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Abstract
Objectives. Compassion is acknowledged as a key component of high-quality palliative care,
producing positive outcomes for both patients and healthcare providers. The development of
the Sinclair Compassion Questionnaire (SCQ) fulfilled the need for a valid and reliable tool to
measure patients’ experience of compassion. To validate the Italian version of the SCQ and to
evaluate its psychometric properties in a sample of cancer patients with a life expectancy of less
than 4 months.
Methods. Cronbach’s alpha estimates were computed to evaluate the internal reliability.
Exploratory Factor Analysis, Confirmatory Factor Analysis, and Item Response Theory anal-
yses were performed to assess the validity of the construct. Divergent validity was assessed
using the Functional Assessment of Chronic Illness Therapy-Treatment Satisfaction-Patient
Satisfaction, the revised Edmonton Symptom Assessment Scale, and the Trust in Oncologist
Scale-Short Form. Data were collected from 131 patients recruited in either a hospital or a
hospice setting.
Results. The analyses confirmed the single factor structure of SCQit, with Confirmatory
Factor Analysis factor loadings ranging between 0.81 and 0.92 and satisfactory internal reliabil-
ity. Hospital setting and high diagnosis/prognosis awareness were associated with significantly
lower SCQit scores, whereas practicing a religious faith was associated with greater experiences
of compassion.
Significance of results. The Italian version of the SCQ (SCit) is a valid and reliable mea-
sure of patient-reported compassion. The SCQit can be used in clinical practice and research
to measure the compassion experiences of terminally ill cancer patients and to evaluate the
effectiveness of training to promote compassionate care in healthcare professionals.

Introduction

Compassion can be defined as “a virtuous response that seeks to address the suffering and
needs of a person through relational understanding and action” (Sinclair et al. 2016a; 2017a).
Compassion differs from sympathy and empathy (Sinclair et al. 2017a). Sympathy is a pity-based
state that involves an emotional reaction to the suffering of another person who is often per-
ceived as weak and inferior and is rooted in a lack of understanding (Perez-Bret et al. 2016;
Strauss et al. 2016; Sinclair et al. 2017a). Empathy refers to the capacity to connect with and
understand the inner state of another person emotionally and cognitively (Perez-Bret et al.
2016; Strauss et al. 2016; Sinclair et al. 2017a). Compassion differs from empathy as it involves,
“feeling for and not feeling with the other” (Singer and Klimecki 2014) that is coupled with
a sensitivity to others’ suffering that leads to a prosocial response to take action to alleviate
or prevent it (Singer and Klimecki 2014; Gilbert et al. 2017; Brito-Pons and Librada-Flores
2018). Accordingly, both the personalized and comprehensive nature of compassion has been
recognized as salient and pivotal component of delivering high-quality holistic care to individ-
uals (Sinclair et al. 2016a; Brito-Pons and Librada-Flores 2018) particularly in palliative care
as it promotes a care model that addresses the psychological, social, emotional, and existential
needs of individuals at the end of their life (Sinclair et al. 2016b; Brito-Pons and Librada-Flores
2018; Kang et al. 2018). Recent research has shown that compassion is positively associated with
patient quality of life and satisfaction with the care received, as well as with reduced healthcare
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worker burnout, increased job satisfaction, and workplace well-
being (Sinclair et al. 2016b; Sinclair et al. 2017a; Lown et al. 2017;
Tehranineshat et al. 2019; Malenfant et al. 2022; Pavlova et al.
2023).

Despite the importance of providing compassionate care being
well recognized by healthcare organizations and standards of
practice (Riddick 2003; Canadian Medical Association 2004;
Commissioning Board Chief Nursing Officer and DH Chief
Nursing Adviser 2012), patients still report compassionate care as
being inadequate in healthcare (Lown et al. 2017), while health-
care providers desire to provide compassionate care, they recognize
the need for specific training to improve outcomes for patients and
families (Coffey et al. 2019; Bovero et al. 2023). Furthermore, there
are several barriers that hinder the implementation of compassion-
ate care practice, including individual, professional, organizational,
and educational factors (Christiansen et al. 2015; Sinclair et al.
2016b; Dev et al. 2019). Notably, the lack of a valid and reliable
measure of patient experience of compassion has limited research
in clinical practice and the development of evidence-based training
approaches (Sinclair et al. 2017c; 2022).

A recent systematic review, assessing the design and psycho-
metric attributes of various compassion measures, identified the
Sinclair Compassion Questionnaire (SCQ) as the “gold standard”
measure of compassion (Sinclair et al. 2022). The SCQ is a 15-
item patient-reported measure of compassion (Sinclair et al. 2021)
developed according to the Patient Compassion Model, an empir-
ical model developed by Sinclair and his team, based on direct
patient reports, which: defines and distinguishes compassion from
related constructs; outlines the different components of compas-
sion and their mutual relationships (Sinclair et al. 2016a; Brito-
Pons and Librada-Flores 2018); and, importantly, is transferable
across care settings and patient populations.The SCQhas been val-
idated in a sample of patients living with an incurable, life-limiting
illness, demonstrating excellent internal consistency (Cronbach’s
alpha of 0.96) and test–retest reliability (ranging from 0.74 to 0.89).
The confirmatory factor analysis supported a single factor of com-
passion and item response theory analyses indicated that the SCQ
precisely measures compassion across the wide range of patient
experiences of healthcare providers (Sinclair et al. 2021, 2022).
Convergent validity was assessed using the 12-item Schwartz
Center Compassionate Care Scale (Lown et al. 2015), showing
a significant positive correlation (r = 0.75, p < 0.001), which
confirms that the SCQ effectively assesses the construct of com-
passion. Divergent validity was assessed using the PICKER Patient
Experience Questionnaire (Jenkinson 2002) and the Edmonton
Symptom Assessment Scale (ESAS-r) (Watanabe et al. 2012). The
results showed a moderately strong positive correlation between
SCQ and the PICKER Patient Experience Questionnaire (r = 0.60,
p < 0.001), and a weak negative association with depression
(r = −0.13) and poor well-being (r = −0.17), as measured by the
ESAS-r (p < 0.001), indicating that the SCQ is related to, but suf-
ficiently distinct from, patient satisfaction and symptom distress
(Sinclair et al. 2021, 2022).

To date, the SCQ has been validated in English, Mandarin, and
Spanish patient populations (Sinclair et al. 2017c; Chu et al. 2023;
Soto-Rubio et al. 2024). The aims of the present study were to val-
idate the SCQ in Italian in order to provide a valid and reliable
measure of patient-reported compassion to apply in both clinical
practice and research in Italy, by assessing its psychometric prop-
erties using a study sample of patients diagnosed with cancer and
with a life expectancy of less than 4 months.

Methods

The research protocol was divided into 2 different phases: (1) trans-
lation and back-translation of the SCQ, involving input from a
panel of experts, (2) data collection from cancer patients at the end-
of-life. The forward translation and subsequent back-translation
procedure aimed to obtain semantic and linguistic equivalence in
the Italian version with respect to the original English. Permission
for translation was obtained from the original authors in advance.

A native Italian speaker fluent in both languages and familiar
with the measure translated the SCQ from English to Italian in
consultation with 2 members of the authorship team (A.B. and
S.S.). The measure was back translated into English by an exter-
nal translator who was not familiar with themeasure.The resulting
English version was checked against the original English measure
and discrepancies were resolved by a panel of experts.

Data collection

A sample of terminal cancer patients were recruited from February
2022 to October 2023 from “Città della Salute e della Scienza
di Torino” University Hospital and “Vittorio Valletta” Hospice
in Turin, Italy. Inclusion criteria were: ≥ 18 years old; having a
diagnosis of cancer; being able to provide informed consent; and
meeting eligibility criteria to access palliative care (National Law
on Palliative Care and Pain Treatment, No. 38/2010).The criteria to
access palliative care include being terminally ill with no available
or appropriate curative treatment, having an unfavorable progno-
sis with a presumed life expectancy of 4months or less, and scoring
50 or lower in the Karnofsky Performance Status (KPS). Exclusion
criteria included having a diagnosis of a severe psychiatric dis-
order and/or cognitive impairment with an inability to provide
informed consent or to complete the study procedures. Patients
were approached by a research assistant to complete the self-report
scales and sociodemographic information, with clinical data being
collected frommedical records and clinical charts. Ethical approval
of the study was obtained from the Hospital’s and Hospice’s Ethics
Committee (#0034403). All patients included in the study were
informed about the aims of the research and provided informed
written consent.

Measures

The SCQ
Compassion was assessed using the Italian version of the Sinclair
Compassion Questionnaire (SCQit), a 15-item scale developed to
assess patients experiences of compassion across a variety of set-
tings (Sinclair et al. 2020). Patients were asked to rate their experi-
ence of compassion from their healthcare providers using a 5-point
Likert scale of agreement (1 = strongly disagree, 2 = disagree,
3 = neutral, 4 = agree, 5 = strongly agree) (Sinclair et al. 2021).
The SCQit overall score is determined by calculating the mean
score of all items, with higher scores indicating greater reported
compassion.

The Edmonton Symptom Assessment Scale (ESAS)
Presence and levels of cancer-related physical distress was
assessed using theEdmonton SymptomAssessment System (ESAS-
Revised) (Bruera et al. 1991) in its validated Italian version
(Ripamonti et al. 2022). It rates the severity of 9 common symp-
toms of advanced cancer (i.e., pain, tiredness, nausea, depression,
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anxiety, drowsiness, appetite, well-being, and shortness of breath).
Each symptom’s severity is rated from0 (no symptoms) to 10 (worst
symptom severity).

The Functional Assessment of Chronic Illness
Therapy-Treatment Satisfaction-Patient Satisfaction
(FACIT-TS-PS) measurement system
Quality of care and patient satisfaction were assessed using the
Italian version of the Functional Assessment of Chronic Therapy-
Treatment Satisfaction-Patient satisfaction (Guglielmetti 2013)
tool. This 30-item scale is composed of 5 subscales, namely: physi-
cian communication; treatment staff communication; technical
competence; nurse communication; confidence and trust. Higher
scores indicate better patient satisfaction (Peipert et al. 2014).

The Trust in Oncologist Scale-Short Form (IT-TIOS-SF)
Trust in the oncologist was assessed using the Italian version of the
Trust in Oncologist Scale-Short Form (IT-TIOS-SF) (Hillen et al.
2017; Bani et al. 2021). It is a 5-item scale, using a 5-point Likert
answering scale ranging from 1 (strongly disagree) through to 5
(strongly agree).

Statistical analysis

Descriptive statistics of demographic characteristics are reported as
means and standard deviations for continuous variables, and fre-
quencies and percentages for categorical variables. We computed
descriptive statistics on the 15-item SCQit, including: means, SD,
skewedness, kurtosis, and range, together with absolute frequency
and response percentages. The internal reliability of the ques-
tionnaire was assessed by calculating Cronbach’s alpha. To ensure
that data were suitable for factor analysis the Kaiser–Meyer–Olkin
(KMO) measure of sampling adequacy and Bartlett’s test of
sphericity were performed. Exploratory factor analysis (EFA) was
performed using the principal axis factor method and oblimin
rotation. A scree plot and parallel analysis were performed to
choose the number of factors, and the factor structure identified
by EFA was tested through confirmatory factor analysis (CFA)
and item response theory (IRT). To assess the divergent validity
FACIT-TS-PS, IT-TIOS-SF, and ESAS questionnaires were consid-
ered. Finally, the relationships between SCQit and demographic
variableswere assessed bymeans of univariate linear regression. All
the statistical analyses were performed using the statistical software
R version 4.2.1.

Results

A total of 131 patients were enrolled on the study, and their char-
acteristics are reported in Table 1. Descriptive statistics on the
15-item SCQit are reported in Table 2, and the frequencies and per-
centages of responses are shown in Figure 1. A Cronbach’ alpha
value of 0.98 was obtained for the 15-item SCQit. Cronbach’s alpha
remained stable when removing one item at time, thus all the
items were considered for the following analyses. The criteria for
running EFA were confirmed; indeed, the KMO measure of sam-
ple adequacy was 0.96 and Bartlett’s test statistic significant, with
χ2 = 1692.22, df = 105, p< 0.001. The scree plot (Figure S1) indi-
cated a single latent compassion factor that was determined with
parallel analysis and that explained 79% of the variance. Factor
loadings and communalities are reported in Table 3. To confirm
the EFA results, we performed CFA and IRT, and to evaluate
the model’s fit we computed the χ2, comparative fit index (CFI)

Table 1. Descriptive characteristics of the patients (n = 131)

Sex (%) Male 64 (48.9)

Female 67 (51.1)

Place (%) Hospice 54 (41.2)

Palliative care 3 (2.3)

Hospital ward 74 (56.5)

Age, mean (SD) 66.40 (13.93)

Education (%) Elementary
school

25 (19.1)

Middle school 42 (32.1)

High school 51 (38.9)

University 13 (9.9)

Marital status (%) Married 77 (58.8)

Single 21 (16.0)

Widow 18 (13.7)

Divorced 10 (7.6)

Cohabitant 5 (3.8)

Employment (%) Retired 69 (52.7)

Unemployed 14 (10.7)

Employed 45 (34.4)

Housewife 3 (2.3)

Religion (%) Catholic 117 (89.3)

Atheist 13 (9.9)

Other 1 (0.8)

Religion
practicing (%)

No 83 (63.4)

Yes 48 (36.6)

Diagnosis (%) Respiratory 36 (27.5)

Gastrointestinal 15 (11.5)

Hepatic
pancreatic

17 (13.0)

Breast/gynecological 30 (22.9)

Other 33 (25.2)

Stage (%) Local 15 (11.5)

Local-regional 28 (21.4)

Metastatic 88 (67.2)

KPS (%) 20 5 (3.8)

30 40 (30.5)

40 43 (32.8)

50 43 (32.8)

Patient
awareness (%)

Absent 8 (6.1)

Diagnosis
awareness

21 (16.0)

Overestimated
prognosis

42 (32.1)

(Continued)
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Table 1. (Continued.)

Terminality
awareness, no
diagnosis

1 (0.8)

Total awareness 59 (45.0)

Practitioner
awareness (%)

Total awareness 131 (100.0)

Caregiver
awareness (%)

Absent 5 (3.8)

Diagnosis
awareness

9 (6.9)

Overestimated
prognosis

10 (7.6)

Terminality
awareness, no
diagnosis

1 (0.8)

Total awareness 106 (80.9)

Table 2. Descriptive statistics of SCQit items

Item n Min Max Mean SD skew kurt

Feel cared
for

131 1 5 3.79 1.12 −1.32 1.13

Genuine
concern

131 1 5 3.66 1.03 −1.12 0.87

Communicated
sensitive

131 1 5 3.89 1.09 −1.16 0.87

Attentive 131 1 5 3.86 1.11 −1.21 0.87

Provided
comfort

131 1 5 3.61 1.13 −0.66 −0.23

Very
supportive

131 1 5 3.73 1.17 −0.90 0.02

Provided
care

131 1 5 4.08 1.00 −1.15 0.76

Spoke with
kindness

131 1 5 4.11 0.98 −1.27 1.38

Saw as
person

131 1 5 3.74 1.19 −0.80 −0.25

Behaved in
caring way

131 1 5 3.76 1.05 −0.97 0.54

Really
understood
needs

131 1 5 3.54 1.17 −0.84 −0.09

Good
relationship

131 1 5 3.76 1.10 −1.03 0.64

See my
perspective

131 1 5 3.47 1.12 −0.67 −0.21

Warm
presence

131 1 5 3.65 1.14 −0.90 0.18

Sincere 131 1 5 3.85 1.00 −1.15 1.32

and root-mean-square error of approximation (RMSEA) (Table 4).
CFA factor loadings ranged between 0.81 and 0.92, and correlated
(r = 0.97) with IRT factor loadings (see Supplementary materials
for IRT results and Figures S2 and S3) ranging from 0.86 and 0.96.

In assessing divergent validity, as expected the SCQit correlated
positively with both the FACIT-TS-PS (r = 0.81; 95%CI 0.71–0.88)

and TIOS-SF (r = 0.75; 95% CI 0.65–0.83). This confirms that the
SCQit is related to, but sufficiently distinct from, patient satisfac-
tion and trust. Moreover, a slight negative correlation was revealed
between the SCQit and ESAS (r = −0.17 95% CI −0.36–0.03).

The results of univariate linear regression models, performed
to evaluate the relationship between SCQit and demographic char-
acteristics, are shown in Table 5. Significant differences emerged
between score of compassion and care location, with patients
in hospitals experiencing less perceived compassion in com-
parison to patients in hospices (−0.42, p = 0.015). Religious
patients reported slightly higher experiences of compassion (0.37,
p = 0.043); while patients with high prognosis/diagnosis aware-
ness reported significantly lower levels of compassion (−0.37,
p = 0.023).

Discussion and conclusion

Discussion

The aim of the present study was to evaluate the psychometrics
properties of the SCQit in terminally ill cancer patients with a
life expectancy of less than 4 months. As in the original valida-
tion (Sinclair et al. 2021), a single factor model was identified, and
excellent internal consistency was confirmed in an Italian context,
with each of the 15 items mapping onto each of the domains of the
patient informed Compassion Model (Sinclair et al. 2016a). Thus,
this study provides evidence confirming that the Italian version
of the SCQ is a valid and reliable measure of compassion, that is
equally robust as the original English version of the SCQ.

Likewise, divergent validity analyses confirmed that the SCQit
is related to, but sufficiently distinct from, patient satisfaction and
trust. Furthermore, the positive association found between SCQit
and FACIT-TS-PS and TIOS-SF suggests that patient experiences
of compassion, enhances patient satisfaction and trust in their
healthcare professionals. While future research is needed, we pos-
tulate that compassion is likely a predictor of patient satisfaction,
while relating to patients as fellow human beings, understanding
them as persons with unique needs, and actively attending to their
suffering engenders deeper patient–provider trust. These results
are important as patients who report greater trust in their physi-
cians exhibit greater healthy behaviors, less symptoms, higher qual-
ity of life, and were more satisfied with their overall care (Sinclair
et al. 2016a, 2016b).Notably, these findings further substantiate our
previous findings (Chandra et al. 2018), that suggested compas-
sionate healthcare providers are better able to meet patients’ needs
in a more authentic manner while improving the patient–doctor
therapeutic alliance. Moreover, the SCQit was slightly negatively
correlated with the severity of distress related to overall symptoms
(measured with the ESAS-r). This negative association implies
that compassionate care was perceived as lower in participants
reporting higher symptom distress, and consequently experienced
a lower quality of life.

Secondary analysis aimed at evaluating the sociodemographic
and care setting variables associated with SCQit showed no
significant correlations between compassion and sex, age, marital
status, employment, diagnosis, and stage of illness. However, lower
levels of compassion were found among patients admitted to a hos-
pital in comparison to those in hospice. A similar result was found
also in Sinclair’s original validation, which found long-term care
patients experienced lower levels of compassion in comparison to
patients in hospice and an acute palliative care unit (Sinclair et al.
2017c). These findings are in line with previous data which high-
lighted hospices as a preferential place of care for patients facing the
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Figure 1. Percentage of responses for each item.
The figure describes the frequencies and percentages of responses of the 15-item SCQit.

end-of-life (Currow et al. 2020; Seale and Kelly 1997; Tatum 2020).
Interestingly, our results revealed that religious patients perceive
their healthcare providers as beingmore compassionate.While this
may be due to a variety of factors such as lower expectations, dif-
ferences in conceptualizations of compassion, additional sources of
compassion (e.g. religious communities, God), other studies have
demonstrated that religion, spirituality, and culture are external
factors that affect individual’s perception of compassionate care
(Sinclair et al. 2018; Singh et al. 2020).

Finally, our data also revealed that patients who with high prog-
nostic awareness reported less compassion than those who were
only partially aware of their condition.We are somewhat perplexed
by this finding and recommend further research to investigate this
phenomenon. Perhaps perceptions of compassion vary when the
hope for a cure is no longer possible, or perhaps oncologists are
less competent in expressing compassion at the end-of-life, or per-
haps as has been reported in other studies (Hayuni et al. 2019;
Sinclair et al. 2017b), burnout associatedwith care at the end-of-life
diminishes healthcare providers’ ability to provide compassion.

Strengths and limitations of the study

The main strength of the present study is that it has produced a
valid, reliable, and easy-to-use tool for assessing the provision of
compassionate care by healthcare providers toward Italian patients
facing the end-of-life. Being able to better understand patients’
experiences of compassion can guide intervention research and
facilitate the development of clinical cultures of compassion, which
can enhance the patient’s quality of life and equipe healthcare
providers with the necessary clinical skills to do so, while also
mitigating burnout (Sinclair et al. 2016b; 2021).

This study also has some limitations. First, future studies with
larger samples are needed to confirm further the psychometric
properties of the SCQit.Moreover, the generalizability of the SCQit
to other patient populations is limited as this study was focused
exclusively on end-of-life cancer patients. Another limitation is
our inability to assess the convergent validity of the SCQit, as
no other validated compassion measures are available in Italian,
further highlighting the paucity of studies on this topic in this
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Table 3. Factor loadings and communalities from EFA

Loadings Communality

Feel cared for 0.915 0.838

Genuine concern 0.900 0.809

Communicated sensitive 0.885 0.783

Attentive 0.880 0.774

Provided comfort 0.885 0.782

Very supportive 0.916 0.839

Provided care 0.909 0.826

Spoke with kindness 0.881 0.776

Saw as person 0.836 0.699

Behaved in caring way 0.915 0.836

Really understood needs 0.888 0.789

Good relationship 0.875 0.766

See my perspective 0.887 0.787

Warm presence 0.916 0.839

Sincere 0.808 0.653

Table 4. Model fit metrics for CFA and IRT

χ2 (p-value) CFI RMSEA (95% CI)

CFA χ2 = 310.26 (p < 0.001) 0.92 0.14 (0.12−0.15)

IRT 202.28 (p < 0.001) 0.99 0.08 (0.08−0.12)

Table 5. Linear Regression Model: effects of demographic variables on SCQ

Variables Coefficients
(95% CI, p-value)

Sex Male

Female 0.29 (−0.05 to
0.62, p = 0.092)

Place Hospice

Palliative
care

−0.51 (−1.63 to
0.62, p = 0.376)

Hospital
ward

−0.42 (−0.76 to
−0.08, p = 0.015)

Age [25.0,98.0] −0.00 (−0.02 to
0.01, p = 0.478)

Education (%) Elementary
school

Middle
school

−0.06 (−0.54 to
0.41, p = 0.786)

High
school

−0.02 (−0.48 to
0.43, p = 0.922)

University −0.99 (−1.62
to − 0.35, p = 0.003)

Marital status (%) Married

Single 0.02 (−0.46 to
0.50, p = 0.933)

(Continued)

Table 5. (Continued.)

Variables Coefficients
(95% CI, p-value)

Widow 0.16 (−0.34 to
0.67, p = 0.522)

Divorced −0.23 (−0.88 to
0.42, p = 0.490)

Cohabitant 0.58 (−0.31 to
1.48, p = 0.199)

Employment (%) Retired

Unemployed 0.09 (−0.48 to
0.66, p = 0.748)

Employed 0.08 (−0.29 to
0.46, p = 0.653)

Housewife 0.64 (−0.50 to
1.79, p = 0.269)

Religion
practicing (%)

No

Yes 0.36 (0.01 to
0.71, p = 0.041)

Diagnosis (%) Respiratory

Gastrointestinal −0.07 (−0.67 to
0.53, p = 0.814)

Hepatic
pancreatic

0.23 (−0.34 to
0.80, p = 0.426)

Breast/gynecological 0.16 (−0.32 to
0.64, p = 0.518)

Other −0.10 (−0.57 to
0.37, p = 0.671)

Stage (%) Local

Local-
regional

−0.08 (−0.70 to
0.54, p = 0.795)

Metastatic −0.15 (−0.69 to
0.39, p = 0.585)

KPS 20

30 1.35 (0.47 to
2.23, p = 0.003)

40 1.38 (0.50 to
2.26, p = 0.002)

50 0.95 (0.08 to
1.83, p = 0.033)

Patient
awareness

Partial
awareness

Total
awareness

−0.39 (−0.72 to
−0.05, p = 0.023)

Caregiver
awareness

Partial
awareness

Total
awareness

0.05 (−0.38 to
0.48, p = 0.818)

context. Finally, this study is limited in its cross-sectional design,
which did not allow us to assess whether terminally ill patients
experienced changes in the compassion they received during their
final months – including changes in perceptions of compassion
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among patients with high prognostic awareness. Future studies
could conduct a longitudinal assessment of compassion, although
we recognize that the challenges associated with recruiting and los-
ing patients before the end of a study is an inherent challenge in
end-of-life research.Moreover, it could be interesting to investigate
sociodemographic and clinical factors associated with compas-
sion in other clinical populations, to determine if experiences of
compassion vary across clinical settings, patient populations, and
healthcare provider teams.

Conclusion

The results of the present study demonstrate that the SCQit is
a valid and reliable measure of compassion in terminal cancer
patients with a life expectancy of less than 4 months. The SCQit
has the potential to improve patients’ perception of compassion
during end-of-life care while providing healthcare providers with
the necessary attitudes, knowledge, and skills to improve the com-
passion they provide in their practice. These findings underscore
the important role that compassion plays in enhancing patient–
provider relationships, in understanding patients’ personhood and
unique needs, and in improving quality palliative care.

Practice implications

TheSCQit can be used in both clinical practice and research in Italy
to assess patients’ perception of compassion during end-of-life care
and to evaluate the effectiveness of training to promote compas-
sionate care in healthcare providers. Further research is needed to
validate the SCQit in other populations and healthcare settings.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951524001202.
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