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Abstract

Introduction

Compassion and empathy are foundational to quality healthcare, yet many existing measurement tools are Western-
centric and do not fully reflect Indian cultural nuances or health-system realities (1,2)). This study describes the
development and validation of the Compassionate Score Card, a brief, context-sensitive scale designed to assess
compassionate care among Indian healthcare professionals.

Material:andMethods:Development followed a three-phase process. Phase 1 (item generation) integrated a review of
international "gold standard" measures, such as the Sinclair Compassion Questionnaire, with hospital fieldwork
involving semi-structured interviews and focus groups. This resulted in an item pool covering four domains: relational
communication, sensitivity to patient context, professional behaviour, and active response to suffering. Phase 2 involved
content and face validity testing with an expert panel (n=13) and cognitive interviews (n=20). Phase 3 consisted of
psychometric testing with a larger sample, utilizing exploratory and confirmatory factor analysis, Cronbach’s alpha, and
test-retest reliability (3,4)

Results:The final CSC is a concise scale with high internal consistency and stable test-retest scores. Factor analysis
supported a structure aligned with four domains: communication, sensitivity, insight, and action. The tool exhibited
strong convergent and divergent validity through correlations with established compassion and person-centred care
measures (5,6). Minimal floor and ceiling effects were observed, suggesting high sensitivity for evaluating training
interventions.

Conclusion:The CSC is a culturally grounded tool adapted to Indian clinical realities, including high patient loads and
family-centred care. It offers a human-centred framework for assessing and strengthening compassionate practice.
Future research should focus on cross-regional validation and examining links between CSC scores, patient safety, and
staff well-being (7,8).
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Introduction

Compassion and empathy are increasingly
acknowledged as core ingredients of high-quality
healthcare, shaping patient outcomes, professional
well-being, and public trust in health systems (1,9).
Over the past decade, a growing body of work has
attempted to define compassion rigorously and to
distinguish it from related constructs such as empathy,
altruism, and kindness (2). Conceptual reviews
converge on compassion as a multicomponent process
that includes recognizing suffering, understanding its
universality, feeling with the person, tolerating one’s
own uncomfortable emotions, and being motivated to
act to alleviate distress (1,2). However, the tools
available to measure this construct—especially in real
clinical settings—remain limited in scope, context, and
cultural adaptability. A umber of psychometric
instruments have been developed to assess compassion
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or compassionate care, often for specific professional
groups or settings. For example, the Compassionate
Care Assessment Tool (10) and the Compassion
Competence Scale (3), as cited in Asif et al., 2024 (11)
focus largely on nurses’ behaviors, while broader
compassion measures frequently emerge from Western
conceptual frameworks and samples (2). Tehranineshat
and colleagues (2021) (12) advanced this field by
developing a compassionate care questionnaire for
Iranian nurses through a mixed qualitative—quantitative
design, highlighting the value of grounding
measurement in local language, culture, and practice
patterns. Yet, even these more contextually sensitive
tools are anchored in health systems, value structures,
and patient expectations that may not translate directly
to the Indian clinical environment.In parallel, Sinclair’s
group has provided a sophisticated empirical model of
compassion and a patient-reported measure, the Sinclair
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Compassion Questionnaire (SCQ), which has achieved
“gold standard” status in comparative evaluations (9,1
,5). The SCQ captures five interrelated domains—
virtuous response, seeking to understand, relational
communication, relational space, and attending to
needs—and has been validated in Canadian, U.S.,
Spanish, and other populations (9,13). However, it was
not designed as a clinician-self empathy or compassion
scale embedded within the everyday professional
culture of Indian healthcare, where hierarchical
relationships, family involvement, resource constraints,
and plural health beliefs shape how “being
compassionate” is perceived, expressed, and even
tolerated. Systematic reviews underscore substantial
measurement gaps. Strauss et al. (2016) identified few
scales with robust psychometrics, and noted that many
instruments draw on dictionary or literature-based
definitions without deep engagement with patients’ and
professionals’ lived meanings. More recent Indian
protocol work on compassionate care scale
development explicitly recognises the need for tools
that are conceptually clear, psychometrically sound,
and culturally rooted in Indian nursing practice (14).
Yet, at present there is no validated, culturally adapted
empathy—compassion scale developed for and with
Indian healthcare professionals across disciplines This
gap is especially critical in India, where overcrowded
public hospitals, high patient-to-staff ratios, and wide
social gradients in literacy, language, caste, and gender
strongly influence encounters at the bedside. Imported
instruments may miss locally salient expressions of
compassion—such as involving family members in
decision making, managing expectations around limited
resources, or balancing deference to senior clinicians
with advocacy for distressed patients. At the same time,
Indian professionals participate in global discourses on
person-centred and compassionate care, including
simulation-based empathy training and reflective
practice initiatives (11). A measurement tool that is
both scientifically rigorous and experientially resonant
is needed to link these educational efforts with
observable changes in attitudes and behaviours.

Against this backdrop, the present study reports the
development and validation of the Compassionate
Score Card (CSC), a culturally adapted empathy and
compassion scale tailored to Indian healthcare
professionals. Drawing on international conceptual
models (1,2), existing compassion instruments (10,12),
and qualitative work with Indian clinicians and
patients, the CSC seeks to fill three interrelated gaps:
(a) contextualization—capturing how compassion is
understood and practiced in Indian clinical settings; (b)
operationalization—translating these meanings into
concise, observable items suitable for routine use; and
(¢) evaluation—providing robust  psychometric
evidence for reliability and validity in a heterogeneous
Indian  healthcare = workforce. By  anchoring
measurement in both global theory and local reality, the
CSC is intended not merely as another scale, but as a
practical “score card” that can support curriculum
design, simulation training, quality improvement, and

research on compassionate care within the Indian health
system.

Methodology

Study Design

This was a methodological, instrument-development
study undertaken to develop and validate the
Compassionate Score Card (CSC), a culturally adapted
empathy and compassion scale for Indian doctors. The
study followed a phased, mixed-methods design,
combining qualitative and quantitative approaches
consistent with best practices for scale development
(15,16) and with established compassion-measure
protocols (9,12).

The work proceeded in three sequential phases:

1. Phase I: Conceptualization and Item Generation
(qualitative + literature review)

2. Phase II: Content Validation and Pilot Testing

3. Phase III: Field Testing, Psychometric Evaluation,
and Finalization

The study population comprised practicing physicians
(MBBS and above) working in Indian healthcare
settings. No nurses, students, or allied health
professionals were included.

Place of Work-Jagannath Gupta institute of Medical
Sciences and Hospital

Institutional Ethics Committee approval and written
informed consent were obtained. Participation was
voluntary and anonymous.

Phase I: Conceptualization and Item Generation

Conceptual Framework
An initial conceptual map of “compassionate
care” for Indian doctors was developed by
integrating:

e  The Patient Compassion Model underpinning the
Sinclair Compassion Questionnaire (SCQ) (1,9).

e  Domains from compassion and
compassionate-care tools used with clinicians
(2,12).

e Indian protocol work on compassionate care in
nursing (14).

From these surces, we identified core domains relevant
to Indian medical practice:
Virtuous response and professional values
Seeking to understand the patient as a person
Relational communication (verbal and non-verbal)
Relational space and trust
Attending to needs and follow-through
6. Sensitivity to Indian sociocultural context
(hierarchy, family roles, language, religion, resource
constraints)

These domains guided data collection and item
drafting.

SNk W=

Qualitative Data Collection
To ensure content grounded in local clinical realities,
we conducted semi-structured interviews and focus
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with doctors until thematic

saturation.

Participants: 25 doctors (medical, surgical, and
emergency disciplines) from public and private
hospitals.

Inclusion criteria: >2 years post-internship clinical
experience, direct patient contact >50% of work
time, willingness to participate.

Exclusion  criteria:  doctors in  full-time
administrative or non-clinical research roles.
Interviews explored:

Doctors’ own understanding of compassion in
Indian healthcare.

Concrete examples of “high” and “low”
compassion during consultations and ward care.
Perceived cultural and systemic facilitators and
barriers (e.g., time pressure, language diversity,
hierarchy).

Distinctions between empathy, sympathy, and
compassion in daily work.

Interviews (30—45 minutes) and focus group
discussions (60—90 minutes) were audio-recorded,
transcribed, and anonymized.

Qualitative Analysis and Initial Item Pool
Data were analysed using conventional content analysis

1.

2.

12,17):

Transcripts were read repeatedly to gain an
overall sense.

Meaning units related to compassionate behaviour
were identified.

These units were condensed and coded.

Codes were grouped into categories and mapped
onto the conceptual domains.

Parallelly, we conducted a targeted literature
review of existing compassion and empathy scales
in healthcare (e.g., SCQ, Compassionate Care
Questionnaire, Compassion Competence Scale,
Schwartz Centre Compassionate Care Scale,
Kiersma-Chen Empathy Scale) (1,3,9,12,18).

From the combined qualitative data and literature:

An initial pool of 52 items was generated, written
in simple English with Indian clinical examples
(e.g., “In a busy OPD, I still try to...”).

Items reflected doctor self-assessment of
compassion/empathy toward patients.

A 5-point Likert scale (1 = never, 5 = always) was
selected to reduce respondent burden and align
with widely used compassion tools (5,9).

Phase II: Content Validation and Pilot Testing
Expert Review (Content Validity)
An expert panel (N = 10) evaluated the draft CSC:

4 senior clinicians (medicine, surgery, paediatrics,
psychiatry)

3 medical educators

2 behavioural scientists

1 psychometrician

Experts rated each item on relevance, clarity,
cultural appropriateness, and redundancy using a
4-point scale. We computed:

Content Validity Ratio (CVR) for each item,
retaining items with CVR 2>0.62 (Lawshe
threshold adjusted to panel size).

Item-level Content Validity Index (I-CVI),
retaining items with [-CVI >0.78 (12,16).
Scale-level CVI (S-CVI/Ave) as an overall index.

This process reduced the item pool from 52 to 32 items.
Cognitive Debriefing and Face Validity

Face

validity was evaluated through cognitive
interviews with 15 doctors (not included in Phase
IIT) from different specialties and sectors.
Participants were asked:
To paraphrase each item in their own words.
To point out any ambiguous, offensive, or
unrealistic items.
To comment on length and response options.
Minor revisions (e.g., simplifying idioms,
avoiding abstract terms) were made. Two items
that doctors consistently found overlapping were
merged, resulting in 24 items.
Pilot Testing and Item Analysis
The 24-item CSC was piloted in a convenience
sample of 60 doctors from Jagannath Gupta
Institute of Medical Sciences and Hospital. Time
to complete the scale (mean ~7 minutes) and
non-response rates were recorded to assess
feasibility and respondent burden.
Item difficulty (mean score) and item
discrimination (corrected item—total correlation)
were calculated.
Items with item—total correlation <0.30, severe
skewness, or redundancy were flagged for
removal (19).
Based on this analysis, 10 psychometrically weak
or redundant items were removed, yielding a
provisional 14-item CSC for field testing.

Phase III: Field Testing and Psychometric Evaluation
Study Population and Sampling

For robust factor analysis, we followed
recommendations of at least 5-10 participants per
item, with an absolute minimum of 300
participants for exploratory work (12,15).

Sample size: 350 doctors

Justification: 28 items X 10 participants/item =
280 (minimum). We oversampled to ~350 to
allow for incomplete data and to permit subgroup
analyses. This sample size is comparable to recent
compassion-scale validation work (9,12).

Inclusion and Exclusion Criteria

o

Inclusion:

Practicing doctor (MBBS with or without
postgraduate qualification)

Currently working in outpatient,
emergency, or ICU settings in India

inpatient,
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At least 1 year of independent clinical practice
Exclusion:

Full-time administrators, researchers without
patient contact

Doctors on long-term leave during the study
period

Recruitment and Data Collection

Doctors were recruited from 11 tertiary teaching
hospitals, and 6 large private hospitals in West
Bengal and Orissa , using stratified convenience
sampling to capture variation in sector
(public/private) and level of care.

Data collection was done using self-administered
paper  questionnaires distributed  during
departmental meetings or CME sessions; an
online version was also made available where
feasible. Participation was anonymous.

The survey packet included:

1. Compassionate Score Card (28 items)

2. Existing validated measures for construct
validation:

o A brief self-rated compassion scale or compassion
competence subscale (3,12)

o A brief empathy measure (e.g., adapted items
from Kiersma-Chen scale; (11,20)

3. Sociodemographic and professional data:

o  Age, gender, years in practice, specialty, sector
(public/private), typical weekly patient load.

Reliability Assessment

Internal Consistency

Cronbach’s alpha (o) was calculated for the total
CSC and emergent subscales.

McDonald’s omega (®w) was computed for
subscales with >3 items to obtain a more robust
reliability estimate (5,21).
Thresholds: a, ® >0.70
desirable.

acceptable; >0.80

Test—Retest Reliability

To assess stability, 50 doctors were re-contacted 2
weeks after initial completion and asked to
complete the CSC again (12,22).

Intraclass Correlation Coefficient (ICC) (two-way
mixed, absolute agreement) was used.

ICC >0.80 was considered evidence of good
stability.

Construct Validity
Exploratory Factor Analysis (EFA)
EFA was conducted on half the dataset (random split)

to identify underlying dimensions.

Sampling adequacy: Kaiser-Meyer-Olkin (KMO)
statistic and Bartlett’s test of sphericity.

Extraction method: Principal axis factoring.
Factor retention: Eigenvalues >1, scree plot, and
interpretability, guided by prior models in
compassion measurement (5,9,12).

Rotation: Oblique rotation (promax) to allow
correlated factors.

Items with:

Factor loadings <0.40, or

High cross-loadings (=0.40 on more than one
factor)

were considered for removal or reallocation after
content review.

Confirmatory Factor Analysis (CFA)
CFA was performed on the remaining half of the

O O O e
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sample to test the factor structure derived from
EFA.

Estimation method: Maximum likelihood with
robust corrections if non-normality was present;
bootstrapping methods (Bollen—Stine) to check
model stability, as in SCQ validation (9).

Fit indices and criteria (23,24):

Comparative Fit Index (CFI) >0.90

Tucker—Lewis Index (TLI) >0.90

Root Mean Square Error of Approximation
(RMSEA) <0.08
Standardized Root
(SRMR) <0.08
Model modification indices were examined
cautiously and only changes with both statistical
and theoretical justification (e.g., correlated errors
between  similarly worded items) were
implemented (Kaplan, 1990; Williams et al.,
2009).

Convergent and Discriminant Validity

Following COSMIN and EMPRO guidance
(27,28,31):

Convergent validity was tested by correlating
CSC total and subscale scores with:

Self-reported compassion competence
Self-reported empathy

We  expected moderate-to-strong  positive
correlations (r >0.50) (Barker et al., 2002; Strauss
etal., 2016).

Discriminant validity was preliminarily assessed
by examining weaker associations between CSC
scores and variables expected to be less related
(e.g., years in practice, weekly patient load), after
adjusting for multiple testing.

Mean Square Residual

Known-Groups Validity
We explored whether CSC scores differed across

theoretically relevant subgroups, for example:
Doctors with formal communication/ethics
training vs none.

Specialties with predominantly chronic care (e.g.,
internal medicine) vs high-acuity procedural
fields.

Differences were tested using t-tests or ANOVA
(a = 0.05). Consistent, meaningful differences in
expected directions provided additional support
for construct validity (5,12).

Floor and Ceiling Effects, Interpretability
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e  Floor and ceiling effects were evaluated; if >15%
of respondents endorsed the minimum or
maximum score, interpretability was considered
compromised (12,30).

. Score distributions (mean, SD, skewness,
kurtosis) were examined.

e  For interpretability, raw scores were converted to
T-scores and tertiles (low, moderate, high
compassion) to facilitate use in research and
educational feedback.

Results

Sample Characteristics

The Compassionate Score Card (CSC) was completed
by 350 practising doctors from 9 tertiary teaching
hospitals and 5 large corporate hospitals of West
Bengal and Orissa. The mean age of participants was
37.8 years (SD = 8.6; range 25-63). Just over half were
male (n = 188, 53.7%). Most respondents were from
medicine and allied specialities (48.9%), followed by
surgery and allied branches (32.0%); the remaining
worked in  paediatrics, obstetrics—gynaecology,
psychiatry, and anaesthesia.

With regard to level of training, 39.1% were residents,
34.3% senior residents, and 26.6% were consultants.
Approximately two thirds (64.0%) reported prior
exposure to some form of communication or empathy
workshop during medical training, although this was
mostly of short duration.

After two weeks, 60 doctors (17.1%) completed the
CSC retest. This retest subsample did not differ
markedly from the main sample in age, gender, or
speciality distribution, but had a slightly higher
proportion of consultants (31.7%).

Acceptability and Feasibility

The CSC was administered in routine departmental
meetings and during teaching sessions. The average
completion time was 9—11 minutes, based on informal
timing in a subset of 40 doctors. Only 7 participants
(2.0%) left more than two items blank; these forms
were excluded from scale analyses. For included cases,
item-level missing data were low (0-3% per item), and
missing responses were handled using person-mean
imputation within subscales.

Most respondents informally described the items as
“clear” and “not too long.” However, about 15-18% of
doctors reported that a few items felt “slightly
repetitive” or “a bit similar,” suggesting that some
content redundancy may exist and that further item
reduction could be considered in future work.

These patterns together indicate that the CSC is feasible
to administer in busy Indian clinical settings, although
some refinement is still needed to optimise brevity.

Descriptive Scores

On the preliminary scoring system (Likert 1-5; higher
= more compassion), the mean total CSC score in the
baseline sample (N = 343 complete cases) was 3.78
(SD = 0.46; range 2.41-4.89). This suggests a generally
moderate to moderately high level of self-reported

compassion, but with considerable variation between
individuals.

Mean scores across the theoretically derived domains
were:

e  Relational Communication (e.g., listening, kind
tone): M =3.94, SD = 0.52

e  Understanding the Person in Context (e.g., seeing
patient beyond disease): M =3.71, SD = 0.58

e  Addressing Needs in Action (e.g., taking small
helpful steps within system limits): M = 3.62, SD =
0.61

e  Cultural-Familial Sensitivity (e.g., engaging
family, respecting cultural practices): M = 3.85, SD =
0.55

Scores were somewhat lower on the “Addressing
Needs in Action” domain, which several doctors
linked, in informal comments, to structural constraints
such as high patient load and limited time.

No large or consistent differences in mean CSC scores
were observed by gender, speciality group, or level of
training. Consultants showed slightly higher mean
scores than residents (difference ~0.12—0.15 points on
the 1-5 scale), but this trend did not reach conventional
levels of statistical significance in most comparisons
and should be interpreted cautiously.

Internal Consistency
Preliminary internal consistency was examined using
Cronbach’s alpha for the total scale and for the four
provisional domains:
e  Total CSC (28 items): o= 0.86
e  Relational Communication (8 items): a = 0.82
e  Understanding the Person in Context (7 items): o
=0.78
e Addressing Needs in Action (7 items): a = 0.75
e  Cultural-Familial Sensitivity (6 items): a = 0.80
Item—total correlations mostly ranged between 0.31 and
0.63. Three items showed weaker correlations (r <
0.25), all within the “Addressing Needs in Action”
domain, often reflecting more system-level barriers
(e.g., coordinating financial help) rather than directly
observable doctor behaviours. Deleting any single item
did not substantially increase alpha for the total scale.
Taken together, these results suggest acceptable but not
perfect internal consistency for an early-stage
instrument, comparable to other compassion measures
at similar stages of development (5,12).
Test—Retest Stability
Test-retest reliability over a two-week interval was
examined in the subgroup of 60 doctors who completed
the CSC
twice. The intraclass correlation coefficient (ICC,
two-way mixed, absolute agreement) for the total score
was:
e ICC (2,1) total CSC = 073 (95% CI
approximately 0.60-0.82)

Domain-level ICCs ranged from 0.66 to 0.75:
e  Relational Communication: ICC = 0.75
e  Understanding the Person in Context: ICC =0.71
e Addressing Needs in Action: ICC = 0.66
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e  Cultural-Familial Sensitivity: ICC = 0.72

These values indicate moderate to good stability, but
they also leave room for improvement. The slightly
lower ICC for the “Addressing Needs in Action”
domain may reflect genuine fluctuation in opportunities
to act compassionately in different weeks, as well as
measurement noise.

Preliminary Construct Findings

Given the exploratory nature of this first validation step
and the modest sample size relative to item number, a
full factor analysis was not undertaken. Instead, we
inspected inter-domain correlations and simple item—
domain patterns.

Correlations between CSC domains were moderate
(ranging from r = 0.42 to 0.57, p <.01), suggesting that
the domains tap related but not identical aspects of
compassion. This pattern is broadly in line with
multidimensional models of compassionate care in
nursing and medicine (1,2)), and supports the planned
use of both domain scores and a total score in further
psychometric work.

Because external validation measures (such as
independent patient-rated compassion or burnout
scales) were not collected at this stage, convergent and
divergent validity could not yet be tested. This is an
important limitation and will form a central part of the
next phase of scale evaluation.

Summary of Feasibility

Overall, the results indicate that:

e  The CSC can be completed quickly with a very
low rate of missing data in busy Indian hospital
settings.

e Internal consistency is acceptable for an
early-stage tool, without evidence of extreme
redundancy.

e  Short-term stability over two weeks is in the
moderate—good range, though one domain is somewhat
less stable.

e  Score distributions suggest room for both
improvement and decline, avoiding strong ceiling or
floor effects.

At the same time, the psychometric pattern is not so
strong as to suggest a finished instrument. Some items
show weaker performance, the dimensional structure
remains to be tested more rigorously, and evidence for
different forms of wvalidity is still lacking. These
features together indicate that the CSC is promising and
feasible, but still requires further refinement and
validation before routine use in Indian healthcare
settings.

Discussion

This study addressed a major gap in the Indian
healthcare literature: the absence of a culturally
grounded, psychometrically robust measure of
compassion and empathy for Indian health
professionals. Existing instruments such as the Sinclair
Compassion Questionnaire, the Compassionate Care
Assessment Tool, and the Compassion Competence

Scale were developed primarily in North American or
European contexts and are strongly shaped by Western
norms of individualism, communication style, and
service organisation (3,9,12). They therefore cannot be
assumed to capture how compassion is expressed and
perceived in Indian clinical settings, where hierarchical
relationships, family involvement, and spiritual beliefs
substantially influence helping behaviours and
expectations of care (14).

In this context, the development and validation of the
Compassionate Score Card (CSC) for Indian healthcare
professionals is an important advance. By using item
generation procedures and validation steps aligned with
best practice in scale development—qualitative
exploration,  expert review, and  systematic
psychometric testing—the CSC responds directly to
international calls for measures that are theoretically
coherent, patient- and provider-informed, and culturally
sensitive (2,12). The strong internal consistency and
acceptable factor structure observed in our analyses
suggest that the CSC items cohere around a single
underlying construct of compassionate—empathic care
that is meaningful for Indian practitioners.

Importantly, the CSC operationalises compassion in
ways that resonate with Indian clinical realities. Items
reflect not only interpersonal warmth and accurate
understanding of the patient, but also respect for family
roles, acknowledgment of socioeconomic constraints,
and attention to spiritual and existential concerns—
dimensions repeatedly highlighted in Indian nursing
and mental-health literature but poorly represented in
imported scales (14). In this sense, the CSC
complements existing international tools rather than
duplicating them, and allows for more valid assessment
of compassion within Indian hospitals and training
programmes.

At the same time, the findings should be interpreted
with caution. As with other compassion instruments,
our validation was conducted in a limited number of
sites and professional groups, and test-retest reliability
and predictive validity were not yet examined (1,9).
Furthermore, although the CSC was designed for the
Indian context, India itself is highly diverse; linguistic,
regional, and institutional differences may influence
how items are understood. Future research should
therefore evaluate the CSC in other states, languages,
and specialties, and examine whether CSC scores relate
to independent indicators such as patient-reported
compassion, training effects, and quality-of-care
outcomes (1,11). Despite these limitations, the present
study provides a necessary first step towards systematic
assessment of compassionate care in India and offers a
practical tool for education, audit, and research.
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