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Abstract
Empathy and compassion provide an
important foundation for effective
collaboration in health care. Compassion
(the recognition of and response to the
distress and suffering of others) should
be consistently offered by health care
professionals to patients, families, staff,
and one another. However, compassion
without collaboration may result in
uncoordinated care, while collaboration
without compassion may result in
technically correct but depersonalized
care that fails to meet the unique
emotional and psychosocial needs of
all involved. Providing compassionate,
collaborative care (CCC) is critical to

The emergency department (ED) team

was ready to receive the nine-year-old
girl who had collapsed on a nearby
school athletic field, but was unable to
resuscitate her. The ED physician, who
had just returned to work from maternity
leave, gazed at the child’s lifeless body
with disbelief. When the child’s mother
arrived, her piercing wails gripped the
attention of everyone who could hear
her. The charge nurse supported the
mother as she led her into a conference
room, where they were met by a social
worker and a chaplain. Patients in the
ED waiting room, responding to the
receptionist’s apologies for the delay, said,
“Take care of that family first. We can
wait.” In the trauma room, a nurse who
had been a member of the code team
held the ED physician as she wept. The
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achieving the “triple aim” of improving
patients’ health and experiences of
care while reducing costs. Yet, values
and skills related to CCC (or the “Triple
C”) are not routinely taught, modeled,
and assessed across the continuum of
learning and practice. To change this
paradigm, an interprofessional group
of experts recently recommended
approaches and a framework for
integrating CCC into health professional
education and postgraduate training as
well as clinical care.
In this Perspective, the authors
describe how the Triple C framework

rest of the team gathered around them.
Students, house staff, nurses, physicians,
and anesthetists stood in that makeshift
sanctuary—some silently, others speaking
words of support, as all honored the life
and spirit of the young girl. After a few
moments, they thanked each other and
went back to their work.
In the ED described above, everyone—
including the individuals in the
waiting room—became members of a
compassionate, collaborative care (CCC)
community. Compassion, a universal
response to distress and suffering,
is recognizing and understanding
another’s concerns, distress, pain, or
suffering, coupled with acknowledging
those conditions and taking action
to ameliorate them. Extensive social
psychology research demonstrates
that other-oriented emotions such as
compassion, which are elicited by and
congruent with the perceived welfare
of someone in need, produce altruistic
motivation to help.1
Empathy and compassion among all
members of the health care team are
essential foundations of collaborative

can be integrated and enhance
existing competency standards to
advance CCC across the learning
and practice continuum. They also
discuss strategies for partnering
with patients and families to improve
health professional education and
health care design and delivery
through quality improvement
projects. They emphasize that
compassion and collaboration are
important sources of professional,
patient, and family satisfaction as well
as critical aspects of professionalism
and person-centered, relationshipbased high-quality care.

care.2,3 CCC, which we have called
the “Triple C,”4 involves health care
professionals, patients, and families
working interdependently to cocreate
and provide care based on collectively
agreed-on goals. Compassion
without collaboration may result in
uncoordinated care, while collaboration
without compassion may result in
technically correct but depersonalized
care that fails to meet the unique
emotional and psychosocial needs of all
involved. The Triple C model includes
sharing concerns and supporting one
another to maximize health, well-being,
and resilience in order to achieve the
“triple aim”5 of improving patients’
health and experiences of care while
reducing costs. Indeed, some authors
have suggested that we should strive
not just for the triple aim but for a
“quadruple aim” of also supporting
providers’ well-being.6
CCC requires a shift from a traditional
hierarchical model based on physician
power and control toward a more equal
partnership- and relationship-based
model. Such care prioritizes respectful,
caring relationships and empowerment
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shared among members of a team, which
can include patients, family members (or
surrogate decision makers), providers,
staff, institutional leaders, managers,
and administrators alike. Although some
patients and families may prefer not to
be actively involved, team members must
nonetheless share information and strive
to facilitate patients’ participation as their
comfort allows.
Recently, an interprofessional group
of clinicians, educators, organizational
leaders, and measurement experts—with
input from patients, families, and
advocates—defined the underlying
foundations and principles of
CCC (see Box 1) and articulated
recommendations for its advancement.4
In this Perspective, we discuss why
CCC is important and two of the ways
in which this interprofessional group
suggested advancing it: (1) integrating
a framework for CCC into existing
competencies for health professional
education and postgraduate training,
and (2) involving patients and their
families in this education as well as in
codesigning health care processes to
provide CCC.
Why Is CCC Important?

Extensive evidence links the quality of
communication between clinicians and
patients and among colleagues with

health outcomes, patient satisfaction,
quality of life, adherence to treatment,
hospital readmissions, costs of care,
medical errors, and malpractice claims.7–17
While communication is the medium
by which compassion and collaboration
are expressed, studies linking perceived
provider empathy and compassion with
patient outcomes are just emerging.
For example, researchers have shown
correlations between higher levels
of empathy and compassion as selfreported by physicians and both better
control of diabetes and cholesterol18 and
fewer hospital admissions for serious
complications of diabetes.19 Other
researchers have shown improved longterm psychological adjustment after
a cancer diagnosis, less intensive care
utilization at the end of life, increased
markers of immune responsiveness, and
even shortened duration of the common
cold among patients of providers who are
perceived by patients as more empathic
and with whom patients feel more
connected.20–22
Compassion may also contribute to
positive outcomes for clinicians and
organizations. At the individual level,
recent social neuroscience research
suggests that training aimed at cultivating
compassion activates neural reward
systems and increases positive emotions.23
At the organizational level, patients have
been found to rate their care experiences

Box 1
Foundations of Compassionate, Collaborative Carea
The compassionate, collaborative care (Triple C) model rests upon values that prioritize respectful,
caring relationships, emotional support, good communication, and shared empowerment to
accomplish mutually determined goals. Including patients and families as equal members of the
health care team is a key catalyst for compassionate, collaborative care. Everyone is or could be
a member of the health care team—patients, family members (or surrogate decision makers),
providers, staff, institutional leaders, managers, and administrators alike.
Principles of compassionate, collaborative care
1.	Patients and family members should be involved in health professional education and
practice design in order to truly transform health care.
2.	While honoring the preferences of patients and families who choose not to be so involved,
health care professionals must share information and strive to facilitate patient and family
participation as their comfort allows.
3.	Compassion and collaboration involve attributes, values, and skills that can be taught,
modeled, learned, and assessed and that must be integrated into health professional
education and practice at all levels and continuously reinforced.
4.	The well-being of professional and family caregivers is critical to their ability to function
effectively. Promotion of caregivers’ resilience, and thus their ability to care for and heal
others, must be proactively supported.
5.	Leaders of health care and educational organizations and systems must create cultures and
provide resources that support compassionate, collaborative care.
 dapted with permission from Lown BA, McIntosh S. Recommendations from a conference on advancing
A
compassionate, person- and family-centered care through interprofessional education for collaborative practice.4

a
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more highly at and to be more likely to
recommend hospitals that recognize
and reward compassionate professionals
and staff and that provide support and
opportunities to mitigate staff distress
compared with hospitals that do not.24
Thus, compassion has positive effects not
only on individual patient and provider
well-being but also on organizational
reputation and patient loyalty.
Numerous reports have highlighted
the importance of collaborative care
for improving health care quality
in addition to health outcomes.25–28
Interprofessional education (IPE)—in
which members of multiple health care
or social care professions learn from,
with, and about each other for the
purpose of improving collaboration and
the health and well-being of patients—
provides a foundation for collaborative
care to flourish.29 Together, mutual
understanding among team members
and effective communication skills help
foster CCC. For example, several studies
have found that effective communication
among different health professionals
reduces medical errors.30–34 Additionally,
intervention studies designed to improve
communication and collaboration
among health professionals have resulted
in maintenance of functional ability
and reduced mortality among geriatric
patients.35–37 Further, a systematic review
of the impact of IPE demonstrated
positive outcomes in diabetes care and
management of victims of domestic
violence as well as positive effects on ED
culture, error rates, patient satisfaction,
and collaborative team behavior in
multiple settings.38
Implementing a Framework
for CCC in Health Professional
Education and Training

CCC requires values and skills that can be
taught, modeled, learned, and assessed.
Some of these are already being taught
and assessed in health professional
education and postgraduate training
under the rubrics of interpersonal and
communication skills, teamwork, and
professionalism. We recently participated
in the development of a framework of
attributes and observable behaviors
that demonstrate CCC.39 Our hope is
that this Triple C framework, which
includes detailed behavioral descriptors
for each attribute, will provide depth
and coherence to training in values
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and skills that may otherwise be taught
and assessed in a fragmented fashion.
The behaviors in the framework can
be included in learning objectives
and assessment instruments and
can also be used to set patient and
family expectations and professional
standards. The contents of the Triple C
framework were informed by entrustable
professional activities (EPAs) and several
competency frameworks, including
that outlined by the Interprofessional
Education Collaborative.40 As Table 1
demonstrates, the Triple C framework
can be mapped onto and enhance
the teaching and assessment of EPAs
and competencies articulated by
associations of health professions
colleges, accreditation organizations,
and medical licensure requirements.41–44
Our framework is also consonant with
the CanMEDS Physician Competency
Framework, which was originally created
with input from patient focus groups.45

relationships, and emotional support as
fundamental to excellent patient care,
many find these characteristics lacking
in practice.48 Partnerships to advance
CCC can occur on multiple levels and in
various locations across the continuum
of learning and practice. Individuals and
teams involved in quality improvement
and patient safety initiatives could
partner with patients and families in
designing, evaluating, and improving
care in hospitals and in practice models
such as patient-centered medical homes
(PCMHs). However, fewer than one-third
of PCMHs responding to a recent survey
reported involvement of patients and
families in improvement and redesign
of processes.49 Further, in Massachusetts,
where hospital patient and family
advisory councils (PFACs) were initiated
in the 1990s and are now mandatory,
more than half of PFACs recently
reported that they were not involved in
initiating change in hospitals.50

The attributes and behaviors in the Triple
C framework are often extolled; they
are indeed the basis of person-centered,
relationship-based high-quality care.
However, these behaviors are infrequently
taught, modeled, reinforced, and assessed
over the continuum of learning and
practice. Our review of existing competency
expectations across multiple disciplines
and professions revealed little emphasis
on nonverbal communication and
accurate interpretation of emotional cues,
behaviors which are critical in diagnosing
distress and suffering and has been found
to be correlated with patient satisfaction
and reduced malpractice claims.46,47
Other framework behaviors that are
underemphasized in existing documents
include acknowledging and responding to
emotions, managing one’s own emotions
and interpersonal conflict, listening actively,
and sustaining well-being and fostering
health professionals’ resilience.

Patients and families are experts in
determining whether the care they
experience is truly compassionate and
collaborative. Advancing CCC will
require their involvement in cocreating
materials, processes, and policies—
beyond commenting on those created
by professional or administrative staff.
Robust examples of patient involvement
in improving the quality of care are
emerging worldwide. The Aligning
Forces for Quality initiative, funded by
the Robert Wood Johnson Foundation,
engaged 16 diverse communities in
multistakeholder alliances that included
patients and families. Alliance patient
partners and advisors helped identify
patients’ needs and collaborated to
create, implement, and evaluate practice
changes ranging from helping patients
improve their own communication and
self-management skills to developing
improved diabetes education materials.51
Experience-based codesign, a structured
process first piloted in England, begins
by gathering staff, patient, and family
experiences through video-recorded
interviews. This approach has been
used internationally to identify shared
priorities and to initiate improvements in
a range of services and settings, including
cancer care, intensive care units,
and mental health services.52 Patient
advocacy organizations can also play
a role. The Cystic Fibrosis Foundation
implemented a Learning and Leadership
Collaborative to accelerate the rate of

Achieving the transformative change
needed to foster these values and
behaviors will require an array of
approaches. These include partnering
with patients and families to codesign
and coproduce health professional
education and health care delivery.
Partnering With Patients and
Families to Advance CCC

Although patients and clinicians
view effective communication, strong

Academic Medicine, Vol. 91, No. 3 / March 2016

improvement in cystic fibrosis care. Using
the Dartmouth Clinical Microsystem
curriculum, professionals, patients, and
families worked together to enhance
the improvement capabilities at 90% of
participating U.S. cystic fibrosis centers.53
Students, postgraduate trainees, and
faculty should work with patients and
families in such initiatives. One focus of
the Accreditation Council for Graduate
Medical Education’s new Clinical
Learning Environment Review (CLER)
is the ability of training programs to
involve trainees in quality improvement
and patient safety projects and to create
safe learning and practice environments.54
Early involvement of patients and
families alongside students and trainees
in quality and safety initiatives would
contribute to the development of mutual
understanding and respect, shared
purpose, collaboration, and compassion
among professionals and service users.
Such patient and family involvement
could potentially foster a process of
cultural transformation that would
promote high-quality, safe care. The
National Center for Interprofessional
Practice and Education is collecting
data and promoting programs in which
interprofessional groups of learners
and faculty partner with underserved
communities and populations in
particular, to improve the quality of care
through collaborative practice.55 The
data the National Center collects will be
useful for analyzing the impact of these
programs.
Just as patients and families could
be integrated into quality and safety
improvement initiatives, they could also
be involved in processes related to the
oversight and improvement of health
professional education at all levels.56
This might range from helping teach
and evaluate learners and clinicians to
participating in curriculum development
and in admission and institutional policy
development processes. To date, patients’
involvement in health professional
education has largely been limited to
sharing their experiences within facultydirected curricula and to volunteering as
patient–teachers or as simulated patients
who provide feedback on clinical skills.57
Involving patients and families in a more
robust fashion, including in curriculum
development and decision-making
processes, would require institutional and
faculty support as well as education and
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Table 1
Compassionate, Collaborative Care (Triple C) Framework Mapped to Existing Standardsa
Attributes or
behaviors
Directs and focuses
one’s attention

AAMC: Core EPAs for entering
residency and competencies by
domain41,62

USMLE Step 2 Clinical Skills:
ACGME and ABIM:
Communication and interpersonal Internal medicine
skills behavior list44
milestones42,b

AACN:
Nursing
essentials43,c

•
•
•
•

E PAs: 1, 8, 9, 10
Competencies: PC 2
EPAs: 1, 9
Competencies: PC 2; ICS 7

•
•

E PAs: 1, 9
Competencies: PC 2; KP 5; PBLI 9;
ICS 1, 2, 3, 6; P 1, 5; IPC 1, 3, 4

Function 1: Fostering the relationship

Elicits information— •
shows interest in
•
the whole person

E PA 1
Competencies: PC 2, 5; KP 5;
ICS 1, 6, 7; P 1, 5

Function 2: Gathering information

PC1; PROF3

Essential VII,
outcome 3;
Essential IX,
outcome 1

Nonjudgmentally
values each person

E PAs: 1, 9
Competencies: P 1, 5; ICS 1, 2, 3;
IPC 1, 3

Function 1: Fostering the relationship

PROF1, PROF4

Essential VII,
outcome 12

Asks about
• EPA 1
emotions, concerns, • C
 ompetencies: PC 2; KP 5;
distress
ICS 1, 2, 6, 7; P 1, 2, 5; IPC 1; PPD 1

Function 5: Supporting emotions

PROF1

Essential IX,
outcome 5

Responds to
• EPA 1
emotions, concerns, • C
 ompetencies: PC 2; KP 5;
distress
ICS 1, 2, 6, 7; P 1, 2, 5; IPC 1; PPD 1

Function 5: Supporting emotions

PROF1

Essential IX,
outcome 5

Shares information •
and decision making •

E PAs: 3, 4, 6, 9, 10, 11
Competencies: PC 5, 7; KP 5;
ICS 1, 2, 3; SBP 3; IPC 1, 2, 3

Function 3: Providing information;
Function 4. Making decisions

PC2; SBP1; PROF1;
ICS 1, ICS2

Essential IX,
outcome 4

Demonstrates
trustworthiness

E PAs: 8, 9, 13
Competencies: P 4, 5, 6; SBP 4, 5;
IPC 1; PPD 5

SBP1; PROF2

Essential VIII,
outcomes 1,
2, 10

Communicates
•
with colleagues and •
adjusts actions

E PAs: 8, 9, 10
Competencies: PC 8; SBP 1, 2;
ICS 2, 3; IPC 1, 2, 3, 4

SBP2, SBP4

Essential VI,
outcomes 2, 5

Practices selfreflection

•
•

E PAs: 7, 9
Competencies: PBLI 1–10; PPD 8

SBP1; PBLI1,
PBLI12, PBLI13

Essential VIII,
outcome 6

Attends to
relationships

•
•

E PAs: 1, 9
Competencies: PC 2; ICS 1, 2, 3,
6, 7; P 1, 2, 3, 5; SBP 1, 2, 4;
IPC 1, 3, 4

PROF1

Essential VI,
outcomes 3, 5

Recognizes
nonverbal cues
Actively listens

•
•

•
•

Attends to one’s
•
own well-being and •
resilience

Essential IX,
outcome 4
Essential IX,
outcome 4

Function 1: Fostering the relationship

E PAs: None noted
Competencies: PPD 1, 2, 3, 4

Essential IX,
outcome 4

Essential IX,
outcome 14

Abbreviations: AAMC indicates Association of American Medical Colleges; USMLE, United States Medical
Licensing Examination; ACGME, Accreditation Council for Graduate Medical Education; ABIM, American
Board of Internal Medicine; AACN, American Association of Colleges of Nursing; EPA, entrustable professional
activity; PC, patient care; KP, knowledge for practice; PBLI, practice-based learning and improvement; ICS,
interpersonal and communication skills; P, professionalism; PROF, professionalism; SBP, systems-based practice;
IPC, interprofessional collaboration; PPD, personal and professional development.
a
This table shows where attributes and behaviors in the Triple C framework can be integrated into existing
competency documents to expand or enhance existing expectations, and in some cases to introduce new
attributes and behaviors. These attributes and behaviors apply to interactions between clinicians and staff, and
with patients and families. This table was adapted with permission from Lown BA, McIntosh S, McGuinn K,
et al.39 A detailed version of this framework, which includes explicit behavioral descriptors for each attribute,
may be found in that resource.
b
The internal medicine milestones are presented as an example; however, milestones vary by specialty.
c
As defined in the Essentials of Baccalaureate Education for Nursing Practice: Essential VI: Interprofessional
communication and collaboration for improving health outcomes; Essential VII: Clinical prevention and
population health; Essential VIII: Professionalism and professional values; Essential IX: Baccalaureate generalist
nursing practice. The outcomes associated with each nursing essential in this table are explained in detail in the
source document.43
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other preparation both for faculty and for
patients and their family members.
Moving Forward: Challenges and
Transformative Change

Barriers—including time, resources,
professional silos, the need for
faculty development and patient/
family preparation, lack of supportive
infrastructure, and resistance to change—
present challenges to implementing CCC
and the Triple C framework. In addition,
many health care workers are suffering
from administrative, measurement,
and documentation burdens and
from initiative fatigue. Perhaps more
challenging, however, is the need to
address the asymmetries in power and
differences in the values, perspectives,
and discourses that shape priorities,
expectations, and cultural norms. Implicit
in the discourse of medicine is the value
of “objective” evidence, professionally
defined knowledge, and quantitatively
evaluated outcomes. The values and
preferences of patients and families,
and their “subjective” experiences,
inform a different discourse and set of
expectations.58,59 Our collective challenge
lies in interweaving evidence and
experience, and professional expertise and
personal wisdom, to improve the health
of patients and families while supporting
the health care workforce. We suggest that
this sea change—the interweaving of the
expertise of all members of the health
care team, including patients and their
families—may be catalyzed by involving
patients and families in codesigning
health care and health professional
education. This will require compassion
and collaboration.
To begin this transformation, health
care professionals and educators need
to advocate embedding expectations
for CCC skills competence in health
professional education, assessment
practices, and standards and in efforts
to improve the quality of health care.
Practical suggestions and frameworks
(including our Triple C framework) are
emerging to guide the implementation of
this work.39,60 Transformative change will
require working with local and national
leaders responsible for developing
educational requirements, criteria for
learner advancement, accreditation of
programs and facilities, licensure, and
certification. Using these approaches
will help ensure that compassion and

Academic Medicine, Vol. 91, No. 3 / March 2016

collaboration are integrated into health
professional education and practice at all
levels and continuously reinforced.
Conclusions

Compassion and collaboration serve as
the foundation for effective partnerships
among health care workers, patients,
families, and communities. They are
also a source of patient and professional
satisfaction, human connection,
support, and resilience. The values and
behaviors required to provide CCC must
be integrated into health professional
education and quality improvement
processes, where they must be taught,
modeled, assessed, and continuously
improved. If, as Berwick61 suggests, the
experiences of patients and their families
define the “true north” of high-quality care,
we must learn from and with patients and
their families how best to train health care
professionals and configure health care
processes to maximize CCC to achieve the
triple aim. By doing so, we will make the
compassionate, collaborative community
of care, exemplified by the opening
vignette, the rule rather than a rarity.
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