with cancer.180


  A compassionate physician-patient relationship is known to be an important factor in a patient’s adjustment to a cancer diagnosis, and subsequently this is associated with less psychological distress.
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   This improved psychological adjustment can also result in improved emotional quality of life.181


  Another study in cancer patients found that out of all aspects of the doctor-patient relationship, the patients’ quality of life was most clearly predicted by the “affective” (i.e., emotional) quality of the relationship with the physician.182 A German study of 710 cancer patients also found the same thing; physician compassion (as rated by the patients) was associated with less depression and improved psychological quality of life for patients with cancer.169


  The effect of caregiver compassion on quality of life in cancer patients perhaps should not be surprising, in light of the decades of available data on the effects of patient support groups (i.e., supportive-expressive therapy that takes place in a group). Researchers from Stanford University who have published extensively on this topic have found that support groups result in improved mood and better coping, which are two of the major factors that make up psychological well-being and improved quality of life.183 If compassionate relationships with peers in patient support groups make a difference for cancer patients, it is logical that compassionate relationships with health care providers over time could make a difference too.


  But these patterns in the data are not just limited to patients with cancer. Compassionate communication by clinicians has been associated with lower emotional distress in patients in primary care as well.184, 185


  For example, in a randomized trial from Johns Hopkins University that was conducted in 69 primary care physicians and 648 of their patients, researchers randomized physicians to an education program of “emotion handling” communication skills versus no education (control). They found that patients of physicians randomized to enhanced emotion handling had significantly lower emotional distress that was sustained out to six months.185


  In a U.K. study of patients with low socioeconomic status in a primary care clinic, the researchers found that primary care physician compassion (as rated by patients) was associated with improved patient well-being up to one month following the visit.186 There are very few medications and treatments that remain effective for so long after just one dose!


  What about Post-Traumatic Stress Disorder (PTSD)?


  Here’s a thought: could compassion also be an effective way of preventing post-traumatic stress disorder (PTSD)? While this idea has not yet been proven, it is currently being investigated in promising new research.


  PTSD is a relatively common psychiatric disorder characterized by distressing re-experiencing symptoms, effortful avoidance of trauma reminders, and physiological hyperarousal diagnosed in individuals who have been exposed to a traumatic event. It takes an enormous toll on sufferers. It is not only associated with reduced quality of life but also the development of additional serious health conditions over time.187


  Furthermore, it is associated with greater health care costs and an inability to return to work. Accordingly, the World Health Organization has raised awareness of the clinical, social, and economic toll of PTSD and has called for innovative approaches to prevent it. In short, PTSD is a serious public health problem.


  Historically, PTSD was described in soldiers exposed to the trauma of combat. They would come back from war with deep psychological wounds that would manifest with a myriad of symptoms including behavioral changes (e.g., agitation, irritability, hostility, hypervigilance, self-destructive behavior, or social isolation), psychological changes (e.g., flashbacks, fear, or severe anxiety), mood changes (e.g., loss of interest or pleasure in activities, depression, or loneliness), sleep disturbances, unwanted thoughts, or emotional detachment.


  More recently, researchers have made another very interesting discovery. Many other forms of psychological trauma (besides combat) can result in PTSD. For example, it is now well established that people who experience life-threatening medical emergencies and critical illness can also develop PTSD symptoms.188, 189, 190 It’s quite common.


  This explains, at least in part, why people who go through serious illnesses can have deep, lasting psychological trauma from their experience. You may know someone who went through a serious medical crisis and, even though they eventually recovered from a physical standpoint, they were never quite the same from a psychological standpoint.


  This is now an area of intense research focus for two researchers from Cooper University Health Care and Cooper Medical School of Rowan University. Dr. Brian W. Roberts, an emergency physician and NIH-funded clinical researcher, studies resuscitation, the science of essentially bringing patients back to life after their heart stops. Dr. Michael B. Roberts is a clinical psychologist with extensive experience in treating and researching PTSD. In case you’re wondering—yes, they are related. Actually, they’re brothers. And the Brothers Roberts have a fascinating hypothesis.


  Like all good hypotheses, theirs started with a careful observation. First, they performed a systematic review of the medical literature on treatments for patients who develop PTSD after going through life-threatening emergencies and surviving critical illness.187 What they found is that there are some effective psychological treatments for PTSD. But their more striking finding was this: the earliest interventions (i.e., interventions applied earliest in the hospital course) appeared to be the most effective.


  But why would that be?


  The Brothers Roberts believe they know the answer. The earlier a psychological intervention is applied—as close as possible to the psychological trauma, or, ideally, during the psychological trauma—the higher likelihood that the intervention can actually prevent the development of PTSD, rather than just treating it after the diagnosis is made.


  In their systematic review, they found that all of the published research used psychological interventions to treat PTSD when the patient was in the recovery phase of their critical illness—well after they suffered the psychological trauma of the medical emergency. So the psychological trauma had already set in, and the treatments were aimed to reduce the PTSD symptoms. Maybe it was already too late. Perhaps the psychological damage was already done.


  Imagine for a moment how terrifying it must be to be brought in to an emergency department with a life-threatening emergency. You might be wide awake and able to hear everything that is going on around you in frantic attempts to save your life. You may be acutely aware the entire time that your life is actually hanging in the balance.


  The Brothers Roberts believe it is in that moment that much of the psychological trauma is occurring. Therefore, rather than waiting until the recovery phase of critical illness to do something about it, why not intervene during the psychological trauma, right there in the emergency department? Instead of treating PTSD after the fact, perhaps caregivers could intervene while the traumatic event is actually occurring in a way that makes the life-saving emergency phase of therapy not as terrifying and traumatic for the patient.


  Accordingly, the Brothers Roberts want to prevent PTSD, rather than just treat it, transforming a patient’s experience of emergency care so that psychological trauma does not actually occur. Think of it as preventive medicine, but in a hospital’s emergency department rather than a doctor’s office.


  But what type of early intervention in the emergency department could make a life-threatening medical emergency less traumatic for a patient’s psyche? What about…compassion? For the compassion hypothesis, the Brothers Roberts made two more observations. First, they went back to the medical literature and found that there already is compelling data that compassion can be effective for the treatment of PTSD.


  This is research from the psychology scientific literature in a different context. It focuses on training PTSD patients in self-compassion and compassion for others as a treatment for their own PTSD.155, 156 Nonetheless, it supports the concept that in PTSD compassion can make a difference.


  But the second observation was clinical, and it came from the practice of pediatric emergency care. When an ambulance brings a child to a busy emergency department due to critical injury or illness, the emergency care team often calls for a special type of consultation from a child life specialist.


  A child life specialist is a highly trained medical professional who is an expert in working with children who are in terrifying circumstances. They are experts in the psyche of a child and how to make things less traumatic, so that they do not develop long-term psychological damage from what they are going through. One of the main methods by which child life specialists accomplish this is through tender care and compassion.


  In the midst of all the craziness that goes on in a busy emergency department, child life specialists speak to the children in soft tones. They use gentle touch.


  They reassure the children that the caregivers are going to take good care of them. They connect emotionally. They use compassion to soothe the child, alleviating their fear, and making the entire experience less scary.


  It is intuitive that we would not want children to have nightmares of their traumatic event after they recover physically. That’s why emergency care providers call in child life specialists. We don’t need randomized controlled trials—it’s just common sense.


  So if it is intuitive to do this for children, why isn’t it also intuitive to do this for adults? We already know that adults who face life-threatening emergencies and critical illness suffer nightmares. In adults, it’s called PTSD.


  The Brothers Roberts’ hypothesis is that, for patients with life-threatening medical emergencies, compassion during the traumatic experience in the emergency department can reduce patients’ perception of a life threat—reducing their fear—and ultimately preventing the development of PTSD.


  They’re testing that hypothesis right now in the emergency department at Cooper University Hospital. Specifically, they are testing whether or not a compassionate care intervention (i.e., a specially trained medical professional using a standard operating procedure for compassionate care) can reduce fear, perceived life threat, and the subsequent development of PTSD in adults going through a life-threatening medical emergency.


  We won’t know the results for a while. But if the hypothesis is confirmed, given that compassionate care is relatively simple and scalable (not to mention low cost), this novel line of research has the potential to change the approach to emergency care worldwide.


  How Patients Do May Depend on How They Believe They Will Do


  It’s about hope. For patients, hope is a vital element of the process of recovery. Hope gives patients the strength to carry on in the face of adversity.


  And hope is not just vital in terminal or life-threatening diseases, but in all serious conditions. For example, a patient with obesity must have hope that he or she can actually lose weight. A patient with uncontrolled diabetes must have hope that his or her diabetes can actually be controlled.


  Patients give up when they lose hope, and that has major implications for health and disease. But let’s be clear about one thing: we are not talking about false hope here. False hope is when a patient has hope for a good recovery when science says it’s not at all possible. This scenario is actually very common in medicine.


  Imagine a patient with cancer who finds out that her tumor has already spread throughout multiple organ systems and science says with 95 percent certainty that it will be fatal within a short time, but the patient still believes that a cure is possible. In that case, what should a physician do? It’s actually somewhat controversial in medicine.


  On one hand, if that false hope is keeping the patient’s spirits up (and perhaps that’s all they have left in terms of quality of life), then it could be in the patient’s best interest not to dash the patient’s hope. On the other hand, one could argue that talking to the patient to readjust their expectations for recovery might be the most ethical thing to do, because it could help them spend their time differently in whatever time they have left.


  It’s a challenging situation, and there are many valid opinions about what physicians should do. But one thing is clear: it would certainly be unethical for a physician to intentionally give a patient hope for recovery when science says it is impossible. Almost everyone can agree on that.


  But that’s not what we are talking about here. We are not talking about false hope; we are talking about real hope.


  Just as every physician has had the experience where patients have false hope in the face of incurable disease, almost every physician has also had the opposite experience. Patients who have a very real chance of recovery from whatever they are facing, but have already given up hope. Often this hopelessness can be a manifestation of depression. That’s understandable. Patients with serious physical health conditions often slip into depression, and it can sometimes make them believe (incorrectly) that recovery is not possible.


  Like the false hope scenario, this “no hope” scenario (zero expectation for recovery in the face of treatable disease) is also quite common, actually.


  Common? Yes. But does it matter?


  Yes, it does. But before we take a look at data on recovery expectations (i.e., hope) and clinical outcomes, there is an important caveat to keep in mind. Since depression may affect recovery expectations, it is important for research studies to account for the presence of depression in their analyses. That way, they can be sure that their results are the effects of recovery expectations specifically, independent of any effect of depression. In other words, for there to be compelling data that recovery expectations matter (i.e., hope matters), it would have to be over and above any effect of depression on outcomes.


  Just as importantly, the research would also have to adjust the analysis for things like age, disease severity, and presence of other medical conditions, so that those things are not a factor in the results, in order to specifically hone in on the effect of patients’ hope for recovery.


  That’s the very careful approach that researchers from Duke University took in a fascinating study of coronary heart disease patients conducted over nearly two decades and published in 2011 in Archives of Internal Medicine.191 The researchers enrolled 2,818 patients who were admitted to the hospital for a coronary event (e.g., heart attack) and underwent cardiac catheterization, a procedure where a cardiologist threads a wire into a patient’s heart arteries to assess for blockages.


  Prior to discharge from the hospital, the researchers assessed patients’ expectations for recovery (i.e., hope for a good outcome) using a well-validated scale. What they found, with up to 17 years of follow-up assessment, is that expectation for recovery was strongly associated with survival!


  At the ten-year mark, survival in the patients with the highest recovery expectations—the most hope for a good outcome—was nearly double the survival among patients with the lowest recovery expectations (the least hope for a good outcome).


  How patients believe they will do can be a major factor in how they actually do.


  Keep in mind, these results were determined after using statistical tests to remove the influence of age, disease severity, concurrent medical conditions, and depression. In short, how patients believe they will do can be a major factor in how they actually do, including whether or not they survive!


  [image: image]


  Figure 4.1: Recovery Expectations and Survival in Coronary Heart Disease: Patients who have the highest recovery expectations (i.e., most hopeful) are most likely to survive the longest. (curve 4=most hopeful; curve 1=least hopeful)


  Source Archives of Internal Medicine


  (Barefoot, Brummett et al. 2011)


  In one systematic review of the medical literature, researchers from the University of Toronto identified that 94 percent (15 out of 16) of the published studies on patients’ recovery expectations found an association between better recovery expectations and better clinical outcomes.192


  Therefore, based on the available scientific data, one can conclude that hope matters. Belief in recovery matters. So what does all this have to do with compassionomics? The answer is: everything.


  Compassion from health care providers can have a major impact on patients’ hope for recovery. A randomized controlled trial conducted with primary care physicians found that when physicians’ positive communication is specifically intended to raise recovery expectations, it is effective.176 However, they found it is effective only if it is compassionate communication. Compared to a cold, impersonal communication style from the physician, the boosting of recovery expectations was far more effective when the physician was warm and compassionate.


  It makes sense, right? As you learned in Chapter 3, when people show us compassion, it has physiological effects on our nervous system and quells our fears. And we know from experience, when people care deeply about us and show us compassion, we feel encouraged. It buoys us up with hope. It can shift our entire mindset.


  When patients are struggling with hope, and are far more pessimistic about the trajectory of their health than the scientific facts of their illness would support, compassion can help patients “see it”…see their recovery as something possible.


  Compassion can also motivate health care providers to go the extra mile to help patients understand their illness better. Sometimes patients’ poor recovery expectations (having no hope for a good outcome) are the product of a lack of understanding, at least in part.


  Sometimes taking the time to communicate better is the greatest act of compassion that a health care provider can give.


  Taking the time to sit down and explain the medicine in a way a patient can actually understand can make a major difference. Sometimes taking the time to communicate better is the greatest act of compassion that a health care provider can give.


  Also, it is important to again emphasize that patients’ poor recovery expectations may be a manifestation of depression. You’ve already seen data from many rigorously conducted scientific studies showing how compassion for patients can alleviate depression. So, by extension, compassion can also boost patients’ hope for recovery.


  We have seen the data for having no hope and how it can have a major negative effect on one’s health, even survival. When patients have a reasonable chance for recovery, but have already given up hope, it is a health care provider’s responsibility to do something about it, to go the extra mile to get patients the help that they need.


  Science shows that hope matters. And science shows that compassionate care can be a powerful restorer of hope.


  Compassion Makes the Unbearable Bearable


  Kenneth B. Schwartz was a special person. In fact, without ever knowing it or ever intending to, he started a movement.


  After receiving a diagnosis of advanced lung cancer in November 1994, this 40-year-old, non-smoking, health care attorney with a wife and two-year-old son could have faced his diagnosis with bitterness or anger. Instead, he did something truly extraordinary—something that continues to echo throughout hospitals and health systems across the country and has impacted innumerable lives 25 years later.


  It all started with an observation that he made. Then he wrote about it in a Boston Globe Magazine article, entitled “A Patient’s Story.”193


  He observed that, as harrowing as his ordeal was, it was also punctuated by moments of exquisite compassion from his health care providers. He was struck by how that compassionate care could transform his experience and actually alleviate his suffering.


  As he wrote in that Boston Globe Magazine article, compassion makes “the unbearable bearable.” He described his caregivers as people who willingly and intentionally crossed the usual professional barrier between health care provider and patient (he called it the professional “rubicon”) so they could know Schwartz as a person. They took a personal interest in him.


  He also spoke of one physician scientist, Dr. Kurt Isselbacher, who was a renowned expert in clinical trials and director of the cancer center at Massachusetts General Hospital. Isselbacher was helping Schwartz navigate which experimental therapy might be the best to try in order to extend his life. He was a famous researcher, but he also cared about Schwartz and touched him with great compassion and gave him hope.


  Not false hope, mind you, but real hope. The kind of hope that came from Isselbacher’s real experience on the cutting edge of treating cancer.


  Schwartz wrote this about him: “I was especially affected because such hopefulness was not coming from a faith healer, but a distinguished researcher.”


  To Isselbacher, science and compassion were not mutually exclusive. They were complementary, even synergistic. It was not an “either/or,” it was an “and.”


  Schwartz also wrote this about his experience:


  “In my new role as a patient, I have learned that medicine is not merely about performing tests or surgeries or administering drugs. These functions, important as they are, are just the beginning. For as skilled and knowledgeable as my caregivers are, what matters most is that they have empathized with me in a way that gives me hope and makes me feel like a human being, not just an illness. Again and again, I have been touched by the smallest kind gestures…a squeeze of my hand, a gentle touch, a reassuring word. In some ways, these quiet acts of humanity have given more healing than the high-dose radiation and chemotherapy that hold the hope of a cure.”


  For Schwartz, compassion was not just a “nice to have.” It was not just a moral imperative for caregivers. Not from his vantage point. To him, compassion was vital medicine. It changed everything.


  Sadly, Schwartz died in September 1995, less than a year after his diagnosis. But his message was powerful, and it resonated with people. That powerful message would echo for decades—far beyond what Schwartz could have ever known—in “Schwartz Rounds” conducted in lecture halls and conference rooms in hospitals all across the country.


  Schwartz Rounds are a regularly scheduled time where health care providers convene to discuss the social and emotional issues they face in caring for patients and families and to share their experiences and feelings on topics drawn from actual patient cases. Schwartz Rounds have been shown to improve health care providers’ ability to give patients the compassionate care that they need.


  Schwartz Rounds are made possible by the Schwartz Center for Compassionate Healthcare, which Schwartz founded just before his death. Today, the Schwartz Center has over 550 participating hospitals and health systems, not only in the U.S., but also in Canada and the U.K. The Center supports 200,000 health care professionals each year, by providing education and resources and convening regular conferences to advance compassionate care.


  In summary, you’ve learned about the psychological health benefits of compassion in these recent pages. You saw compelling data that compassion can alleviate psychological distress and, specifically, that it can alleviate symptoms of depression and anxiety. You learned how compassion can improve quality of life and well-being and can foster hope…the kind of hope that people need to carry on.


  But all of this scientific research for impact on psychological health really just comes down to the words of Kenneth Schwartz, which continue to echo today as much as they did back in 1995: Compassion “makes the unbearable bearable.”




  CHAPTER 5:


  Compassion Motivates Patient Self-Care


  “People don’t care how much you know until they know how much you care.”


  —Theodore Roosevelt


  Home health nurses work a little differently than nurses do in other settings. They provide care right in patients’ homes. Guess what they typically do first when getting to know a new patient?


  It’s not bringing in equipment to make the patient’s home more like the hospital or clinic. Nor is it setting up some kind of command center of monitoring or communication. What they do first is quite simple: they gather up all of the medication bottles throughout the house, put them all on one table, and reconcile the medications in the house with those prescribed to the patient.


  Why is this so important? Because they need to see how many pills are left. So often, patients are not actually taking the medications that they have been prescribed. That’s called “nonadherence” to prescribed treatment. It’s a huge challenge in both medicine and public health.


  Adherence is defined as the extent to which patients are able to follow treatment recommendations from health care providers. Nonadherence is, of course, the opposite: patients not following treatment recommendations.


  The most common example of nonadherence is when a patient is supposed to be taking prescribed medication but is not taking his or her pills. But nonadherence can be about much more than just not taking medication. It’s also a factor with other treatments, like patients with kidney failure who do not show up for scheduled dialysis treatments. Or when a physician recommends that a patient modifies a certain behavior—like quitting smoking, losing weight, or exercising regularly—but that patient doesn’t follow through.


  All of the things above add up to the concept of patient self-care. That is, the ways in which patients take care of themselves when they are not with a health care provider. Self-care is patients’ ability to be diligent in caring for themselves in all the hours that health care providers aren’t directly involved.


  Think about it: A physician typically sees a patient for just a few hours in a year. But what about the other 99.99 percent of the time? The question becomes: how well will patients adhere to treatment recommendations during all the other hours when they are not face-to-face with their health care providers? For chronic diseases like diabetes or high blood pressure, succeeding in achieving health goals is all about a provider’s ability to engage a patient in self-care.


  Compassion Promotes Adherence


  A physician can be the smartest doctor in the world and know just the right intervention to prescribe, whether it’s a pill, a surgery, or a lifestyle change. But what good is it if the patient doesn’t do it? If a patient doesn’t take the medicine or follow through on a recommended therapy, how will he or she ever heal?


  Former Surgeon General C. Everett Koop once summed it up like this:


  “Drugs don’t work in patients that don’t take them.”


  A recent New York Times article called patient nonadherence to therapy an “out of control epidemic.”194 That’s because the numbers are staggering. Rigorous research shows that people who are prescribed medications typically take only about half of their prescribed doses.195


  Other research sponsored by the AHRQ and published in the Annals of Internal Medicine found that patients with chronic disease fail to take their medications as prescribed half the time.196 They also found that 20 to 30 percent of medication prescriptions are never filled in the first place. In other words, the patient had no intention of ever taking them.


  Nonadherence to prescribed therapy in patients with chronic disease accounts for $100-300 billion in avoidable health care costs annually in the U.S. alone.


  It’s a huge problem, especially from a public health perspective. Because the downstream effects of people not taking their medicine are, to some extent, avoidable. Patient nonadherence results in poor control of disease which leads to avoidable complications and hospital admissions. In fact, research shows that nonadherence to prescribed therapy in patients with chronic disease accounts for $100-300 billion in avoidable health care costs annually in the U.S. alone.196, 197, 198 We will dive more into costs in Chapter 7.


  But the consequences of nonadherence are even more sobering when it comes to affecting patients’ lives. Chronic diseases will progress if left unchecked, leading to worse long-term health outcomes, morbidity and even mortality.


  It is important to recognize that patient nonadherence to therapy is an extremely complex and multidimensional health care problem. Researchers have identified numerous complex factors that contribute to nonadherence including socioeconomic factors, a patient’s ability to pay for medications, patient beliefs about taking medications (e.g., “I’m not a ‘pill person’”), and patient motivation.


  Other things that factor in include cognitive impairment, a patient’s lack of understanding about his or her disease, how complicated the instructions are, and side effects of the drug, among others. Every patient and situation is unique.


  As a result, there is no one single “magic bullet” to effectively address the challenge of nonadherence.198 However, there are tools and strategies to promote patient adherence to therapy that can help. Given the enormous magnitude of the problem—up to $300 billion in avoidable health care costs annually in the U.S. (and the corresponding human toll)—even small improvements in nonadherence can have enormous impact.


  Let’s look at the causes of nonadherence that are the most easily modifiable, especially the ones that can be widely disseminated at a low cost of implementation. Does such a low cost, easily implemented intervention exist that can modify such a high impact problem? Yes, it does: it’s the patient’s belief that somebody cares.


  Alternatively, the belief that nobody cares leads to nonadherence. Without question, the belief that someone cares is a powerful driver of patient self-care. Primary care physicians are reminded of this on a regular basis. Patients with chronic diseases who are successful in adhering to their treatment regimen and achieving health goals often credit a spouse or other loved one as the main reason. They say, “I do it for my wife” or, “I do it for my son.”


  Or, they may express it as not wanting to let down or disappoint the loved one who cares about their health. Sometimes they express it as fear of their loved one’s wrath if they slip up and fail to strictly adhere to therapy. But the common denominator is that they know somebody cares that they take their medicine. Science shows that social support is a key determinant of adherence to therapy in patients with chronic illness.199, 200 When patients know they are not in it alone, it motivates them to take better care of themselves.


  Here’s the flip side: If patients believe nobody cares that they achieve a health goal—like control of a chronic disease—then they may be less motivated to heal. They may be less adherent to prescribed therapy. This can occur even in the absence of overt depression or loneliness. Even if patients intend to adhere to therapy, they may be less strict about actually doing so if they believe it doesn’t really matter to anyone else.


  It probably makes sense that care from loved ones makes a difference in patient self-care, but what about caring from health care providers? Are there data that health care providers’ compassion for patients can also be a difference-maker for patient self-care?


  Absolutely. If health care providers care deeply about patients, and the patients feel that, they are more likely to take their medicine.


  Know Me as a Person


  There have been remarkable scientific advances in the treatment of many diseases over the past thirty years, and one of the most striking of these is in the treatment of Human Immunodeficiency Virus (HIV). Once considered a death sentence, HIV is now very treatable with advances in antiretroviral therapies. With tight control of their disease, patients who are HIV-positive can now live to a ripe old age. When they die, the cause of death may be one of the common natural causes associated with old age, rather than HIV itself.


  But the vital ingredient to success in controlling HIV disease is clear: it’s patient adherence to antiretroviral therapy. They have to take their medicine every day. Even a little bit of nonadherence can allow their disease to get out of control, with serious health ramifications. But if they strictly adhere to their medication, the virus can be completely suppressed.


  So, what do you think? Could a compassionate connection between a patient and their health care provider have a meaningful effect on HIV disease—a disease where patient adherence to therapy is especially vital to health outcomes? That’s precisely what researchers from Johns Hopkins University wanted to find out. Specifically, they wanted to learn what happens when patients believe that their health care provider knows them as a person.


  In a study of more than 1,700 patients with HIV, the researchers asked patients to respond “yes” or “no” to the question: “Does your HIV provider really know you as a person?”201 They tested the association between three things: being known as a person, adherence to medications, and viral load (which is the number of copies of HIV virus that is measurable in the blood).


  They tested this association because the viral load is the best indicator of whether or not a patient’s HIV disease is controlled. If the virus is completely suppressed, their viral load will be undetectable in the blood (i.e., no copies of the HIV virus can be found). They adjusted the analysis for a number of potentially confounding factors, so we can have confidence in the results. What they found was nothing short of astounding.


  When providers knew their HIV patients “as a person”, the patients had 33 percent higher odds of adherence to therapy and 20 percent higher odds of no detectable virus in the blood.


  Being known as a person was independently associated with 33 percent higher odds of adherence to antiretroviral therapy. But that’s not all; being known as a person was also independently associated with 20 percent higher odds of having no detectable HIV virus in the blood!


  Why? In Chapter 4, you were introduced to the concept of self-efficacy. That’s a patient’s belief that a treatment can be effective and that health goals can really be achieved. It’s a patient’s belief that a therapy not only will work, but also that they can adhere to the therapy and successfully complete the treatment.


  In the Johns Hopkins study, the researchers also measured patient self-efficacy. Specifically, they asked patients if they believed adherence to therapy could help them live longer. They found that patients who believed that their HIV provider knew them as a person also were more likely to believe that HIV medication could help them live longer. In fact, compared to patients who did not feel known as a person, the proportion of patients who believed the medications could help them live longer was 39 percent higher among those who said their health care provider knew them as a person.


  Those results on enhanced patient self-efficacy are corroborated in another study of patients with HIV conducted at the University of Virginia.202 In this one, researchers recorded medical interviews of 435 patients with HIV by 45 physicians in four different outpatient centers to examine the relationship between the amount of compassion the physicians expressed and their patients’ belief that they could successfully adhere to antiretroviral medication (i.e., self-efficacy). They found that, compared to patients of the physicians with the lowest compassion, patients of the physicians with the highest compassion had more than double the odds of believing that they could successfully adhere to the prescribed regimen.


  So, in short, a compassionate bond in which the health care provider really knows a patient as a person can help HIV-positive patients believe their medication will work so that they really do take their medicine and clear the virus from their bloodstream. This compassionate bond between the health care provider and the patient is like the “glue” that binds it all together: self-efficacy, better adherence, and better outcomes.


  But there’s one more important thing to note from the Johns Hopkins study: in addition to better adherence and clearing the virus from the blood more effectively, being known as a person was also associated with HIV patients reporting higher scores for quality of life!


  Wendy’s Story


  This improvement in quality of life was just the experience of Wendy, a transgender woman who was diagnosed with HIV many years ago.


  Wendy experienced a tremendous amount of pain in her life. In transitioning from male to female, her family disowned her. To escape the pain of rejection, she moved from her home in California to the East Coast, but again she was treated very cruelly by many people who did not accept her.


  Wendy even felt a lack of acceptance from her HIV health care providers who would often, very carelessly, refer to her as “he” when speaking to other staff members in the clinic. It cut her to the core every time it happened. As a result, Wendy did not feel connected to any provider, and she had no consistency in her HIV care. She must have seen dozens of different providers in different HIV clinics over the years.


  The disrespectful way in which she was often treated in the clinic affected her behavior. It would not be unusual for her to act out in a disruptive manner in the waiting room if she felt that she had to wait too long. As a result, she was labeled as a “difficult” patient. She also didn’t really believe that HIV medications could help her. For many, many years her viral load was sky high–totally out of control.


  That’s when Wendy came to Cooper University Health Care, where she met Dr. John Baxter. Dr. Baxter is the head of the Division of Infectious Diseases at Cooper. In addition to being known as a world-class researcher—where he has played a big role in some of the most important clinical trials in the field of HIV treatment—and an exceptional physician, Dr. Baxter is also known for his compassion. He cares deeply about his patients, and he has a special way of making patients feel that extra care.


  The first thing that Dr. Baxter did was to listen to Wendy’s story. He could tell that she was going through tremendous pain in the midst of her gender transition. He met her in her pain with compassion. He demonstrated the utmost respect to protect her dignity.


  Dr. Baxter knew that always referring to her as “she” and acknowledging her female gender was the most basic, fundamental sign of respect and the first step in knowing Wendy as a person rather than just a “patient with HIV.” He insisted that every single person working in the clinic do the same.


  He knew that without ensuring this very basic expression of compassion, meaningful change in controlling Wendy’s disease would not be possible. He made a point of setting the tone in the clinic and made sure that everyone interacting with Wendy treated her with the compassion and respect that she deserved.


  The compassion from Dr. Baxter was something Wendy had never experienced in her prior health care encounters. It boosted her self-esteem in a major way. She was so thankful for him that her behavior completely turned around.


  Wendy went from being labeled as a difficult patient who might act out in the waiting room to a patient who could not stop singing the praises of her physician. She would (very loudly) tell everyone in the waiting room how wonderful Dr. Baxter was. It was a remarkable change.


  But that’s not all. Wendy knew that Dr. Baxter cared deeply about controlling her HIV. He wanted her to live a long and healthy life, and that outcome was possible with strict adherence to state-of-the-art medications. Then he convinced Wendy that it was possible, and she believed him.


  Wendy did not want to let Dr. Baxter down. He had high expectations. She vowed to make a change. For the first time, she started taking her medicine faithfully, as prescribed, never missing a dose. She did everything that Dr. Baxter said, to take better care of herself. For the first time, Wendy’s disease came under control.


  She soon went from a patient who was well known for not taking her medicine and a sky-high viral load to having zero copies of HIV in her blood. Today, Wendy has had an undetectable viral load for more than three years!


  Harry and the Dreaded Hat


  Here is another story of how a physician who knew his patient as a person had a powerful influence on his patient’s self-care:


  Harry was a kind man, devoted to his family, and CEO of a successful small business. Harry was also a real character. He loved to laugh. Practical jokes were his thing.


  Harry was also someone who was “full of life.” When he received the unexpected bad news that he had a rare urinary tract cancer, which carries an especially poor prognosis for long-term survival, he decided he wanted to maximize every meaningful moment in the life he had left.


  That’s when Harry met Dr. Mark Angelo. Harry had a lot of pain associated with the cancer, and so he was referred to Dr. Angelo, who is a palliative care specialist. (As mentioned in Chapter 3, palliative care is a branch of medicine focused on quality of life and symptom management for patients who have diseases that are no longer curable.)


  Dr. Angelo came to know Harry quite well in the palliative care clinic, and the two of them built a strong bond. Angelo worked to control Harry’s pain so that he could continue to work and get every last minute of joy out of his life. Even as he underwent chemotherapy, Harry attended every one of his kids’ ball games and recitals. That was the most important thing in the world from Harry’s perspective. You could consider it to be his purpose in life at that point in time.


  One day, Harry visited Dr. Angelo complaining of abdominal pain so severe that he couldn’t even sit down in a chair. He needed more pain meds and decided to stop working. Harry knew his time was short, so he confided in Dr. Angelo, “Doc, I think my run is coming to an end.”


  But Dr. Angelo expressed his hopefulness that he didn’t think that was necessarily the case just yet. He suggested that maybe Harry was just feeling despondent due to the pain level…that if he could admit him to the hospital for intravenous pain medication, perhaps they could get control of the pain rather quickly and get him discharged in time to celebrate what Harry believed would be his last Thanksgiving at home. That was Harry’s wish above all: to celebrate Thanksgiving at home with his family…perhaps for the last time.


  Harry adamantly refused to be admitted. “No way,” he said. He did not want to take the risk of missing Thanksgiving at home. At first, he was not even willing to talk about it. “I’d rather just take the pain meds when I really need them,” he explained.


  And that was the crux of the matter. Dr. Angelo began to understand that Harry was a very proud man who saw himself as some kind of “tough guy”. He thought it was better to tough out the pain and only rely on the medication when the pain was extremely severe, rather than every several hours as prescribed.


  But Angelo knew that if Harry agreed to be admitted to the hospital he could help get the pain under control quickly with intravenous medications and then, because he had a strong rapport with Harry, he could help him understand the importance of consistent dosing of oral pain medication at regular frequency once he was discharged so that Harry was not miserable for the holiday.


  Because Dr. Angelo had a special bond with Harry, he could connect with him and help Harry understand that he did not have to be a “tough guy.” In the condition Harry was in with incurable cancer, it was not a sign of weakness to take the medication. Knowing how important Thanksgiving was to Harry, Dr. Angelo begged him to first give inpatient therapy a chance.


  Harry knew Dr. Angelo cared about him, and he trusted him, so ultimately Harry agreed to be admitted. If it were any other doctor, Harry would have refused. But if Dr. Angelo said to do it, Harry figured it must be the best thing for him.


  As people who have cared for cancer patients understand, pain management can be very challenging—not just getting the pain controlled, but also managing nausea. Dr. Angelo was using intravenous pain meds to control Harry’s pain and simultaneously working to control his nausea, so that Harry could tolerate pain medications by mouth. (That was the key part of getting him discharged in time to spend Thanksgiving at home.) Angelo visited Harry every day in the hospital, and their connection grew deeper.


  And that is when Angelo noticed Harry’s hat…a Dallas Cowboys hat. Harry was wearing that Cowboys hat every time Angelo went to see him in the hospital.


  But here’s the thing: Dr. Angelo was born and raised in Philadelphia and is a die-hard Philadelphia Eagles fan. And he was treating Harry at MD Anderson Cancer Center at Cooper in Camden, New Jersey, which is smack in the middle of Eagles country. Of course, Harry knew that hat would rile up Dr. Angelo.


  If you are not a follower of the National Football League, let’s just say that Philadelphia Eagles fans and Dallas Cowboys fans don’t get along. It’s generally not a good idea to wear a Cowboys hat in Eagles country.


  As a guy from Philly, Angelo felt a little…shall we say…taunted. He was most definitely not a Cowboys fan. The two would trade jokes about the dreaded hat and Harry’s insistence on wearing it. Angelo teased him (in jest, of course), but then did his best to ignore Harry’s hat. But that just egged Harry on; remember, he was a practical joker who loved to laugh.


  But on the day before Thanksgiving, when Dr. Angelo showed up at Harry’s hospital room, Harry was in tears. He said he was done with it…all of it. He didn’t care if he had pain. He just had to be home for Thanksgiving. So Dr. Angelo stopped the intravenous pain medications and switched him to oral meds, which thankfully worked very well. The next day, Thanksgiving Day, the plan was for Harry to go home.


  Harry was thankful for that. But there was just one problem. When Thanksgiving Day came, his wife couldn’t pick him up from the hospital because their young son had a high fever. She could not take him out of the house, and there was no one else to watch him. Since it was Thanksgiving Day, the usual medical transportation options were not available. It appeared that Harry was stuck.


  That was when Dr. Angelo volunteered to drive Harry home…in his own car. He wanted to honor his promise to get Harry home for this important day.


  It was perhaps not surprising that, when the hospital staff helped Harry into the passenger seat of Angelo’s car, he was wearing his Dallas Cowboys hat. At which point Dr. Angelo joked, “Look, Harry. I’m happy to give you a ride home, but I am not giving that hat a ride home. Could you please put that thing away?”


  Do you think Harry would take the hat off? No chance. He wore that Cowboys hat with pride the whole way home. Angelo just smiled.


  As Dr. Angelo pulled into Harry’s driveway, he saw Harry’s son waving to them in his Spider-Man pajamas from the window. Harry’s wife gave Angelo a big hug, thanking him profusely for delivering Harry home. She even offered him a glass of champagne and a seat at their Thanksgiving dinner table, although he declined so he could get home to his own family.


  It was a very special Thanksgiving for Harry and his family. Daddy was home! And thanks to Dr. Angelo and the team at the hospital, Harry’s pain and nausea were finally under control. Harry knew how much Dr. Angelo cared about him, so he did exactly as Dr. Angelo instructed. Instead of waiting for severe pain to hit him, Harry stayed ahead of the pain by taking the medication at the precise regular intervals Dr. Angelo prescribed. It worked. And Harry was able to truly enjoy Thanksgiving with his family. That meant everything to Harry, and his wife and kids.


  Sadly, Harry was right…it was his last Thanksgiving. He made it to March of the following year when he died in an inpatient hospice unit (because he didn’t want his children to see him die at home).


  Soon after the news of Harry’s death, as was his custom, Dr. Angelo called his wife to offer his condolences. As is often the case, he got her voicemail instead, where he offered condolences and explained she should not feel obligated to call back unless she wanted to.


  He didn’t get a return call until a couple months later when Harry’s wife asked if she could come seem him. She wanted to bring Angelo something that Harry wanted him to have.


  You may have already guessed what it was…his Dallas Cowboys hat, of course! In fact, Harry formally left it to Angelo in his Will. Harry’s wife said that he was so moved by Dr. Angelo’s gesture of compassion, especially driving him home on Thanksgiving when it meant so much to Harry, that he just felt Angelo should have his favorite hat.


  Since that day, Harry’s Dallas Cowboys hat enjoys a special place of honor in Dr. Angelo’s office. Angelo smiles fondly when telling the story of Harry and the dreaded hat, because of Harry’s keen sense of humor and because he understood that this was Harry’s way of teasing his doc—a die-hard Philadelphia Eagles fan—even after Harry was gone.


  So why are you hearing the story of Harry and the dreaded hat? So that you understand what it looks like when a caregiver knows a patient as a person. Dr. Angelo certainly knew Harry as a person. He knew exactly what was most important to Harry. Over the years, that meant making it to all of his kids’ ball games and recitals. At the end, it was making it home for Thanksgiving one more time.


  Dr. Angelo knew Harry as a person to such an extent that Harry got to know Dr. Angelo in the same way. So much so that Harry decided to play a fantastic practical joke on Angelo in his Last Will and Testament!


  But let’s focus in on one specific and very important aspect of Harry’s story: Why did he agree to be admitted to the hospital? And why did he start strictly following his doctor’s orders with regular dosing of pain meds once he was home? Those things were key to getting Harry’s pain under control and allowing him to enjoy one last Thanksgiving with his family.


  He only did what Dr. Angelo recommended because Harry trusted him. Dr. Angelo knew Harry as a person, and Harry knew Dr. Angelo cared. And that Thanksgiving, that was what made all the difference. That’s why knowing a patient as a person can be so powerful in self-care.


  Back to the Data


  Now that you understand why it’s so critical to know a patient as a person, let’s take a closer look at more evidence for why compassionate communication from health care providers improves patient self-care.


  Effective communication is essential in this regard, specifically when it comes to adherence to therapy. A rigorous meta-analysis supported by research grants from the National Institutes of Health (NIH) and the Robert Wood Johnson Foundation that examined 127 studies published in the biomedical literature found that patient-centered communication from health care providers was associated with 62 percent higher odds of patient adherence to treatment.203 Given that compassion is a cornerstone of patient-centered communication, this makes sense.


  Another meta-analytic study from Northeastern University found that more positive talk (and less negative talk) from health care providers was associated with better patient adherence to prescribed therapy.204 Likewise, a study from Michigan State University provides yet more evidence that the compassion of health care providers is a key link between better physician communication and patient adherence to treatment recommendations.120


  Researchers in this study gave a survey to 550 outpatients. The compassion questions asked patients if their physician showed caring and concern for their well-being, interest in knowing what their health care experience meant to them, and respect for their feelings. Other questions asked if their physician responded to them “mechanically.”


  What they found is that more compassion was associated with significantly better adherence to prescribed medications, through the mediating factors of better information exchange, perceived expertise, interpersonal trust, and partnership.


  The association between compassion and better information exchange will be explored more in Chapter 6 on health care quality, where you’ll learn that a health care provider’s compassion is associated with both better patient disclosure of information and better patient recall of instructions.174, 175, 202, 205 Since that is the case, it’s perhaps no surprise that there is a link between compassion, better communication, and better adherence to therapy.


  Another concept that is crucial to the issue of adherence to therapy is patient motivation. There are a plethora of data that support the link between caregiver compassion and patient activation, patient engagement, and patient enablement.


  Let’s consider each of these. First, patient activation is a patient’s willingness and ability to take independent actions to manage his or her own health and health care.206 It involves having (or gaining) the knowledge, skill, and confidence to manage one’s own health.


  Patient engagement is a broader concept that encompasses patient activation. Patient engagement involves the interventions designed to increase activation, and patients’ resulting behavior, such as preventive care or health maintenance.207 Implicit in the concepts of patient activation and engagement is the understanding that patients manage their health on their own the vast majority of the time, making decisions daily that affect their health in meaningful ways.


  Research shows that compassionate patient care is associated with better patient activation and engagement and, as a result, better patient self-care.169, 208 This makes sense. Physician compassion can drive patients to be more engaged in their health care and to want to have more information on both treatment options and health promotion. This has been associated with better long-term outcomes and enhanced quality of life.169


  Patient enablement is a bit different: it’s about empowerment. Patient enablement is the extent to which a patient feels empowered after a medical consultation, in terms of being able to cope with, understand, and manage his or her illness.209 At a very basic level, it is encouragement (i.e., “You can do it”). But even if a condition is incurable or a desired outcome is not attainable, enablement is the encouragement that a patient can effectively cope with what comes. It’s vital for optimal patient self-care.


  The opposite of patient enablement or empowerment would be learned helplessness. You will recall that in Chapter 4 you read about a nursing home study where compassion from the nursing aides was associated with a reduction in learned helplessness among elderly nursing home residents.173


  So perhaps it makes sense that multiple studies have found compassion for patients to be associated with better patient enablement.186, 210, 211 In fact, in one study of more than 3,000 patients in primary care, researchers measured health care provider compassion from the patients’ perspective (using the CARE measure, as described earlier) and patient enablement, using a well-validated scale.211


  Without compassion, patients will not feel fully empowered to cope with, understand, and manage their illness.


  What they identified was that with low compassion from health care providers, maximum patient enablement was never found. They concluded that patient enablement requires compassion. Put simply, the researchers found that without compassion, patients will not feel fully empowered to cope with, understand, and manage their illness.211


  The Importance of Trust


  Another mechanism by which compassion for patients can improve patient self-care and patient adherence to therapy is through building trust.138 Building trust, along with better patient activation and enablement, produces a stronger “working alliance” between the patient and health care provider.


  A working alliance is agreement on goals of therapy and methods to achieve those goals, and the extent to which there is an emotional bond – characterized by liking and trust – between patients and their health care providers.212 (Doesn’t this perfectly describe Harry and Dr. Angelo?)


  So rather than a patient acting as a passive bystander in his or her health care, a working alliance between patient and provider produces a special therapeutic bond that creates synergy toward better health. Research from Fordham University in New York shows that health care provider compassion produces just this type of better working alliance with patients.213 Also, a better working alliance is associated with better patient adherence to treatment recommendations, as well as better health-related quality of life.213, 214


  Now that we have described some of the mechanisms by which compassion for patients can affect patient adherence to therapy, let’s look specifically at the data on the direct effects of a caring relationship on adherence. In scientific journals, those data can be traced all the way back to 1969.


  Yes, much like the evidence described earlier on how compassion reduces patients’ need for medications from anesthesiologists when having surgery, some of these data have been around for almost five decades. But, also as we also noted earlier, while these studies were published in the world’s best journals and certainly were impactful in their day, it has not been until now that they have been pulled together here with all of the other studies to truly paint the picture of the power of compassion.


  Let’s consider some of these now. In a study from the University of Southern California published in The New England Journal of Medicine, researchers studied patients’ response to medical advice among eight hundred outpatient visits to Children’s Hospital of Los Angeles.215 They examined the association between the quality of doctor-patient communication and adherence to treatment recommendations.


  In this case, because the patients were children, the study was looking at the association between the pediatricians’ communication and the parents’ adherence to the child’s treatment recommendations. All of the visits in this study were new (i.e., seeking care for a new illness), and it was the first time the pediatricians were meeting the children and their parents.


  The researchers recorded the audio of visits with the pediatricians, and then two weeks later they held follow-up interviews with the parents to determine if they were following the pediatrician’s treatment advice. Where applicable, the researchers performed “bottle checks” to see how much medication was left in the bottle at the time of the interview, to objectively test whether or not they were truly taking the medicine.


  What they found was that a lack of “warmth” in the communication from the physician (as assessed by the parent) was associated with significantly lower adherence to the pediatrician’s treatment recommendations. Actually, the proportion of patients with optimal adherence was 15 percent lower when the parent believed that warmth was absent, compared to when they believed it was present.


  And when parents had the highest level of dissatisfaction with the warmth of the pediatrician (i.e., the worst doctor-patient interaction) adherence was the worst. Only 17 percent of patients in this category were following treatment recommendations closely!


  In another study of 22 physicians and 370 of their patients in primary care, researchers measured the strength of the doctor-patient relationship using a validated scale of the patients’ assessment of concordance (i.e., being “on the same page” as the physician).216 They found that strong doctor-patient concordance was independently associated with 34 percent higher odds of patient adherence to prescribed medications.


  Another primary care study of patients with high blood pressure measured physician compassion (as rated by patients) and found that lower compassion from physicians was associated with significantly lower adherence to blood pressure medication.217


  Similarly, a NIH-supported study from the University of California San Francisco published in JAMA Internal Medicine studied 9,377 patients with diabetes and found significantly higher adherence to medications with better interpersonal connection, specifically when patients had more trust in the health care provider.139 Perhaps this explains, at least to some extent, why (as you saw in Chapter 3) research has found that health care provider compassion is associated with better blood glucose control and fewer complications requiring hospitalization among patients with diabetes!136, 137


  You will also recall from Chapter 4 that there was a NIH-supported study from the University of Colorado in which they studied the effect of compassionate language from the clinician in the treatment of patients with depression.171 That’s the one where compassionate language was found to be not only an independent predictor of adherence to antidepressant medications but also whether or not the patient even went to the pharmacy to get the prescription filled in the first place. This better self-care may explain, at least to some extent, the overall results described throughout Chapter 4, where compassion for patients with depression was associated with alleviation of depression symptoms.166, 167


  So does this phenomenon only exist with primary care or mental health providers and their patients? Not according to the data.


  The association between health care provider compassion and better patient adherence is also evident in the treatment of cancer. In a 2007 study from University of California Los Angeles, supported by a grant from the American Society of Clinical Oncology, researchers studied 881 women who had breast cancer and were undergoing chemotherapy with a drug called tamoxifen.218


  In certain patients, the use of tamoxifen could reduce the risk of cancer relapse and death; however, it often requires a very long course of therapy (e.g., up to five years) to be maximally effective. Of course, it can be extremely challenging to adhere to such a long course of treatment. But if patients do not adhere to the chemotherapy, a relapse of cancer may be more likely.


  In this study, researchers tested the association between emotional support from their health care providers over time (as rated by the patients, using a validated survey) and the patients’ adherence to tamoxifen therapy. In the analysis, they accounted for many potential confounding factors, including tumor characteristics, cancer staging, other cancer treatments received, and any side effects that they experienced from tamoxifen, so we can have confidence in the results.


  What they found is that four years after the cancer diagnosis, patients who perceived receiving “the right amount” of emotional support from their health care providers had significantly higher adherence to tamoxifen, compared to patients who reported “less than needed” emotional support from health care providers. In fact, the proportion of patients still adhering to therapy was 12 percent higher (81 percent, versus 69 percent) in the patients who reported receiving enough support from health care providers, compared to not enough support.


  Here’s another one: Take a moment to recall the neurology study from Chapter 3, in which physician compassion was associated with less pain and disability among patients with migraine headaches.125 Taking a deeper dive into that study, we can identify another potential mechanism of action for the pain relief that the patients experienced.


  The researchers found that the compassion of the neurologist was associated with better patient adherence to prescribed therapy, both adherence to behavior modification and adherence to prescribed pharmacological therapy. So connecting the dots: more compassion leads to better adherence to the treatment plan, which delivers more relief from symptoms. Makes sense, right?


  But self-care is not just about taking medicines and behavior modification. It’s also about disease prevention, like following through on recommendations for cancer screening, for example. In a study of 1,205 women conducted at Georgetown University and funded by the National Cancer Institute, researchers found that a stronger relationship with primary care providers (as rated by patients) was associated with better patient adherence to primary care providers’ recommendations for cancer screening.219


  Compared to patients of low compassion providers, the rate of cancer screening adherence among patients of high compassion providers was 13 to 30 percent higher.


  Specifically, patients’ assessment of the providers’ compassion was associated with patients following through on cancer screening. Compared to patients of low compassion providers, the rate of cancer screening adherence (i.e., cervical cancer, breast cancer, and colon cancer) among patients of high compassion providers was, relatively speaking, 13 to 30 percent higher.


  Benjamin Franklin is credited with the famous saying: “An ounce of prevention is worth a pound of cure.” These data on cancer prevention, coupled with the data for adherence to therapy that can stave off disease progression and complications, are scientific evidence that compassion for patients is not just a powerful therapy for treating serious disease, but also can be a meaningful intervention to keep patients free of disease in the first place.


  Connecting to Purpose


  “Those who have a ‘why’ to live, can bear with almost any ‘how.’”


  —Viktor Frankl


  Think back to the story of Harry and the dreaded hat. Dr. Angelo really knew Harry as a person, and what was the result? He understood Harry’s purpose…why Harry continued to get out of bed in the morning and fight for better health, despite his terminal diagnosis.


  Harry’s purpose in life was his family: being there for the kids’ recitals and ball games and, ultimately, for one more Thanksgiving. That is what drove him. Ultimately, it was that purpose (and his trust in Dr. Angelo) that made Harry agree to be admitted to the hospital. Getting his pain under control was not Harry’s purpose; that was just a goal. The real purpose was spending one more Thanksgiving at home.


  It may be intuitive to you that a sense of purpose in life can be a powerful thing. In the concentration camps of World War II, Austrian psychiatrist and Holocaust survivor Viktor Frankl found that having a deep sense of meaning in one’s life was a distinguishing factor of resiliency that allowed people to survive the atrocity.220


  But now, emerging research in the biomedical literature is showing how powerful having a purpose in life can be for achieving better health. Researchers define purpose in life as a self-organizing aim of one’s life that stimulates goals, manages behavior, and provides a sense of meaning.221, 222 There are well-validated survey instruments in clinical studies that assess patients’ degree of purpose in life.


  Purpose in life is a strong motivator for patient self-care. If patients have a clear idea of who or what they are trying to get better for (or stay healthy for), then they have a purpose in life. Rigorous research shows that when patients know what they want to live for, they experience better health outcomes.


  Purpose in life was associated with significantly higher odds of adhering to health screening recommendations.


  One study from the University of Michigan tested the association between purpose in life and the use of preventive health care services in more than 7,000 patients age fifty and older.228 Their conclusion: Purpose in life was associated with significantly higher odds of adhering to health screening recommendations, including cholesterol screening, colonoscopy, mammography and cervical cancer screening among females, and prostate examination among males. Furthermore, they found that purpose in life was associated with significantly fewer nights spent as an inpatient in a hospital.


  In large population-based studies, other researchers have found that purpose in life is a strong predictor of mortality—it lowers mortality risk—across adulthood.223 These results on longevity have also been corroborated by researchers from the Icahn School of Medicine at Mount Sinai in New York, who found that purpose in life was associated with fewer cardiovascular events.221 And when it comes to older adults, rigorous research has found that having purpose in life is associated with fewer heart attacks and strokes.224, 225


  A Harvard T.H. Chan School of Public Health study of 1,461 elderly patients found that having purpose in life was associated with better functional status and, specifically, a 14 percent lower risk of developing a slow walking speed in old age.226 Literally, without purpose in life, people lose the “pep in their step”.


  People with purpose in life even sleep better at night. Research shows that purpose in life is associated with lower incidence of developing sleep disturbances.227


  Science shows that purpose matters. Purpose is powerful.


  So why are we telling you about the data for purpose in life in a book that is dedicated to the science of compassion? It’s simple.


  If health care providers do not care enough to find out a patient’s purpose in life, they may never know what it is. And if they don’t know what a patient’s purpose in life is, they may be less effective in helping their patients connect to and fulfill their purpose. If health care providers do not know what their patients’ purpose in life is, they may not understand what health goals their patients actually value.


  Also, if patients do not have a clear sense of purpose in their life, or they have not yet found what it is, this can be a major risk factor for adverse long-term health outcomes.
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      So if health care providers do not care about their patients’ purpose in life, they may never find out that their patients’ lives lack that purpose. And if they do not care enough to ask, they certainly won’t care enough to help their patients find purpose.


  Here’s where compassion comes in: compassion for patients makes health care providers more likely to connect in a more meaningful way, truly understand what their patients’ purpose in life is, and—by extension—relate that purpose in life to establishing health goals with their patients.


  At Cooper University Health Care, two very special primary care physicians have experienced firsthand the power that purpose in life can have in achieving health outcomes among the most challenging patients. Drs. Alexandra Lane and Jennifer Abraczinskas are physicians who practice in the Ambulatory Intensive Care Unit (ICU) at Cooper. This is a primary care clinic specializing in the care of patients with the most complex chronic care needs.


  In the medical literature, the patients seen in the Ambulatory ICU are sometimes called “high-need patients”, “high need, high cost patients”, or “super-utilizers”.229, 230, 231 Sometimes health care providers even refer to them as “frequent fliers”, because of the frequency with which they are admitted to the hospital.


  You may be aware that in the U.S. a small fraction (~5 percent) of all patients have especially complex chronic care needs to such a degree that they account for around 50 percent of all health care spending.232 This small segment of the total population is one of the highest priority challenges from a public health perspective.


  These are precisely the patients that Drs. Lane and Abraczinskas specialize in. Due to severe chronic health conditions, these patients are extremely sick on any given day, always teetering on the edge of needing to be admitted to the hospital. Importantly, these patients typically also have very complex socioeconomic factors that complicate their health care, the most common of which are poverty and a lack of reliable support systems to assist with their care.


  Some of them also have concurrent mental health conditions which further complicate their overall care. Treating these patients’ severe chronic illnesses is extremely challenging, but when you add poverty, a lack of family support, and other complex factors, it becomes infinitely harder.


  Nevertheless, Drs. Lane and Abraczinskas have been extremely effective in keeping their patients well (or at least well enough to stay out of the hospital). Caring for patients with the greatest, most complex needs has become a calling for them both, and it has given them a great sense of purpose.


  They are deeply passionate about what they do, as evidenced by their amazing results: better health, better quality of life, and lower health care resource utilization (i.e., fewer hospital admissions and lower costs) among patients in the Ambulatory ICU.


  But how? What is their secret?


  There are many intricate aspects of their practice that contribute to their patients’ successful achievement of health goals, but one factor stands out from the rest…purpose in life!


  Drs. Lane and Abraczinskas care deeply about their patients. Their patients are very special, for all the reasons mentioned above, and they treat them accordingly. Lane and Abraczinskas are both known for their compassion for patients, and this is vitally important given the very extreme health and socioeconomic problems their patients are facing every day.


  As a result of this compassion, and because they understand the scientific data on the significance of purpose in life, they connect with their patients in a special way. In their experience, they have observed that the high needs patients that are most likely to improve are those who have a clear sense of purpose in their lives and who are able to align their health goals with their purpose in life.


  As a result, they make certain to understand their patients’ purpose in life, and then connect to that purpose. They make certain to align the explicit goals of care with what their patients’ value the most. Their results are truly remarkable, not only at the population level but also at the personal level.


  Take Rasheed, for example.


  Rasheed’s Story


  Rasheed was only 44 years old, but his admissions to the hospital were literally too numerous to count…totally off the charts. He typically spent multiple days per month admitted to the hospital.


  Rasheed had severe high blood pressure, which would have been very difficult to control even if he had no socioeconomic challenges. But he was also living in extreme poverty. He had no family to speak of. He also suffered from crippling anxiety.


  Much of this anxiety was the result of being repeatedly exposed to violence in his life and being the victim of violence himself. Complicating these matters was a long history of substance abuse. His drug dependence was a byproduct of trying to self-medicate his anxiety disorder for many years (due to a lack of consistent follow-up with mental health services).


  Further complicating all of the above was a concurrent eye condition requiring him to wear dark sunglasses all the time, even indoors. As a result, many people considered him to be odd or even strange, which only increased his social isolation and compounded his anxiety. Rasheed had been unable to adhere to the eye doctor’s recommendations in the past, so he was not considered to be a candidate for corrective surgery.


  All of the factors above also resulted in poor adherence to his blood pressure medication. He also didn’t adhere to his physician’s recommendations for lifestyle modification to control his blood pressure.


  For years, Rasheed’s blood pressure was so out of control that he was frequently admitted to the hospital because of the stress it put on his heart, causing fluid to build up in his lungs or causing him severe chest pain. As a result, he developed congestive heart failure. Sometimes, his out of control blood pressure was so severe that it would even cause him to have neurological symptoms (“mini-strokes”).


  If something did not change soon, Rasheed was going to die.


  But then Rasheed was referred to Drs. Lane and Abraczinskas in the Ambulatory ICU at Cooper. They did not see him as a super-utilizer; they saw him as a person. Yes, he was among the most complex of the complex patients, and the most challenging of the challenging. But they cared deeply about him and got to know him as a person, a person that was in need of their compassion. So they set to work exploring the root causes of his years of uncontrolled disease and substance abuse, and they sought to understand Rasheed’s purpose in life.


  Over months of regular check-ups in the Ambulatory ICU, Drs. Lane and Abraczinskas came to a striking (and sad) discovery. Rasheed had no sense of purpose in his life. They suspected that his lack of purpose in life was a major factor in his years of very poor health.


  But how do you help someone find purpose in life when they have none?


  Drs. Lane and Abraczinskas were aware of some very powerful data. That is, the data on living an “other-focused” life, a life that is focused on service to others. There is a robust body of scientific evidence that serving others can actually be beneficial for one’s own health and well-being.


  Could this result in meaningful change for Rasheed?


  In Rasheed’s local community, there were many people that were suffering from high complexity health challenges, just like Rasheed himself was experiencing, and many of them had diseases that were just as severe and uncontrolled. After gaining Rasheed’s trust over time, and seeing small but meaningful improvements in his health, Drs. Lane and Abraczinskas encouraged Rasheed to get involved in his community, helping others around him to get control of their own health. They encouraged him to serve.


  Feeling like he was at the end of his rope, and having essentially nothing to lose, Rasheed trusted his doctors and took their advice. This new beginning proved to be nothing short of miraculous for him.


  First, Rasheed knew that the only way that he could be a credible inspiration for others was to take ownership of his own health. For the first time, he completely stopped using drugs. He went “cold turkey.”


  For the first time, he was strictly adhering to his prescribed medication regimen. He never missed a dose. For the first time, he kept all of his appointments with mental health providers. Rasheed became a model patient. He was finally able to have the eye surgery that he needed, so that he no longer needed to wear dark glasses all the time. He was a new person!


  Rasheed became a health coach in his community. He even made a new career out of it, working part-time as a health coach in a local clinic. He loved helping others get control of their health. He found it so rewarding.


  This motivated Rasheed to take the best possible care of himself. This, in turn, allowed him to be a shining example for all those around him in his community who were struggling with high complexity health conditions. It was a “virtuous” cycle.


  Serving others, and helping others get control of their complex health conditions, became Rasheed’s newfound purpose in life.


  Drs. Lane and Abraczinskas helped Rasheed connect to that purpose by working diligently to help keep his health in check and by seeing him in the Ambulatory ICU clinic at a moment’s notice if he needed any kind of attention. They understood it was vital to keep his health in the best possible condition, so that he could be an effective role model and available to serve others.


  Since rededicating his life to serving others as a health coach, Rasheed has not been admitted overnight to the hospital. Not one time. His health—and his whole life—have made a complete “180.”


  Rasheed knows what it is like to struggle with complex health challenges, and because of this he has great compassion for others who are struggling with the same. This compassion is what drives him.


  Rasheed sees his work in service to others as a way of paying it forward. That is, paying forward the great compassion shown to him by his physicians, Drs. Lane and Abraczinskas, who were the people who cared enough about him to help him find (and connect to) his new purpose in life!




  CHAPTER 6:


  Compassion is Vital for Health Care Quality


  “(Compassion is)…one of the impulses that nature has implanted in us to do what our duty alone may not accomplish.”


  —Immanuel Kant


  So far, we’ve examined the scientific evidence for a direct impact of compassion on patients physiologically, psychologically, and for their self-care. But what about its impact on the technical quality of care?


  The effects of compassion on the health care environment and the system of care have a downstream effect on patients in meaningful ways. So in this chapter we will consider the effect of compassion on health care itself and the processes of care.


  How Compassion Affects Quality


  The National Academy of Medicine (formerly called the Institute of Medicine) defines health care quality as: “The degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.”233


  This includes the use (or misuse) of health care resources—something you’ll read more about in the next chapter, during our discussion about the effects of compassion on health care costs. But for the moment, let’s hone in on just the effects on the clinical processes of caring for patients (i.e., clinical quality).


  You will recall that embedded in the overarching hypothesis that compassion benefits patients is an additional hypothesis: compassion improves the quality of patient care and processes of care. There are two different signals in the data that could support this.


  The first is any data showing that low compassion—or absence of compassion—is associated with worse quality of care. The second is any data showing that more compassion is associated with better quality of care. Collectively, either type of data would support the hypothesis that compassion is beneficial for health care quality.


  In reality, our systematic review did identify compelling data about the latter (high compassion and higher quality) but found a lot more data on the former (low compassion and lower quality).


  Why? It’s largely because of the way in which hospitals and health systems measure the technical quality of care. Quality metrics are often based on rates of complications of care, such as medical errors. Rather than focusing on the vast majority of events that go exactly as planned, they are often focused on the small numbers of cases that go wrong.


  The nature of quality metrics is often about tracking the bad things that can happen to patients. That’s because the goal for hospitals and health systems is to have the incidence of bad things be as low as possible. That’s mostly good news: hospitals and health systems should expect things to go well for patients and be interested in measuring and, therefore, preventing problems.


  So, in tracking these bad outcomes or medical errors, the data to support the hypothesis that compassion benefits clinical quality would be data supporting that low compassion is associated with higher incidence of things going wrong. In other words, it would support the idea that low compassion makes patients less safe.


  Why would that happen? One possibility is carelessness. Health care providers that don’t really care about their patients may be more careless in the technical aspects of medical practice. On the flip side is meticulousness. Health care providers that care deeply about patients also may be more meticulous about the technical aspects of the medical care they provide.


  For example, if health care providers care more, they may pay more attention to detail to make sure that nothing goes wrong (or that everything goes perfectly). They also may be more willing to go the extra mile for patients to help ensure the best possible medical care—not just acceptable care, but exceptional care.234, 235 (But, as stated earlier, that’s a harder signal to pick up in the health care quality data because it is commonly focused on the occurrence of adverse events.)


  Now that you understand why there is a preponderance of this kind of data, let’s examine this link between a lack of compassion and poor quality of care. Later, we’ll consider the other possibility: how more compassion could increase health care quality.


  A Lack of Compassion is a Threat to Patient Safety


  Here’s a rather dramatic, yet true, story that illustrates this point:


  A 75-year-old woman is heroically saved at a major trauma center, only to be discharged and fatally struck by a car on her way home from the hospital. Could a lack of compassion from the hospital staff have contributed to her death?


  Yes. Here’s how it happened:


  It seemed like any other morning to the resident physician, walking in to the hospital at 7 a.m. to begin a 24-hour shift as part of the trauma team. But when she arrived in the emergency department, it was clearly not a normal morning. It was downright eerie.


  As the resident physician walked into a trauma resuscitation bay, there was blood everywhere, and an elderly female patient lying on the gurney had just been pronounced dead. This aspect of the morning, unfortunately, was not so unusual.


  But what was odd was how the entire trauma bay was almost silent. Instead of the usual buzz of activity at the change of shift, the whole staff was very somber, despondent. They were whispering to each other and appeared crestfallen. They had pronounced patients dead on numerous occasions. But something was different this time.


  Even worse was the expression on the face of a nurse holding the phone to her ear as the resident walked past. The nurse appeared to be in anguish and looked like she was going to pass out.


  What was going on?


  A colleague explained: The 75-year-old woman (we’ll call her Mrs. Johnson) had actually arrived the night before, after falling down a flight of stairs at her home just a couple blocks away. She was rushed to the emergency department by ambulance and, after initial evaluation by the emergency medicine team, the trauma team was called to evaluate her.


  Soon after her arrival at the hospital, her entire family arrived…about twenty people in total! Clearly, Mrs. Johnson was the matriarch of the family and everyone was really concerned.


  Fortunately, the family received good news early on: she was alert and talking, and all of her testing, including a computed tomography (CT) scan, came back as showing no evidence of serious injury. So that was reassuring.


  But Mrs. Johnson still complained of one thing: hip pain. Although there was no evidence of an obvious fracture on the initial set of imaging, the trauma team was concerned there could be a small hip fracture that the standard imaging was not picking up. So they ordered more tests. All the really serious injuries were already ruled out, but they needed to do more imaging of the hip, just to be sure.


  Now it was already really late—the wee hours of the morning—by that time. The radiology department was backed up with other patients with more urgent, potentially life-threatening, conditions. It could be a couple more hours of waiting until everything was done, so the trauma team told the family they could go home.


  Given her significant hip pain, all the health care providers assumed that they would find a small fracture and that she would be admitted to the hospital. The family agreed to go home and come back in the morning after getting some rest. But when all the testing and interpretation was finally complete, it was negative. All of it. Somehow, Mrs. Johnson had fallen down a flight of stairs but actually did not suffer any serious injuries, except bumps and bruises. The staff explained to her that she did not need to be admitted to the hospital and could go home.


  By that time the sun was just coming up and, knowing her family had been awake most of the night with her in the emergency department, Mrs. Johnson was hesitant to wake her family to ask for a ride home. And then, when she finally did phone home, no one answered because they were all sleeping.


  She explained to the staff that, even though her hip was still hurting, she thought she could make it home on her own. She lived just two blocks away from the hospital. It was a short walk.


  But here’s one question the staff did not ask: “In which direction?” On one side of the hospital was a residential community. On the other side of the hospital was a very busy four-lane road, one of the major arteries of the city, with a speed limit of forty miles per hour. It was true that her house was only two blocks away from the hospital, but it required crossing that very busy road.


  Here’s another question the staff did not ask: “Is there anyone else I can call for you to come and get you—a friend, maybe?” And yet another: “May I see you walk before you go, just to make sure you are steady on your feet and okay to walk?”


  How about one more question that nobody asked: “I’m sure you’re awfully tired. How about we discharge you and you can take a seat in the waiting room until your family wakes up and can drive you home?”


  But since nobody asked any of those questions, Mrs. Johnson left on her own. She was hobbling very slowly. As soon as she stepped off the sidewalk to cross the street in front of the hospital, she was blindsided by a speeding car. This patient—just discharged—who was concerned about further troubling her family, was then admitted (for the second time in eight hours) into the very same emergency department she just left.


  You already know the outcome. She died. In fact, her injuries were so severe from being struck by the car that it was obvious to the trauma team almost immediately on arrival that her injuries were not survivable. There were no signs of life. She was gone.


  What about the nurse with the phone to her ear looking like she was going to pass out? The trauma team had just pronounced the elderly woman dead when that nurse’s phone rang. It was Mrs. Johnson’s daughter. She had just heard the voicemail from her mom saying she was going to be discharged home.


  The daughter asked, “Can I come pick her up now?” The nurse was unable to speak. What an incredible tragedy.


  So what was the lack of compassion here? This emergency department staff and trauma team provided sound clinical care when she was with them. It was impeccable, actually. She had all the appropriate tests and treatment. The team “checked all the boxes” as far as the medicine was concerned.


  But they neglected to think of their patient as a whole person…to take the extra step of caring about how she would get home when the family wasn’t available to pick her up. After all, she still had hip pain, and clearly (as evidenced by the outcome) it impaired her walking.


  A little bit more care and consideration could have made all the difference for this patient. It could have saved her life. But instead, there was a fatal outcome that undid all the quality clinical care they provided earlier.


  Imagine what it felt like to have to tell her family what happened to her. Imagine what it felt like for her family to hear what happened.


  Days after the tragic incident, the physician who discharged the patient confided in the physician who was just coming on duty. He was despondent and devastated, feeling the burden of being the last person Mrs. Johnson spoke to before she died. He felt responsible.


  “When I saw that all the testing came back negative, I moved on in my mind to the next case in the waiting room,” he said. “She needed more help than just telling her the test results and handing her the discharge papers. I treated her as a ‘hip pain’, not as a person. The ‘hip pain’ did not need a ride home…but Mrs. Johnson did.”


  Making a Personal Connection Is Critical


  Earlier, you learned about depersonalization. That’s an inability to make a personal connection. Research on depersonalization comes from the studies on burnout in the helping professions, including health care providers. As described in our discussion of the compassion crisis in Chapter 1, depersonalization is one of the three components of burnout. (The other two are emotional exhaustion and the feeling that you can’t really make a difference.)


  In studying burnout, researchers use well-validated scales that measure all three components of the burnout syndrome. The questions about the depersonalization component of burnout hone in on one’s ability (or inability) to make personal connections with others. For health care providers, that means personal connections with patients. Accordingly, burnout research in health care providers can specifically report on the degree of depersonalization among providers assessed for burnout.


  Depersonalization occurs when health care providers don’t really care about patients, think of patients as objects or have become callous or hardened to patients’ needs.


  In the most commonly used research instrument for assessing burnout in health care providers, the Maslach Burnout Inventory, the measurement of depersonalization assesses whether or not a health care provider really cares about patients, ever thinks of patients as objects (versus knowing them as a person), or has become callous or hardened to patients’ needs. By the way, because such surveys are always confidential in the research studies described below, we can be confident that respondents feel free to be honest.


  An example of depersonalization from earlier in the book is when health care providers objectify a person’s needs, such as thinking of the patient only as “the chest pain in room six,” rather than thinking of the patient as “Mr. Hernandez in room six” and acknowledging that the patient is a person who needs help and has people who care about him.


  Depersonalization is also an inability to make a personal connection that leads to a lack of understanding of how a patient’s illness affects them as a whole person. A hand injury requiring surgery may seem non-life threatening, and therefore no big deal in the grand scheme of things, to an emergency department provider.


  But then, if they take the time to make a personal connection, they might find out that the patient is a pianist struggling to make ends meet and just lost her livelihood for the foreseeable future. Her son just got into college; how will they afford the tuition now? Maybe that’s why she’s just staring into space in the exam room, not saying much.


  Depersonalization—and the lack of a personal connection that flows from that—may also result in a lack of personal investment from the health care provider. That’s the kind of lack of caring that can lead to a lack of meticulousness and attention to detail, and lower quality standards, where adverse events are more likely to occur.


  Why is this important for compassion? A personal connection is integral to compassion. With depersonalization, there can be no compassion. It’s not possible to have compassion for another person if there is an inability to see others’ humanity on a personal level.


  Depersonalization prevents compassion.


  Therefore, the presence of depersonalization among health care providers is a marker for an inability to have compassion and an absence of compassion. Although depersonalization and compassion are not opposites, depersonalization prevents compassion.


  Accordingly, by examining the association between depersonalization and patient safety metrics, we can gain valuable insights on how a lack of compassion can affect the system of care and—by extension—patients.


  Do No Harm: A Lack of Compassion Can Pose a Safety Risk to Patients


  Let there be no mistake: As noted earlier, the main determinant of a good clinical outcome is clinical excellence. That is, the technical quality of care. No amount of compassion can make up for poor quality of care. All the compassion in the world won’t make up for getting a diagnosis wrong, prescribing the incorrect medication, or botching a surgical procedure.


  That said, a lack of compassion can predispose health care providers to giving suboptimal care. A patient’s risk of harm can actually be higher in the absence of compassion. To be clear, a health care provider who doesn’t demonstrate compassion didn’t just miss an opportunity to improve an outcome for his patient, but he or she is also more likely to harm a patient—to remove the chance for an acceptable outcome through this omission. And that’s important.


  There is tremendous focus in the health care industry on ensuring that preventable harms (i.e., medical mistakes) do not happen to patients. Actually, the U.S. government’s Department of Health and Human Services’ Center for Medicare and Medicaid Services (CMS) adjusts payments to hospitals based on harms to patients and rewards those hospitals with the fewest errors. And yet, there is just such a risk when compassion is absent during care.


  Let’s take a look at the data: The key linkage is the data on depersonalization among health care providers and quality of care provided. Earlier, you read that with depersonalization—that inability to make a personal connection—compassion for patients is impossible.


  Of course, compassion is absent where there is no human connection. Without this connection, health care providers may not be as meticulous about the technical quality of care as they could be. There is robust evidence in the scientific literature that depersonalization represents a risk of harm to patients.


  For example, in 2009 researchers from the Mayo Clinic published a longitudinal study in JAMA in which they studied 380 internal medicine resident physicians and tested the association between their scores for depersonalization and emotional exhaustion and the incidence of major medical errors committed by the physicians.236


  In addition to depersonalization being an important marker for an absence of compassion, so is emotional exhaustion, because it can be an indicator of compassion fatigue among health care providers. In fact, it’s probably intuitive that depersonalization plus emotional exhaustion is virtually guaranteed to result in compassion fatigue, at least to some degree.


  In the study, residents were surveyed every three months for the duration of their three-year training program. The survey captured the physicians’ self-reported major medical errors—only those medical errors which the physicians themselves considered to have serious consequences (or potentially serious consequences). The survey was anonymous, so it is highly unlikely that the physicians were concealing major errors. Nearly 40 percent of these physicians reported committing a major medical error at some point.


  What they found was striking. Physicians who scored high for depersonalization were significantly more likely to commit a major medical error in the next three months. For any measurable increment of depersonalization on the scale (i.e., just one point higher), the odds of a major medical error were 9 percent higher. That translates to at least 45 percent higher odds of a major medical error in the next three months for the physicians scoring in the highest tier of depersonalization, compared to those who scored in the lowest tier.


  Similarly, physicians who scored high for emotional exhaustion were also significantly more likely to commit a major medical error in the following three months. The odds were 6 percent higher for any measurable increase in emotional exhaustion, which translates to at least 54 percent higher odds of a major medical error for the physicians scoring in the highest tier of emotional exhaustion, compared to those who scored in the lowest tier. Again, the outcome measure for this study was a major medical error. Would you want to take a chance with one of those physicians?


  In another study from the same Mayo Clinic researchers that was also published in JAMA, they used the same longitudinal study design surveying 184 resident physicians every three months.237 They found similar results: compared to physicians in the lowest tier for depersonalization scores, physicians that scored in the highest tier for depersonalization had at least 50 percent higher odds of a major medical error in the next three months.


  Similarly, physicians that scored the highest for emotional exhaustion had at least 63 percent higher odds of a major medical error in the next three months. But they specifically honed in on one more thing: the physicians’ compassion. They used another well-validated survey instrument that measured the physicians’ beliefs and values about their own compassion for patients.


  Physician compassion was associated with lower odds of committing a major medical error in the next three months.


  What they found was that physician compassion was significantly associated with lower odds of committing a major medical error in the next three months. How much lower? That is a little harder to answer, because there is not yet a consensus on how to define “high” and “low” levels of compassion according to the scale that they used.


  In the study above, for even the smallest measurable increment of higher compassion (i.e., just one point higher on a 28-point scale), there were 9 percent lower odds of committing a major medical error in the next three months. So, even a little bit more compassion can make a meaningful (and measurable) difference! Accordingly, it appears that compassion may actually be protective; compassionate physicians might practice in such a way that they commit fewer medical errors.


  Another study of 115 resident physicians from the University of Washington published in Annals of Internal Medicine sheds light on the relationship between depersonalization and quality standards among health care providers.238 Using an anonymous survey, the researchers tested the association between physicians’ level of depersonalization towards patients and their incidence of providing suboptimal care for patients admitted to the hospital.


  Examples of suboptimal patient care that the physicians admitted to included: discharging patients from the hospital just to reduce physician workload, not fully discussing treatment options with a patient or fully answering questions, medication errors that were not due to lack of knowledge or inexperience, ordering restraints or medication for an agitated patient without evaluating the patient, skipping a diagnostic test because of a desire to discharge a patient, paying little attention to the social or personal impact of illness on a patient, and feeling guilty from a humanitarian standpoint about the care (or lack thereof) provided to a patient. This is essentially a list of items that you would never want to occur if you or a family member were in the hospital.


  What they found was that depersonalization among the physicians was independently associated with higher incidence of self-reported substandard care at least monthly (and even weekly), which obviously is a reflection of having low quality standards. It turns out that the relationship between depersonalization and substandard care was “dose-dependent”; the higher the depersonalization score, the more likely the physicians were to provide substandard care. Compared to the physicians with the lowest scores for depersonalization, the physicians with high depersonalization scores had more than four times higher odds of substandard patient care practices.


  If you’re a health care provider, you may have encountered colleagues that suffer from depersonalization who are unable to make personal connections or who have really stopped caring about patients. Perhaps you have also observed them cutting corners in terms of quality standards?


  The data are pretty clear that depersonalization among medical doctors is associated with increased risk of harm to patients, but what about surgeons? In a study of 7,905 surgeons across the U.S. led by researchers from the Mayo Clinic, they surveyed members of the American College of Surgeons and tested the association between depersonalization/emotional exhaustion and the occurrence of major surgical errors.239


  Again, they used validated scales to measure depersonalization and emotional exhaustion as well as the occurrence of errors by surgeons. Errors were assessed by self-report, confidentially asking the surgeons if they made any major errors in the past three months.


  They found that, overall, 9 percent of surgeons reported making a major surgical error. Both depersonalization and emotional exhaustion among surgeons were significantly associated with a higher incidence of major surgical errors. These results, stratified by levels of depersonalization and emotional exhaustion, appear in Figure 6.1.
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  Figure 6.1: Proportions of surgeons (total n=7,905) reporting they made a major surgical error in the past three months, stratified by their level (i.e., from left to right: low, intermediate or high) of emotional exhaustion (EE) and depersonalization (DP).


  Source Annals of Surgery


  (Shanafelt, Balch et al. 2010)


  It’s a dramatic difference, isn’t it? Compared to surgeons with low depersonalization or emotional exhaustion scores, surgeons with the most severe depersonalization and emotional exhaustion had a sharply higher error rate. The proportion of surgeons who committed a major error in the past three months was three times higher! The number one contributing factor in making the errors? According to the surgeons, it was a lapse in their clinical judgment.


  In summary, surgeons scoring very high in depersonalization (which involves objectifying patients as well as being uncaring and callous towards them) and surgeons scoring high in emotional exhaustion (which leads to compassion fatigue) are prone to a lapse in clinical judgment that can result in a major error.


  Concerning? Yes. Surprising? Probably not. (Here’s a thought: maybe you should ask your surgeon how he or she is feeling before you go under the knife?)


  Numerous other clinical studies have similarly supported that health care providers’ inability to build meaningful relationships with patients can lead to low quality of care and is a risk to patient safety. For example, a Swiss study of 1,425 nurses and physicians working in ICUs found that emotional exhaustion—a precursor to compassion fatigue—among ICU staff was associated with higher ICU mortality.240 So it’s not just a higher error rate…it’s a higher death rate.


  A lack of compassion among health care providers can be a serious patient safety risk.


  An anonymous survey study of 681 emergency physicians in the U.K. found that compassion fatigue among emergency physicians was also associated with reducing their quality standards in the emergency department in a way that could harm patients.241 In fact, one-third of physicians with compassion fatigue reported these behaviors at least monthly. Taking all of the available data together, the evidence is clear. A lack of compassion among health care providers can be a serious patient safety risk.


  What Compassion Fatigue Looks Like in Practice


  Recently, a cardiologist shared an experience about a favorite patient of hers, Gina, an elderly woman who came to an appointment very anxious about an imminent surgical procedure that she needed. Normally, Gina was very energetic and outspoken. She was full of life.


  But at this appointment, Gina was a wreck. Her family explained that she wasn’t sleeping at night—she had not had a good night sleep in weeks, actually—because she was so worried she might not survive the surgery. They asked the cardiologist if she could possibly prescribe a medication to help her sleep.


  Normally, a cardiologist doesn’t prescribe these sorts of medications. When needed, they are usually handled by the patient’s primary care physician (PCP). But when the cardiologist looked through Gina’s electronic medical record, she noted that Gina had already communicated with her PCP about it.


  She saw notes about telephone communications between that PCP and his staff in the office. Essentially, that doctor blew off the request. He instructed his staff, “If surgery is the reason why she can’t sleep, tell her to ask the surgeon to prescribe it.”


  Why couldn’t he help his patient?


  The cardiologist made the diagnosis just from reading the notes in the computer. The PCP was burned out. It was obvious. His failure to appropriately care about his patient’s well-being was depersonalization in action. Gina’s PCP wasn’t thinking about her as a person…a person who was in need of his help. To the PCP, Gina was just one more task to get through in an overflowing inbox of tasks at the end of a long day. It was easier to just “pass the buck.”


  The cardiologist cared deeply about Gina, and of course she helped her. Not just with a sleep aid, but she also treated Gina with compassion. She took the time to talk with Gina, to find out why she was so afraid of surgery and why she thought she was not going to survive it.


  She reassured Gina and helped her to understand that she was not going to die. She told her that she would not go through this experience alone. And, just as we saw the scientific evidence for the power of compassion in the treatment of anxiety (Chapter 4), that compassionate connection with her cardiologist made all the difference for Gina. It made her much less anxious, helped to quell her fears, and helped her get through the surgery with peace of mind.


  Emotional Harms: Invisible but Real


  So far in this chapter, we have examined how a lack of compassion can reduce the quality of care leading to physical harms, such as major medical or surgical errors or other adverse outcomes. But are those really the only outcomes that matter? What about the harms to patients that do not leave a mark on the outside, but rather leave a mark on the inside?


  Recently, The New England Journal of Medicine asked health care providers to imagine scenarios such as these:242


  •    A patient with a recent diagnosis of cancer goes to the emergency department, due to a complication of chemotherapy. The emergency department physician reads through his medical records from the oncology clinic and says bluntly, very matter-of-fact, “Since your cancer is incurable…” Wait, incurable? The patient’s oncologist had not yet used those words with him. This is the first time the patient has heard this.


  •    A physician has to notify her patient about test results. They’re not good. The physician has to give her the bad news. No one thought to ask the patient ahead of time how she wants to receive the information or who she wants to be around for support when she receives it. The phone call from the physician comes when she is away from home. All alone. And she is driving sixty-five miles an hour on the interstate.


  •    A morbidly obese woman is admitted to the hospital. Speaking to a colleague, a resident physician makes a judgmental, derogatory statement about her obesity after he steps outside the patient’s room. What the resident physician does not realize is that the patient is still within earshot. She heard everything and is humiliated. It’s not the first time in her life she has been humiliated by someone because of her weight, but this time it’s different. It’s her doctor.


  •    A son receives a 3 a.m. phone call from an ICU resident physician asking for his consent to do an emergency procedure on his elderly father. “Wait, ICU?” he asks. “My father is not in the ICU.” But actually, he is. He’s dying. Hours earlier on the cardiology floor, the patient suddenly and unexpectedly went into cardiac arrest and, with all the various caregivers’ efforts to keep him alive, no one remembered to call his family.


  •    A woman comes to the emergency department because of abdominal pain and, ultimately, she needs to be evaluated by a specialist. Unannounced, the consulting physician barges into the patient’s room while she is sitting on the bedpan. Clearly in a hurry, after barely explaining who he was or why he was there, the physician does exactly what he came to do: he begins to examine the patient’s abdomen.


  Without asking permission or any forewarning, the physician lifts up the patient’s gown, but does not pull the bedsheet up to maintain her privacy. The physician does not even remember to close the curtain around her bed. Family members from the next room over can see her. She is mortified—totally exposed.


  •    A patient complains on a hospital’s Facebook page that the pre-operative paperwork for his surgery instructs him to check in at 5 a.m. He makes sure he’s up by 3:30 a.m. because he has over an hour drive to get to the hospital, only to arrive and learn that patients can’t actually check in until 6 a.m. When he expresses frustration, the staff tells him, “The 5 a.m. thing is a little ‘trick’ we use to make sure patients don’t arrive late.” The whole experience makes him wonder what other little “tricks or surprises” they might have in store for him during his surgery later that morning.241


  These are all true stories…very real emotional harms that occur in hospitals and other types of health care facilities daily. In the constant quest to keep to a schedule and deliver quality clinical care, health care providers frequently overlook things like these that they don’t deem important.


  Dr. Lauge Sokol-Hessner, a professor at Harvard Medical School and the associate director of inpatient quality at Beth Israel Deaconess Medical Center in Boston, and his colleagues are studying just this problem. They define an emotional harm as harm to a patient’s dignity caused by a failure to demonstrate adequate respect for the patient as a person.


  Further, they define dignity as the intrinsic, unconditional value of all human beings that makes them worthy of respect. They see respect as the sum of the actions we take to protect, preserve, and enhance the dignity of our patients.243 But most importantly, they believe that emotional harms are just as important as physical harms to patients and should be treated accordingly.


  A few pages back, you were introduced to health care systems’ gargantuan efforts to track medical errors, bad outcomes, and the process of care measures that may lead to physical harms. Quality reporting is a multi-billion-dollar industry in health care today. In fact, a research study examining just four specialties found that U.S. physician practices spend more than $15.4 billion annually to track, analyze and report quality measures.244


  There are dozens of consulting companies—Healthgrades, Advisory Board, Huron Consulting Group, and so many more—all dedicated to helping hospitals improve their reporting on metrics that CMS wants data on. It makes sense, as the government is the largest health care payer in the U.S.


  But there’s something missing: Despite all of these efforts to reduce physical harm (and all of the spending on these efforts), emotional harms are not tracked at all. None of the vignettes about emotional harms you just read would show up on a health care system’s quality dashboard. They are not systematically identified or addressed in hospital quality improvement programs.


  That’s why the unconventional—and probably long overdue—approach by Sokol-Hessner and his colleagues is so welcome.242, 243 At Beth Israel Deaconess Medical Center, they are not only capturing and tracking emotional harms, but they’ve reconfigured their safety reporting tool to include a category for emotional harms.


  Emotional harms are a big, big problem in health care today. Research shows that when asked about the impact of adverse events in health care, patients emphasize emotional harms more than physical harms.243, 245, 246, 247 And emotional harms may be more common than physical harms; some research indicates three times more common.246 Plus, they may “hurt” more than physical harms and can have lasting effects.


  Think back for a moment to the bus crash study shared at the beginning of Chapter 1, the one about what the survivors remembered most five years after their harrowing experience.18 What they said was that in addition to the physical pain they experienced, what was seared in their brain—five years after the accident—was a lack of compassion from caregivers at the hospital. They suffered an emotional harm that day, and they cannot forget it, even now.


  Let’s consider the six vignettes at the beginning of this section one more time. Five years from now, if you asked the patients or family in each of those scenarios what they remembered most of their experience, guess what they would most likely remember? They likely would not remember the specifics of the technical care. They might have very little recollection of those details. But they would definitely remember exactly how the caregivers made them feel. They would remember the indignity. Emotional wounds can run deep. And, unfortunately, they are sometimes never forgotten.


  Maria’s Story


  Here is a true story of emotional harm, one that persists even today:


  Maria thought she was dying. She felt like she was coming apart at the seams. She had trouble walking and trouble speaking. Her body was stiff. Her face was changing. Sometimes she would just have a blank stare, expressionless. Emotionally, she was withdrawing. She wondered if these were just the effects of aging, but she was only 65 years old.


  When her primary care doctor put her arm around Maria and said the words, “I think you have Parkinson’s disease,” Maria’s whole world changed in an instant. She was terrified. What did that mean? What would happen to her?


  But, thankfully, things started to get better that day as Maria’s primary care doctor also started her on a low dose of medication to treat Parkinson’s disease. Almost immediately, Maria’s movement got better. Her speech improved.


  She was more herself, engaged, and able to connect with people. Her smile came back and her family was thankful. They had their “Nonna” back.


  But then Maria’s primary care doctor referred her to a specialist, a neurologist, to confirm the diagnosis was correct. On the day Maria and Peter, her husband of more than forty years, went to see the neurologist, they were quite anxious, but also hopeful that a good quality of life was possible. They were encouraged by the progress Maria had made on medications. But in that neurologist’s office, everything changed.


  The neurologist confirmed for Maria that it was Parkinson’s disease and that she was started on the right medication already. But then, Maria asked him, “What can I expect with this diagnosis? What will happen over time?” She wanted to know what would happen to her, long term. What would the rest of her life look like?


  The neurologist could have told her that although there is no cure for Parkinson’s disease, there are effective treatments to slow the progression, and that a good quality of life is still possible for quite some time. He could have said, “Although there is no way to make this disease go away, Maria, we can treat it, and we will go through this together.”


  Instead, this is what he told her she had to look forward to. These are the actual words he used:


  “There are two common patterns ‘in the end.’ The first is that, because you will have trouble walking, you will fall down and break your hip. That usually triggers a downward spiral of progressive weakness that you won’t be able to get out of that will lead to your death. The second is that you will have trouble swallowing and you will choke on (aspirate) your food and you will die from that.”


  Not only was there no compassion, there was no sensitivity—actually no humanity—in the words he spoke. Maria crumbled. She was shaking, unable to speak. She couldn’t stop envisioning a horrible end to her life. Maria doesn’t remember anything about the appointment beyond that point. She was unable to hear anything further that the neurologist said.


  But Peter remembers every word. Every word. To this day when he thinks of that neurologist, he replays those words in his head and remembers how that doctor deeply wounded his wife, the love of his life. It is an emotional wound that to this day Maria keeps reliving. It cannot be undone. How could someone be so callous?


  As soon as the appointment was over, Maria actually regressed physically. The medicines stopped working. Parkinson’s disease causes rigidity of the body, an inability to move. Maria was frozen. The emotional harm triggered a physical harm. In the days and weeks that followed the neurologist visit, Maria fell into a deep depression which just exacerbated her physical symptoms.


  Over time, after a rocky course, Maria started to respond to treatment again, but the experience still haunts her today. Anytime she is reminded of it, she breaks down in tears. All the feelings she felt back in that neurologist’s office come rushing back all over again. And every time this happens, she slides backward with her physical symptoms as well. She crumbles again.


  Everyone who knows her husband Peter would say, without question, that he is an extremely gentle man. But to this day, any time he thinks back to the words that the neurologist said, and how those words cut his precious wife to the core and stole a piece of her spirit, his jaw clenches, and so do his fists. He fights back tears. This typically gentle man shakes with anger at the memory—even now, many years later. Don’t tell Peter that emotional harms aren’t real.


  If you are a health care worker of any kind, there are three key take-home messages in this regrettable story. First, always remember that being a patient means being vulnerable, and often extremely vulnerable. Second, compassion protects the vulnerable. Failing to practice compassion means that emotional harms are more likely to occur.


  Emotional harms are usually preventable, and when we fail to prevent them we should consider that unacceptable. When a physician graduates from medical school and takes the oath that we often translate as “Do no harm,” that includes the kind of harm that is invisible also…the emotional wounds.


  And third, know this: every word out of your mouth matters.


  Emotional Harms Can Be Expensive for Health Care Systems


  What about when health care providers don’t take their responsibility to prevent emotional harms seriously? In one especially egregious case in the news recently, a jury ordered two physicians to pay a patient $500,000 after they made disparaging comments about him while he was under anesthesia.248


  Here’s what happened: A patient was preparing to undergo a colonoscopy. He knew that he got very groggy with sedative drugs, and he wanted to accurately capture any post-procedure instructions that his physician would give him. So right before the procedure started, he pressed “record” on his smartphone.


  Imagine his surprise when he pressed play on the way home from the hospital and realized that he captured the chatter of his doctors during the whole procedure. As soon as he was asleep, the insults began. “After five minutes of talking to you in pre-op, I wanted to punch you in the face and ‘man you up’ a little bit,” the anesthesiologist said to her colleagues.


  But it didn’t stop there. When the medical assistant pointed out a rash on the man’s penis, the anesthesiologist joked that the medical assistant should not touch it because he might get “some syphilis on your arm or something,” and then added, “It’s probably tuberculosis in the penis.” It went on and on and on. The doctors even talked about how to avoid the patient after the procedure and asked an assistant to lie to him!248


  As a result, the jury awarded the man $100,000 for defamation, $200,000 in punitive damages, and another $200,000 for medical malpractice.248 Later in Chapter 7, we will do a deep dive on the evidence for the effects of compassion on health care costs but, for now, this story is an example of how an extraordinary lack of compassion for a patient leading to an emotional harm can also be extraordinarily expensive.


  Rethinking Quality and Safety Measures


  As you’ve seen, Sokol-Hessner and his colleagues at Beth Israel Deaconess are convinced not only that emotional harms are real but also that we need to treat them very seriously, just like all other avoidable harms that are tracked in health care systems. We should track them just like other adverse events.242


  Just as hospital-acquired infections, surgical complications, and the most serious adverse events are preventable (sometimes called “never events” in hospitals), health systems also need to have a method to report, track, and investigate cases of emotional harm. Of course, if we can’t measure it, we can’t improve it. Sokol-Hessner reminds us that dignity and respect for patients are, in fact, legitimate quality measures. Period.


  Perhaps most important to remember, emotional harms often can be prevented through compassion and maintaining dignity and respect for patients. Therefore, unlike many adverse events that are tracked in health systems, the occurrence of which may be mostly (or in some cases totally) unavoidable, emotional harms are almost always preventable.


  Now, following the lead of Dr. Sokol-Hessner and colleagues, it is health care’s responsibility to prevent them. Research from the University of California Berkeley found that physicians are often reluctant to respond to disrespectful or uncaring behaviors toward patients by members of their medical team.249 These researchers also found that physicians often avoid or rationalize these behaviors by colleagues, respond in ways that avoid moral judgment, do not actually address underlying attitudes towards patients, and leave room for face-saving reinterpretations of the behavior.


  This is a problem. This failure to hold people accountable for bad behavior that results in emotional harms for patients could be passed on to the next generation of health care providers. (Think back to our discussion of the “hidden curriculum” for physicians-in-training from Chapter 1). We must begin to hold our colleagues (and ourselves) accountable—across all health care worker roles—and do our very best to prevent emotional harms for patients and families every day.


  But let’s be clear, we are not talking about eliminating heartbreak for patients and families. That’s not possible. Every day in every health care system, people will grieve over devastating unavoidable loss, such as the death of a loved one or receiving bad news about a diagnosis or prognosis.


  These are the outcomes that are largely unavoidable. What we are talking about is the avoidable, preventable heartbreak that comes from a patient’s loss of dignity and respect, the preventable emotional harm that adds the insult to injury. That is what must be prevented.


  Compassion in Times of Heartbreak


  Going back to the story of Kenneth B. Schwartz from the end of Chapter 4, the inspiration behind Schwartz Rounds, he said that compassion can make the unbearable, bearable. So for patients and families who are dealing with unavoidable loss and grief, compassion from their health care providers can help lessen the emotional pain people are experiencing, at least to some extent. Schwartz was convinced of this; he experienced it himself firsthand.


  Some health care providers just understand this intuitively. Like the entire care team did recently one night at Cooper University Hospital when a 60-year-old man was admitted to the ICU due to a spontaneous brain hemorrhage. Sadly, the bleeding was so severe that there was nothing the neurosurgeons could do to save him. He was dying, and rapidly declining with only hours to live.


  But that was not the only tragedy: His grief-stricken wife relayed the story that the patient’s daughter, who was on her way to the hospital with her fiancée, was to be married in just two weeks. She said it was going to be the highlight of the patient’s life. She begged the ICU team to do whatever they could to keep him alive until the daughter arrived.


  His daughter—who was, of course, devastated by the news that her dad was so gravely ill—was praying there was some way that he could be there when she got married. It was a heartbreaking scene when the daughter and her fiancée arrived in the ICU, saw his life slipping away, and realized that their dream wedding day would not include him.


  That was when the ICU nurses and technicians on duty that night—moved by deep compassion for this patient and his family in their moment of tragedy—sprang into action…as wedding planners!


  It was 2 a.m., and they did not have much time. An ICU nurse crafted two rings out of IV tubing and medical tape. Two ICU technicians quickly scoured the hospital for the rest of the essentials. The cancer unit had a beautiful bouquet of flowers that they gladly donated. There was a frozen pound cake in the back of the freezer of the staff break room that was fashioned into a wedding cake. Something blue? They borrowed a blue ribbon from some Easter decorations on another floor.


  But who was going to marry them? They called the clergy on-call, but since it was 2 a.m. and Dad was fading fast, it looked like the chaplain would not make it in time. Just then, one of the other ICU nurses stepped forward. He was an ordained minister and able to perform weddings.


  Imagine the scene: With wedding music playing from a nurse’s cell phone, and the family (including the bride’s sister who was on speaker phone from California) plus the entire ICU staff gathered around Dad’s bedside, there was a wedding. It was not the wedding that was planned, but it was nonetheless beautiful.


  In her father’s presence (and holding his hand), the bride and groom said their vows. Minutes later, he died. The patient and family went through unspeakable pain in the ICU that night. But the compassion that the ICU staff showed them is something that no one will ever forget.


  Weeks later, the bride wrote a very touching letter to the ICU staff, thanking them for all their compassion and for going the extra mile to allow her to be married in her father’s presence. It meant the world to her. She concluded the letter with this:


  “Thank you from the bottom of my heart. Although my heart is broken, at the same time, because of you, it is very full.”


  Emotional Harm Can Be Heartbreaking…Literally


  Now let’s look at an entirely different type of experience that happened in a different ICU in a different hospital and with a different broken heart.


  Do you recall (from Chapter 1 on the compassion crisis) the NIH-funded University of Washington study where researchers found that fully one-third of end-of-life discussions with patients or families in the ICU included zero statements of compassion from physicians?54 That study was especially striking, because if there ever was a time when people need compassion, it is when facing the end of life.


  Remember also the description of Takotsubo cardiomyopathy from Chapter 3? That is the condition where, following an extreme emotional stressor or other triggering event, a patient goes into sudden heart failure and can suffer fatal cardiovascular collapse.96 A patient can actually die from a broken heart.


  One especially dramatic case highlights—and brings together—both of these scientific facts. A 72-year-old man was in the ICU with progressive multiple organ failure. As his critical illness continued to deteriorate, it was clear to the ICU team that his condition was not survivable.


  The next step was to talk with his family. The plan was to meet with them and explain how grave the situation was and then to recommend withdrawal of life sustaining therapy, to allow the patient to pass away peacefully. As sad as that situation is, if you practice intensive care medicine you encounter these matters on a regular basis. It is, of course, imperative to approach the family with all the care and compassion that one can muster.


  But that’s not exactly what happened when meeting with the wife of this particular patient. It was quite the opposite. When the patient’s wife of almost fifty years came to the patient’s room in the ICU, she had absolutely no idea what was in store for that meeting. She knew he was sick, but she did not yet have an understanding of how grave the situation was.


  The first error the team made was to fail to ask the wife who else in the family should be present (for multiple reasons, not the least of which is emotional support). The second error was to fail to ask her what her current understanding of the situation was, in order to predict how shocking the information may be to her.


  The third error was to fail to ask her to sit down. The wife and the ICU team were standing up next to the patient’s bed for that heavy talk. (Note: Always ask somebody to sit down before you give them the news that delivers the worst day of their life.) The fourth—and most egregious—error was a striking lack of compassion. Just like the University of Washington study: there was zero.


  In the first thirty seconds of the meeting, the physician just blurted it out in a way that was not only matter-of-fact and insensitive (like it was nothing), but also downright cold: “He is dying. He won’t survive the day. There is nothing we can do.” Full stop.


  Mind you, all of those statements were true. He was dying, and there was no way to change that. And the physician had a responsibility to communicate those facts to the wife so that she had a full understanding. It wasn’t the message. It was how the message was delivered. While a physician needs to be honest with the facts, communicating such sensitive information in such a thoughtless way is clearly an avoidable emotional harm.


  BAM! It happened so fast that no one could catch her. His wife, who was more than 70 years old herself, collapsed and hit the floor…face first. There was blood everywhere, pouring out of her nose onto the floor of the patient’s room.


  But as soon as the doctors flipped her over onto her back, they realized she did not just faint following the bad news. Something very different was happening to her. There was barely a pulse, and she was barely breathing.


  The trauma of the fall was not the primary problem; it was a catastrophic heart problem that caused her to collapse. It was a full-on resuscitation situation, but not for the patient…for his wife.


  The ICU team worked valiantly to try to revive her. When the cardiologist did an echocardiogram to look at the heart, it had the characteristic signs of Takotsubo cardiomyopathy. Sadly, she could not be saved. She and her husband both passed away within 24 hours of each other. A striking lack of compassion from a caregiver appears to be the trigger for the event that culminated in her dying from a broken heart.


  Health care providers should think of this story the next time they have to give a patient or his family bad news. A caregiver’s responsibility often extends beyond the patient.


  Compassion Elevates the Quality of Care


  Now that we have seen a myriad of ways in which a lack of compassion can lower the quality of health care, let’s look at the flip side: how having compassion for patients can lead to higher quality of care.


  There are multiple potential mechanisms by which this can occur, including:14


  •    a higher level of health care provider commitment (i.e., going the extra mile)—to ensure optimal clinical outcomes;


  •    higher quality standards—more diligence and meticulousness around technical quality of care—among health care providers;


  •    a higher level of patient trust in health care providers, creating a better therapeutic alliance; and


  •    more patient self-disclosure in medical interviews, resulting in better information gathering by health care providers and better diagnostic accuracy.


  But what is the evidence?


  In the Johns Hopkins study in HIV patients that you saw in Chapter 5, you may remember that researchers asked patients if their physician knew them as a person.201 They found that knowing the patient as a person was associated with better patient adherence to antiretroviral therapy and, accordingly, better clearance of HIV virus from the blood.


  Well, there was another finding in that study that matters here. The researchers also found that knowing the patient as a person was associated with 41 percent higher odds that the antiretroviral medication regimen prescribed by the physician matched up with experts’ best practice recommendations for treating HIV. In other words, there were 41 percent higher odds that the physician was prescribing the right medications.


  Why? This seems unlikely to be causation, right? Knowing the patient as a person probably does not cause a physician to rethink what they are prescribing. More likely, it’s correlation.


  Perhaps physicians who are the type of people who get to know their patients as a person also happen to be the type of people who make sure they are prescribing the right medications. Maybe physicians who care enough to get to know their patients as a person are also more careful in what they are prescribing.


  Or perhaps knowing the patient as a person is just a sign of competence for a physician. That is, physicians who are more competent know that building a relationship with the patient is an essential part of care.


  So, are there data on compassion and competence? Yes, multiple studies support this link, especially the assessment of competence from the patient perspective. If a patient heard a surgeon say “oops” during their operation or observed a physician Googling their disease during an office visit, the patient’s confidence in the physician obviously would take a nosedive. It’s no different with compassion.


  For example, a study of physicians in training found that compassion communicates competence.250 One way that medical schools evaluate the competence of physicians-in-training is through an objective structured clinical examination (OSCE).


  In an OSCE, an experienced independent physician evaluator (e.g., a professor in the medical school) watches a physician-in-training perform a “history and physical” on a patient and scores the physician-in-training on the competence of his or her clinical skills using a pre-defined and validated scoring system. Sometimes they videotape the OSCE and then show the video to lay people and patients who grade the physicians-in-training on their communication skills. This methodology has been shown to be a valid and reliable method of assessing the quality of physician communication in numerous studies.251


  Likewise, in a study of 57 physicians-in-training, researchers found that observed behaviors—both verbal and non-verbal—that were expressions of compassion were strongly associated with perception of clinical competence, as rated by both the physician evaluator and by patients.250 In fact, the mean score for clinical competence among high compassion individuals was 15 percent higher than it was for those with low compassion.


  In a unique study from Harvard Medical School and the Department of Psychology at Yale University, researchers tested the association between compassionate non-verbal behavior by physicians and patient perception of physicians’ clinical competence using an online crowdsourcing platform to recruit more than 1,300 people to evaluate the physicians.252 (As mentioned earlier, using lay person observers to evaluate physician communication is recognized as a sound methodology for physician communication research).251


  In this study, all of the participants read an identical passage of text that was a scripted communication from a physician to a patient. But the participants were provided different visual images to accompany the text. Some of them were shown photographs of a physician with compassionate non-verbal communication like eye-contact, being at eye level, no physical barriers, having an open posture, leaning in, and showing a concerned facial expression.


  The other participants were shown photographs of a physician with the opposite non-verbal behavior, such as no eye contact, looking down at the patient from a standing position, sitting behind a physical barrier, crossing his arms, and looking rather annoyed with their facial expressions.


  After adjusting the analyses for potential confounders (like the participants’ mood at the time of the evaluation), they found that participants rated physicians with compassionate non-verbal behavior as being not only more compassionate but also more competent. Similar to the prior study we just discussed, the mean competence scores for the high compassion physicians were almost 15 percent higher than the competence scores for the low compassion physicians.


  Research shows if health care providers consistently demonstrate compassion, patients are more likely to believe they know what they are doing.


  So what’s the take-home message for health care providers? If you consistently demonstrate compassionate behaviors (both verbal and non-verbal communications) for your patients, they are more likely to believe that you know what you are doing. These data support that compassion and competence—at least perception of competence—just go together, naturally. But is it just perception, or is the quality of care actually better?


  Compassion Inspires Quality Communication with Patients


  If health care providers do not care enough to find out what is worrying their patients the most, they might never know. In an interesting study from the University of Colorado School of Medicine, researchers distributed cards to patients seeking care in the emergency department asking, “What worries you the most?”253


  The patients wrote in their answers. Then the researchers compared the patients’ greatest worries to what was listed as their chief complaint on their medical chart by the emergency department triage nurse. (Chief complaint, in emergency medicine speak, is the main reason someone has come to the emergency department in the first place.)


  Here’s what they learned: Patients’ most pressing worries were often unrelated to their chief complaints. In fact, only 26 percent of people’s worries actually matched their chief complaint.254 For example, for a 68-year-old man who presented with a chief complaint of neck pain and stiffness, his greatest worry was actually, “Dying and not seeing my children and grandchildren again.”


  One 45-year-old man had a chief complaint of chest pain on his chart, but his greatest worry told a different story. He wrote, “I worry about dying too young to see my kids grow up—they’re 14, 15, and 8. I’ve got trouble with my heart because of the drugs. I don’t want to be here again, but I can’t stay away.”


  A 27-year-old pregnant female had a chief complaint of vaginal bleeding, but her greatest worry was actually depression. She wrote, “I don’t want to go into depression again. A miscarriage is hard.”


  This qualitative data shows quite clearly: if health care providers do not care enough to ask patients what their greatest worry is, they may never know. How can health care providers possibly give their patients the highest quality, patient-centered care if they do not even know their patients’ greatest worry related to their health?


  Compassion for patients not only makes a health care provider more likely to ask their patients what their greatest worry is, but it also makes them more willing to listen. Part of caring deeply about patients is letting them tell their story.


  Sir William Osler, who is one of the most famous physician scientists in the history of medicine, once said, “Listen to your patient; he is telling you the diagnosis.” Health care providers who listen intently to what patients are saying are likely to get the necessary information. Those who do not listen intently to patients are prone to errors, both in making the diagnosis and in making clinical judgments.


  And this appears to be a two-way street. When physicians have high compassion for patients, not only are they more willing to listen to patients, but patients are also more willing to listen to the physicians. Research shows that compassionate care from a physician is associated with more accurate patient recall of the medical information communicated by the physician.174, 175 This is an important part of clinical quality because it promotes adherence to treatment recommendations.


  When patients stop talking, the real trouble begins. A health care provider’s diagnostic accuracy is based largely on having all of the right information, and the completeness of information gathering is essential. Let’s face it: sometimes seeking medical care is downright embarrassing. Patients often have to share some of the most personal information imaginable. They are often reluctant to disclose information if it is of a sensitive, intensely personal nature. Patients frequently shut down and do not disclose everything fully if they think their doctor doesn’t care and doesn’t want to hear it. That’s a serious threat to patient safety.


  In Chapters 3 and 4, we reviewed data demonstrating that compassion enhances patient trust in health care providers, and that this can affect patient outcomes. But compassion also enhances patient trust in a way that facilitates patient disclosure in the medical interview. Patients don’t place their trust in physicians and nurses because of the number of diplomas they have on the wall or the reputation of the school that they graduated from. Rather, research shows that patient trust is about the relationship that they have with their providers.43


  In Chapter 5, you heard about a University of Virginia study of patients with HIV where physician compassion was associated with a patient’s belief that therapy would be effective.202 Well, they also measured patient disclosure in that study and found that patients of highly compassionate physicians disclosed more information during the visit.


  Importantly, it was not just more information that was important from a psychosocial and human connection standpoint, but also information that was important from a biomedical standpoint (i.e., relevant to the treatment of HIV disease).


  Rigorous research from Columbia University backs up this finding. Researchers found that compassion for others is a very strong predictor that another person will confide secrets in us, while mere politeness is not.205 So science shows that for others to trust us with their most closely held secrets, we need to go deeper than just common courtesy, and just having the formal role of one’s health care provider is not enough. Here too, science shows that compassion matters.


  Earlier we shared a study published in Annals of Internal Medicine, where more than three-quarters of physicians interrupted patients before they completed their opening statement of concerns.34 This is a real problem; the inability to listen attentively signals a lack of compassion and caring about the patient. That will shut down a patient quickly, making it more difficult to elicit all the necessary information for diagnosis and treatment. Here’s a more in-depth (and true) story that really illustrates the impact that compassion can have on the quality of communication, and even save a life.


  John’s Story


  It was a night shift in the emergency department of a busy academic medical center. At 1 a.m., a 45-year-old male, John, arrived complaining of a headache.


  It was clear from the moment that he arrived that John didn’t want to be there. He sat up on the gurney in the exam room of the emergency department, arms crossed, looking only slightly uncomfortable, but mostly just annoyed. He was only there because his wife made him come in. She made him come because he almost never gets headaches, and so it concerned her. He didn’t like hospitals.


  The resident physician talked with John, examined him, and did not find anything unusual to suggest something serious. But he decided to order a CT scan of John’s brain, just to be sure that everything was okay.


  It took a long time to complete John’s evaluation that night. Hours really, mostly because of how busy the rest of the emergency department was. Everything was backed up, including the CT scanner and the radiologist who had to read the CT scan. Once the test results were available, it took time for the attending emergency physician to get freed up from caring for other patients in order to review them. That annoyed John even more. Remember, he did not want to be there in the first place.


  But during that time delay, there was actually a bonding opportunity for John…not with his physician, but with his nurse, Jackie. She sensed his frustration and did all she could to make him more comfortable during his time there.


  Jackie closed the door of his exam room so that the noise from the rest of the emergency department would not exacerbate his headache. She brought him a warm blanket and turned down the lights in his room so that he could try to close his eyes and get a little rest while waiting.


  And she talked with him. She talked in soft, soothing tones. Clearly, Jackie was the type of person who really cared. She did not just talk with him about the formalities (like chief complaint, history of present illness, review of systems, and all that), but she really talked with him.


  She sensed that there was more to the story. There must have been a reason why he did not want to come to the hospital when his wife insisted. John was notably more relaxed after the care Jackie provided. (By the way, Jackie is a nurse who is known for exceptional care and compassion for patients, so this extra care was nothing out of the ordinary for her on a busy night shift in the emergency department. That’s just who she is. Also, you might think that it takes Jackie extra time for this kind of extra care. In Chapter 8, you will see that is not necessarily the case.)


  After the CT scan was read by the radiologist as normal, John still had a bad headache. But by that time, he’d had it with being in the emergency department. He was ready to get out of there. So the attending physician, seeing that the CT scan was normal, discharged him home. It was 4 a.m. John went home to bed.


  End of story? Not by a long shot.


  Toward the end of his night shift, the attending physician was catching up on completing his charts for all the patients he treated overnight. He reviewed the resident physician’s note for John’s care: it looked okay; nothing unusual. But when he reviewed Jackie’s nursing notes, he noted something peculiar. She jotted down: “+BM”.


  “+BM”? What did that mean? He went and found Jackie and asked her.


  She explained: in her time talking to John, and showing him extra care, she learned that the patient was annoyed about being there because he was actually completely embarrassed to be there.


  “Embarrassed?” the physician asked. “What do you mean?”


  She went on, “He’s a really stoic and private guy, you know. Well, there was something he hadn’t said…and he was really embarrassed about it. I could tell that he didn’t want to talk about it at first, but over the night he warmed up to me.


  So here’s the real story: Over the past couple of days, he had been really constipated. He tried fiber, prune juice, you name it. It was not providing relief. He went to the bathroom right before bed and decided: ‘This was it.’ He was going to have a bowel movement, no matter what. He strained and strained and strained. And finally, he had a huge bowel movement (actually a ‘blowout,’ is what he said) and he instantly felt better in his stomach. But that was when his headache came on.”


  “When I was talking with him, he admitted that he was so embarrassed to be there. I remember him saying, ‘I feel so stupid—here as a patient in a trauma center in the middle of the night, surrounded by people who have real problems like car crashes and heart attacks—only because I overdid it in the bathroom. I’m an idiot.’”


  So when Jackie made the note “+BM,” that meant that the headache started when the patient was straining to have a bowel movement. As Jackie was speaking, she noted that the face of the attending physician was becoming more and more pale.


  “What’s the matter?” Jackie asked.


  “Oh my God…I missed it,” said the doc.


  “Does it matter?” asked Jackie.


  Before Jackie could even get an answer, the physician was off like a shot. This attending physician, who was a veteran of more than ten years in the emergency department and was known for being exceptionally calm—even in the most dire, life-and-death situations—was right now on fire. His body language made it clear: this was a red alert, all hands on deck moment.


  The attending physician grabbed the resident physician by the arm (which no one had ever seen him do before) and commanded, “Find that patient right now and get him back here immediately. Call the police to go to his house if you have to.” Just in case there was any grey area, he added, “This is no joke.”


  But the resident demurred. “It’s 5 a.m.,” he said. “This guy had to wait three hours, only to be told nothing was wrong and be discharged. He probably just fell asleep. He’s going to kill me if I wake him up and tell him to come back!” (By the way, this is the same resident physician who saw the “+BM” in the nursing notes and did not think to ask Jackie what it meant.) The resident thought his attending physician was crazy. The CT scan was fine; it was time to move on.


  The attending physician had enough of the eye rolling from his junior colleague. He was going to call the patient himself. He needed to make sure the patient would come back and could not entrust the communication to anyone else.


  Here’s the deal: There are many warning signs in patients with headache that can signal a potential catastrophic diagnosis, even if a CT scan of the brain is normal. A headache that starts when someone is straining—like having a bowel movement or lifting an exceptionally heavy weight—can signal that it is a brain aneurysm that has popped (i.e., ruptured, bleeding).


  An aneurysm is an abnormality—actually, an enlargement—of a blood vessel caused by a weakening of the blood vessel wall. A brain aneurysm can be difficult to diagnose in the emergency department, and it doesn’t get any more high stakes than this.


  A bleeding brain aneurysm, if not diagnosed and treated promptly, can result in devastating brain damage and is often fatal. In the earliest stages of a bleeding brain aneurysm, a conventional CT scan of the brain can appear normal. In that case, other imaging is needed, or the physicians need to insert a needle into the spinal canal to sample some of the spinal fluid (also called a spinal tap) to look for evidence of bleeding.


  It’s important to point out that it wasn’t Jackie’s job to know the significance of “+BM.” It was the emergency physician’s job. But it was Jackie’s expertise and extra care that got the patient to open up. It was her extra care that got him to disclose it.


  Imagine how that phone call went: calling John and requesting that he return immediately. If the patient was a 9 out of 10 on the annoyance scale when he was in the emergency department, he was an 11 when the attending physician woke him out of a deep sleep with a phone call and asked him to come back.


  Keep in mind, the physician was also saying that they might need to stick a long needle into his spine! But the physician was insisting. Actually, he was begging John to come back. Of course, the physician had to acknowledge to the patient that there was also a very high likelihood that a bleeding aneurysm was not present, but with something potentially devastating you just can’t take any chances.


  Still groggy from being awakened, John muttered “okay,” and then hung up. But the physician, who was about to turn the emergency department over to the oncoming day shift attending physician was not convinced he would actually come back. He felt sick to his stomach. He told the day shift physician the whole story and prepared to go home. In the back of his mind, he was thinking he might do something he had never done before…drive to a patient’s house on the way home from the hospital!


  But then, on his way out the door, the physician passed John walking back in to the emergency department. He was so happy to see John, the physician nearly hugged him. The doc went home and went to sleep. And then, when he woke up that afternoon, he called his colleague in the emergency department to see what happened with John.


  “Are you sitting down?” she asked. “He’s in the operating room right now.” Further testing showed a brain aneurysm that had just started leaking, a very early stage of rupture. But when the neurovascular surgeon tried to stop the bleeding by threading a catheter up into the blood vessels in the brain, he could not stop the bleeding.


  The shape of the aneurysm was such that they could not get control of the bleeding with a catheter. They had to rush him to the operating room for brain surgery—a craniotomy (surgical opening in the skull)—to clip the aneurysm, in order to get the bleeding to stop. Thankfully, the surgery went exactly as planned, and John made a rapid and complete recovery. He is 100 percent back to normal today.


  So what does this story have to do with compassionomics? Yes, the physician was tenacious in following up once he realized the warning sign but, let’s be honest, he was also one of the people who missed it. In reality, it was Jackie that saved John’s life.


  Earlier, we reviewed the scientific data showing that a compassionate human connection is what makes people confide their secrets in others. Specifically, in health care, we saw that compassion leads to greater disclosure by patients.


  In John’s case, he was totally embarrassed about the details of how his headache started. He thought his headache was nothing serious—just a byproduct of his constipation—and he did not really need to be in the emergency department among people with obvious life or death conditions. His wife made him come. He felt stupid.


  He did not tell the triage nurse the “+BM” part. He did not tell the resident physician. He did not tell the attending physician. He did not even tell his wife. But he told Jackie.


  Jackie could tell there was more to the story, and that he was embarrassed about something. She cared enough to ask. Like we said earlier, that’s what Jackie was known for: exceptional caring and compassion. And because the patient could tell that she truly cared, he confided in her the critical piece of information that no one else could get…the only piece of information that actually mattered.


  Jackie knows that compassion matters. Although she helped to save victims of car crashes and heart attacks on that same busy night in the emergency department, nothing was more heroic than the way she cared enough to inspire this man to open up and confide in her. And this is an important reminder of how compassion can actually save a life.


  Going the Extra Mile


  If you are a resident physician on duty at Cooper University Hospital, these words from the unit secretary might make you cringe: “Dr. Viner is on the phone and he wants to speak to you.”


  “Oh no,” you might mutter under your breath. “Not another Dr. Viner patient.”


  You see, Dr. Viner’s patients are special. At the end of Chapter 3, you were introduced to Dr. Viner. He was the chair of the Department of Medicine at Cooper for two decades, and he was also the patient in the story of the “angel” nurses who helped him get off the ventilator in the ICU.


  As a young man, Dr. Viner experienced the power of compassion firsthand, as a patient himself. From then on, he dedicated his life to showing the same level of care for others. That’s also why he founded the Center for Humanism at Cooper Medical School of Rowan University.


  If you are a resident physician and one of Dr. Viner’s patients is admitted to your service in the hospital, it’s a special experience. Most of Dr. Viner’s patients have been his patients for years, and often for decades.


  Dr. Viner will first make sure you know the whole story, every detail about the patient, all the way back to the beginning. Even if the patient is only being admitted to the hospital for a very discrete issue, you will get to hear his or her life story. You might also get the life story for everyone in the patient’s family. (Dr. Viner takes knowing the patient as a person to a whole new level.)


  You will also get Dr. Viner’s mobile phone number. And you will get the opportunity to use it…frequently. You will get to call Dr. Viner to update him about every little detail in the patient’s care. If you don’t call him at the expected time interval to give him the update, you can expect to be paged in the hospital. It’s Dr. Viner calling to check in with you.


  If something important and unexpected happens to one of his patients, good luck to you, if Dr. Viner hears it first from anyone other than you. Also, he “cyber stalks” the electronic medical record from home, so he likely knows the test results before you do. He knows every detail.


  One summer night while Dr. Viner was on vacation at the Jersey Shore, he got a phone call from the wife of a man who had been his patient for nearly forty years. The man had been admitted to the hospital and needed a consultation from a specialist.


  After spending much of the night on the phone discussing his care with the various caregivers involved, Dr. Viner decided that it was taking too long for the specialist to come and see his patient. He got in his car late at night (leaving his vacation, mind you) and drove all the way from Ocean City, New Jersey to Cooper in Camden, New Jersey which is more than sixty miles away, arriving close to midnight, just to stand by his patient’s bedside and make sure that he got everything he needed as quickly as possible.


  That’s Dr. Viner. So, if you are a resident physician on duty when one of Dr. Viner’s patients is admitted, you can expect he will be all over you to make sure that you provide the best care to his patient that you possibly can. Not acceptable care, but exceptional care.


  Why? Compassionomics. Research shows that compassion for others makes people more likely to exhibit altruistic behavior and “go the extra mile.”234, 235 Dr. Viner cares deeply about his patients. He doesn’t just know them as patients, he knows each patient as a whole person. He has celebrated with them life’s wonderful blessings—when their kids got married and their grandchildren were born—and he has stood by them through unspeakable pain, such as suffering and loss.


  When his patients are sick, he walks with them. He meets them in their pain and suffering with an authentic desire to help. You will remember from Chapter 2, that’s actually the definition of compassion. And the manifestation of Dr. Viner’s compassion for patients? Going the extra mile.


  Going the extra mile for his patients ensures that the care they receive has a characteristic kind of meticulousness, the highest standard. On a Dr. Viner patient, nothing falls through the cracks. He makes certain of it. Every little detail goes under the microscope and is attended to diligently. And quality of care is all about the details.


  His compassion elevates the quality of care by elevating the expectations for everyone’s care of his patients, the whole team. He is legendary for this, and it has left an indelible mark on trainees at Cooper for decades. Essentially, Dr. Viner has taught physicians-in-training a whole new level of what it means to care.


  But, you do not have to know a patient for decades in order to care enough to go the extra mile and make a difference. Sometimes, those bonds can be built in just a matter of minutes, and in the back of an ambulance of all places.


  Consider this story:


  A previously healthy young man in his mid-thirties, Joe, was brought to the emergency department by ambulance because he passed out cold while at work. He just collapsed with no warning. When paramedics arrived, Joe’s vital signs were okay, but he was out of it. They put him on a stretcher, slapped an oxygen mask on his face, and loaded him in the ambulance.


  When the ambulance began to pull away from the scene, Joe was now fully awake with normal mental status. He sat up and asked, “What happened?” He recalled having a dull headache during his shift, but that was all he remembered. Then he woke up in the back of an ambulance.


  But then Joe went into panic mode. He wanted out of the ambulance immediately, saying that he had to get back to work. But Layla, the paramedic in the back of the ambulance, was able to calm him down and recognize that he needed medical attention. That’s when a much unexpected compassion connection happened.


  Joe explained the reason for his panic to Layla: He had been out of work for a number of months, almost a year, until this current job came around just two weeks ago. Through a very fortunate set of circumstances—a friend of a friend—he landed a job as a forklift operator, and (thankfully) it was the best paying job he ever had.


  He needed the money desperately. He and his wife had a two-year-old at home and, unexpectedly, they had just learned she was pregnant again. They were almost evicted from their apartment the prior month, until a family member floated them a last-minute loan to pay the rent.


  His wife was in school full-time, so Joe had to find work. He said he had been so stressed out. And then he got the call about this job—it was a godsend and just in the nick of time. He broke down in tears in the back of that ambulance, terrified that his boss who barely knew him yet would think he was flaky if he missed work so soon after starting the job and would want to let him go.


  Layla knew exactly how he felt. She had been there before—living paycheck to paycheck, barely making ends meet. Before landing this steady (not to mention rewarding) paramedic job two years ago, she was unemployed herself…a single mom with two kids to care for. She had felt his stress and fear.


  But healthy people in their mid-thirties don’t just pass out for no reason, so she tried to convince Joe that he had to let her take him to the hospital. What finally convinced him was when she said, “You won’t be of any use to your family if you end up dead.” Layla smiled at him warmly and held his hand so he would not be afraid as she said, “C’mon, let’s get you checked out.” He agreed, so off to the hospital they went.


  On arrival to the emergency department, Layla said her goodbyes, took his hand once more, and let him know that she wished the best for him. Then she left on another ambulance call. The emergency department team put him in an exam room and the evaluation began:


  Vital signs: Normal


  Chief complaint: None (He was asymptomatic now…“I feel fine.”)


  History: “I think I blacked out.” (That’s what Layla told him.)


  Past medical history: None


  Physical exam: Normal


  Electrocardiogram (heart tracing): Normal


  Chest x-ray: Normal


  CT scan of the brain: Normal


  The emergency physician was perplexed. Totally stumped. What would make this young man suddenly collapse and go unconscious? Everything in his history was unrevealing and all of his tests were coming back normal so far.


  That’s when Joe started back with the panic. He had to get released, to get back to work. “Please tell my boss everything is totally fine if he calls,” Joe urged. That’s when Layla showed up…again. She was out on another ambulance call and could not get Joe out of her head. She knew the fear and anxiety he was going through, and even though she just met him, she was very worried about him.


  Why did she come back? One thing was bugging her. In thinking about his case some more, she thought it was sort of striking that Joe started to recover his mental status as soon as they put him in the back of the ambulance…like immediately. It was as if getting him out of the warehouse where they found him had made a huge difference. He had been operating a forklift in there.


  Layla said to the emergency physician, “I think you should check the carbon monoxide level in his blood.”


  The nurses gasped and almost started laughing; did the paramedic really just say that to our doc? Now, there are a few things you should know about the emergency department in this story: It’s a very busy urban academic trauma center that has an impressive reputation. Their emergency team knows exactly what they are doing, and they don’t like being told their business…by anyone.


  Let’s just say that it is unusual in this emergency department for a paramedic to talk with the attending physicians, let alone tell them what to do. And let’s just say that in this emergency department if that did happen it would be unusual for the attending physicians to listen.


  But this physician decided to take a different approach. After all, he did not have a good explanation for the patient’s blackout, so he was willing to listen to suggestions. And he had not considered carbon monoxide. Also, in his more than ten years of working in that emergency department, he had never seen a paramedic care so much about a patient’s well-being that she would come back specifically for the purpose of checking on a patient. That was special care. So, the physician agreed to do the test.


  There was definitely some eye rolling from the nurses when the physician ordered the test. And then the result came in…


  The nurse and the physician just stared at each other in disbelief. They repeated the blood test, thinking it must be a lab error, and got the same result. His carbon monoxide level was through the roof. It was more than ten times higher than the upper limit of the normal range for carbon monoxide level in the blood. It was a wonder that Joe was alive at all, let alone awake and talking.


  A level that high is such an emergency that they immediately started a special treatment called hyperbaric oxygen therapy to drive down the carbon monoxide level. Even though Joe survived the initial event in the workplace, he still could have suffered severe long-term side effects of a carbon monoxide level that high. The special care from the paramedic—going the extra mile for a patient—made all the difference.


  The physician went to thank Layla, but she was gone. But the story does not end here. Since the accident happened at work, the hospital toxicologist immediately called local authorities to check the warehouse to determine if others were at risk. When they arrived, the carbon monoxide meter read “error.” They could not even get a reading. That’s because the number—the carbon monoxide level in the air—was too high. They had to open up all the windows and doors to ventilate the area for quite some time before the meter would actually register a number. It was off the charts.


  Somehow, carbon monoxide was spilling unchecked throughout the warehouse. But here’s the most striking part: at the time that the authorities arrived to measure the carbon monoxide level, there were actually several people working in the warehouse who did not (yet) start to show symptoms.


  If it hadn’t been for Layla, a paramedic that cared enough to go the extra mile for a patient and come back to the emergency department with her revelation, many people could have died in that warehouse that night. And, in some sense, Layla’s special care had a major impact on the physician, too. How, you ask?


  Imagine being that physician at home later that night after he completed his shift and was sitting down to catch the local news headlines on television. What if he heard then that multiple people died from carbon monoxide exposure in a warehouse?


  The news reporter would have discovered that one of the employees was rushed to the emergency department earlier in the day, but that no one at the hospital put “two and two together” to identify that the employee was suffering from carbon monoxide poisoning and then check everyone else who was working in the warehouse that day.


  To this day, that physician swears that if they had missed that in the emergency department, and people died because of it, he would have been so devastated by his failure that he would have had to quit practicing medicine. He would have felt responsible, and there would be no way to recover from that kind of guilt.


  Never underestimate the power of going the extra mile for a patient. The ripple effects from this one act of compassionate care by Layla truly changed multiple lives.




  CHAPTER 7:


  Compassion Drives Revenue and Cuts Costs


  “Show me the money.”


  —Rod Tidwell


  You’ve seen the evidence that compassion can dramatically improve the quality of clinical outcomes. And yet, some may still be skeptical that compassionate care will ever truly become the new standard of care. After all, it’s really finance that drives change within the health care industry, right?


  Anything that is to become widely adopted needs to make good financial sense. No matter how strongly one might feel about the value of compassion from a moral standpoint, the health care industry will only see impetus for meaningful change if the dollars also add up.


  So, the next question is: Does the evidence show that compassion can make a difference when it comes to financial outcomes? The answer is an unequivocal yes. Compassion actually drives higher revenue and reduces cost for health systems and providers. The potential benefit is huge, when you consider the scope of the cost problem.


  We’re Drowning in Health Care Costs


  While it’s no surprise to any of us that health care is expensive, let’s take a quick look at some of the specific financial challenges the industry faces so we can fully grasp what we’re up against here. Then you’ll understand why the potential for compassionate care to “move the needle” on health care costs is such an important topic.


  If you were a person who had lived your whole life in a single town—someone who still took your kids to the very same pediatrician’s office you visited as a child—you would likely be struck by two things on a visit today, if you could compare it side-by-side to your visits as a child.


  First, you might feel comforted by how some things have remained the same. The office where your pediatrician practiced over the last twenty or thirty years might look very much the same, with the very same art on the wall and those slightly uncomfortable seats in the waiting room. You might smile as you watched children reading those familiar issues of Highlights magazine in the waiting room, just as you once did.


  But you know what would seem quite different? You wouldn’t see a lot of people writing personal checks and exchanging money as they checked in or out of the doctor’s office. Nope.


  You would also see a lot more staff behind the front desk than you remember from back in the day. What do all those new people do? They manage the huge tangle of insurance pre-authorizations and the bureaucracy of reimbursement that defines the U.S. health care system today.


  The practice of caring for patients has not changed much over the years, but the business of caring for patients has changed dramatically. And that business is incredibly complex and growing.


  Typically, something that’s growing means it’s becoming more profitable, but that is not necessarily true in health care. There are so many stakeholders and so many aspects of practice administration that, while overall spending is increasing at an alarming rate, some parts of the health care system are doing better, and others are not.255, 256


  Just as in the case of the pediatrician’s office described above, when physician offices—particularly in primary care—add more staff, they are responding to an increased administrative burden in order to collect revenue that does not always bring in more profit.


  The administrative costs of physician practices have grown sharply over time.257 A study from ten years ago showed how—even then—efforts around billing and insurance were eating away at 14 percent of physician office revenue. That same study also showed that 27 percent of office operating revenue was already going towards other administrative overhead.258 Again, that was more than ten years ago. Things have not improved since then.


  In reality, all those new people in that pediatrician’s office are just hemorrhage control. Their goal is just to stop the bleeding of lost revenue. And the end result of their efforts is that the practice will likely be stagnant or declining in profitability, compared to the previous year.


  It’s not just outpatient offices that have been forced to add administrative costs to deal with the complexity of the health care system either. It’s all across the healthcare industry. According to a Kaiser Family Foundation analysis of national health expenditure data from the Centers for Medicare & Medicaid Services, between 1970 and 2016, the percentage of health care costs attributable to administration more than doubled.259


  That can be difficult to appreciate, though—what “doubling” means for a problem of this scope. So, let’s bring a little perspective to the size of the U.S. health care system in terms of cost and money, courtesy of Steven Brill.


  Brill is a lawyer, journalist, and founder of the television channel CourtTV, the monthly law magazine The American Lawyer, and the news reliability service NewsGuard.260 In their March 4, 2013 issue, Time magazine, for the first time in its history, dedicated an entire feature section to a single article: Brill’s piece entitled “Bitter Pill: Why Medical Bills Are Killing Us.”261


  In the report, Brill tackles the complex, and often absurd, pricing schema that has developed within the U.S. health care system. However, it is his overview of the scale of the U.S. health care system that serves our purpose here:


  “According to one of a series of exhaustive studies done by the McKinsey & Co. consulting firm, we spend more on health care than the next 10 biggest spenders combined: Japan, Germany, France, China, the U.K., Italy, Canada, Brazil, Spain, and Australia. We may be shocked at the $60 billion price tag for cleaning up after Hurricane Sandy. We spent almost that much last week on health care. We spend more every year on artificial knees and hips than what Hollywood collects at the box office. We spend two or three times that much on durable medical devices like canes and wheelchairs, in part because a heavily lobbied Congress forces Medicare to pay 25% to 75% more for this equipment than it would cost at Walmart.”261


  So yes, costs are seriously high…and still getting higher.


  The U.S. spent 17.9 percent of the gross domestic product (GDP) on health care in 2016—that is $3.3 trillion, or $10,348 per person. It is projected to grow to $5.7 trillion by 2026 and, since health spending is expected to grow faster than GDP per year, the health share of GDP is expected to grow from 17.9 to 19.7 percent by 2026.262


  This growth in spending is driven by a number of factors, but an interesting one to note that is a change from prior decades is the so-called “Silver Tsunami.” That refers to the ten thousand baby boomers that turn 65 years old every day and, therefore, move from private insurance to government insurance (Medicare).263 That’s why Medicare is expected to grow in spending 7.4 percent each year until 2026.262


  Medicare is expected to grow in spending 7.4 percent each year until 2026.


  There is a similar situation that is also challenging state Medicaid programs as it struggles to limit the growth of costs. While Medicare covers those over age 65 (as well as the disabled), Medicaid covers individuals below a designated poverty level. Medicaid is expected to grow at 5.8 percent per year through 2026. The primary driver here is spending per enrollee (rather than enrollee growth).262


  As you might imagine, the politics surrounding Medicare and Medicaid are intense. Meaningful efforts for change—those that would impact the elderly, the disabled, and the poor—make major overhauls of these programs somewhat unlikely. Therefore, program costs will continue to gallop upward.


  Spending is rising throughout the health care system, and since so much of the private health insurance in the U.S. is tied to employment, it is causing employers—and consumers, too—to buckle under the pressure of being asked to absorb more and more of the health care tab. Measures that can help control costs, without cutting access or hurting quality, would likely be welcomed by all stakeholders.


  Health care costs have been growing for decades. While we are used to inflation as we look at costs over a timeline, the cost curve for health care is much steeper than it is for other items.256
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  Figure 7.1: Rise in Health Care Costs Relative to Other Goods and Services (1960-2017). Health care costs are not only growing faster than all other costs in the economy, but they are outpacing them at an alarming rate.


  Source Labor Department


  (Walker 2018)
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  Figure 7.2: Components of Rising Health Care Costs (2000-2016). The sharpest rise in health care costs is seen in prescription drugs and hospital care.


  Source Centers for Medicare and Medicaid Services


  (Walker 2018)


  Let’s put this into perspective. If the costs of all other goods had grown as quickly as health care costs since 1945, a gallon of milk today would cost $48! If that doesn’t make the point clear enough, let’s complete the breakfast analogy: You would need to shell out (no pun intended) $55 for a dozen eggs and $134 for a dozen oranges.264 That’s a pretty crazy cost escalation.


  So why has there not been more public outcry or outrage? The answer is that, even though we each feel our own medical pain acutely, very few of us actually feel much of our own pain from medical bills. We may pay co-pays or fill out paperwork, but several factors insulate us from feeling the full force of the rising costs.


  First, according to the Congressional Budget Office, as of 2016, almost 92 percent of Americans have some form of health insurance. So, while there may be a rise in premiums, the insurance model helps absorb and redistribute a portion of the cost burden. Secondly, and perhaps more importantly, health insurance does not pass on rising costs to individuals in the same way that individuals feel rising costs with consumer goods and services.


  The government regulates what individuals actually pay, when it comes to the 45 percent of Americans that have some form of government insurance (i.e., Medicare, Medicaid, or military). The 48 percent of Americans that have employer-sponsored insurance do see some costs passed along, but often employers absorb the majority of a rise in premiums to remain competitive for workers in the marketplace.265, 266


  Even the 6 percent of Americans that get insurance through the individual exchanges mandated by the Affordable Care Act are eligible for subsidies relative to their ability to pay. So they, too, are insulated from portions of rising costs.


  However, this pattern of accelerating costs (and subsequent insulation from them) cannot be sustained indefinitely. Between 1999 and 2009, the average American saw a 38 percent increase in salary, as health care premiums increased by a whopping 131 percent!267


  That means that either employers are absorbing those costs, they are being passed on to employees, or some combination of the two. Of course, if employers are absorbing the rising costs, this affects their ability to raise wages and salaries, so workers are being negatively impacted in an important way, whether they realize it or not.


  Health Care Costs Are Rising Faster than Revenue


  If the above scenario isn’t worrisome enough, consider this: Expense growth is outpacing revenue growth for most American health systems (and many health care providers) today. That’s the reason why Moody’s Investor Service, the bond credit rating agency, downgraded the whole health care sector from stable to negative in 2018.


  Expense growth is outpacing revenue growth for most American health systems.


  When analysts looked at the combination of the industry’s rising pharmaceutical, medical supply, and labor costs (the steep curve in Figure 7.1) next to lackluster volumes, the future for the health care industry just didn’t inspire confidence (despite overall growth in spending).256


  Why is revenue for organizations that provide health care diminishing? For one thing, people are putting off expensive procedures. For another, payers—who are looking to cut costs—are increasingly cutting their reimbursement to health systems for services rendered.


  At the same time, there is currently a shift in medical care from more costly settings (such as in the hospital) to less costly settings (such as an outpatient site) as technology and the advancement of medical knowledge about the safe practice in outpatient settings continues to improve.


  It’s also worth noting that 60 percent of Moody’s downgrades went to smaller hospitals and health systems.268 That’s because analysts know it’s easier for larger systems to absorb losses from a lower performing facility through a more profitable one. They can better offset any losses without a threat to the whole enterprise.


  Small rural hospitals obviously don’t have that advantage, and they’re in serious trouble. In fact, in 2016, 50 percent of Pennsylvania’s rural hospitals operated at a net loss (compared to 29 percent of hospitals overall).268 These are also hospitals that have disproportionately large Medicare and Medicaid patient populations, so they get reimbursed at a lower rate than they would through commercial payers.


  When it comes to cost, the health care industry is teetering dangerously at the edge of a precipice. You might even call it a tipping point.


  Here’s why: In 2016, for the first time, costs eclipsed revenues in a major way. Sure, in the past, there were some lean years for the industry. There were even a few years when costs were a bit higher than revenue for the industry as a whole. But now the gap is widening like never before.269 There’s no sign of the cost escalation slowing down anytime soon.
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  Figure 7.3: Revenue and Expense Growth Rates (Median) For Non-Profit Hospitals in the U.S. (2009-2017). Between 2015 and 2016 costs for non-profit hospitals began to rise faster than revenue, and eclipsed the growth in revenue in 2016 for the first time. The growth in expenses was a full 1% higher than growth in revenue in both 2016 and 2017. This means that the gap between cost and revenue in the health care industry is increasing. Figure prepared by Kevin O’Leary, Cooper University Health Care.


  In health care, there is a saying that is repeated quite often: “No margin, no mission.” It refers to the noble intent of many health systems to serve patients, particularly underserved populations, and the importance of money to succeed at it. Put simply, the only way to keep the doors open to serve patients is for revenue to outpace costs. The math is unavoidable. Otherwise, there is no way to pay the bills and keep the lights on.


  So the healthcare financial situation is dire and, frankly, depressing. But do you know what can make a meaningful difference in reversing this situation for health systems? Take a guess.


  That’s right. Compassion. How? Because it actually drives revenue and reduces costs.


  Let’s first take a look at revenue. Compassion not only improves clinical quality, motivates better patient self-care, and confers all the other benefits discussed so far, but it actually drives revenue in health care organizations that excel in compassionate care.


  It won’t make the total revenue “pie” for the industry any larger. Rather, it will increase the piece of the pie for organizations that consistently use it. And why would that be?


  Patient Experience Drives Business


  The term “patient experience” (also sometimes called “patient satisfaction”) encompasses the range of interactions that patients have with the health care system, as rated by the patient. It includes several aspects of health care delivery that patients value highly when they seek and receive care, such as good communication with health care providers.270 In recent decades, hospitals and other types of health care organizations have conducted surveys to assess this. Quite frankly, the surveys have not been that popular among those that deliver care.


  Physicians—and staff, too—have sometimes balked at being rated on things like how responsive or timely they were. When patients ding them for poor performance, they can sometimes feel resentful because they don’t always see those things as under their control or related to the quality of the clinical care they have provided.


  For example, a surgeon doesn’t just want to be judged on how well they explained instructions at the time of a patient’s discharge from the hospital; the surgeon would rather be judged on the complex factors that were carefully navigated in the operating room to save the patient’s life…while the person filing out the survey was unconscious. Some physicians and nurses also worry that patients will rate them poorly if they refuse unreasonable requests (such as pain medications or antibiotics when they’re not clinically warranted).


  Dr. Zubin Damania, also known as “ZDoggMD” within the medical community for his viral comedy sketches and parodies, captures this conflict adeptly in one of his videos.271 In the video, his character, Doc Vader, who often models poor behavior, suggests that the survey should only have one question: “Did you die?” Because if the patient is still alive, the doctor should receive a perfect score on the survey.272 (Along the same lines, you may have seen a nurse, during non-work hours, wearing a t-shirt that proudly proclaims, “I’m a nurse. My job is to save your butt, not kiss it.”)


  But think about this a moment. Isn’t it sort of crazy that medicine hasn’t always taken an interest in asking patients what they think about the care we provide? In most other aspects of our lives, we expect to be asked for customer service feedback on purchases we make and services we use. But not when it comes to health care, arguably one of the most critical services we will ever purchase?


  ZDoggMD’s Doc Vader suggests that if the patient isn’t happy, he can just go somewhere else.272 And that, in fact, is exactly what patients do.


  So while critical feedback from patient surveys may upset some health care providers, and may not be a true proxy of quality, it is insight into how patients feel about the care that is provided. No matter how physicians and nurses feel about it, patients will make decisions based on how they are treated, and the payers—including the federal government—want to know that the care they are paying for includes valuable aspects of customer service.


  In any case, back in 2006, the federal government rolled out a mandated and standardized patient experience survey for hospitals, the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS). Its 32 questions ask patients about everything from how well nurses and doctors communicated, to how clean the room was, and how well staff explained medications and discharge instructions.


  Since then, the HCAHPS survey has also been adapted so patients can rate a whole range of health care organizations—everything from outpatient office practices and emergency departments to dialysis centers and hospice care. The results on those surveys are an important determinant of how well a health care organization is reimbursed for the care they provide.


  Hospitals that are rated highly on their patient experience scores are also higher performing hospitals financially.


  But let’s stick with the hospital example specifically in our examination of patient experience here. It turns out that hospitals that are rated highly on their patient experience scores are also higher performing hospitals financially. That’s probably not surprising when you lay it out. It’s kind of a “duh” moment, isn’t it?


  Happy customers drive business in all industries, and health care is no different. That’s why we get so many requests to rate the businesses we use—so that other potential customers can read about how happy we were (or not) with the service.


  So yes, happy customers drive business and revenue in health care. In fact, a Deloitte study showed that hospitals rated by patients as “excellent” on the survey earned (average net patient revenue, per adjusted patient day) 127 percent of what hospitals that were rated as “low” earned.273


  The costs were also higher for high-performing hospitals, but this was outpaced by the revenue increase. Another way of explaining the higher associated costs might be that hospitals whose patients rate them highly also tend to have more revenue to invest back into the patient experience.


  In a similar vein, hospitals with higher reported patient experience are also more profitable; their revenue exceeds their costs by a higher amount. Those that were rated “excellent” outperformed low performers with a margin of 4.7 percent, on average, compared to just 1.8 percent.273


  To people who don’t study health care financials for a living, that 2.9 percent difference might not sound like much money. But for many U.S. hospitals, it could be the difference between seeing patients or shuttering the place.


  So how does compassion for patients factor in? One Virginia Commonwealth University study of 269 hospitals found a direct link to compassion with respect to profitability: It was all about the employees.274 Researchers found that hospitals with a “compassion culture”—they rewarded employees who practiced compassion and even supported struggling employees with pastoral care—were more likely to be rated higher by patients, and patients were more likely to recommend the hospital to others. These compassion practices translated directly to top ratings by patients on the federal HCAHPS survey mentioned above.


  Compassion creates “patient-centeredness.”


  One of the reasons why a compassion culture translates into delivering top patient ratings is because compassion creates “patient-centeredness.”274 When an organization encourages its employees to detect and respond to suffering, they put the patient at the very center of everyone’s care, and patients can sense it. Rather than feeling that they are just one more body being shuttled into and out of the system, they feel “seen as a person” and valued.


  Hospitals that recognize the value of this approach are intentional in creating a workplace culture of compassion. They understand that health care workers experience suffering, too, and actively work to address and heal those effects. For instance, Cleveland Clinic has employed a practice called “Code Lavender.”275 They deploy a team to support employees who need emotional support after a tragic event occurs (like an unexpected patient death) or a series of especially stressful events in the workplace.276 By demonstrating compassion for employees, they prime them to care for patients with the same sensitivity because they are more engaged and invested in the organization.274


  This all has important implications for an organization’s financial health because a positive patient experience gets rewarded by payments from the federal government. One reason that hospitals delivering a better patient experience are more profitable is because CMS actually reimburses hospitals that perform better on the survey at a higher rate through its Medicare value-based purchasing (VBP) structure.277


  But the Deloitte survey also suggests that this tendency to perform better financially goes deeper than just the bump in reimbursement or increase in volume. In fact, when the researchers looked at the correlation between hospital financial performance and a variety of factors, they found that Medicare VBP incentives accounted for just seven percent of the association between patient experience and strong financial performance.273


  Hospitals and health systems can increase their margin, the difference between their revenue and expenses, if they are able to reduce costs. In a study that analyzed cost data for three thousand U.S. hospitals, researchers found that better patient experience in the hospital was associated with lower health care spending per episode of care.278 In fact, there was a 5.6 percent difference in spending between the hospitals with the lowest and highest patient experience ratings. The research adjusted the analysis for complexity of care and socioeconomic status of those hospital patient populations, so we can be confident in these results.


  But let’s consider the results from the Deloitte study again for a moment. Do you know what they found mattered most, when they considered all the factors that could account for stronger financial performance based on patient experience survey ratings? It was the nurse-patient relationship.273 Communication with nurses is one of the things measured on the HCAHPS survey instrument. That matters to patients. Again, the results are not surprising, right?


  One of the key ingredients to communicating effectively with patients is, of course, the ability to genuinely express compassion. Health care providers are frequently surprised that when patients are surveyed, time and again, they say that they value their doctors’ interpersonal skills even more than any of the items on their résumé.


  Patients Want Compassionate Care


  In one Harris Poll, published in The Wall Street Journal, that asked people what they believed were the most important qualities in a physician, 85 percent of people said “treating me with dignity and respect,” 84 percent said “listening carefully and being easy to talk to,” and 81 percent said “truly caring about me.” In comparison, the proportion of patients who said that the physician being trained at one of the best medical schools was important was just 27 percent.279 So three times the number of patients value human connection and caring from their physician more than the prestige of the institution where the physician was trained.


  Three times the number of patients value human connection and caring from their physician more than the prestige of the institution where the physician was trained.


  Just a little over half—58 percent—agreed that having “a lot of experience treating patients with your medical condition” was extremely important!279


  Moreover, 14 percent of respondents who said they had changed doctors in the past five years said that was because the doctor “didn’t listen carefully.”279


  That’s because what people really want from health care goes to the very core of the doctor-patient relationship. Compassion is at the very top of that list.


  Consider the results from one “man on the street” study. Researchers from George Washington University asked random adults—people in coffee shops, senior centers, community centers, and transportation stops—what they most wanted from health care and also what they thought could be done to most improve health care.280 They asked them to recall a positive and negative experience with health care and to explain the factors that made it such.


  Just like in The Wall Street Journal report, the top three suggestions for improving health care were: more doctors who listen (85 percent), doctors who are caring and compassionate (71 percent), and doctors who explain well (69 percent). The doctor-patient relationship was at the very heart of their answers.


  Conversely, only 22 percent of people indicated “ensuring doctors disclose financial conflicts of interest.” And only four percent said, “having a doctor of the same language” is important. Not just that, it’s also 17 to 20 times more important to patients in this study that their doctor listens and is compassionate than that their doctor even speaks their native language.


  People’s perceptions of health care are all about relationships.


  Patients clearly value a doctor who listens, who is caring and compassionate, and who explains well. Note that when people are asked about their health care experiences, they speak about the interaction between themselves and their doctors. People’s perceptions of health care are all about relationships.


  Just listen to some of the things that patients in this study shared about their experiences below.280 Take a moment to notice the difference between negative and positive experiences:


  On having a doctor who listens:


  “I have a problem with my M.D. He sends me off to lots of specialists and to get tests before he even listens to everything I have to say. It seems like he doesn’t even listen to what my whole problem is. He could maybe solve it himself.”


  “My doctor listens to everything about me—how my medical problem affects me as a person, daily life, emotions, my family, etc.”


  On having a doctor who is caring and compassionate:


  “I really didn’t like this one doctor. He didn’t even look at my face. He kept walking. I felt discriminated against. Maybe he didn’t talk to me because my English isn’t so fluent and I’m old. He didn’t care.”


  “I want doctors to have compassion and show my loved one that they care about them as a human being, not just another case to solve.”


  On having a doctor who explains well:


  “I don’t like my own doctor. I go in for a sore throat and she tells me I’m fine. She trivialized my complaints. She doesn’t share her thought process.”


  “I love my doctor…She translates things so that a normal person like me and you can understand them.”


  The results of online consumer research studies corroborate the results of this “man on the street” study. When the ratings companies Healthgrades and Medical Group Management Association partnered to study seven million online patient reviews of their health care providers, they found that more than half of patients wanted compassion and bedside manner from their doctors.281


  That’s a big deal since one online marketing company’s survey showed that 84 percent of patients said they consult online reviews before selecting a provider.281 Several online review sites, such as Healthgrades, are now partnering with health systems to allow patients to schedule appointments with a physician—right from the review website. Think about it like this: It’s just like how you can call a retail store or restaurant from Yelp or Google on a smartphone without having to go to the official website for the business you wish to call.


  The report even pointed out that “…health care consumers view health care first and foremost as a personal interaction and not just a medical transaction.” Actually 52 percent of respondents’ online comments mention words like “compassion,” “comfort,” “patience,” “personality” or “bedside manner.”281


  Health care consumers view health care first and foremost as a personal interaction and not just a medical transaction.


  Online reviews from patients consistently focus on—in both negative and positive terms—how their doctor made them feel, if the doctor listened, and if the doctor and the staff were friendly. Perhaps most importantly, the study authors noted, “this new analysis reflects a patient population that doesn’t just want to see a doctor; they want to be seen.”281


  Compassion is a vital driver of patient experience. In one study from Harvard Medical School that examined patient satisfaction with providers, researchers asked 112 new patients to complete a survey that examined everything from outcomes and functional recovery to wait times and visit duration.282


  There was no difference between the satisfied and the dissatisfied patients when it came to waiting time in the office or lag time from calling to getting an appointment date. However, after controlling for potential cofounding effects, they found that it was compassion that accounted for fully 65 percent of the variation in how patients rated their satisfaction with their health care provider.282


  Compassion accounted for 65 percent of the variation in how patients rated their satisfaction with their health care provider.


  Numerous other studies have linked compassion to patient experience. In one of these studies, researchers surveyed primary care patients and found that patients who said they were more satisfied on the survey were highly likely to rate their physicians as more compassionate, and those patients were also very likely to recommend that physician to family and friends.283


  Another way to find out what qualities patients want in a physician is to ask them which physicians they like best and then watch those patients’ interactions with the well-liked physicians. What if researchers could review these interactions—just like professional football coaches review game day tapes—to figure out how to get better? What would that show?


  That’s just what they did in a University of New Mexico study in the late 1970s: Researchers observed the behavior of internal medicine resident physicians with their patients through a one-way mirror. Afterwards, patients were asked to rate their satisfaction with their physician on an eight-item survey.284


  The findings: The patients who said their physicians were especially courteous and better communicators were more satisfied. Researchers also found that when physicians were perceived as compassionate, patients were more likely to rate that physician as enjoying his or her work. On a side note, they found no correlation between how a physician looked and patient satisfaction—even among physicians that researchers identified as dressing “counter culture.”284


  For a study done in the 1970s, this means that even if physicians dressed with wide bell bottoms and flowered, wide lapel shirts/blouses, it didn’t matter to patients of any age…as long as the doctor was compassionate. (This is perhaps notable because in health care organizations there is likely more time spent in new employee orientations on the dress code policy then there is on treating patients with compassion!)


  Patients Would Pay More for Compassion


  In 2013, Dignity Health, one of the top five largest health systems in the U.S., released findings from a survey that showed when choosing a health care provider, 87 percent of Americans feel kindness is more important than any other consideration…even wait time, how far the provider is from their home, or cost.20 This nationwide email and online survey study included responses from 1,400 U.S. adults. We can have confidence in the reliability and accuracy of these findings because the survey included a rigorous methodology (including quotas for demographics of respondent) to ensure a nationally representative sample.


  64 percent of people in the survey said they had experienced unkindness in a health care setting where caregivers failed to connect personally, were rude, or didn’t listen.


  Fully 64 percent of people in the survey said they had experienced unkindness in a health care setting where caregivers failed to connect personally, were rude, or didn’t listen.20 Caring is the most important thing to patients and yet, the majority of people have not consistently received it during their interactions with physicians, nurses, and staff.


  Nearly three-quarters of patients in the survey said they would pay more for a physician who placed an emphasis on kindness. Nine out of ten said they would feel like switching health care providers if they were unkind.20


  This idea that patients would actually pay for compassion is also supported by a survey that specifically studied the role of compassion in medicine.285 The research shows that patients would pay more for compassionate care.


  Eighty-five percent of patients said compassion was very important to them for their satisfaction with health care providers and that they would choose compassion over pricing when choosing a doctor. For the purpose of comparison, just 48 percent of patients said wait time was very important, and only 31 percent said cost was very important.285


  Patients Perceive Compassionate Physicians to Be More Competent


  Patients may be willing to pay more for compassion, and they may rate compassion as more important than other factors, but they still want to know that their physician is skilled. Does compassion play a role in how patients view the competency of a provider?


  The data say yes.


  You’ve already seen some of this data back in Chapter 6, in our discussion of the link between compassion and clinical competence. For example, you saw a study of medical students that found both verbal and non-verbal expressions of compassion contributed to the perception of clinical competence by the supervising physician evaluators as well as the patients.250


  In that study, researchers asked independent observers to rate the compassion of students participating in the study. Then, they asked independent observers to judge their clinical competence.


  When they compared these ratings, they found that more compassionate students were also perceived to be more clinically skilled. It’s important to note that the student ratings of their own compassion were not associated with the judgments of clinical competence by the physician evaluators or the independent observer ratings of compassion.


  And yet, the more compassionate group outperformed the less compassionate group in ratings of clinical competence by 15 percent.250 Other studies have confirmed this finding that patients treated with compassionate care are more likely to believe their health care provider knows what they are doing.252, 284


  Multiple studies show compassion communicates competence.


  Why is this important in our discussion of money? One way to beat a rival for market share and increase an organization’s revenue in health care is to grow its reputation as more competent than its competitors. Compassion might just be the tool to use.


  As you’ve seen with other studies on expressions of compassion, it’s not just what providers say, but their non-verbal actions that matter as well. In Chapter 6, for example, you learned about a collaborative Harvard-Yale study that tested this relationship between physicians’ compassionate non-verbal behavior and patients’ perception of their clinical competence.252 It identified a positive correlation.


  To put it bluntly, you are going to have trouble building your practice and generating revenue if your patients do not think you are a competent doctor. How can you make them understand you are more competent? Treat them with more compassion. This is not our opinion; it’s what the data show.


  Medical Errors Erode Revenue


  One of the things threatening the already razor-thin operating margins of many health care organizations is medical errors. Aside from the obvious damage to reputation that can occur from medical errors that become known to the marketplace, medical errors also have direct financial consequences to health systems and providers.


  Increased errors will decrease value-based purchasing and pay-for-performance revenue.


  That’s a problem: These funding sources are an increasing portion of reimbursement to hospitals and physicians, not only by Medicare, but also by many commercial insurance companies.


  Earlier, you saw how the case for compassion falls into two categories: a lack of compassion causes problems and the presence of compassion confers benefits. So let’s look next at both cases with respect to medical errors and clinical competence.


  Provider burnout, as you may recall, is characterized as emotional exhaustion and the tendency to depersonalize patients (having no personal connection). Burnout has contributed in a big way to the compassion crisis in health care today, so you’ll learn more about how to specifically counteract this unfortunate phenomenon soon (Chapter 10).


  But for now, take a moment to think about the earlier link we established between depersonalization/emotional exhaustion and a greater incidence of medical errors (Chapter 6). There’s a strong correlation between the two. Unfortunately, those errors have direct and widespread financial consequences that extend far beyond the walls of the organizations where those providers practice. They adversely affect the whole U.S. health care system.


  According to a 2010 study sponsored by the Society for Actuaries, medical errors cost the U.S. $19.5 billion dollars annually, with $17 billion due to avoidable medical costs attributable to the errors, $1.4 billion due to increased mortality rates, and $1.1 billion due to lost productivity from missed work.286, 287 But according to recent research, that may actually be a gross underestimate.


  In a study in the Journal of Health Care Finance, researchers consider more recent data that suggest a much higher rate of medical errors. They are also more granular in their calculations, such as accounting for the lost productivity of those that lose their life due to medical errors for up to ten years, rather than just one year (depending on life expectancy)—something that was not done in the earlier study. The new annual U.S. estimate: between $735 billion and $980 billion.288


  As you’ve learned, compassionate care means more meticulous care for better clinical outcomes. If an increase in compassionate care could reduce medical errors in such a way that recaptures even a small fraction of that lost revenue, it would be an enormous windfall indeed.


  If compassion moves the needle just a little bit on medical errors, the economic impact could be substantial.


  And, as you’ll soon see, there are effective ways to counteract burnout to achieve this goal. The take-home point here is that if compassion moves the needle just a little bit, the economic impact could be substantial because of the massive costs that are involved.


  Compassionate Physicians Refer Less and Order Fewer Tests


  One of the reasons that compassion can make such a meaningful difference to cost cutting is because connecting with patients is associated with lower medical expenditures. That’s because it’s part of patient-centered care. Compassion is “other-focused.”


  It’s not about the needs of the physician or the nurse or the organization; it’s all about the needs of the patient. Patient-centered care is not some vague concept. Studies have determined that the impact of patient-centeredness on quality outcomes can be reliably measured.289


  So why do compassionate physicians order fewer tests? Let’s start with some myth-busting. There is a misperception that the best doctors order lots of tests and refer patients to every possible specialist. The myth goes like this: “My doctor is the best. He orders every test under the sun.”


  But it’s just not true that this is what patients want. A few pages back you read that when patients are asked what they want from doctors, they ask for more caring and personal connection, not necessarily more tests.


  But let’s see what happens in practice.


  In one study from University of California Davis that considered the practice styles of nearly a thousand primary care physicians and the outcomes of their patients, researchers concluded that patients who felt their primary care doctors practiced patient-centered care were less likely to utilize excessive health care services.290 They also had lower medical bill charges. Median charges per patient were 51% lower with patient-centered care.


  One big reason why was fewer referrals to specialists. That makes good sense, right? If your doctor takes time to listen to your concerns and shows compassion for your suffering, you are more likely to trust the doctor’s recommendations. Conversely, if your physician seems distracted, doesn’t make eye contact, or generally seems burned out, your confidence in those recommendations might wane. You might be thinking, “Better to get another opinion,” as you request a referral to see a specialist.


  Or maybe you don’t actually verbally ask for a referral, but you transmit your anxiety and uncertainty about what your physician is recommending with lots of non-verbal cues. The physician gets the sense through your fidgeting and hand-wringing that you’re not on board with the plan.


  So, to pacify you, extra tests or referrals are ordered. Or if the physician does not really care enough to spend time talking with you, he might find it easier to just order the extra tests or refer you to someone else.


  Patients who do not feel a strong personal connection with their physician receive more referrals to specialists and undergo more diagnostic tests.


  And that’s exactly what researchers in this study concluded. When these primary care patients didn’t feel a strong personal connection, they ended up with higher referrals to specialists and more diagnostic tests. They measured specific communication behaviors like eliciting understanding, validating the patient’s perspective, and coming to a mutually shared understanding of the problem.290


  Patient-centered physicians in this study also made an effort to understand what the study authors called the “psychosocial” context of the patients: the combined factors that come together to “know them as a person,” as we’ve discussed. They wanted to understand the things in patients’ lives that might derail their recovery or motivate them to work hard to regain their health.290


  Recall our earlier discussion from Chapter 5—the chapter about patient self-care—on patient “activation.” That was the concept where a health care provider successfully engages patients in independently managing their own care when they’re not in the doctor’s office. Well, this study also measured the ability of the physicians to create just this sort of partnership where patients took ownership and responsibility for their health.


  The researchers believe the reason that the patients who received compassionate, patient-centered care had lower health care resource utilization was because the patients trusted their physician, believed he or she had a good understanding of them, and the physician was able to effectively manage both their anxiety and expectations. That’s because physicians who demonstrated compassionate, patient-centered care took time to ensure good information exchange, manage uncertainty, and ultimately, better understand the patient.


  That’s the power of compassion at work.


  The patients in the study above who had lower resource use didn’t need lots of extra tests to feel confident in their provider’s diagnosis and treatment plan. And that’s an important benefit of compassion. Unnecessary testing and specialist referrals are expensive for health care organizations and payers.


  Another primary care study from the University of Rochester found similar results. First, researchers collected data in two ways: through patient surveys and audio recordings of clinical encounters. Based on those, they scored each physician on his or her patient-centeredness using a validated methodology. Just as in the earlier study, they concluded that those who scored the worst also had patients with higher costs due to higher use of diagnostic tests.291


  A U.K. study on compassionate, patient-centered primary care published in BMJ (formerly known as The British Medical Journal) went even further in its conclusion.292 The authors found that when patients perceive their physician to be patient-centered, they use this as a “marker” for quality care.


  Primary care patients who had unmet expectations for a personal connection with the physician had 41 percent higher odds of referral to a specialist.


  So when they don’t experience compassion, patients tend to be less satisfied and are more likely to be referred to a specialist. In fact, primary care patients who had unmet expectations for a personal connection with the primary care physician had 41 percent higher odds of referral to a specialist after controlling for patient factors such as anxiety and the type of diagnosis.


  In a unique Canadian primary care study, researchers tested the hypothesis that patients who received compassionate, patient-centered care recover more quickly from the symptom that brought them to the doctor, report better health, and have fewer visits, tests, and referrals.289 They audiotaped each of the office encounters to score them for patient-centered communication, and then the research assistant interviewed the patient in person right after the visit. Finally, they reviewed the patient’s chart to assess the amount of follow-up care for the next two months, and conducted a follow-up assessment by telephone.


  The results? Compared to patients who did not perceive their care as patient-centered, the patients who perceived their care as patient-centered had significantly lower referrals to specialists. Specifically, the proportion of patients referred to a specialist was 51 percent lower (only 7.9 percent of patients who said their care was patient-centered versus 16.2 percent who said it was not).


  Similarly, patients who perceived their care as patient-centered had significantly less diagnostic testing performed. The proportion of patients who underwent diagnostic testing was 40 percent lower (only 14.6 percent in the patient-centered group versus 24.3 percent in the non-patient-centered group).


  Upon further testing, the researchers found that the associations between the patient perception of patient-centeredness and fewer referrals and diagnostic tests was mainly driven by the patient’s perception that “common ground had been attained.” In the subgroup that specifically expressed this perception, the results were even more impressive: The proportion of patients who were referred to specialists was 59 percent lower, while those who underwent diagnostic testing was 84 percent lower.289


  Some may worry that if physicians seem too attentive to a patient’s every worry that they might be unnecessarily racking up costs through more tests and referrals as a result. This study proved just the opposite: Compassionate patient-centered care reduces costs!


  Compassionate Care Drives Lower Costs through Better Adherence


  Earlier, you read about the importance of patient adherence to therapy (Chapter 5), the extent to which patients follow the treatment recommendations from their health care providers. That includes taking medication as prescribed, behavior modification (like losing weight), and following through with scheduled treatments.


  Nonadherence—when a patient doesn’t do those things—is a huge threat to public health, as discussed. That’s because disease proceeds unchecked when patients don’t take their medicine as directed or follow through on best practices their doctors recommend. Non-adherence is a complex and multidimensional problem.


  But you know what else? This preventable epidemic of unchecked disease results in a massive number of deaths and hospitalizations that have very real and staggering economic costs. As noted earlier, one estimate puts the cost between $100 billion and $300 billion per year in the U.S. alone.194, 196


  And as you learned, compassion effectively promotes and improves patient adherence. Therefore, some of the $100 to $300 billion is up for grabs as a way to reduce overall costs in healthcare.


  There’s no need to spend massive amounts of money to develop and bring new drugs to market if patients don’t take them. What about using compassion to convince people to take the drugs we already have instead? This simple shift in care has the potential to save billions of dollars.


  A Compassion Culture Cuts Employee Absences


  Now that you understand how compassion can cut the expense associated with medical errors, overutilization of health care resources, and non-adherence by patients, let’s look at another place compassion makes an important difference: with the well-being of those that take care of patients. Earlier, we looked at how a compassionate culture in a hospital translates into more compassion for patients, but what about compassion for everyone who provides that care?


  You know how airlines advise that, in the event of an in-flight emergency, parents should put on their own oxygen masks first—before attempting to put on a child’s oxygen mask? It’s the same kind of phenomenon at work here. If health care organizations want their health care providers and staff to show compassion to patients, the organizations must first demonstrate compassion to the employees.


  It’s no secret that working in health care can be emotionally exhausting and even sometimes traumatic. If those negative effects are not addressed proactively, people tend to take more sick time and medical leave. Or look for another job that’s not so taxing.


  In a University of Pennsylvania study of health care workers in 13 long-term care facilities (i.e., “nursing homes”), researchers tested this very hypothesis. They asked everyone—including certified nursing assistants, nurses, social workers, physicians, food service personnel and others—to complete a survey that assessed their perception of the workplace culture in their facility.293


  Specifically, they used a validated measurement scale to determine if a compassionate culture was present. It’s important to understand that they were not asking workers to assess their own compassionate behavior, but rather the behaviors of their coworkers all around them.


  What is a compassionate culture exactly? These researchers described it as the way that coworkers helped each other and expressed care for each other…how they were thoughtful about the feelings of their co-workers and shared compassion when things didn’t go well for someone, either at work or in their personal lives.


  But they weren’t only interested in how compassion flowed between two coworkers. They wanted to understand how it flowed in group situations and between supervisors and their direct reports (as well as the degree to which it flowed back to those supervisors).


  Here’s what they found: The emotional culture of the health care facility had a strong association with how employees treated their patients, the patients’ experience, and even patient outcomes. As you might anticipate, employees were not able to effectively show compassion to their patients if they didn’t experience it in their work environment themselves.


  The emotional culture of the health care facility had a strong association with how employees treated their patients, the patients’ experience, and even patient outcomes.


  However, in health care facilities where a more compassionate culture was established, there were better employee outcomes: better experience and teamwork, lower emotional exhaustion, and less absenteeism from work. The improved workplace culture for employees even had a positive impact on the nursing home residents: better quality of life, fewer emergency department visits, and better patient and family experience.293


  This association between a compassionate culture and lower emotional exhaustion among employees is an important finding. One important aspect of emotional exhaustion is when a health care provider loses the ability to feel “compassion satisfaction.” Compassion satisfaction is the degree to which a person feels pleasure from efforts to relieve others’ suffering.


  Doctors who are unable to feel compassion satisfaction due to emotional exhaustion tend to take more sick days and medical leaves of absence. Consider, for example, the findings from a 2013 study of 7,584 physicians.294 It was a survey study to elicit information about both their professional satisfaction and emotional exhaustion.


  Here’s what they found: Among physicians who said they had no compassion satisfaction and were experiencing compassion fatigue (emotional exhaustion, depersonalization, and, in this case, also taking on stress from taking care of those that are stressed from being sick) 68 percent of the physicians had taken a leave of absence due to medical reasons. They also had taken the greatest number of sick days among all the physicians in the study.


  It would be easy to blame the pressures of the health care environment for why a culture with a lack of compassion leads to increased workforce issues. However, there are studies across multiple other industries showing similar results:295


  •    74 percent of employees reported that work is a significant source of stress and one in five has missed work as a result of stress.296


  •    55 percent of employees reported they were less productive at work as a result of stress.296


  •    52 percent of employees reported that they have considered or made a decision about their career such as looking for a new job, declining a promotion, or leaving a job, based on workplace stress.296


  •    In 2001, the median number of days away from work as a result of anxiety, stress, and related disorders was 25 days, substantially greater than the median of six days attributable to nonfatal injury and illness.297


  •    Job stress is estimated to cost U.S. industries more than $300 billion a year in absenteeism, turnover, diminished productivity, and medical, legal and insurance costs.298


  Dr. Emma Seppälä is the science director of Stanford University’s Center for Compassion and Altruism Research and Education (CCARE) and the author of the book The Happiness Track.299 She often writes about the benefits of compassion in the business setting.


  In an article entitled “Why Compassion in Business Makes Sense,” she sums up the most current data in the field in this way:


  A new field of research is suggesting that when organizations promote an ethic of compassion rather than a culture of stress, they may not only see a happier workplace but also an improved bottom line. Consider the important—but often overlooked—issue of workplace culture…Employees in positive moods are more willing to help peers and to provide customer service on their own accord…In doing so, they boost coworkers’ productivity levels and increase coworkers’ feeling of social connection, as well as their commitment to the workplace and their levels of engagement with their job. Given the costs of health care, employee turnover, and poor customer service, we can understand how compassion might very well have a positive impact not only on employee health and well-being but also on the overall financial success of a workplace.300


  When the work of researchers, such as Dr. Seppälä and her colleagues, on compassion in the workplace is applied to health care—where the intensity of the work and the amount of stress is so high—the results are likely even more dramatic. As a result, the expected economic benefits will likely be magnified as well.


  Investing in Physician Well-Being Pays Off


  Turnover of staff in any organization is costly, when you consider the direct exit costs as well as the additional costs to recruit and train new hires. There is also the decreased productivity of being short-staffed while seeking a replacement and the loss of morale that goes along with people leaving. Then there are other intangibles, such as the loss of institutional knowledge that is missing in new employees when a veteran employee leaves.


  These costs are magnified even further for employees who earn higher salaries, like physicians and nurses. These may include lost revenue (i.e., losing people who bring in revenue) or the recruitment costs of using a professional search firm.


  Let’s take a closer look where there is the most data on this phenomenon in healthcare: physicians. By now, you understand that physician burnout is expensive. It compromises clinical quality and adds significant costs—through medical leave and sick days—for organizations that employ physicians.


  It’s a widespread problem. Burnout affects approximately a half million physicians in the U.S. alone.301, 302 While it’s difficult to calculate with precision, a conservative estimate is that the increase in physician turnover that is produced by burnout costs the U.S. health care system approximately $12 billion annually.303 And this is just for physicians.


  So it’s not just that we have a moral responsibility to care for our physicians in the best interest of patients, but we also have a compelling economic imperative to care for those who provide care.


  To that end, some forward-thinking health care organizations are formalizing their efforts to do just that. For example, in a first for an academic medical center, Stanford University hired its first “chief physician wellness officer” in 2017.304 Dr. Tait Shanafelt, who was hired for the job, is a recognized thought leader and researcher on the topic of physician wellness, having led pioneering work on physician burnout and resiliency at Mayo Clinic.


  Later in the same year that Stanford hired him, Shanafelt made a compelling business case for investing in physician well-being in a paper published in JAMA Internal Medicine. In it, he detailed the financial toll that burned out physicians take on a health care system. In addition to factoring in hard recruiting costs and lost revenue during onboarding and lost efficiencies, the cost to a health care organization to replace a physician is two to three times a physician’s annual salary.305


  Plus, when one member of a care team leaves, that physician puts other members of the care team at higher risk for burnout as they work to pick up the slack due to his or her absence.305 So there’s a potential domino effect to worry about in case other team members also decide to leave.


  What makes this even more troublesome is the fact that it’s getting harder and harder to replace physicians who leave, since we’re already facing a shortage of physicians in many specialties today. The burnout epidemic is dangerous, indeed. In one study led by Shanafelt at the Mayo Clinic, they found that the smallest measureable increase in burnout (i.e., just a one point increase on the burnout scale) increased the likelihood—by 30 to 50 percent—that a physician would reduce his professional work effort over the next two years.306


  Cutting back on work seems like a reasonable thing to do when faced with burnout, right? The problem, however, is that the health care system can ill afford fewer physicians. While it’s tempting to think you may just need a little extra time to meditate in the woods—to get your groove back—stay tuned for our upcoming discussion of what really works to create resiliency in Chapter 10.


  Importantly, it’s not just U.S. physicians who are thinking about cutting back because of burnout either. It’s everywhere.


  For example, in a survey study of emergency physicians in the U.K. National Health Service, researchers found that physicians with less compassion satisfaction (i.e., not experiencing pleasure or satisfaction from relieving patients’ suffering) were more likely to complain about patients or colleagues, reduce their quality standards, and even more likely to retire early. (In fact, 59 percent of physicians with low compassion satisfaction were contemplating early retirement).241


  Compassion Lowers Malpractice Costs


  According to an article published in Health Affairs, the annual cost of the U.S. medical liability system, including the cost of defensive medicine, is $56 billion. That doesn’t even include the cost of insurance premiums.307 While it’s a hefty price tag, those costs might be worth it if the system is achieving its goals. And yet, there is scant evidence that’s true. In fact, it is just the opposite.


  In order for malpractice to have occurred, there needs to be a breach of duty to a patient, a deviation from the standard of care, and harm or damage to the patient that has been caused due to that deviation.308 A poor outcome or damage alone does not equate to malpractice.


  Despite how it feels to health care providers, the purpose of the legal system with respect to medicine is not to punish those that commit malpractice. Rather, the purpose of a malpractice lawsuit is to make the patient whole (as if the interaction had not happened) and to incentivize providers to take appropriate precautions against accidental harm.


  Does the U.S. system do either of these things well? No.


  According to a landmark study, the Harvard Medical Practice Study, only 1 in 15 patients who are actually injured due to medical malpractice ever receive any compensation. On the contrary, five out of every six cases that do receive compensation have no evidence of malpractice.309


  These same findings were even reproduced in a second, more recent study looking at the same thing.310 In other words, the overwhelming majority of acts of negligence never become malpractice claims and, at the same time, the overwhelming majority of malpractice claims have no actual occurrence of malpractice.


  This means that patients that are wronged are not getting compensated, and the messages that are being sent to providers about taking precautions are not being heard. As one team of Harvard researchers described it, the malpractice system is “sending as confusing a signal as would our traffic laws if the police regularly gave out more tickets to drivers who go through green lights than to those who go through red lights.”311


  Even with perfect technical expertise or with strict adherence to the standard of care, poor outcomes can occur; that is always a risk in medicine. Poor outcomes alone should not create a malpractice claim that leads to a court case, a settlement or the need to defend anything at all.


  However, patients often ask lawyers to file lawsuits based on poor outcomes. This often leads to malpractice claims despite the absence of the very elements that define such a case. That leads to “tickets for green lights,” using the traffic analogy from the Harvard study.


  So why do patients sue? And what can be done to avoid these lawsuits?


  That’s right…it’s compassion. Yet again.


  A perceived lack of caring – rather than negligence – is frequently what gets a doctor sued. In one study of plaintiff depositions for malpractice lawsuits that were settled against a large metropolitan medical center, researchers found that, in general, patients and families decided to litigate because they perceived their doctors didn’t care.312


  Specifically, they complained that doctors weren’t available, they discounted their concerns, they weren’t good at conveying information, and they just didn’t seem to understand the patient’s or family’s perspective. It wasn’t the technical part of the medical care; it was the caring part of the medical care.


  A perceived lack of caring – rather than negligence – is frequently what gets a doctor sued.


  A study of new mothers’ experiences with their obstetricians by researchers from Vanderbilt University uncovered the same finding.313 They interviewed nearly a thousand new mothers and analyzed the data based on the malpractice history of their obstetricians. They separated the physicians into those that had a large number of malpractice cases in the past (i.e., the “high malpractice” group) and those that had low to no malpractice history in the past.


  They wanted to learn about the relationship between malpractice history and the doctor-patient relationship with the obstetrician. Would physicians that got sued more often reveal a different pattern in the way they treated their current patients?


  Although none of the women in the study had an active malpractice claim against their obstetrician, researchers were nonetheless struck by the emergence of a clear pattern. Compared to patients of obstetricians with low or no malpractice history, the patients of obstetricians in the high malpractice group complained they felt rushed, didn’t receive good explanations about recommended tests, and were often ignored.


  In fact, when the patients were asked to share which part of their care had been the least satisfying, the patients of high malpractice obstetricians had a list of complaints twice as long as the patients of obstetricians with low/no malpractice history. At the top of the list of these moms’ complaints was poor physician communication.


  Remember our earlier discussion about the relationship between compassion and trust? When a health care provider authentically expresses compassion, it’s likely that he or she is also making eye contact and giving lots of verbal and non-verbal cues that he cares about the patient. That’s what confers trust. The absence of that type of communication creates distrust…and those are the patients who sue.


  Several studies have suggested that the doctor-patient relationship—or lack of it—is a major determinant, if not the deciding determinant, of a patients’ overall assessment of their treatment, and, therefore, a major factor in the decision to pursue a malpractice claim.314, 315, 316, 317, 318, 319


  None of these studies, however, used an experimental design—like a randomized controlled trial, for example—which is the more definitive way to show cause-and-effect in research. But researchers at the University of California San Francisco designed just such a study with obstetric patients (the population of patients most likely to file a lawsuit in the event of an adverse outcome).320


  Women who had delivered babies within the last six to 12 months were enrolled in the study and were randomly assigned to consider one of four hypothetical scenarios describing interactions between a patient and an obstetrician throughout a patient’s pregnancy, labor, and delivery. Essentially, they were asked to imagine themselves in the scenario described, where there were ultimately complications with childbirth, and explain how they would feel.


  Multiple different communication behaviors of the physician were described in these scenarios as well as different severities of complications for the baby, some of them quite disabling. One of the questions asked was “Given what happened in the pregnancy described earlier, I would be likely to file a malpractice claim against the physician (yes/no).”


  The findings? In scenarios describing a strong doctor-patient relationship, the participants were more likely to believe that the obstetrician was competent and not at fault for the occurrence of the complications of childbirth. As a result, these women were less likely to express intentions to file a malpractice claim, even in cases where the outcomes for the baby were more severe.


  In summary, a take-home message for health care providers: When patients suffer bad outcomes, whether or not you get sued may not be based on how you treated patients (i.e., the technical aspects) but rather how you took care of them.


  Could Compassion Increase Costs?


  As stated at the very outset of this book, being both data-driven and open-minded are prerequisites for good science. So in addition to a willingness to accept the hypothesis that compassion might not make a difference, there must be a similar willingness to examine the possibility that compassion might cause harm in certain circumstances.


  This was a particular possibility when it came to examining the effect of compassion on costs. Would a more compassionate physician with a stronger doctor-patient relationship understand the patient’s situation more and, as a result, order more tests and referrals? You’ve seen that the evidence shows that just the opposite is true.


  But then an emergency medicine colleague of ours pointed out a very common scenario—one in which emergency department staff almost universally believe that compassion drives up costs: the homeless patient. It’s frequently an individual who comes to the emergency department with no identifiable diagnosis. It’s presumed he is there just looking for a warm place to sleep for a while.


  This is a very common scenario. In fact, these patients typically return to the emergency department repeatedly, sometimes several times per month. The logic of the emergency department staff is that since federal law mandates that every patient must be seen, these patients know that they will have some amount of time sheltered.321


  Sometimes nurses and staff are actually reluctant to be kind to these patients. They may be slow in calling them from the waiting room in a timely manner or hesitant to offer them some small amount of hospital food. Their fear is that such kindnesses might send the wrong message…making them more likely to return, even though they do not actually need medical care.


  It’s not that these nurses and staff are cold, heartless individuals, of course. They’re just doing their best to make sure there are beds available in the emergency department when truly sick patients arrive and urgently need them. They don’t want anyone to be gaming the system.


  The logic is sound here, but the science tells a different story.


  In a fascinating randomized controlled trial from the University of Toronto that appeared in the The Lancet—one of the most prestigious clinical journals in the world—researchers tested if especially compassionate care for homeless patients in the emergency department would affect their subsequent use of emergency services.322


  They randomized 133 homeless patients arriving in the emergency department with no identifiable diagnosis into two groups: one group was assigned to receive extra compassionate care from a trained volunteer (a person whose only job was to treat the homeless patients with extra compassion) in addition to usual care from the emergency department staff. The other group was assigned to usual care only. They tested the association between extra compassion and return visits to the emergency department over the next thirty days.


  Extra compassion reduced subsequent emergency department visits by homeless patients by 33 percent.


  And what did they find out? Compared to usual care, randomization to extra compassion reduced subsequent emergency department visits by homeless patients by 33 percent. These results are based on a randomized trial with a rigorous experimental design. So they are based on science; not a set of beliefs or opinions.


  What could be the explanation then for why the homeless patients did not return to the emergency department as often after receiving extra compassion? The authors postulate that perhaps the patients just finally got what they wanted: someone to care.322


  Shouldn’t compassion be the default—rather than the exception—when interacting with patients? When interacting with anyone?


  There’s simply no reason—neither moral nor scientific—whether you’re considering the art or the science of compassion, to ignore the profound benefits it confers.




  CHAPTER 8:


  The Power of 40 Seconds


  “Be kind whenever possible. It is always possible.”


  —Dalai Lama


  One reason health care providers don’t show compassion is because they’re concerned it’s going to take time they just don’t have. After all, time is money in health care, right?


  Time is clearly a crucial factor in the efficiency and the economics of health care. So does it really take a lot more time to show patients compassion?


  Researchers found that 56 percent of physicians believe they do not have time to treat patients with compassion.


  As you saw earlier, health care providers frequently feel they’re just too busy for compassion. More than half of physicians feel this way, according to one Harvard Medical School study: 56 percent of them, specifically, believed that they do not have enough time to treat patients with compassion.323


  But why are health care providers so frenetically busy these days? For one reason, there is a continuous push for them to see more patients in less time. This is often a financial pressure, because payments from insurers to health care organizations are generally going down, and the costs of running a health care enterprise keep going up.


  Another reason for health care provider “busyness” is what many consider to be the “red tape” of health care. There’s been a sharp increase in the demands for documentation of the care that physicians provide.


  To avoid fines or losses in revenue, health care organizations must comply with an ever-increasing list of rules and regulations that document compliance. That burden lands squarely on the shoulders of the people providing care to patients. In fact, many health care quality metrics tracked by the federal government rely solely on this documentation.


  Another time suck is the increased demand for administrative tasks to satisfy payers. There’s always one more process required to get patients the care they need. Lots of time is spent on obtaining prior authorization for services or appealing denied services. This ever-increasing administrative burden makes it particularly challenging to see more patients in shorter time intervals.


  But seriously? No time for compassion? Compassion for others is supposed to be one of the main reasons that providers choose to go into the health care profession in the first place!


  This begs the very important question: How much time does it really take? So let’s consider the scientific data for how much time is really required to make a compassionate connection with a patient.


  Spoiler alert: The evidence may surprise you.


  It’s Time to Take the Time


  To address the question of time, researchers from Johns Hopkins University performed a randomized controlled trial in cancer patients during a consultation with an oncologist.97 The main outcome measure for this study was a well-validated measurement scale for patient anxiety. If you understand what it’s like to receive a cancer diagnosis, then you already know that reducing anxiety is a critically important outcome for cancer patients.


  The researchers found that, compared to a standard consultation from an oncologist, patients randomized to an enhanced compassion intervention from an oncologist had significantly less anxiety at the end of the consultation.


  So what was the enhanced compassion intervention? It was a few words offered at both the beginning and the end of the consultation.


  Here was the message from the oncologist, at the beginning of the consultation:


  “I know this is a tough experience to go through and I want you to know that I am here with you. Some of the things that I say to you today may be difficult to understand, so I want you to feel comfortable in stopping me if something I say is confusing or doesn’t make sense. We are here together, and we will go through this together.”


  And then at the end of the consultation, the oncologist said:


  “I know this is a tough time for you and I want to emphasize again that we are in this together. I will be with you each step along the way.”


  So how long did it take? They timed it: just forty seconds.


  Patients that were randomized to this enhanced compassion intervention and heard these messages from the oncologist rated the oncologist as warmer and more caring, as well as sensitive and compassionate. Patients in the enhanced compassion group also rated the oncologist higher in terms of wanting what was best for the patient. But what was most striking was that, using a validated scientific scale to precisely measure patients’ level of anxiety, patients randomized to the enhanced compassion intervention actually had measurably lower anxiety.


  This randomized controlled trial demonstrates two important things: First, in accordance with what you already learned in Chapter 4, compassion for patients can effectively reduce the anxiety they are experiencing, thereby improving their psychological health. Second, and perhaps most importantly, forty seconds of compassion is all you need to make a meaningful difference for a patient.


  Forty seconds of compassion is all you need to make a meaningful difference for a patient.


  But are these results from Johns Hopkins—that it only takes forty seconds—the exception or the rule? Let’s take a look at more data:


  In two studies from the Netherlands Institute for Health Services Research, researchers tested the effects of compassionate communication on patient anxiety among patients receiving “bad news” about their diagnosis and prognosis (e.g., a terminal condition).174, 175 Of note, this study had to be conducted in a sample of “analogue” patients—healthy patients who put themselves “in the shoes” of a patient receiving bad news—because, of course, it would be unethical to randomize a patient receiving such bad news to a lack of compassion.


  As a reminder, numerous scientific studies have shown that use of analogue patients is not only a valid, but actually an optimal method for studying the effectiveness of health care provider communication with patients, so we can have confidence in the study results.251


  Half of the study subjects receiving bad news were randomized to standard communication from the physician and the other half were randomized to an enhanced compassion communication from the physician.


  The enhanced compassion intervention included all of the following communications from the physician:


  “Whatever we do, and however that develops, we will continue to take good care of you.”


  “We will be with you all the way.”


  “We will do, and will continue to do, our very best for you.”


  “Whatever happens, we will never abandon you. You are not facing this on your own.”


  “Together, we will have a careful look at decisions you have to make and will keep a close eye on your concerns.”


  Similar to the Johns Hopkins study, the researchers found that participants who were randomized to the enhanced compassion communication had significantly lower anxiety following the consultation, as measured on a validated anxiety measurement scale.


  But here is the most important piece of data: How long did this enhanced compassion communication take in total? Again, they timed it: just 38 seconds. Similar to the findings of the Johns Hopkins study, 38 seconds was all it took to make a meaningful and measurable difference.


  What about Endless Concerns and Questions?


  A skeptic might critique these data as being one-sided, only reflecting the health care providers’ part of the communication. What about the patient side of the communication? When you factor that in, doesn’t compassion take a lot longer?


  Health care providers sometimes express concerns that if they start regularly exploring their patients’ emotions, it might open up “Pandora’s box” of endless concerns, where it seems like the patient will never stop talking, and so the provider won’t be able to get his or her work done efficiently. As we saw in the Harvard Medical School study at the beginning of this chapter, 56 percent of physicians believe that they do not have time to go down this path of exploring emotions with their patients.323


  But the available data in the biomedical literature do not support this thinking. In fact, when precisely measured, the scientific data support that a compassionate exchange with a patient actually takes far less time than one might think.


  For example, researchers from Northwestern University studied real-world patients in a general internal medicine practice, using a validated methodology to measure compassion opportunities from patients and the corresponding responses by physicians.324


  They identified these as “opportunity-response” communication sequences. They found that compassionate opportunity-response communication sequences took, on average…31.5 seconds.


  Compassionate opportunity-response communication sequences take about 30 seconds.


  This 31.5 seconds included hearing what the patient had to say that presented an opportunity for compassion, plus the health care providers’ response, including “confirmation” (conveying that the patients’ emotion or concern was legitimate) or “pursuit” (asking the patient a follow-up question or offering support).


  So this time sequence included both the patients’ part of the communication as well as the physicians’. On average, the exchanges with the most compassion—including confirmation or pursuit—took about half a minute.


  Now, to be fair, if there was a long series of compassionate opportunity-response sequences between the patient and the physician, it could be longer. For example, if a patient was really struggling on a particular day and was especially in need of compassion, a back-and-forth exchange of ten compassion sequences between the patient and the physician could then take, on average, 315 seconds (31.5 seconds per sequence for 10 sequences).


  But even still, let’s recognize that those ten sequences add up to barely over five minutes in total. And the available evidence indicates that this level of need for compassion would be an outlier or extreme case.


  The truth is that patients in some medical visits do not communicate any need for compassion during their visits, and so, may not even require the extra thirty seconds. In the Northwestern study, for example, many of the clinic visits had zero compassion opportunities.


  But among all clinic visits with one or more compassion opportunities, the mean number of compassion opportunities per visit was 2.5. Think of it like this: If a compassion sequence takes, on average, 31.5 seconds and there are 2.5 sequences per patient, providers can expect to spend an extra 79 seconds (on average) with a patient who is in need of compassion.


  So if a single sequence of communicating compassion probably takes half a minute, can health care providers spare that for compassion? How about a whole forty seconds, as in the Johns Hopkins study?


  Does Compassion Lengthen Doctor Visits?


  The findings in these studies are also corroborated by other rigorously conducted research that shows compassionate care does not add a significant amount of time to a health care encounter. In Chapter 4, for instance, you saw the data from a University of California San Francisco study of inpatients admitted to the hospital, where each additional compassionate statement from a hospitalist physician was associated with an incremental (or cumulative) reduction in patient anxiety.48


  In that study, researchers also measured total encounter time—the length of time physicians spent face-to-face with patients—and found that the number of compassionate statements from the physician was not significantly associated with encounter length. More compassion did not equate to longer visits. So the data support that being compassionate does not add a significant amount of time to the total time spent with patients.


  Similar results have been found in studies of patients in the primary care setting. In a study supported by the National Institutes of Health (NIH), researchers from Johns Hopkins University conducted a randomized controlled trial of compassionate communication training (including “emotion handling” skills) for physicians.185


  They found that, compared to a control group of primary care physicians who received no special training, the physicians randomly assigned to training in emotion handling had higher ratings for compassionate care from patients, and their patients were less emotionally distressed. And here’s an amazing finding that probably surprised the authors of this study: In follow-up evaluations by telephone, they learned that compassionate care not only reduced patients’ emotional distress, but the effects also persisted up to six months after the clinic visit.


  But the researchers were also interested in the time during clinic visits that it took to get those kinds of benefits. So they measured the time that the physicians spent face-to-face with patients in the initial appointment. The hypothesis was that it might take more time in order to make a compassionate connection.


  What they found is that the compassion-trained physicians did not spend significantly more time. It was slightly longer, but the difference was so small that it was not statistically significant. Compared to a control group of physicians who did not get any special training, the clinic visits with the compassion-trained physicians were, on average, only 54 seconds longer.


  Lower emotional distress for six whole months from just 54 seconds of extra care? That’s a lot of mileage from less than one minute of compassion!


  More data on the time required to make a compassionate connection with patients is available from the experience of Christy Dempsey, chief nursing officer at Press Ganey, Inc. A patient experience thought leader, Dempsey is the author of the book The Antidote to Suffering: How Compassionate Connected Care Can Improve Safety, Quality, and Experience.325


  In Dempsey’s thirty years of personal experience in health care, both at the bedside as well as working with groups of health care providers to improve their ability to connect compassionately with their patients, she has found that a meaningful compassion connection takes, on average, 56 seconds (and she reports that it almost never exceeds two minutes).


  The Perception Problem


  Given a plethora of data that the time required to show meaningful compassion to a patient is, on average, less than a minute, could it be that health care providers’ belief that they do not have time for compassion is all “in their heads”?


  Compassion Takes Less than 60 Seconds
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  Studies show that demonstrating compassion to patients takes less than one minute. The median value based off these five studies is 40 seconds.


  Perhaps it’s not really about actual time, but rather about their perception of time.


  Think back to the “good Samaritan” study from Princeton University that you learned about in Chapter 1.24 That was the research on seminarians (i.e., students studying to be pastors of a church) where just 40 percent of the seminarians stopped to help a person in obvious distress…someone disheveled, moaning, and lying in an alley.


  You will recall that the person in distress was a “confederate” (i.e., an actor who was part of the research study). You will also recall that hearing a lecture about the Good Samaritan parable from the Bible right before encountering the person in distress had no effect on whether or not the seminarian stopped to help.


  But you haven’t heard the rest of the story yet. We explained that half the seminarians were randomly assigned to hear a lecture on the Good Samaritan parable, to see if that would make a difference in helping behavior. And that it did not.


  But the seminarians were also randomized in one other way. All of the seminarians were instructed to go to another nearby building on campus for their next assignment. In doing so, they would have to walk right past the person in distress lying in the alley.


  But here was the next level of experimental randomization: Half of the seminarians were randomly told that they did not need to rush. In this experimental study, the researchers called this the “no hurry condition.” The other half of the seminarians were given the exact same instructions about which building to go to next, but with a twist.


  Instead of being told not to rush, these seminarians were told that they were already late for their next assignment, and they needed to hurry. The researchers called this the “hurry condition.” (Of course, the seminarians were not really late for anything at all; they were just made to believe they were in a hurry.)


  What the researchers found was that seminarians who believed they were in a hurry to reach their destination were significantly more likely to pass by the person in distress without stopping. Compared to seminarians who believed they were in a hurry, the proportion of seminarians in the “no hurry” group that stopped to offer meaningful help was six times higher. Specifically, 63 percent of the “no hurry” group stopped to help, but just 10 percent stopped to help among those in a hurry.


  Further analyses even took into account multiple other factors beyond whether or not they heard the lecture on the Good Samaritan parable. Researchers considered the seminarians’ personal attributes—including their degree of “religiosity”—and found that believing to be in a hurry was the only factor that predicted whether or not they stopped to help a person in need. And the seminarians weren’t really even late for anything…they just thought they were.


  Researchers found that believing to be in a hurry was the only factor that predicted whether or not participants stopped to help a person in need.


  So you’ve seen that 56 percent of physicians believe they don’t have enough time for compassion. And that it really only takes forty seconds or so. Is it possible that this disconnect—a perception problem by health care providers—is a major contributor to the compassion crisis that we have in health care today?


  A Virtuous Cycle


  In a fascinating series of experiments from The Wharton School at the University of Pennsylvania published in the journal Psychological Science, researchers examined a person’s perception of “time affluence.” Time affluence is the perception of having plenty of time, not being in a rush, and thus a willingness to donate more time to others.326 This research sought to examine the determinants of time affluence, and specifically how the ways that people use their time makes them feel about the time that they have.


  What the researchers found was surprising, and perhaps counterintuitive. Although the objective amount of time people have cannot be increased—after all, there are only 24 hours in a day—this research demonstrated that people’s subjective sense of time affluence (i.e., the perception that that they have plenty of time) can actually be increased. Their solution to the common problem of feeling that one does not have enough time? Give some of it away!


  In a series of experiments, these researchers compared the effects of four things on people’s perception of their time affluence: (1) spending time helping other people, (2) spending time on oneself, (3) wasting time, and (4) gaining an unexpected windfall of “free” time. What they found was that spending time helping others actually increases one’s perception of time affluence.


  In fact, spending time helping others had a statistically significant larger boost in perception of time affluence compared to self-focused time, wasting time, or gaining more free time. The researchers concluded that the mechanism by which giving time to others raises one’s perception of time affluence is driven by an elevated sense of purpose and self-efficacy in helping others. That is, the positive emotions associated with making a difference for others changes how people feel about the time that they have.


  So what does this have to do with compassionomics?


  The answer: Everything.


  The research is quite clear that giving time actually gives you time.


  Given that research shows 56 percent of health care providers believe that they do not have enough time for compassion, it is quite possible (based on this rigorous research from the University of Pennsylvania) that spending a little more time on compassion for patients will change health care providers’ experience in a way that makes them feel like they actually have more time for compassion.323, 326


  It’s a virtuous cycle. The data are quite clear here…giving time away actually gives you time!


  Maybe when we consider how much time we have to show others compassion, we should make the next leap in our thinking: Compassion doesn’t necessarily take any extra time at all.


  Dr. Robin Youngson, co-founder of the Australian organization Hearts in Healthcare and author of the book Time to Care: How to Love Your Patients and Your Job, relates a story of a patient admitted to the hospital due to a serious illness who is awakened in the wee hours of the morning by a nurse coming in to his hospital room to administer his next dose of intravenous medication.327, 328


  The nurse loudly opens the door with a bang, abruptly turns on the lights, and roughly pulls back the sheets of the patient’s bed to check his wrist band identification. After she finishes giving the dose of medication, she marches out the room…leaving the lights on.


  “There is no possibility of rest in this place,” mutters the patient.


  Contrast this experience with the next night, when a different nurse is on duty and takes a totally different approach to the same task with the same patient. She tiptoes quietly into the room and uses a flashlight so that she doesn’t have to turn on the overhead room lights. She gently checks his wrist band identification, and quietly administers his medication before tiptoeing out of the room. The patient never wakes up.


  Which nurse was compassionate? How much extra time did it take?


  The point of Youngson’s story is that when health care providers are doing their necessary clinical tasks, they can do so with an approach of compassion or with what he calls “brusque efficiency.” They can either greet patients with warmth and engage them in conversations about their needs, or alternatively, they can ensure their patients know just how busy they are (or how busy they think they are). 328


  Each option actually takes exactly the same amount of time.




  CHAPTER 9:


  Nature versus Nurture: Can We Learn Compassion?


  “One of the most powerful forces in human nature is our belief that change is possible.”


  —Shawn Achor


  It is likely that your junior high school biology teacher once asked you—between teaching you how to dissect a frog and mount a glass slide onto a microscope—whether you could roll your tongue. Tongue rolling is the ability to roll the lateral edges of the tongue upwards into a tube.


  Then you likely learned that some people have the genetic ability to roll their tongue while others do not. Ever since the prominent geneticist Alfred Sturtevant published the article “A New Inherited Character in Man” in 1940, biology teachers have used this example to demonstrate basic genetic principles as well as give a solid example of “nature” in the “nature versus nurture” explanation of human traits.329, 330


  But what about compassion? Is that something that falls squarely in the “nature” category? Something similar to Sturtevant’s description of tongue rolling: you either have it or you don’t? Or is it something that can be “nurtured?” In other words, can we train people in this powerful intervention? Can compassion for others actually be learned?


  Some people feel intuitively (and quite strongly) that the answer is “no.” They believe that compassion for others cannot be learned. They scoff at the suggestion that one can be taught to be compassionate.


  In fact, they would probably tell you that some people are just “wired” for compassion, while others simply are not. Or that compassion is something intrinsic that one is born with—it’s in the fabric of who you are—and you cannot pick it up along the way. They might also believe that people without compassion cannot change their character—the old idea that “a leopard never changes its spots.”


  In fact, some people believe this about themselves. You will recall from Chapter 1 that an important reason why health care providers sometimes fail to treat patients with compassion is a belief that it is not in their nature (e.g., “I’m not a ‘touchy-feely’ person”).


  The problem with this kind of thinking is that it is not supported by the available evidence. Science tells a different story. The preponderance of data in the scientific literature shows quite clearly that compassionate behaviors can, in fact, be learned. This includes compassionate behaviors towards patients by health care providers.


  The scientific literature clearly shows that compassionate behaviors can be learned.


  Therein lies a key distinction: It’s all about behaviors. Whether or not a health care provider can be taught to care more for others in his or her own mind is a separate (perhaps more philosophical) question. But what matters from the patient perspective is what a patient experiences. That is shaped almost entirely by the behaviors that health care providers display toward them. So, for our purposes, the main question is: Can a health care provider learn compassionate behaviors?


  The answer, you will see, is a resounding yes.


  Be Intentional


  Implicit in the idea of behaving in a compassionate way is the concept of “emotional labor,” which we briefly touched on in Chapter 1. Emotional labor is the management of one’s emotions (both one’s experienced emotions as well as one’s displayed emotions) to present a certain image.56


  For decades, researchers in management and organizational behavior have been studying emotional labor by service workers across all types of service industries. For health care providers, emotional labor includes the expectation of compassionate behaviors toward patients, even if those providers aren’t actually feeling an emotional connection with the patient in that particular moment. (A word of caution here: Please resist the temptation to trivialize emotional labor as “faking it.” It goes much deeper than that, as you’ll see in a moment.)


  Compassion makes you a better healer. Period.


  If you are a health care provider, implicit in emotional labor is the recognition that your patients are counting on you. In earlier chapters, you saw a tidal wave of data that demonstrated that compassion is an essential ingredient for optimal health outcomes and quality of care. Compassion makes you a better healer. Period.


  Therefore, you have a responsibility. Everyone has bad days, of course. Maybe your own life circumstances at the present time are not what you intended, or ever expected. But when there are patients in front of you who need your compassion, it is your responsibility to find a way to show it to them.


  Renowned University of Houston researcher Dr. Brené Brown reminds us that “Compassion…is a commitment. It’s not something we have or we don’t have—it’s something we choose to practice.”331


  So it’s a conscious decision. Being intentional about compassion is not only allowable; it’s necessary. Without question, people in health care (and all helping professions, for that matter) will not always feel like being compassionate. In those instances, it’s not only okay to “dig deep” and force oneself to muster compassionate behaviors, it’s essential.


  What does that look like exactly? A classic paper published in JAMA explains the different types—or layers, really—of emotional labor as they pertain to health care providers.56 For example, one is called “deep acting.” This is when health care providers intentionally generate compassionate emotional and cognitive reactions in themselves before and during interactions with patients who are in need of compassion. You can think of it as analogous to the famous “method acting” tradition used by some stage and screen actors.


  But let’s be clear: There is no “faking it” here. The compassionate feelings are 100 percent genuine and sincere; they are just the product of being intentional. They are feelings generated by health care providers within themselves…explicitly for patients’ benefit.


  Anyone who has small children at home does this quite frequently. No matter how stressed, tired, overworked or overwhelmed caring parents become, they almost always summon up the necessary energy with their children. They offer a consistent message of love, understanding, and hope when speaking to them, especially when their kids are frightened or upset.


  People intentionally put on a different face with their children to connect with them in those moments. It’s because parents take the responsibility of how their kids respond to their words and behaviors very seriously. Parents understand that their interactions make an imprint on them.


  The energy it takes for a parent to push worries—work stress, paying the bills, etc.—to the back of the mind in favor of a positive, nurturing message about why doing your homework or being kind to others is important sometimes requires emotional labor. It’s not always easy if you’re feeling completely stressed in the moment. But you do it anyway, because that’s what parents do.


  It’s a form of “deep acting,” really. And yet, the sentiments and caring that those parents summon up within them are 100 percent genuine and sincere.


  The other type of emotional labor in health care described in the JAMA paper is called “surface acting.”56 This is when a health care provider shows compassionate behaviors toward the patient, but without consistent emotional and cognitive reactions. When it comes to surface acting, the outward compassionate behaviors are there, but the health care provider is not actually feeling it on the inside. So this is kind of like faking it.


  Compassionate behaviors are a health care provider’s responsibility.


  The JAMA authors suggest that although deep acting is preferred, it is okay for health care providers to rely on surface acting in those situations when an emotional understanding and connection are impossible. What’s key to remember is that, in either case, compassionate behaviors are a health care provider’s responsibility.


  Engaging in emotional labor, in a meaningful way, can also begin to transform how a health care provider feels about his or her patients. In other words, treating patients with compassion by being very intentional—through emotional labor—may result in a health care provider actually feeling more compassion for patients.


  Some might consider this to be a “fake it ‘til you make it” approach. But remember that many prominent thinkers throughout history have attested to the fact that making a habit of altruistic behaviors can transform oneself from the inside.


  The literary giant and theologian C.S. Lewis observed that: “When you are behaving as if you loved someone, you will presently come to love him.” Mahatma Gandhi taught that “Compassion is a muscle that gets stronger with use.” In Nicomachean Ethics, Aristotle wrote: “Virtues are formed in man by his doing the actions.”


  Emotional labor—and specifically compassionate behaviors towards others—can, in fact, make one more compassionate which, in turn, yields more compassionate behaviors. So giving patients your forty seconds of compassion will not only make you feel like you have more time to give (see the section on time affluence in Chapter 8) but also it will make you feel more compassion.


  It’s a virtuous cycle…born from intentionality.


  Can You Really Change Your Mind?


  Shortly, you will see the data for how compassion training can change health care providers’ behaviors towards patients. But can this change in compassionate behavior begin to change who they really are?


  We do not mean this to be an existential question, but rather a scientific one. To answer it, we need to dive into some rigorous neuroscience data…to see what immersing oneself in compassion can actually do to one’s brain.


  Let’s begin with the concept of “neuroplasticity.” Essentially, that’s the brain’s ability to adapt over time. Traditionally, neuroplasticity used to refer to the brain’s ability to adapt in response to a brain injury. The brain can, to some extent, reorganize itself by forming new connections between neurons (brain cells) in order to compensate for damage or disease. Neuroplasticity explains why some patients are able to recover from brain injury and regain functional status over time.


  But there is another very important aspect to neuroplasticity, one that has become more widely appreciated in recent years. The brain can adapt to far more than just a physical injury; it also adapts to new situations and challenges, new environments, and new demands for performance. Over time, brain “wiring” can actually change to allow people to do things they could not do before.


  This specific aspect of neuroplasticity actually represents a monumental shift from historical thinking about neuroscience. In decades past, most neuroscientists believed in a “fixed brain” paradigm which assumed that once a person reached adulthood, his or her brain could not change anymore.


  This is the belief that the brain could no longer reorganize itself—that people “are who they are” once they reach adulthood. Put plainly, neuroscientists were true believers that you could not teach an old dog new tricks.


  But emerging data on neuroplasticity have shattered that thinking and resulted in a paradigm shift. Neuroscientists now recognize that the human brain is actually malleable, at least to some extent.


  Take taxi cab drivers, for instance. Researchers from University College London used MRI scans to study the brains of experienced taxi cab drivers in London and then published their results in Proceedings of the National Academy of Sciences, one of the most prestigious scientific journals in the world.332 The evidence for neuroplasticity was eye-opening indeed.


  If you have ever driven in London, you know that it is a maze of streets; the layout is anything but predictable. In London, the streets were not designed like a grid. The map looks more like a spaghetti diagram, actually.


  But the most experienced cabbies in London know this maze like the back of their hands. They seem to have a “sixth sense” about where they are going and how to navigate around town. They have navigated the maze so many times, day after day, they just know—by second nature—where to turn and what shortcuts to take. Based on the demands of their job, they utilize their navigation skills all day, every day. Could this experience actually change their brains?


  What the researchers found was downright amazing. By examining brain MRI scans they found that compared to control subjects (people who were not cab drivers), the London taxi cab drivers had significantly larger posterior hippocampi. The posterior hippocampus is a brain structure involved in spatial relations and spatial memory. This is an area of the brain vital to navigation and remembering how to navigate a challenging environment.


  So what is the explanation? Is it possible that people born with larger posterior hippocampi are intrinsically better at navigating, and therefore decide to go into the taxi cab driver business?


  No way.


  The only plausible explanation is that daily exposure to the demands of complex navigation actually changed the structure of their brains. In response to the constant use of that navigation area of the brain, it actually grew larger!


  The most common evidence of neuroplasticity is an improvement in brain function, but in this unique study—with the advent of MRI scans—the researchers found scientific evidence that the brain can change its structure as well. This study, along with others that shared similar findings, has turned the idea of a “fixed brain” on its head (no pun intended). The MRI data show quite clearly: change is possible!


  So, can a leopard change its spots? Can people truly change who they are? Philosophers have been asking this question throughout the ages. And the answer is in: Indeed they can. From a neuroscience perspective, and based on rigorous scientific evidence of neuroplasticity, it’s increasingly clear: change can happen.


  Of course, change does not happen from casual, fleeting, or inconsistent exposure to new challenges or environments. As in the study of taxi cab drivers, the differences found in brain structures were the result of intentional, disciplined, and sustained practice over many years.


  But is this kind of neuroplasticity limited only to navigation and spatial relations? Or could it also be true for…compassion?


  Could it be that immersing oneself in compassion and practicing compassion intentionally and consistently over time, in a disciplined way, could change who you are?


  To find out, let’s take a look at the most extreme example of people devoted to practicing compassion: Tibetan monks. If you study in a Buddhist monastery in Tibet, compassion is serious business. And it requires serious training.


  Buddhist monks become “outliers” in compassion, not only in the time they spend training in compassion, but also in how this training changes their brain function.


  In their preparation to become monks, these individuals spend over ten thousand hours meditating on loving-kindness and compassion for others. They become “outliers” in every sense of the word, not only in the amount of time that they spend training in the practice of compassion, but also in how this experience changes their brain function.333


  Want proof?


  Dr. Richard Davidson and his colleagues from the Center for Healthy Minds at the University Wisconsin-Madison have studied some of the most experienced Tibetan monks—the “outliers of the outliers” in how much time they spend fully immersed in compassion. Specifically, these monks are the world’s experts in a specific type of meditation technique called loving-kindness meditation (LKM) to increase one’s compassion.334


  Using 256 tiny electrodes attached to the skull and measuring brain electrical activity (i.e., “brain waves”) with a test called electroencephalography (EEG), Davidson and colleagues found that compared to control subjects (regular people), these compassion adept monks had brain waves that were literally off the charts.335


  There is a specific type of brain wave, called a gamma wave, that is seen on an EEG during moments when differing brain regions are firing in harmony, such as when you have an exhilarating “Aha!” moment of extreme insight. Typically, when gamma waves are observed they are only fleeting, found in isolated brain areas, and the amplitude of the brain waves is rather small.


  What the researchers found when they studied the monks’ brain waves was stunning, and particularly when the monks were meditating on compassion for others. When the monks were in “compassion mode,” they generated EEG data unlike anything Davidson and colleagues had ever seen before in their lab.335


  When the monks generated feelings of compassion during meditation, their brain activity began to fire in a rhythmic harmony. The monks’ gamma waves were markedly stronger and more sustained than those of normal subjects. Plus, they were in synchrony across widespread brain regions.


  But here is perhaps the most interesting finding: When the monks stopped meditating on compassion, the gamma wave activity decreased, but this activity was still markedly greater than control subjects’ gamma activity, independent of any specific mental activity. This difference persisted even when the monks were sleeping!335, 336


  Davidson and colleagues were seeing, for the first time, an enduring transformation of the brain that was the result of thousands and thousands of hours of intentionality and practice in meditation on loving-kindness and compassion. It changed the monks’ brains…it changed who they are.


  Corroborating the findings from Davidson’s lab are compelling data from MRI studies that look inside the brains of expert compassion meditators. Just as the London taxi cab drivers had an increase in the size of brain regions involved in navigation, researchers identified a similar phenomenon in the compassion meditators. Compared to control subjects, people who are expert practitioners of compassion meditation—those with ten thousand or more lifetime hours of meditation—have more gray matter volume in regions of the brain that are involved in affect and emotion regulation.337, 338


  Again, it is unlikely that naturally having more developed brains in these regions drew them to become experts in compassion meditation. Rather, because they immersed themselves in compassion for thousands of hours, resulting brain changes can be seen on MRI. Again, over time, their dedication to compassion changed who they are.


  So will it require ten thousand hours or a monk’s life-altering commitment for compassion to change people? Fortunately, the answer is no.


  And here is a crucial thing to understand: There is rigorous scientific evidence that thousands of hours of practice are not required in order to begin to see changes in brain function. In fact, with just a little bit of practice, one can start to see some functional changes right away.


  In two studies from the Max Planck Institute for Human Cognitive and Brain Sciences in Germany, researchers found evidence of functional changes in the brain with just a little bit of compassion training.11, 12 Using functional MRI, the researchers found increased activity in regions of the brain associated with affiliation and positive affect after study subjects took a short course (six-hours in total) in compassion meditation led by an expert practitioner.


  Similar brain changes on functional MRI scans have been reported by the Davidson lab at the University of Wisconsin-Madison after a two-week compassion training course.339 Considering the minimal time investment required to begin to see change, these data indicate that change is not only possible but also is readily available.


  Now that we know that the act of practicing compassion can change our brains—our brain waves, brain structure, and brain function—let’s look at the evidence that compassion training can actually change our behavior in meaningful ways, too…as well as the perception of compassion from the receiver’s perspective.


  Compassion Training Works!


  A University of Oxford meta-analysis of data from 64 different clinical studies shows quite clearly that there is major variation in health care provider compassion, as assessed by patients.55 This inconsistency is not surprising; there are both high performers and low performers when it comes to showing compassion…and a glut of health care providers that rank in between. (Some are clearly capable of compassion but perhaps inconsistent in delivering it.)


  So can individuals who don’t excel at compassion get better?


  There is scientific evidence that certain genetic polymorphisms—for example, in the oxytocin receptor gene—are associated with a more compassionate disposition toward others.340, 341, 342 There are also clinical studies that show that female health care providers may have greater compassion for patients compared to their male counterparts.55, 323, 343 (Sorry, guys.)


  But no health care provider should get a “pass” on the expectation of compassion, regardless of their genes or their gender.


  To this point, French scientist Matthieu Ricard (who also happens to be a Buddhist monk) uses the metaphor of throwing a javelin to explain the value of compassion training.344 Ricard teaches this: Every person can learn the basics of how to throw a javelin.


  Some people will intrinsically throw it better than others from the start. But with practice, every single javelin thrower can improve. Although it is true that not all people can or will become Olympic-level javelin throwers, with effort and dedication, every person can improve their ability to throw the javelin significantly further than they initially threw it.


  Similarly, every person can get better at showing compassion for others, at least a little bit. And, as we have seen throughout these pages, just a little bit more compassion may make all the difference in the world to a patient in need. Ricard’s javelin throwing analogy is apt indeed.


  Back in Chapter 4, you met Dr. Helen Riess, the Mass General psychiatrist and empathy researcher who discovered her patient’s deep-seated and previously unrecognized need for empathy and compassion during a psychotherapy session. You may remember that she had an epiphany when she monitored her patient’s electrodermal activity (skin conductance) in a research experiment and measured her off-the-charts anxiety that was otherwise undetectable.146, 147 This realization was not only a life-altering experience for the patient, but for Dr. Riess, too.


  Dr. Riess realized we need to advance the science of empathy in the scientific community…to better train health care providers to pick up on subtle non-verbal cues from patients indicating that they are in need of compassion…and to teach them optimal methods to use in patient interactions. As a result of her research, she has dedicated her career to teaching health care providers, through the development of rigorous training programs, to be more empathetic. This, in turn, inspires them to act differently towards their patients and to provide more compassionate care.345


  Now, we know what you might be thinking: Are these training programs just “smile school?” Hardly.


  There is no fluffy stuff here. Every technique that Dr. Riess and her colleagues at Empathetics, Inc., teach to health care providers in three 60-minute modules is evidence-based and rooted in bona fide neuroscience.149


  In fact, they call it a “neuroscience-informed curriculum.” The behaviors she and her colleagues teach reflect state-of-the-art understanding about the science of human connection.323 The training modules include how to decode subtle facial expressions for accurate emotion recognition as well as specific verbal and non-verbal communications to express compassion for patients.


  The results speak for themselves. In a randomized controlled trial, Riess and her colleagues tested their neuroscience-informed curriculum in a population of resident physicians at Mass General, and found that the physicians who were randomized to empathy training had a statistically significant rise in positive patient ratings of physician compassion.323


  Riess’ results are actually consistent with what the vast majority of studies have found. One meta-analysis addressed the question: Can people (in general) be trained to be more compassionate?346 They examined 18 randomized controlled trials of compassion training programs in heterogeneous types of trainees (more than a thousand people in total). They found that compassion training programs are effective overall, and that the calculated effect size of all trials combined was in a range that, statistically speaking, is considered to be a substantial effect.


  In 80 percent of the most scientifically rigorous published studies, compassion training successfully increased physician compassion.


  Another meta-analysis conducted by researchers from the Children’s Hospital of Philadelphia focused specifically on compassion training for physicians.347 What they found is that in 80 percent of the most scientifically rigorous published studies, compassion training successfully increased physician compassion.


  Similar results have been found in meta-analyses of compassion training studies conducted in medical students.348, 349 Compassion training also appears to be effective in nurses and nursing students as well.350, 351, 352, 353


  You will also recall from Chapter 8 the description of the randomized trial from Johns Hopkins and funded by the National Institutes of Health (NIH), demonstrating that training primary care physicians in “emotion handling” skills with an eight-hour training program was effective for improving compassionate communication by physicians…and without significantly lengthening the clinic visits.185


  But taking the effects one step further is another study from Dr. Riess and her group at Mass General.354 Up to this point, the studies discussed above have provided evidence that compassionate behaviors can be learned by health care providers. But what are the effects of these training interventions on patients?


  To answer this question, Riess and colleagues performed a meta-analysis of randomized controlled trials that systematically manipulated the patient-clinician relationship and tested the effects on patient outcomes. The interventions to augment relationships with patients included various methods of boosting human connection, for example, training in communication skills, recognition of emotional cues, increasing eye contact, sitting down (versus standing up), goal setting, shared decision-making, and avoiding interrupting the patient.


  Interventions to improve the patient-clinician relationship are associated with better outcomes for patients.


  The patient-oriented outcomes were either objective measures, like blood pressure, or validated subjective measures, such as pain scores. The researchers found that interventions to improve the patient-clinician relationship were associated with better outcomes for patients.


  Not only that, but after pooling the data Riess and colleagues found that the size of the effect of the interventions was greater than the effects of aspirin in reducing the incidence of heart attack over five years or the influence of statins (cholesterol-lowering medications) on the five-year risk of an adverse cardiovascular event.354, 355


  In other words, statistically speaking, interventions to augment the patient-clinician relationship have a greater effect on patients than some of the most common and well-known advances in clinical practice across all of medicine in the last half century! Those are striking findings.


  The Power of Mindset


  So now you have seen the data that compassionate behaviors can, in fact, be learned and that compassion training works. But there is a key characteristic that’s required for success: the learner’s mindset.


  You may be familiar with the research on “growth mindset” from Dr. Carol Dweck and her colleagues at Stanford University. In her book Mindset: The New Psychology of Success, Dweck explains how a vital part of learning new things is the belief that you can. You must believe that change is possible.356


  According to Dweck, many people believe that successful learning is based solely on innate ability. She describes such people as having a “fixed” theory of intelligence, or a fixed mindset. Others, who believe that successful learning is based on hard work, training, and perseverance are said to have a “growth” theory of intelligence, or growth mindset.


  Here’s why that’s so important for learning new things. “Fixed mindset” people believe their abilities are fixed traits. They dread failure because they believe that it exposes their inherent lack of ability. As a result, they do not eagerly take on new challenges because of their fear of failure and looking or feeling stupid.


  On the contrary, “growth mindset” people understand that their abilities grow through good teaching, effort, and persistence. They do not fear failure because they recognize that is how learning happens. You need to work at it.


  As a result, such individuals are inherently more eager to take on new challenges and grow in their abilities. Dweck’s research has shown that, over time, these types of people are more likely to be successful in whatever they are trying to accomplish.


  Most of Dweck’s work has been on learning and education in the broad sense. But could these principles also apply to learning to be compassionate to others? The answer is yes.


  Growth mindset is crucial for becoming a more compassionate health care provider, or more broadly, a more compassionate person. Not just one, but a whole series, of studies from Dweck and colleagues found that in contexts where being compassionate is challenging, people who hold a growth mindset about compassion (believing that compassion can be developed) put significantly more effort into being compassionate, compared to people who hold a fixed mindset (believing compassion cannot be developed).357


  A person’s mindset powerfully affects whether they exert effort to be compassionate when it is needed most.


  The researchers found that people with a growth mindset worked harder at being compassionate because they had a stronger interest in improving their compassionate behavior. These studies indicate that a person’s mindset powerfully affects whether they exert effort to be compassionate when it is needed most.


  The data you’ve reviewed here have demonstrated quite clearly that one can learn to treat others with compassion; however, one must have a growth mindset to realize this change. You must first believe in your mind that change is possible!


  You Gotta Want It


  So if health care providers understand that change is possible, can’t health care organizations and administrators just mandate that their providers participate in compassion training programs and work hard at being more compassionate to patients?


  Nope. And this part is critically important for administrators of health care organizations to understand.


  Science shows that health care providers have to want to get better at compassion. Compassion cannot be mandated.


  Health care providers have to want to get better at compassion. They have to have intrinsic motivation for improving, rather than extrinsic motivation, like being forced to do it. That’s what the science shows.


  In a series of studies that were designed to test the importance of intrinsic motivation in helping others, researchers from the University of Rochester found that the degree to which helping others is “autonomous” (i.e., voluntary), rather than “controlled” (i.e., mandated or forced), predicts the effectiveness of help—as perceived by the receiver.358 In other words, receivers of help perceive the help to be more effective when the helper is doing it because they want to. Maybe that’s because people do a better job of helping when they intrinsically want to help, rather than it being forced upon them.


  This is why health care administrators can’t just mandate health care providers to be compassionate to patients. That’s not how compassion works. For patients to really benefit from compassion, the health care provider behaviors need to be self-initiated (or self-endorsed).


  But here is an even more interesting part of what the University of Rochester researchers found: The degree to which help was autonomous (versus controlled) predicted the effects of helping on the well-being and self-esteem of the helper.358 So helpers that intrinsically want to help are not only more effective at it, when they offer it freely (versus being forced), they feel better about the experience of helping.


  In the next chapter, you will see more about how compassion for others powerfully impacts health care provider well-being and resilience. But for now, just remember that compassion can’t and shouldn’t be forced upon health care providers. Rather, help them to understand the “why” behind compassionate care so that they want to use compassion in every opportunity that they have.


  Understanding that “why” is what this book is all about.


  Learning to Care When Caring is Hard


  During busy shifts or challenging days, it can be easy for health care providers to lose sight of the people they’re caring for…not just a person’s clinical diagnosis or symptoms, but all of the things that make them unique, important, and beloved to the people in their lives. Sometimes disease can ravage a body and make that harder for health care providers to see.


  Nicki was a perfect example of that.


  She was beautiful. Long brown hair. Kind eyes. A radiant smile that could light up the room. Her high school graduation portrait was picture perfect: a girl happy and full of life who brought happiness to those around her. It was a picture of a girl ready to take on the world…with her whole life ahead of her.


  Things are much different today. That graduation photo sits on the windowsill in her room in the ICU, a poignant reminder to those caring for her of what her life used to be. Nicki’s mom, Susan, brought the picture in, along with some baby pictures. The beautiful smile of that toddler was the same one as in the graduation photo. It was unmistakable.


  It’s hard for Nicki’s caregivers to see her distinctive smile in the ICU today, with all the tubes and medical equipment. She has been unconscious on a ventilator for days with no sign of improvement. The reality of today is light years away from that graduation photo. She is almost unrecognizable.


  Nicki has also withered away to less than 100 pounds. She is so emaciated that the beautiful face from the graduation photo is now sunken and sallow. The dirt on her feet was so deep-seated that despite repeated scrubbing by the ICU staff, her feet still tell a story of homelessness and being on the streets for way too long.


  Covering her arms is the evidence of what caused her to abandon her home after high school. Years of injecting drugs into her veins have left awful scars on her body.


  Nicki may never wake up. And if she does, she may never be able to communicate…to tell her mom how sorry she is for all the pain and anguish she’s caused or how much she loves her, despite all the battles they’ve been through during all the times Nicki bounced from rehab to home and then, inevitably, back out on the streets again.


  Susan knew she would get that dreaded phone call one day. She had been called to the hospital many times for Nicki’s overdoses, and the repeated bloodstream infections that came from her heroin injections. She knew that one day she would get the call that would change everything.


  She received that call one week ago. Since then, Nicki has not opened her eyes. Twenty five year-olds are not supposed to have strokes…let alone massive strokes. But when infections in the bloodstream collect on the valves of the heart, those big chunks of bacteria can break off and quickly migrate into the brain to cause a massive stroke, as they did for Nicki—changing the trajectory of her life instantly and forever.


  As the reality of it all begins to sink in, Susan shares the story of another heartbreak in this very same ICU: when her older brother died several years ago from liver failure. She describes him as kind, gentle and outgoing, the kind of guy who would do anything for anybody. But privately, he battled demons. He could not stop drinking.


  Jared spent a month in the ICU before he died. Susan recalls that whenever the doctors would do hospital rounds and discuss his case, the resident physician’s opening sentence always described him as “a 53-year-old alcoholic with liver failure.” To them, that was who Jared was. That hurt her a lot.


  She knew him very differently. She knew him as a loving brother who was with her always as they were growing up, in good times and bad. He was her rock. Susan misses him desperately, especially now when she has to face saying goodbye to Nicki. She has no one left to lean on.


  Just as she did during Nicki’s hospitalization, Susan recalls also propping up Jared’s graduation photo and baby picture on the ICU windowsill in a desperate attempt to help the nurses glimpse her brother the way she still sees him in her mind’s eye…before addiction ravaged his body and made him unrecognizable, too.


  She mentions overhearing doctors and nurses sometimes refer to Jared’s condition as “self-inflicted”—just as they have with Nicki’s. As if they both deserved the suffering they were experiencing.


  This, too, hurt her a lot.


  Stories like Nicki’s and Jared’s play out in hospitals around the country daily. While these kinds of statements from staff aren’t very compassionate, perhaps we shouldn’t be surprised.


  There is extensive data in the psychology scientific literature to show that people’s compassion for others often drops—sometimes rather sharply—when they believe that poor choices played a major role in the condition an individual is in; they believe they did it to themselves.


  And in its simplest form, it’s true. When a person’s body is ravaged by the effects of addiction, that individual has clearly made some poor decisions—perhaps repeatedly—and especially in the beginning.


  But today there is simply no longer a debate about whether addiction is a disease or a choice. Medicine has firmly concluded that addiction is a disease.359


  It is critically important to recognize that, in the history of the world, no one has ever awakened in the morning and said to themselves, “Hey, I’ve got a great idea! Today I’m going to go out and get addicted to heroin.” Or alcohol. Or anything else for that matter. That’s just never happened.


  If you’ve ever witnessed someone’s body destroyed by the effects of addiction, you know how ugly it is. At the very end, they are unrecognizable. They suffer unspeakable pain. No one would ever willfully intend to be in that horrifying place. And thinking that they would makes it that much harder to summon the compassion needed to provide compassionate care.


  But this idea that patients “do it to themselves” also extends far beyond patients who struggle with addiction. What about morbid obesity, for example? Some providers might be judgmental toward a morbidly obese person—because they believe such a condition results from bad personal choices and a lack of willpower.


  It’s not. It is far, far more complex than that.


  Morbid obesity destroys a person’s health. And when he is lying there in the hospital bed, with his life slipping away due to the cumulative effects of obesity on his body over many years, he too suffers unspeakable pain. No one would ever willfully intend to be in that horrifying place.


  And what about people who don’t take their medicine? Or follow doctors’ orders? The so-called “non-compliant” patients. These patients are repeatedly readmitted to the hospital because they do not (or cannot) adhere to treatment recommendations. Do they “deserve it,” too?


  Maybe the reason why a patient doesn’t refill his medication prescriptions to maintain better health is because he’s used every dollar he has to make sure his kids don’t go hungry. Poverty brings difficult decisions.


  Or maybe it’s because of mental illness. Or maybe health care providers have never really done a good job of explaining things in a way he can understand.


  No one would ever willfully intend to be admitted to the hospital over and over again.


  So let’s be clear about one thing: When a person’s health is failing and he or she is suffering terribly, remember this:


  No one “deserves it.” Ever.


  You’ve seen the scientific data that people can, in fact, learn to be compassionate to others. But it’s not enough to simply learn compassionate behaviors. Or to have a growth mindset. Or to believe that change is possible.


  Before one can learn to be more compassionate, there is a vital first step. First, one must believe that every patient deserves compassion.


  Every single one.


  A Final Few Thoughts: If We’re Being Honest…


  In case you’re thinking that we must be the most compassionate doctors in the world, wonder no longer.


  Just because we’re sharing revolutionary scientific truths about the power of compassion here doesn’t mean that we never slip ourselves. The truth is: We are both very much “works in progress.” But we see it now. And what you focus on always grows stronger.


  We used to believe that people were either wired for compassion or they were not. But the data in the scientific literature don’t lie. The data—for both in the general population and in health care workers specifically—show that compassionate behaviors can most definitely be learned. And that is good news.


  So we are working hard to get better at compassion—every day.


  And last, a final note on tongue rolling: It’s time for some more myth busting. It turns out that Dr. Sturtevant, and hence your junior high school science teacher, was actually wrong. Not only have rigorous scientific studies (conducted in twins and families) shown quite clearly that tongue rolling is not an inherited trait, but they have also found that tongue rolling can actually be learned!360, 361, 362, 363, 364




  CHAPTER 10:


  Compassion as an Antidote to Burnout


  “If you want others to be happy, practice compassion. If you want to be happy, practice compassion.”


  —Dalai Lama


  It’s true. Compassion is not only a powerful therapy for the person receiving compassion, but it is a powerful therapy for the person giving compassion, too. That’s what the latest science shows. And that’s why compassion can be such a powerful treatment for burnout among health care providers.


  Burnout: A Public Health Crisis


  Earlier, you learned that two cornerstones of the burnout syndrome are depersonalization—the inability to make a personal connection—and emotional exhaustion, which is an important precursor to compassion fatigue.


  When depersonalization and emotional exhaustion are present, it’s no wonder that patients experience a lack of compassion. In fact, depersonalization and emotional exhaustion act as important surrogate markers for an absence of compassion when researchers study the effects of the compassion crisis on patients and patient care.


  You’ve also read about the link between burnout among health care providers and lower quality of care (Chapter 6), including major medical and surgical errors as well as how health care providers “cut corners” in the care of patients.365 In fact, new research from the Mayo Clinic demonstrates that burned out physicians have two times higher odds of making major medical errors.366


  This is true cause for alarm because medical errors have been identified as a leading cause of death in the U.S. In short, health care provider burnout takes a toll not just on the people providing care, but the human toll also includes devastating effects on patients as well.367


  You’ve also learned about the dire financial implications of burnout (Chapter 7), including the billions of dollars in direct costs and lost productivity for those that are harmed through medical errors and the ways in which burnout is associated with higher costs of care, especially with respect to physician and employee turnover. (The latter is estimated at $12 billion annually for physicians alone).288, 301, 302, 303


  We also described the link between burnout and lost revenue to health care organizations that results from the effect of burnout on patient experience. (That’s key because patient experience is one of the main drivers of the “business” of health care.) So you already understand the economic toll of health care provider burnout on the financial sustainability of organizations and our health care system overall.


  Research shows that approximately 50 percent of U.S. physicians are suffering from burnout.


  Through your own experience, you may also be aware that the prevalence of burnout symptoms among health care providers is enormous and growing rapidly. The medical literature supports this. For example, based on rigorous research using validated measures of burnout, multiple independent researchers have found that approximately 50 percent of U.S. physicians are suffering burnout symptoms.30, 301


  The National Academy of Medicine (NAM) concurs.368 The NAM is a branch of the National Academies of Sciences whose aim is to provide unbiased, evidence-based, and authoritative guidance on health policy to policymakers and leaders in every sector of society and the public at large. The NAM sees burnout for what it is: a crucial problem for public health.


  When you consider all of this evidence together—the effects on patients and patient care plus the effects on costs of care—and then add in the enormous prevalence of the problem, it becomes clear that burnout among health care providers is a major and growing public health emergency. It’s no secret in health care circles.


  But you know what else? The general public knows about it, too. The epidemic of burnout in medicine has been widely covered in the press, from The Atlantic and The New York Times Magazine to The Wall Street Journal and scores of other media outlets.369, 370, 371


  Burnout among health care providers is serious business. What you may not yet appreciate, however, is the full effect of burnout on health care providers themselves—the effects on the individual caregiver. This is the other side of the human toll, and these effects can be staggering.


  In Chapter 7, you learned that health care providers are leaving the profession in droves. But what are they actually experiencing before they “pull the rip cord” on the career for which they have been training their whole lives?


  The Personal Toll of Burnout


  Did you know that approximately four hundred physicians die by suicide every year? Research going back more than fifty years demonstrates that physicians die by suicide at a rate that significantly exceeds that of the general population.372 In fact, recent research reports that physicians experience the highest suicide rate of any profession.373


  Physicians die by suicide at a rate that significantly exceeds that of the general population.


  A systematic review of the medical literature reported that the suicide rate among physicians is 28 to 40 per 100,000, which is more than double the rate in the general population (12 per 100,000).373 Research from the Mayo Clinic found that almost 40 percent of U.S. physicians have some symptoms of depression, and an astonishing 6 percent of those are depressed enough to think about suicide.30


  What about nurses? Nobody knows precisely. According to researchers at the University of California San Diego, there is an alarming paucity of data on the nurse suicide rate. Considering the extreme occupational pressures on nurses, the National Academy of Medicine is concerned that nurse suicide is a hidden tragedy: “Until such data are available, silence and the preventable loss of life will prevail.”374


  So burnout is not just a serious concern for patient care, or for the costs of care, but also for those who care for patients. It’s a multi-dimensional syndrome that stems from a combination of factors.375 Certainly, fatigue—being overworked—is one component. Cynicism is another.


  Cynicism can arise when a person feels a loss of autonomy, insufficient support or unattainable goals. It might be due to a feeling of being surrounded by impediments with no way out.


  Frustration is another component of burnout. It can show up as a negative response to self and dissatisfaction with one’s own performance (i.e., “beating yourself up”). Ultimately, all of these aspects of burnout combine into a downward spiral, culminating in the most dangerous manifestation of all: withdrawal. A person gives up and loses his or her motivation to make things better. A burned out physician starts to depersonalize relationships and becomes detached.


  Here’s another important consideration: Burnout isn’t just about being overworked; it’s also about the absence of meaningful human connection in one’s work. You saw the data (way back in Chapter 1) that, in the era of electronic medical records, health care providers now spend more time looking into a computer screen than looking into the faces of their patients.


  According to Dr. Atul Gawande, a surgeon, prolific writer, acclaimed public health researcher, and author of The New Yorker article “Why Doctors Hate Their Computers,” this is fuel to the fire for the burnout epidemic.376 Gawande asserts that doctors’ computer screens are increasingly coming between them and their patients. He sees this as directly eroding what is supposed to be a fulfilling experience…the human connection of caring for patients.


  Most applicants to medical school say that they are going into medicine to help people. And yet, a valuable piece of that rewarding experience is being lost through a required attention to computer screens in lieu of the patient in the room.


  So burnout isn’t just about exhaustion. It’s about much more than that. According to Stanford’s Dr. Emma Seppälä, whom you met earlier, burnout is also about loneliness. In a Harvard Business Review article, she reported that our professional relationships with colleagues (and specifically our compassion for each other during difficult times) are a key protective factor against the development of burnout.377


  Seppälä warns that without meaningful relationships in the workplace, the risk of developing burnout skyrockets. Accordingly, it’s vitally important for colleagues to take good care of each other.


  The symptoms of burnout are numerous and include physical complaints (illness or other somatic manifestations), insomnia, irritability, negative attitude, being hypercritical of others, desensitization, apathy, feeling empty, disengagement, hopelessness, and pulling away emotionally. Sometimes burnout manifests with unprofessional behavior, and possibly outbursts in the workplace (“acting out”).375


  Another common manifestation of burnout is dread of going to work. Recently, an emergency physician from a large, very busy community hospital in suburban Boston relayed the story of his experience struggling with burnout. It was, quite frankly, a shocking example of what it means to dread going to work.


  After experiencing the stages and symptoms of burnout described above, he had one event that pushed him past the breaking point. During one of his shifts in the emergency department, a patient came in who was at the end-stage of a serious illness.


  That is not uncommon in emergency medicine. What was uncommon was that the patient was just a teenager. A short time after arrival in the emergency department, the patient took a sudden turn for the worse and went into cardiac arrest. The physician had to perform cardiopulmonary resuscitation (CPR) on the boy for almost an hour. Ultimately, the physician could not bring him back. The boy was gone.


  The physician went to tell the family. It is not uncommon for an emergency physician to have to pronounce someone dead and notify next of kin, but it is uncommon to pronounce a teenager dead. It is especially uncommon to pronounce a teenager dead when he is the son of the physician’s best friend. The physician knew this boy like he was part of his family…a child this physician had, in fact, watched grow up.


  No one would question how traumatic this must have been. The physician was already suffering from burnout, and then this intensely personal tragedy happened right before his eyes. It culminated in such severe dread of going to work that after this tragic event, just before starting his shifts in the emergency department, he frequently found himself sitting in his car in the hospital parking lot, violently throwing up.


  Thankfully, this physician got help. And thankfully, he never became one of the suicide statistics that are alarmingly prevalent in medicine today.


  Certainly, this is a shocking example of a physical manifestation of burnout. But it is also important to recognize that many of the health care providers in the grips of burnout do not demonstrate such overt signs of it.


  Health care providers going through burnout may not show overt signs. They often suffer in silence.


  Often, they suffer in silence, and you may never know they are suffering. But make no mistake: Burnout is real even if you cannot see it. The human toll on a personal level can be immense.


  Treating Health Care Provider Burnout


  So what are the most effective, proven treatments for burnout among health care providers? There is no shortage of lectures, webinars, and conferences claiming to hold the solutions to the burnout epidemic. There is plenty of conversation. Many people say they have answers. However, at the present time, burnout still remains an unconquered challenge in medicine.


  Recently, two independent groups of researchers published rigorous meta-analyses in The Lancet and JAMA Internal Medicine, reporting on the effectiveness of interventions to combat burnout. Some interventions have been targeted at the individual physician level, and some interventions have been targeted at the organizational (health system) level.378, 379 In other words, the interventions that have been tested are very heterogeneous. But what is striking about the vast majority of them is that, collectively, they represent what could be labeled “escapism.”


  Essentially, escapism is the act of getting away from patient care as much as possible to achieve a better “work-life balance.” Strategies include minimizing stress by working less with patients (in order to spend more time on restorative activities like nature hikes, yoga, meditation, etc.). Another approach is to cut down on working altogether by going part-time.


  The mantra goes like this: “Detach…Pull back…Get away more.” Escapism is built upon the belief that if health care providers just spent less time caring for patients in favor of more self-care (“me time”) that burnout would no longer be a problem.


  Without question, maintaining a healthy work-life balance is critically important; it’s vital for good health and well-being among health care providers. That’s intuitive. But is detaching and pulling back from patients an effective treatment for burnout? It sounds like a plausible solution. But what is the evidence?


  Research shows that many interventions based in escapism do reduce burnout…to some extent.378, 379 But the effects are only modest at best. Accordingly, at the present time, there is no magic bullet for treating health care provider burnout.


  Escapism interventions do reduce burnout, but the effects are only modest at best.


  Perhaps that is because escapism alone is an inadequate approach to solving the problem. Or perhaps it is because better work-life balance is just part of the story and does not solve the fundamental problem: A paucity of meaningful (and fulfilling) human connection in one’s work.


  Perhaps it is because a vital ingredient of treating burnout can only be found at the point of care with the patient. And perhaps the real antidote to burnout is leaning in rather than pulling back.


  Rethinking Dogma


  Historically, physicians-in-training have been taught: “Don’t get too close to patients.” The thinking was that keeping a safe distance from patients—at least emotionally—would protect the caregiver by preventing emotional overextension and thus reduce the risk of getting burned out.


  Accordingly, physicians may be taught not to cross what Kenneth B. Schwartz—the lung cancer patient who inspired Schwartz Rounds—called the “professional rubicon” in caring for patients. Really connecting with patients in their times of suffering could be psychologically costly, according to this teaching. Essentially, the belief was that too much compassion would burn you out.


  But you won’t find this teaching in any medical textbook. Rather, it’s part of the “hidden curriculum” of medical training that you learned about earlier. This teaching has been passed down, albeit informally, to generations of physicians.


  But here’s the problem with that historical thinking: It’s actually not evidence-based. In fact, the available scientific evidence tells a very different story.


  Of course, it is intuitive to some extent that there could be risk of burnout with repeated or excessive exposure to human suffering. However, the preponderance of data in the scientific literature supports a different view: It shows that human connection can transform the experience for the giver of compassion, trigger positive emotion, and build resilience. (That’s the ability to maintain one’s own well-being despite stressful conditions, including witnessing suffering.)


  Let’s look at the data. If there were scientific studies that supported that historical thinking (i.e., “Don’t get too close; too much compassion will burn you out.”), we’d expect them to show a positive association (correlation) between compassion and burnout. That is, we’d expect that high compassion would be associated with high burnout, and that low compassion would be associated with low burnout, right? Compassion and burnout would go in the same direction.


  But if you systematically analyze the available evidence in the biomedical literature, you will find that the preponderance of data among health care providers actually shows the opposite to be true. A recent rigorous systematic review published in Burnout Research reported that the vast majority of published studies testing the association between compassion and burnout in health care providers found an inverse correlation.380 Inverse!


  That is, high compassion was associated with low burnout, and low compassion was associated with high burnout. So when you actually dive into the published scientific data, compassion and burnout go in opposite directions.


  So these data do not support the historical thinking that too much compassion will burn you out. This rigorous systematic review of the biomedical literature suggests that the historical thinking may actually be propping up a complete myth.


  A quick side note: For millennia, philosophers and thinkers have intuitively understood that compassion for others could be beneficial for one’s own well-being. For example, way back in the 13th century, the famed mystic and poet Rumi said, “When we practice loving kindness and compassion, we are the first ones to profit.”


  Then, in the late 1800s, American writer and philosopher Elbert Hubbard noted that, “Human service is the highest form of self-interest for the person who serves.” Later, Dutch theologian Henri Nouwen said, “Our greatest fulfillment lies in giving ourselves to others,” and, “The joy that compassion brings is one of the best-kept secrets of humanity. It is a secret known only to a very few people, a secret that has to be rediscovered over and over again.”


  More recently, Buddhist teacher and compassion activist Joan Halifax explained that “Many of us think that compassion drains us, but I promise you it is something that truly enlivens us.”381 This is not a new idea!


  Crime of (Mis)Interpretation?


  Many people in health care who understand there is an inverse relationship between compassion and burnout tend to interpret the inverse relationship (that high burnout correlates with low compassion) this way: Burnout crushes one’s ability to be compassionate. They believe that when health care providers get burned out this drains their compassion.


  However, it is very important to recognize that one should not infer causation from the available data, only association. Inferring causation when only association is known is a really common mistake people make when interpreting scientific studies.


  In academic medicine, it’s considered a crime to mix up association and causation. Maybe it’s not a felony, but it’s a misdemeanor for sure. And it happens all the time.


  Here is a famous example: People who own a washing machine are more likely to die in a car crash. Why? Do clean clothes make you a worse driver? Does using the small knobs on a washing machine make it harder to use a steering wheel?


  Of course not. The two are only correlated, which is an association, rather than causation. People that have the economic means to own a washing machine (versus having to take their clothes to a laundromat to do laundry) are also more likely to have the economic means to own a car. Also, people who own cars are at higher risk for getting in a car crash. So, when it comes to owning a washing machine and crashing a car, the two just go together. It is not something about washing machines that causes car crashes or vice versa.


  This mistake is so common in the interpretation of scientific data that it spurred a popular (and humorous) website that has now become a book, called Spurious Correlations, where the purveyor collects data on quirky correlations in which causation is ridiculously implausible.382 (One example: There is a 99 percent correlation between the divorce rate in Maine and the per capita consumption of margarine.)383


  While causation might exist with correlated data, you just can’t assume it. Making the assumption of causation is considered a crime in the world of statistics, including academic medicine. But, again, it’s just a misdemeanor. People make this mistake all the time.


  But beware of a potential felony! An academic crime worse than mixing up association and causation is the crime of assuming causation in the wrong direction…mixing up which factor is the cause and which is the effect. So if you assume causation when you should not, you may get off with just a fine. But if you go beyond that to assume causation in the wrong direction, you will be thrown behind bars (academically speaking, of course).


  Consider this example: Smoking is associated with lung cancer. It is also undeniable, based on decades of iron-clad research, that smoking causes lung cancer. Everybody knows that. But did you know that frequent alcohol consumption is also associated with lung cancer?


  Mainly, it’s because people who smoke are also more likely to drink alcohol. Alcohol is not the major driver of the risk of lung cancer; it’s smoking that is causing lung cancer. But alcohol use and lung cancer go together, for sure, even though smoking is the main cause. It would be a crime (and an error) to attribute all of the causation that is due to smoking to the consumption of alcohol. And yet, as noted, that’s just a misdemeanor.


  You know what’s a felony? Interpreting that data to suggest that lung cancer causes smoking or alcohol consumption. In academic circles, if you make this mistake they will throw the book at you! And it doesn’t take a background in medicine to know how silly it would be to think that lung cancer causes smoking.


  A Contrarian Interpretation


  Now, back to compassion and burnout. As noted earlier, many in health care have fallen into the trap of assuming that the inverse relationship between compassion and burnout means that burnout causes compassion to take a nosedive.


  But we can’t really make that leap. Here’s why: Most of the research specifically honing in on the relationship between compassion and burnout has been comprised of cross-sectional studies—testing associations at a snapshot in time—rather than longitudinal studies with an experimental design (such as randomized controlled trials).


  Without experimental studies, this is not only a setup for incorrectly assuming causation when there is only association—a misdemeanor—but it is also a trap for the full-blown felony of assuming causation in the wrong direction.384


  How so, you ask? What if burnout does not cause a drop in compassion, but rather it’s the other way around?


  Health care providers who have low compassion are predisposed to becoming burned out.


  That is, health care providers who have low compassion are predisposed to becoming burned out. Could it be that low compassion increases the risk of developing burnout?


  It may sound like a somewhat radical (or perhaps contrarian) concept when you lay it out, that high compassion is protective against burnout. But after a thorough review of the scientific evidence, as you will see shortly, the preponderance of data points to this as the most likely explanation for which factor is the cause and which factor is the effect.


  Here’s another way to think about it: Under the same amount of stress, a determinant of who will or will not get burned out may be a person’s compassion for others. And the corollary to this would be that interventions to raise one’s compassion could prevent burnout or even counteract burnout in people who already have it. Based on the available scientific data in published research studies, this explanation for the observed inverse relationship between compassion and burnout is quite plausible.384


  This brings us to a crucial question: Could compassion actually be an “antidote” for burnout? It’s a key question to examine.


  In exploring this, let’s consider all of the scientific evidence that compassion for others can build resilience. In the health care environment, that’s the data that connecting with patients through compassion can transform a health care provider’s experience in a positive and fulfilling way that builds resistance to burnout. If you are a health care provider, it’s the evidence that compassion for others is actually good for you.385


  But before reviewing all of the data, let’s first acknowledge something important: Without question, seeing others who are in pain can be painful. When someone sees another person suffering, and doesn’t run away to escape, it hits them right in the pain center of the brain, as demonstrated in research using functional MRI scans.10


  When we detect and resonate with another’s pain, we too can experience pain by bearing witness to that individual’s suffering. The recognition, feeling, and mirroring or understanding of another’s emotions is empathy.


  But remember that compassion is different from empathy. It’s not seeing or feeling someone’s pain. Rather, compassion is action. When taking action to relieve someone else’s suffering, a distinctly different area of the brain lights up on functional MRI: a “reward” pathway that is associated with affiliation and positive emotions.11, 12 It’s a pleasurable experience for the giver of compassion.


  But it’s not just about emotions; it goes deeper than that. The personal connection aspect of compassion is vital for one’s fulfillment. Research shows that compassion for others can be a coping strategy to overcome personal distress and strengthen one’s own resilience.11


  So how are health care providers supposed to protect themselves from the pain of bearing witness to suffering? It is intuitive that there is intrinsic risk to the psyche of caregivers that can culminate in personal distress.


  One key factor identified in psychological science research is called “self-other differentiation” or “self-other distinction.”386, 387, 388 Simply stated, this is your ability to be in the presence of a person in pain or suffering and always remain cognizant that it is not your own pain and suffering.


  It’s the ability to experience and understand what others feel without confusion between yourself and others. It’s knowing that the emotions you are resonating with are the emotions of another and not your own.


  Although the pain and suffering may be terrible, it’s happening to the patient and it’s not actually happening to you. Be thankful for that. Blurring the self-other distinction through excessive sharing of others’ negative emotions can lead to shared distress. And that could indeed be harmful.11


  The second key way to protect oneself from a patient’s pain and distress is to meet that suffering with action. Taking action to relieve another’s suffering is at the very heart what it means to be compassionate and brings reward that can overcome the distress of empathy.11, 12


  The Evidence in Neuroscience and Psychology Research


  There is abundant data in neuroscience and psychology research showing how compassion for others promotes well-being for the giver of compassion. There’s also plenty of data to support that compassion for others can promote resilience, well-being, and resistance to burnout specifically among health care providers.


  Hopefully, after seeing all of the data, you’ll be open to the possibility that compassion could be effective in relieving burnout. And, perhaps, if you are struggling with burnout, you’ll find the data compelling enough to test the compassion hypothesis for yourself.


  Seth Gillihan, a psychology professor at the University of Pennsylvania, once explained the symbiotic relationship between giving and receiving compassion like this: “Coming together (in compassion) works a sort of alchemy, transforming one person’s pain into a shared feeling of uplift. Indeed, compassion is the opposite of a zero-sum game in which there are winners and losers: Both giver and receiver benefit.”389


  Seventy percent of people experience a feel-good sensation when giving meaningful help to others in need.


  For decades, scientists have been aware of a phenomenon called the “helper’s high.” This is the good feeling you get when you help others in a meaningful way. Research shows that approximately 70 percent of people experience this type of feel-good sensation when giving meaningful help to others in need (some scientists call it a “warm glow”), accompanied by an inner calmness and an enhanced feeling of self-worth.390


  Research also shows that it makes people feel less depressed. That’s because being focused on another’s well-being can help you forget your own worries, at least temporarily.391 When you are down, you may be uplifted by picking others up.392 This makes sense, because extensive research published in the psychology domain has identified a similar phenomenon; people who are self-focused actually experience more depression and anxiety.393


  One can definitely experience a helper’s high when showing others compassion. That is, not just helping for the sake of helping, but rather helping as a response to another’s pain and suffering. You will recall that compassion is defined as the emotional response to another’s pain or suffering involving an authentic desire to help.7


  But when your compassion for others triggers a helper’s high, how does that “work” exactly? There are multiple potential mechanisms of action—some of which also apply to the effects on the receiver of compassion, as noted earlier in Chapter 3. But interestingly these same mechanisms are also in play for the giver.


  One mechanism is a sharp spike in circulating endorphins, endogenous—or natural—opiates produced by the body.390 Another mechanism is that giving meaningful help to others (and specifically, a compassionate response to suffering) activates reward pathways in the brain that produce positive affect and emotions.394 In other words, it activates the part of the brain that gives you the experience of happiness. One more mechanism for the “helper’s high” is that compassionate helping is stress-buffering.


  In fact, there are two ways that compassionate helping can alleviate stress for the person giving compassion. One is a nervous system effect: Compassion for others activates the parasympathetic nervous system by increasing vagus nerve activity.395 This results in a calming effect that counterbalances the “fight or flight” response of the sympathetic nervous system. The other is by boosting circulating neuromodulators (such as the hormone oxytocin) which not only buffers stress, but also triggers positive emotions (such as feelings of calm and closeness).396


  All of these mechanisms are activated when we are “other-focused”—focused on service to others. A robust body of scientific evidence shows that these physiological mechanisms translate to better health and well-being for the one who serves. So serving others is actually good for you.


  Now let’s look at the data supporting that compassion for others can be stress-buffering. Psychology research shows that resonance between the giver and the receiver of compassion increases the ability of the giver to benefit from receiving compassion, through this reduced response to stress.397 These include things like lower blood pressure reactivity, better heart rate variability, and lower cortisol (stress hormone) release.


  Further, a randomized trial from Emory University tested the effects of compassion training on the response to a standardized (i.e., experimental) stressful event applied in a laboratory and found that compassion was associated with reduced blood markers of systemic inflammation, in addition to reduced psychological distress.398


  But perhaps the most interesting data is on human happiness. Neuroscience research shows that the most potent activator of brain circuits involved in human happiness is actually…compassion.


  In Chapter 9, you were introduced to French scientist (and Buddhist monk) Mathieu Ricard. In his TED Talk “The Habits of Happiness,” Ricard relates the story of his experience with a scientific experiment that led him to become widely known as “the happiest man in the world.”334 Ricard is more than just an expert in compassion, he is a true outlier among outliers, having logged tens of thousands of hours over the course of his lifetime in meditation on loving-kindness and compassion.


  When Ricard was studied in Richard Davidson’s lab at the University of Wisconsin-Madison, they found something startling. After connecting 256 electrodes to Ricard’s head and performing EEG (as described in Chapter 9), as well as functional MRI scans of the brain, they found that he was an outlier in one particular way that had never been seen before in any research.


  Compared to the data for 150 control subjects—regular people—Ricard was off the charts in one very specific type of brain activity: the pattern of activity observed in the experience of human happiness.335


  The data for Ricard’s brain activity were not merely a couple of standard deviations away from the norm, either. His data were so far outside the bell curve (in the happiness zone) that he was in a world all his own. (Hence, his “happiest man” title.)


  So when Ricard was generating brain activity for happiness unlike anything ever seen before, what was he doing? He was meditating on one thing and one thing only: compassion for others. Ricard considers compassion for others to be the happiest state ever. And he has the neuroscience data to prove it!335


  Other neuroscience research that has studied visual attention with precise eye-tracking methodologies has found that compassion training can help you keep your eyes focused on someone when they suffering, rather than looking away, while simultaneously reducing the activation in the areas of the brain associated with negative affect and emotion.399 In other words, augmenting compassion helps you not only bear witness to human suffering, but to actually stay focused on it. Compassion does that in such a way that it does not hurt you.


  Similarly, other neuroscience research showed film clips of people suffering to study subjects and then performed functional MRI scans on their brains.400 These researchers also found that augmenting study subjects’ compassion is helpful for regulating their own emotions.


  Compassion for others can overcome the distress associated with seeing other people in distress.


  Despite being shown painful, distressing images, boosting participants’ compassion activated reward centers in the brain and generated positive (rather than negative) affect and emotions. So these data support that compassion for others can overcome the distress associated with seeing other people in distress. Other neuroscience research corroborates this same finding.11 Further, it shows that compassion can strengthen our personal resilience.


  Think of it as a coping strategy: Compassion builds positive emotional resources even when confronted with the distress of others.12 So, when it comes to caring for patients, “leaning in” with more compassion may be adaptive (rather than maladaptive) and thereby reduce the risk of burnout (rather than raising it).


  Can an intense focus on compassion for others really make you feel better? That’s what researchers from Stanford University investigated in one study.401 They recruited volunteers to participate in a trial of “loving-kindness meditation” (LKM), a well-established meditation practice where one willfully and intently directs compassion and wishes for well-being toward another person in order to create changes in one’s own emotion, motivation, and behavior.


  They found that practicing LKM for just 1.7 hours per month (just a few minutes per day, on average) not only raised feelings of social connection but also raised feelings of positive affect. The results show that it helped people feel calm and happy.


  The same Stanford University researchers then conducted a randomized controlled trial of just a single session (ten minutes) of LKM in volunteers.402 They found that participants randomized to LKM not only had a significant boost in their compassion for others, along with a reduction in self-focus, but they also demonstrated increased positive affect and well-being.


  So they felt significantly better, even after just ten minutes of intense focus on compassion for others. It may seem surprising that such a short intervention could have meaningful effects, but the data indicate that it works.


  These results were corroborated by another group of Stanford University researchers who found that a compassion cultivation training program could improve emotion regulation by increasing positive affect and calmness and decreasing anxiety and worry.403, 404 Another randomized controlled study found that augmenting the practice of compassion for others is even associated with lasting gains: up to six months in happiness and self-esteem in general and reduced depressive symptoms in people with anxiety.405


  How? Compassion for others releases the mind from the harmful effects of negative emotions. In compelling research from the University of North Carolina at Chapel Hill, scientists found that routinely and intentionally focusing one’s mind on kindness to others, as part of a disciplined practice, results in the building of positive emotions over time with an associated increase in personal resources.406 That’s to say that study participants felt an increased purpose in life, enjoyed more social support, and experienced fewer symptoms of illness.


  And here’s one more example of a similar finding. Dr. James Kirby, a clinical psychologist and renowned compassion researcher from the University of Queensland in Australia, recently published a meta-analysis that synthesized the world’s scientific literature on compassion-based interventions for psychological conditions.162, 407


  After collating and analyzing all the data—which included 21 randomized controlled trials and more than 1,200 total participants—Kirby and his colleagues found that interventions to generate compassion were associated with major benefits. These included significantly lower depression, lower anxiety, lower psychological distress, and enhanced well-being. The signal in the data is clear; giving compassion has tremendous psychological benefits.


  Effects on Health Care Providers


  Now that you know what compassion can do for one’s stress, emotions, resilience, and well-being, let’s revisit the relationship between compassion and burnout as it specifically relates to health care providers. Because, as Ralph Waldo Emerson once pointed out, “It is one of the most beautiful compensations of life that no man can sincerely try to help another without helping himself.”


  As noted earlier, research shows that compassion and burnout among health care providers are inversely related: high compassion is associated with low burnout, and low compassion is associated with high burnout. The evidence for positive impact of compassion on the well-being of the giver in the neuroscience and psychology worlds certainly hints at a likely protective benefit for health care providers at risk of burnout, but that evidence was not specific to the health care context.


  So what are the specific studies that show this relationship in health care providers? Numerous clinical research studies have found a link between compassion, enhanced resilience, and lower burnout among health care providers. Now that we have laid out the mechanisms by which that occurs, let’s consider the evidence.


  A study from Kyoto University in Japan assessed burnout in nurses, using the Maslach Burnout Inventory and performing functional MRI scans of the nurses’ brains, with stunning results.408 What they found was that burnout severity in the nurses was explained by reduced activation of areas of the brain involved in compassion.


  Nurses with functional MRI evidence of low activity in compassion centers of the brain scored the highest in burnout. If the historical belief—”Too much compassion will burn you out”—were true, wouldn’t you expect that researchers would find evidence to the contrary?


  In a cross-sectional study of resident physicians from the Mayo Clinic, researchers measured compassion of the physicians using a validated measurement tool called the Interpersonal Reactivity Index, as well as a validated scale measuring their mental well-being.409 They found that greater physician compassion was associated with greater well-being.


  Higher compassion is associated with lower depression symptoms, a higher sense of personal accomplishment, and enhanced quality of life.


  A follow-up study from the same group of Mayo Clinic researchers, using similar methodology, examined more than a thousand medical students in a multi-center study.410 The researchers found an inverse association with compassion; students with high compassion had low burnout and vice versa. Higher compassion was also associated with lower depression symptoms, a higher sense of personal accomplishment, and enhanced quality of life.


  And this isn’t true only for medical students, either. There is substantial evidence that an inverse relationship also exists between compassion and burnout among practicing physicians. A survey study of 7,500 physicians found that those who had the lowest compassion satisfaction (i.e., the least amount of pleasure from compassion for others) had the highest burnout and personal distress.294


  These physicians with low compassion satisfaction also missed the most days of work and were more likely to take a medical leave of absence. The researchers found significantly less personal distress among physicians who had high compassion satisfaction (i.e., experienced pleasure from compassion).


  In an eye-opening study of 294 primary care physicians, researchers found that in a multivariable model controlling for potential confounders, physicians’ compassion was independently associated with lower physician burnout.411 The researchers concluded that physician compassion may be protective against burnout.


  But what about under really stressful conditions, like in the emergency department? Being an emergency nurse is unquestionably one of the hardest jobs in health care. Among emergency nurses, researchers have found that more compassion is associated with higher scores for nurse well-being.412


  It appears that when health care providers are under the most stress, that compassion is needed the most for their own well-being.


  Similarly, researchers have found that among emergency physicians, the ability to maintain compassion for patients was a distinguishing feature of satisfaction in their professional quality of life.241 It appears that when health care providers are under the most stress, that compassion is needed the most for their own well-being.


  Most of the studies mentioned here are observational studies looking at associations between compassion and burnout. As has been mentioned multiple times in earlier chapters, the most compelling evidence comes from research with an experimental design where prescribed interventions are tested.


  So are there any such studies looking at compassion and burnout? Yes.


  One such study from the University of Rochester, published in JAMA, trained seventy primary care physicians in techniques to be fully present and attentive with their patients over an eight-week period.413 The researchers found that this experience raised the physicians’ belief in the importance of compassion as well as their self-ratings of their own compassion. But that’s not all: They also found that the physicians’ burnout symptoms decreased while their scores for well-being increased.


  A recent randomized controlled trial of compassion training from Emory University holds some of the most persuasive scientific data on the power of compassion for the giver.414 In a group of 132 physicians-in-training, the researchers randomized the participants to a ten-week compassion training program versus assignment to a waitlist (which was the control group).


  They found that students randomized to compassion training not only developed more compassion for others, but they also experienced a decrease in any symptoms of depression that they might have had. Further, the effects on their depression symptoms were found to be the greatest among those who had the highest level of depression symptoms at baseline, suggesting that compassion training may benefit those most in need by breaking the link between low compassion and personal suffering.


  Relationships Matter


  When it comes to healing burnout, the Dalai Lama perhaps expressed it best when he advised: “Cultivating a close, warm-hearted feeling for others automatically puts the mind at ease. It helps remove whatever fears or insecurities we may have and gives us the strength to cope with any obstacles we encounter.”


  So how does a culture of compassion in the workplace impact the well-being and risk of burnout among health care workers?


  Think back to the University of Pennsylvania study of 13 long-term care centers (nursing homes) from Chapter 7.293 In that study, you will recall that they surveyed the health care workers using a validated instrument to determine if there was a culture of compassion in their workplace.


  Researchers also measured the health care workers’ emotional exhaustion, which is a key component of burnout. They found that a compassionate culture in the workplace was associated with less emotional exhaustion among these health care workers. Clearly, relationships matter. In this study, being a part of a compassionate workplace culture transformed these workers’ experience and lowered their risk of burnout.


  In a similar study from Virginia Commonwealth University, researchers measured compassion practices across thirty different outpatient clinics in an academic health system, as assessed by 177 nurses who worked there.415 They also measured emotional exhaustion and psychological vitality among the nurses, as well as patient experience.


  In assessing compassion practices across the thirty clinics, the nurses were asked if employees were recognized and rewarded (through an awards program) for acts of caring shown to patients and families or for acts of caring shown to coworkers. They were also asked if there was a culture of supporting employees through difficult times or workplace stress.


  What they found is that a compassionate workplace culture was associated with lower emotional exhaustion and better psychological vitality among the nurses. And there is evidence that this culture also impacted nurse behavior towards patients: Where there was a compassionate workplace culture, the patients perceived greater caring by nurses.


  The evidence suggests that patients feel a compassionate culture in the health care workplace and this is associated with better well-being among the nurses providing that greater care and compassion. In summary, the data suggest that a culture of compassionate care can be a virtuous cycle—resulting in more compassion for those being served and better well-being for those who serve.


  These data on a compassionate culture, and the meaningful relationships that flow from it, make sense if you think back to Chapter 3 and the Harvard Study of Adult Development.416 That’s the ongoing study that has been in progress for over eighty years now in which researchers have found that good relationships were a better predictor of people’s health than traditional medical markers such as cholesterol levels.86


  In fact, it was the people who were the most satisfied in their relationships with others at age 50 that were the healthiest at age 80. It appears that relationships matter in the context of health care providers as well.


  In a study of physicians-in-training, researchers from Thomas Jefferson University similarly found an inverse association between compassion and burnout that was impacted by personal relationships.417 They learned that higher compassion was associated with lower burnout and concluded that this was because compassion for others is conducive to relationship building, which builds personal resilience. Multiple other studies of physicians (and physicians-in-training) have also found an inverse association exists between compassion for others and burnout symptoms.32, 418, 419


  So human connection and meaningful relationships may be a mediator of the association between high compassion and low burnout in trainees just beginning their careers, but what about the opposite end of the spectrum? What about for established physician leaders?


  An interesting study from Dr. Kandi Wiens at the University of Pennsylvania, highlighted in Harvard Business Review, shines a light on the importance of practicing compassion for others among physician leaders (administrators) in health care organizations.420, 421, 422


  Specifically, Wiens’ research used structured interviews and a rigorous qualitative research methodology to study stress and burnout in 35 physicians who were chief medical officers (CMOs) of large hospitals and health systems. What Dr. Wiens and colleagues found was that 69 percent of CMOs had stress that was “severe,” “very severe,” or “worst possible.”


  And yet, despite all this stress, the majority of CMOs were actually not suffering from burnout. In general, burnout among CMOs was much lower than expected.


  What did the researchers find was the key ingredient to the CMOs resilience from extreme stress? It was compassion for others! They found that for 91 percent of CMOs, actively practicing compassion for others in their CMO roles reduced or counteracted their stress and also reduced their risk of burnout. They found that compassion was one of the CMOs’ secrets for resilience.


  Physicians who had the most dissatisfaction with the quality of their relationships with patients had a 22-fold higher risk of burnout.


  There is more compelling data that the relationships physicians have with their patients matters for the well-being of physicians. In a cross-sectional study of 839 physicians across multiple specialties, researchers found that physicians who had the most dissatisfaction with the quality of their relationships with patients had a 22-fold higher risk of burnout.423


  Another study found that among primary care physicians, high emotional intelligence of the physician was associated with not only better patient experience, but also higher physician professional satisfaction and lower burnout.424 These data support that connecting with patients in a meaningful way produces a better patient experience that can also transform the physician’s experience in a meaningful way. And that leads to lower risk of burnout.


  Similarly, other research—in primary care physicians, specifically—has identified that compassion for patients is a vital contributor to professional satisfaction.425 Also notable: Research demonstrates that a minimum level of compassion is needed for a physician to benefit from the positive aspects of professional fulfillment and quality of life in the practice of medicine.426


  Compassionate physicians are more likely to be considered a “role model.”


  In case you were wondering, there is evidence that colleagues take notice when health care providers are especially compassionate. In fact, a study from Johns Hopkins University, published in The New England Journal of Medicine, found that compassionate physicians are more likely to be considered a “role model.”427


  The researchers asked Johns Hopkins resident physicians to name the supervising attending physicians that they believed to be the best role models. They then studied all attending physicians to determine which qualities were the most admirable.


  They found that attending physicians who consistently stressed the importance of a compassionate doctor-patient relationship in their teaching had 2.6 times higher odds of being perceived as a role model by the trainees. Certainly, being thought of as a role model can enhance professional fulfilment, well-being, and a sense of purpose in a physician’s career.


  Compassion for Yourself


  Imagine you are a health care provider and one of your patients suffers a poor outcome. Now imagine what it feels like if you think that maybe you could have done something differently. Maybe things would have turned out differently.


  Maybe, in retrospect, you are second-guessing what you did or the decisions you made. Even worse, maybe you clearly made a mistake. Now imagine the worst-case scenario of all: your patient has died. Imagine what all the second-guessing must feel like. Imagine the weight of that on your mind.


  In intensive care medicine and emergency medicine—two of the fields with the highest physician burnout rates in all of medicine—health care providers feel this weight frequently. In these fields, health care providers often have to make split-second decisions based on limited information with someone’s life hanging in the balance. And they see the worst patient outcomes imaginable.


  Even the most knowledgeable and skilled clinicians find themselves with cases where, in retrospect, they wish they could turn back time and choose a different approach that just maybe could have saved a life. Imagine what that feels like to have tried and failed. Maybe there were forks in the road where if different decisions were made it could have changed things just enough to alter an outcome.


  The guilt and the pain weigh on the mind…and the soul. In struggling with the weight of that, health care providers can go to dark places: depression, anxiety, insomnia, nightmares, and even flashbacks. They can’t stop replaying these situations in their heads.


  Repeatedly, they beat themselves up over what they could have or should have done differently. If one was already suffering from burnout, a bad patient outcome (with a sense of a missed opportunity to make a difference) could be the thing that sends a health care provider “over the edge.”


  What do we tell a health care provider in the midst of this struggle? What should they be telling themselves?


  As Lama Yeshe, a Tibetan spiritual teacher advised, “Be gentle first with yourself if you wish to be gentle with others.” A similar approach is recommended by Dr. Kristin Neff, one of the world’s leading researchers on the topic of “self-compassion.”


  With self-compassion, we offer ourselves the same kindness and care we would offer to a good friend going through the same circumstances.428 A foundation of self-compassion is the recognition that failure and imperfection are part of the human condition.


  Dr. Neff further explains self-compassion this way:


  “Instead of mercilessly judging and criticizing yourself for various inadequacies or shortcomings, self-compassion means you are kind and understanding when confronted with personal failings—after all, who ever said you were supposed to be perfect?”429


  If you realize the importance of compassion for others in a time of personal failure, then when you are in need of that compassion yourself, you must make sure that your internal dialogue reflects the same encouragement and compassion you would show to others in your situation.


  Of course, when a bad patient outcome occurs, thoughtful introspection and accountability are important. But the quality of this internal dialogue is key. For far too many health care providers, the internal dialogue that they hear repeatedly is not the voice of understanding and compassion, but rather a horrible, berating voice that can lead to an overwhelming depression they cannot escape.


  In her book, Self-Compassion: The Proven Power of Being Kind to Yourself, Dr. Neff walks readers through the rigorous science behind self-compassion, and the evidence-based approaches to increase one’s self-compassion. But one simple way to think about it is this: When you are struggling with failure, what would your best friend say to you (or about you)? Does your internal dialogue match what your best friend would say?


  A poignant example of this comes from the work of psychology researcher Dr. James Kirby, who you were introduced to earlier in this chapter. Kirby relates a story of working with a 17-year-old male on self-compassion.430 Kirby asked this young man to consider scenarios where serious failure was experienced and then write down five things he would say to a friend going through that failure.


  Then, Kirby asked him to write down five things he would say to himself in that exact same failure. The results were startling:


  To a friend, this teenager said: “There’s always next time.” “They don’t deserve you.” “You’re only human.” “I’m stupid too.” “Don’t listen to them.”


  But to himself he said: “I’m a failure.” “No one likes me.” “I’m an idiot.” “I’m stupid.” “He’s right.”


  Kirby appropriately sums up the boy’s internal dialogue to himself in just one word: “Devastating.”


  Dr. Dennis Tirch, a renowned expert in compassion-focused therapy, describes self-compassion like this: “It isn’t about negating or rejecting undesirable thoughts like self-criticism or shame. It’s about extending validation, warmth and caring to them, and recognizing where they’re coming from. The same as we would do to a friend who was suffering.”431


  In this chapter, you have seen the scientific evidence that compassion can be an antidote to burnout and a powerful promoter of resilience and one’s own well-being. But that was compassion for others. It is also vital to realize that another powerful promoter of resilience is treating yourself with the same compassion that you already know makes a meaningful difference in the treatment of others.


  Your internal dialogue must also be a voice of compassion—for yourself.


  When it comes to health care providers who struggle with the reality of a poor patient outcome, they often mercilessly beat themselves up over what they could have or should have done differently. This is fuel to the fire of burnout.


  If you find yourself in that moment…stop. Stop beating yourself up.


  Instead, remember this question: Is that what your best friend would say to you?


  Steve’s Story: A Life-Changing (n=1) Experiment432


  So this is where the science converges with the personal. A couple of years ago, after nearly twenty years of working in an ICU, and literally meeting people on the worst day of their lives, I came to a stark realization…I had almost every symptom of burnout.


  Let me assure you, it’s not a good place to be. It can be a dark place.


  Currently, the recommended prescription for burnout in health care workers is “escapism.” Get away. Pull back. Detach. Go on a nature hike. Meditate…or do yoga.


  I get it. Sometimes you just need to get away, and I believe that things that help you relax (like nature hikes or yoga) have their place. But I was not buying that escapism was the answer.


  My intuition, and my twenty years of experience, told me that the true antidote to burnout was not in escaping, but rather at the point of care. After a rigorous systematic review of the biomedical literature, and newly armed with all the scientific data that compassion can be a powerful therapy for the giver, too, I believed the solution was in more human connection, not less. That was my hypothesis.


  So, in searching for recovery from burnout, I did the only thing I knew how to do…I took the “research nerd” approach. I decided to test my hypothesis. I decided to do an experiment—on myself. In this experiment, there was only one study subject: me. I was the “n of 1.”


  I tested the hypothesis that having more compassion for others would transform my experience. I gave patients my forty seconds of compassion. I connected more, not less. I cared more, not less. I leaned in, rather than pulling back.


  And that was when the “fog” of burnout began to lift for me. Being intentional about compassion, and giving others my forty seconds of compassion, changed everything.


  But let’s be clear: You don’t have to be a health care worker to feel burned out. If you are feeling this way, consider testing the compassion hypothesis…for yourself.


  Try your “n of 1” experiment.


  See those in need around you and give them your forty seconds of compassion, every opportunity that you have. See how it transforms your experience.


  But don’t do it because I say so; do it because science says so.


  —Stephen Trzeciak, M.D., TEDxPenn, April 7, 2018




  CONCLUSION:


  “We live in a time when science is validating what humans have known throughout the ages: that compassion is not a luxury; it is a necessity for our well-being, resilience, and survival.”


  —Joan Halifax


  When we started on this journey together, we set out to answer this question: Does compassion really matter?


  In these pages, we have laid out all the evidence: the results of a systematic review of the biomedical literature in which we curated and synthesized the data from more than 1,000 scientific abstracts and more than 250 original science research papers.


  You’ve seen the unmistakable difference that compassion can make.


  Compassion matters—for patients, for patient care, and for those who care for patients.


  After analyzing all of the evidence, we conclude with confidence: compassion matters—for patients, for patient care, and for those who care for patients.


  Compassion matters in not only meaningful ways, but also in measurable ways. Compassionate care is more effective than health care without compassion, by virtue of the fact that human connection confers distinct and measurable benefits.


  Remember that these data are not what we think, nor are they what we believe. Rather, they are what we found. Compassionate care belongs in the domain of evidence-based medicine.


  Compassionomics, therefore, is where the science and the art of medicine converge. There is science in the art of medicine, and the science is strong.


  This journey represents a scientific awakening for us—an awakening to a truth that was right in front of us all along. We see it now. And now, after you have seen all the data, we hope that you, too, are awakened to the true power of compassion.


  If you’ve read this far, it is likely that you already knew in your heart that compassion was powerful. But we never aimed to change your heart; your heart was already in the right place. Rather, in writing this book we aimed to change your mind…to help open your eyes to the scientific basis of what you already know to be the right thing to do.


  And yet, a scientific justification for compassion was never really necessary. Compassion was, and always will be, the right thing to do. It’s about treating patients the way they ought to be treated, the way they want to be treated, and the way we would want to be treated ourselves.


  Still, after seeing all the science behind the power of compassion, we hope that you will be even more inspired to use your compassion at every opportunity you have.


  You are powerful. Science shows that your compassion can be more powerful than you’ve ever dreamed. You don’t have to be board-certified—or even go to medical school or nursing school—to make a critical difference in the lives of others. (Or even in your own life.)


  Way back in Chapter 1, you saw a list of reasons (excuses, really) to justify why health care providers frequently fail to treat patients with compassion. Some people, for example, just don’t see that there’s a problem. But now you know that’s just not true. There’s a compassion crisis in health care.


  Some people say they just don’t have time to be compassionate. But now you know that’s not true either—that it takes, on average, just forty seconds to confer all the benefits that compassion provides. You do, in fact, have time.


  Others say they just don’t know how to be compassionate. It’s not in their nature. But now you understand that compassionate behaviors can be learned. You can learn, if you adopt a “growth mindset” and sincerely try.


  Then there are the burned out health care providers who say they just don’t care anymore; they don’t care enough to show compassion. But you’ve learned that compassion can be so powerful for the giver that using compassion can actually help people begin to care again.


  And finally, there are the health care providers who just don’t believe compassion is that important. They think of compassion as just a “nice to have”, not a science-backed intervention that must never be omitted.


  But you have now reviewed a tidal wave of data on compassion’s effects across a multitude of diseases and conditions. You’ve seen the physiological and psychological benefits, the improvement in patient self-care, and the effects on health care quality and financial sustainability that compassion delivers.


  So any health care provider reading this book should be fresh out of excuses. No one that cares about delivering quality care today has a defensible reason to omit compassion from patient care. Rather, as Dr. Francis Peabody, a distinguished Harvard professor and physician, taught in a landmark JAMA article many decades ago, “The secret of the care of the patient is in caring for the patient.”433


  One last thing: and this is perhaps the most important lesson of the book. It’s so important that we saved it for last.


  Even when compassion can’t “make a difference,” it makes a difference.


  There are many times when compassion won’t be able to change an outcome for patients and their families…when it just can’t alter tragic circumstances. But always remember this: Even when compassion can’t “make a difference,” it makes a difference.


  And that’s why we—or rather, Anthony specifically—wanted to share a very personal experience with just how true this is in the most difficult of times.


  Anthony’s Story434


  When I started medical school, compassion wasn’t explicitly part of our curriculum. It wasn’t the title of any lecture. It wasn’t the answer on any test. And yet, I know that as a student I learned about compassion in the halls and patient rooms of our hospital.


  For instance, in the triage area of our obstetrics (OB) department, I recall very clearly in my mind learning how to care for concerned mothers-to-be. I specifically remember one time that I watched as a concerned mother was waiting anxiously to be evaluated. Through the curtains, she could hear the heartbeat monitors for all the other patients.


  I could see the worry on her face as the OB triage nurse started to do her evaluation. The nurse could tell the patient was concerned, but the nurse was clearly trying to stay upbeat.


  The mother was worried because, even though she was full-term and the baby was due in a few days, she hadn’t felt the baby move for hours. The nurse was moving the monitor pads around trying to find a heartbeat. It’s not that unusual to have trouble finding a heartbeat, but it just added to the tension and the mother knew it.


  It fed her panic. But the nurse remained calm; her voice soothing.


  The patient looked up at me, but I wasn’t going to go anywhere near those monitor pads. Nothing in my education was going to make me any better at understanding what was going on than the triage nurse. I remember the nurse finally said that she would get the physician, but she didn’t leave before offering some more reassuring words to this mother who was now really starting to worry.


  The physician rolled in the ultrasound machine, introduced herself, and offered the same calming tone. It was somewhere between, “I know this might be really bad,” and, “Everything’s gonna be okay.” It seemed to strike the right balance which was, “You’re in the right place, and you’re going to get the right care, and the right thing’s happening right now.”


  It only took a few seconds before the worst-case scenario was obvious even to me. There was no heartbeat in that fully formed baby. The mother knew the answer was clear to the physician.


  “Is there a heartbeat?” asked the mother.


  The physician gave it to her straight: “There is not a heartbeat.”


  I’ll never forget the absolute sorrow at that moment. I relive that moment over and over again. Because while I had encountered this exact situation as a medical student, in this particular case, everything was alarmingly different.


  In the very same room where I had experienced this situation as a medical student, I was actually now an attending physician.


  And this baby was not just the patient’s baby, but my son.


  And this patient was not just the mother, but my wife.


  And I was not just the person standing there observing, but I was the father and the husband.


  While I had witnessed this scene before, I had never experienced such moments from that perspective. I have relived it hundreds, if not thousands, of times in my mind since, and I cannot tell you how much I still remember and appreciate every small aspect of compassion from everyone involved that day.


  From every carefully chosen word, every supportive inflection and tone, every warm touch or moment of silence in support, the littlest things matter deeply in these situations.


  And not just in the moments when patients first learn of a devastating loss or tragic diagnosis. No, the memories of those moments—and the compassion that was shared then—will be replayed again, and again, and again in all the years to come.


  Their importance is magnified well beyond what caregivers realize. So I try to remember that, not only for the patients that I care for, but also for their families as well.


  Patients and families may not remember your name or your face, but they will never forget the smallest comforts you offered in those moments because they will never forget the memory of what they were feeling.


  —Anthony Mazzarelli, M.D., Annals of Internal Medicine, April 4, 2017


  In such moments of unspeakable pain, let us always remember the enduring words of Kenneth B. Schwartz: Compassion “makes the unbearable bearable.”


  Compassion always matters.
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  ADDITIONAL RESOURCES:


  About Huron:


  Huron is a global consultancy that helps our clients drive growth, enhance performance, and sustain leadership in the markets they serve. We partner with them to develop strategies and implement solutions that enable the transformative change our clients need to own their future.


  Learn more at www.huronconsultinggroup.com.


  About Studer Group, a Huron solution:


  A recipient of the 2010 Malcolm Baldrige National Quality Award, Studer Group is an outcomes-based healthcare performance improvement firm that partners with healthcare organizations in the United States, Canada, and beyond, teaching them how to achieve, sustain, and accelerate exceptional clinical, operational, and financial results.


  Working with Huron, we help to get the foundation right so organizations can build a sustainable culture that promotes accountability, fosters innovation, and consistently delivers a great patient experience and the best quality outcomes over time.


  To learn more about Studer Group, visit www.studergroup.com or call 850-439-5839.


  Coaching:


  Studer Group coaches work with healthcare leaders to create an aligned culture accountable to achieving outcomes together. Working side-by-side, we help to establish, accelerate, and hardwire the necessary changes to create a culture of excellence. This leads to better transparency, higher accountability, and the ability to target and execute specific, objective results that organizations want to achieve.


  Studer Group offers coaching based on organizational needs: Evidence-Based LeadershipSM, Health System, Emergency Department, Medical Group, and Rural Healthcare.


  Learn more about Studer Group coaching by visiting www.studergroup.com/coaching.


  Conferences:


  Huron and Studer Group offer interactive learning events throughout the year that provide a fresh perspective from industry-leading keynote speakers and focused sessions that share evidence-based methods to improve consistency, reduce variance, increase engagement, and create highly profitable organizations. They also provide networking opportunities with colleagues and experts and help participants learn new competencies needed to continuously improve the quality and experience of patient-centered care.


  Most learning events offer continuing education credits. Find out more about upcoming conferences and register at www.studergroup.com/conferences.


  Speaking:


  From large association events to exclusive executive training, Studer Group speakers deliver the perfect balance of inspiration and education for every audience. As experienced clinicians and administrators, each speaker has a unique journey to share filled with expertise on a variety of healthcare topics.


  This personal touch along with hard-hitting healthcare improvement tactics empower your team to take action.


  Learn more about Studer Group speakers by visiting www.studergroup.com/speaking.


  Publishing:


  Studer Group offers practical, purpose-driven books that help healthcare professionals develop the skills they need to improve and sustain results across their organizations. For over 15 years, our resources have addressed industry challenges, elevate care delivery, and provide solutions for quality patient experience.


  With more than two million publications in circulation across the United States, Canada, Australia, New Zealand, China, and Japan, we are a trusted source for proven tactics and tools to help improve employee engagement, build leadership skills, and improve channels of communication.


  Explore our catalog of resources by visiting www.publishing.studergroup.com.
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  Stephen Trzeciak, MD, MPH is a physician scientist, professor and chair of medicine at Cooper Medical School of Rowan University, and the chief of medicine at Cooper University Health Care. Dr. Trzeciak is a practicing intensivist (specialist in intensive care medicine), and a National Institutes of Health (NIH)-funded clinical researcher with more than 100 publications in the scientific literature, primarily in the field of resuscitation science. Dr. Trzeciak’s publications have been featured in some of the most prestigious medical journals, such as: Journal of the American Medical Association (JAMA), Circulation, and The New England Journal of Medicine. His scientific program has been supported by research grants from the American Heart Association and the NIH (National Institute of General Medical Sciences and the National Heart, Lung, and Blood Institute), with Dr. Trzeciak serving in the role of Principal Investigator.
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  Anthony Mazzarelli, MD, JD, MBE is co-president of Cooper University Health Care and the associate dean of clinical affairs for Cooper Medical School of Rowan University. Prior to his current role, Dr. Mazzarelli served as Cooper’s chief physician executive where he oversaw the physician practice, as well as quality/patient safety and continuous process improvement efforts for the health system, the same topics for which he teaches within the medical school and residency programs. Dr. Mazzarelli has been named one of the 50 most powerful people in New Jersey health care by NJ Biz and was awarded the Halo Award for leading a team of health care providers from Cooper into Haiti in the days immediately following the 2010 earthquake. Dr. Mazzarelli has also received numerous commendations for his leadership and he speaks regularly on several local and national media outlets.
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  About Cooper University Health Care and Cooper Medical School of Rowan University


  Cooper University Health Care is the leading academic health system in southern New Jersey, and one of the most trusted health systems in the region. Located on the Health Sciences Campus in Camden, New Jersey, Cooper University Hospital is an academic, tertiary care medical center that is the academic affiliate for Cooper Medical School of Rowan University. Cooper is southern New Jersey’s only Level I trauma center, and has one of the region’s leading cancer centers, MD Anderson Cancer Center at Cooper. Cooper has over 100 ambulatory care locations throughout southern New Jersey and Pennsylvania, with more than 1.4 million outpatient visits annually, and a 650-physician multi-specialty employed faculty practice plan.


  Since Cooper is the only tertiary care academic health system in southern New Jersey and a regional referral center, Drs. Trzeciak, Mazzarelli, and their colleagues are fortunate to be able to take care of an incredible array of fascinating and complex patients.
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