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ABSTRACT 

 

This dissertation examines the social complexities of emotion in healthcare; employing a multi-

level narrative approach that explores the cultural, organizational, and interactional aspects of 

³comSaVVionaWe care.´ The central question I ask is: How do cultural beliefs and values 

surrounding compassionate healthcare inform organizational practices and the lived experiences 

of individuals providing such care? This project highlights the largely overlooked cultural, 

structural aspects of emotion, demonstrating how pervasive collective values and beliefs become 

institutionalized, and how such standards inform everyday experiences of healthcare providers.   
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CHAPTER ONE:  

INTRODUCTION 

 

Healthcare work is extremely demanding. Providers face a variety of challenges in 

providing care, including a lack of resources, ever-changing policy implementation, and 

innovations in protocols and technologies. A large body of literature has examined the 

SV\chRlRgical imSacWV Rf healWhcaUe ZRUk, SaUWicXlaUl\ in UegaUd WR ³bXUnRXW´ (MaVlach 1982),  a 

state of physical, emotional, and mental exhaustion often related to stressful work environments. 

Researchers have estimated burnout among physicians to be as high as 70% globally (Lamothe et 

al. 2014), which is directly related to quality of care (Poghosyan et al. 2010), as well as a 

contributing factor to turnover (Potter et al. 2010).  

Emotional exhaustion is a factor that can contribute to burnout (Maslach 1982), and more 

VSecificall\, ³cRmSaVViRn faWigXe,´ Zhich Figle\ (2002) deVcUibed aV a ³cRVW Rf caUing´ fRU RWheUV 

who have experienced trauma. As healthcare work is foundationally a caring profession, it makes 

sense that researchers have focused on the ongoing problem of burnout and how emotional 

aspects of the work can negatively impact worker satisfaction and quality of work life (e.g. 

Ferrans 1996). Further, researchers have demonstrated how compassion fatigue can result in 

decreased productivity and higher turnover (Pfifferling and Gilley 2000), and there are ongoing 

efforts to ameliorate this persistent problem, primarily through mental health interventions such 

as the Accelerated Recovery Program (ARP) (Gentry and Baranowsky 1998).  
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While frontline healthcare workers in general, and nurses specifically (Joinson 1992), 

have been found to be vulnerable to compassion fatigue and burnout due to the nature of their 

work, there is an ongoing public discussion about the need for more compassion in healthcare 

(Shea, Wynyard, and Lionis 2014). Such concerns have resulted in various organized efforts to 

address this problem, including changes to medical education (Patel et al. 2019) and the 

development of academic outlets such as the Journal of Compassionate Health Care, (founded in 

2014). It is clear that compassion is no longer simply an implied expectation of good providers 

but has been explicitly written into codes of medical ethics (American Medical Association 

2016; Wang 2016). This project is centered within the context of the seemingly contradictory 

social problems of (1) burnout and compassion fatigue among health care workers, and (2) a lack 

of compassion in healthcare.  

The issue of compassion in healthcare has been examined mostly from a psychologically-

rooted conceptualization of compassion; treating compassion as something about individuals, 

experienced privately, with consequences for people in terms of emotional affect and personal 

perceptions. For example, in a meta-review of compassionate care in health literatures, Sinclair 

et al. (2016) found six primary themes, each of which are focused on perceptions: the nature of 

compassion, development of compassion, interpersonal factors that relate to compassion, action 

and practical compassion, barriers and enablers of compassion, and outcomes of compassion. 

The tendency of health researchers concerned with compassion to examine the perspectives of 

individuals, through mostly survey methodology, results in a limited understanding of this 

important topic. There has been less attention to the ways compassion is related to social 

VWUXcWXUe. PaUWicXlaUl\ UeleYanW WR WhiV UeVeaUch iV BURZn and FlRUeV¶ (2011) aUWicle WhaW e[amineV 

³how compassion and hope can spur the creation of and become embedded within institutions 
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Zhich, in WXUn, imSacW XSRn Whe diffXViRn Rf WheVe emRWiRnV acURVV VRcieW\´ (2011: 62). BURZn 

and Flores (2011) call for continued empirical attention to the ways compassion is enacted within 

institutions. My dissertation takes up this invitation and highlights interconnected narrative 

meaning productions as related to compassionate healthcare.  

In this dissertation, I tend to the complex, largely taken for granted social aspects of 

emotion in institutional worlds; employing a macro-meso-micro approach that explores the 

cultural, organizational, and interactional complexities of compassionate care. The central 

question I ask is: How do cultural beliefs and values surrounding ³cRmSaVViRnaWe healWhcaUe´ 

inform organizational practices and the lived experiences of individuals providing such care?  

This dissertation contributes to existing scholarship in two main ways. First, this research 

contributes a multi-level perspective of emotion and narrative in healthcare. More specifically, I 

demonstrate the need to move beyond attention to individual experiences of emotion and 

examine cultural and organizational aspects of meaning construction. Second, this project 

contributes a qualitative approach to examining compassion in healthcare, which is largely 

absent from multidisciplinary scholarship. In addition to theoretical and empirical contributions, 

this project speaks to practical concerns of policy-makers, institutional actors, and administrators 

regarding healthcare delivery and outcomes by moving beyond positivist research design, which 

must be done in order to explore the layered, subjective complexities of emotion at various, 

entwined levels of healthcare. 

EXTENDING THE SOCIOLOGY OF EMOTION: SOCIAL PRODUCTIONS OF 

COMPASSION 

While sociologists have long recognized the importance of altruistic emotions in social 

order and behaviors, there is a lack of explicit attention to compassion. Theoretically, this is 
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imSRUWanW, aV ZiWhin Whe VRciRlRg\ Rf emRWiRnV WheUe iV ³cRnceSWXal XnWidineVV´ (LRVeke and 

Kusenbach 2008: 512) in regards to empathy, sympathy, and compassion. For example, Coole\¶V 

(1992:132) definiWiRn Rf V\mSaWh\, ³enWeUing inWR and VhaUing Whe mindV Rf RWheU SeUVRnV´ iV 

understood by contemporary scholars as empathy (Jacobs 2006; Ruiz Junco 2017), whereas 

Clark (1997) suggests that empathy is a prerequisite to sympathetic concern. Nussbaum (2001) 

deVcUibeV hRZ V\mSaWh\, emSaWh\, and SiW\ ³aSSeaU in We[WV and in cRmmRn XVage, XVXall\ 

ZiWhRXW cleaU diVWincWiRn´ fURm Rne anRWheU, and RfWen UeflecW ZhaW others refer to as 

³cRmSaVViRn.´ Thus, it is clear that feelings related to helping behaviors are similar and often 

related, but there is a need for distinction. Empirically, attention to compassion in sociology is 

limited and is primarily concerned with feelings and behaviors of individuals, as seen in research 

on charity shop volunteers (Flores 2014), breast cancer and antirape activists (Blackstone 2009), 

mental health care practitioners (Brown et al. 2014), and displays of compassion in childbirth 

(Walsh 2010).  

The focus on individuals is predominant in the sociology of emotions, in part due to 

HochVchild¶V (1983) inflXenWial fUameZRUk WhaW UelieV XSRn a MaU[iVW and FUeXdian VcaffRlding. 

Research in this tradition is primarily concerned with the exploitation and alienation that come as 

a result of emotional demands, particularly of employment. This framework has inspired a 

tremendous breath of empirical work in a variety of professions (Meanwell et al. 2008).  

DeVSiWe HRchVchild¶V (1979) assertion that social life is organized by framing rules, 

feeling rules, and expression rules which inform individual experiences of emotional labor and 

management, this framework largely takes for granted the social processes that construct such 

VWandaUdV Rf emRWiRn. I aSSURach ³cRmSaVViRn´ aV an emotion code (Loseke 2009) created 

through discourse; a set of cultural guidelines that communicates emotional standards and 
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expectations for social actors. What is particularly important is how emotion codes are created 

and become embedded within institutions which informs practical consequences for individual 

actors. ThiV aSSURach cRnVideUV Whe ³social naWXUe, RUiginV, and cRnVeTXenceV Rf emRWiRn´ 

(KXVenbach and LRVeke 2012: 35, emShaViV in RUiginal) b\ anVZeUing BeUicaW¶V (2016: 505) call 

fRU ³a gUeaWeU degUee Rf inWegUaWiRn beWZeen WheRU\ and emSiUical UeVearch, structural and cultural 

approaches, and micro- and macro- SeUVSecWiYeV´ (BeUicaW 2016: 505) ZiWhin Whe VRciRlRg\ Rf 

emotions.  

EXTENDING NARRATIVE SOCIOLOGY: MULTI-LEVEL PRODUCTIONS OF 

COMPASSION 

As with the sociology of emotions, narrative research has been primarily focused on 

e[SeUienceV Rf indiYidXalV, RU ³Velf-VWRUieV.´ In cRnWUaVW, WhiV SURjecW VhifWV aWWenWiRn fURm 

personal stories to cultural and organizational narratives. I am primarily concerned with the ways 

cultural narrative resources inform organizational practices, as well as everyday experiences of 

workers in healthcare settings. Through this perspective, I illuminate consequences of 

storytelling beyond those for individuals.  

Our social world is saturated with stories; they create meaning at every level and in every 

realm of social life. Narratives are tools to make sense of the self, others, and experiences, as 

well as emotions ± categories that are often difficult to define. Cultural narratives are those 

recognizable stories of that reflect unspoken widely shared values and beliefs (Quinn 2005), such 

aV Whe ³AmeUican DUeam´ (LRVeke 2018); a fRUmXla VWRU\ (BeUgeU 1996) WhaW UeflecWV collective 

ways of thinking and feeling about the United States and ZhaW iW meanV WR be a ³gRRd AmeUican.´ 

Cultural narratives offer meaning-making resources for organizations, groups, and individuals ± 



   

 6 

who choose how to employ cultural resources to make sense of social worlds and experiences 

(Gubrium and Holstein 1997; Quinn 2005).   

Cultural meanings are largely taken for granted social codes of collective thinking, 

feeling, and morality, and they become powerful as they are institutionalized (Alexander and 

Smith 1993). Narratives told by institutions and organizations construct various ³institutional 

selves´ (Gubrium and Holstein 2001), VXch aV ³VXbVWance XVing clienWV´ (SelVeng 2017) RU 

³AlcRhRlicV AnRn\mRXV membeUV´ (PRllneU and Stein 1996). These narrative processes organize 

how types of services are provided (Allahyari 2000), for which types of people, and influence 

interactions within organizational worlds (Geiss 2019). As such, narratives are not merely 

consequential symbolically, but quite practically.  

In moving beyond a focus on individual storytelling, researchers can explore multi-level 

complexities and paradoxes that are inherently sociological, rather than limit the importance of 

stories to psychological concerns.  

EXTENDING MEDICAL SOCIOLOGY: PROMOTING AND PROVIDING 

COMPASSIONATE CARE 

This dissertation contributes to medical sociology in two main ways. The first 

contribution is my analysis of shifting professional expectations of emotion for healthcare 

workers. Previous attention to this topic has focused on the ways the medical profession has 

hiVWRUicall\ SUiRUiWi]ed a cRde Rf ³affecWiYe neXWUaliW\´ (PaUVRnV 1951) and ³deWached cRnceUn´ 

toward patients (Fox and Lief 1963) in order to maintain a position of professional authority and 

expertise. Other research has demonstrated that physicians are encouraged to maintain an 

emRWiRnal VWaWe Rf ³indiffeUence,´ and aWWachmenW WR a SaUWicXlaU caVe RU SaWienW iV XndeUVWRRd aV a 

problem (Daniels 1960). Similarly, Smith and Kleinman (1989) found that discussions of 
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personal feelings in medical school was considered taboo, and the avoidance of faculty to 

addUeVV emRWiRnal aVSecWV Rf medicine mainWained a VWandaUd Rf ³emRWiRnal neXWUaliW\,´ 

informing how students developed strategies in managing their own emotions. My project 

continues this line of research, examining how organizations assist in shifting emotional 

expectations and standards toward empathy and compassion.   

The second main contribution to medical sociology is through my use of narrative; 

examining stories of health organizations and healthcare providers. Narrative research in medical 

sociology has been primarily concerned with experiences of illness (Frank 1995; Kleinman 

1988) and has shed light on the various challenges experienced by patients. However, there is a 

Wendenc\ WR WUeaW SaWienW VWRUieV aV inVighWV inWR ³h\SeUaXWhenWic YeUViRn Rf acWRUV¶ e[SeUienceV RU 

VelYeV´ (AWkinVRn 1997: 343). This emphasis detracts attention from the important cultural, 

institutional, and contextual aspects of narrative that inform such individual accounts. Further, 

the focus on illness narratives has left stories of providers largely ignored and undertheorized.  

POSITIONALITY AND METHODOLOGICAL CONSIDERATIONS 

 Part of my initial interest in this research topic comes from my personal exposure to 

healthcare work through family members. Like all types of workers, they often share stories 

about various challenges; managing dying patients, administrative changes in protocols and 

charting systems, disagreements with co-workers, and an overall lack of resources. While they 

often talk about the technical aspects of their work, they less commonly discuss the emotional 

aspects of the job. I can relate to their stories on some level as a curious healthcare researcher, 

however I realize my comprehension will always be limited by my position as a distanced 

spectator. I will never know what it feels like to have a parent counting on me to successfully 

UemRYe WheiU child¶V canceU, watch a patient die on the operating table, feel ribs crack below my 
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hands from doing CPR, or push life-VaYing dUXgV inWR a SaWienW¶V YeinV. I have a personal 

commitment to more comprehensively understand the experiences of frontline healthcare 

workers, who are often depicted as simply uncaring and callous in social science scholarship and 

in the social world more broadly. Most importantly, I believe that understanding the experiences 

and perspectives of workers can inform more equitable, improved models of healthcare.  

 Aside from informing my practice of reflexivity throughout the research process, my 

personal relationship to healthcare workers was practically helpful in snowball sampling to 

recruit nurses for interviews. Through this technique, there was a greater level of initial trust 

from participants. Further, my personal ties to healthcare work helped in developing rapport with 

interview participants. At times during interviews, I shared about my connections to family 

members in the medical field and related their experiences to help participants feel comfortable 

VhaUing aVSecWV Rf WheiU ZRUk WhaW aUe ³XnVSeakable´ WR mRVW RXWVideUV. ThiV cRnYeUVaWiRnal 

approach to interviews resulted in incredibly rich data, as demonstrated in chapter four of this 

project.  

CHAPTER DESCRIPTIONS 

 To examine hRZ cXlWXUal beliefV and YalXeV VXUURXnding ³cRmSaVViRnaWe healWhcaUe´ 

inform organizational practices and the lived experiences of individuals providing such care, I 

employ a multi-level approach to examine macro, meso, and micro levels of narrative meaning 

production.   

Chapter 2: Cultural Conventions of Compassionate Healthcare 

In this chapter, I ask two main research questions: (1) What are the cultural meanings 

associated with compassionate care? (2) How is compassionate care informed by institutional 

structure? To explore these questions, I use narrative analysis to examine symbolic and emotion 
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codes in publicly circulating stories promoted by The Schwartz Center for Compassionate 

Healthcare (SCCH), an American nonprofit leading global efforts in prioritizing compassion in 

healthcare. My analysis for this paper is based on 34 profiles of healthcare providers nominated 

for The SCCH¶V National Compassionate Caregiver of the Year Award, curated patient stories of 

cRmSaVViRn SURmRWed Rn Whe RUgani]aWiRn¶V YRXTXbe channel, and Whe RUgani]aWiRn¶V TZiWWeU 

posts related to stories and benefits of compassionate care. Through analyzing stories featured on 

Whe RUgani]aWiRn¶V web presence, I demonstrate how The SCCH constructs a formula story of the 

³cRmSaVViRn-ZRUWh\ SaWienW,´ Zhich centers a blameless victim patient, a plot of empathetic 

connection between patients and providers, and moral lessons that communicate psychological, 

clinical, and institutional benefits of compassionate care. While seemingly innocuous, this 

cultural code establishes institutional and interactional guidelines of compassionate care in terms 

of deservingness, morality, and emotionality. FXUWheU, I demRnVWUaWe hRZ ³cRmSaVViRnaWe caUe´ 

is informed by and reinforces existing institutional structuring of medicine.  

Chapter 3: Organizational Mediation of the Compassionate Caregiver 

This chapter shifts attention from cultural meanings to organizational practices and is 

guided by two main questions: (1) How do organizations promote a shifting emotion culture of 

compassion in healthcare? (2) How do shifts in emotion culture inform collective professional 

identity work? The daWa fRU WhiV chaSWeU¶V anal\ViV cRme fURm SXblicl\ acceVVible UeVRXUceV Rn 

Whe SCCH¶V ZebViWe WhaW Wend VSecificall\ WR Whe RUgani]aWiRn¶V VignaWXUe SURgUam, SchZaUW] 

Rounds; meetings designed for healthcare workers to make sense of emotional aspects of their 

work. My sample is composed of six webinars, three white papers, two news articles, and one 

feaWXUed VWRU\ WiWled, ³SXSSRUWing CaUegiYeUV Rn Whe FURnW LineV Rf CaUe.´ Using narrative 

analysis, I examine the organizationally supported SURdXcWiRn Rf ³cRmSaVViRnaWe caUegiYeUV,´ 
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and collective emotion management practices. I demonstrate how Schwartz Rounds assist 

providers in collaborative meaning-making to reconcile grief, doubt, guilt, and frustration; 

emotions incongruent with the moral identity code of the compassionate caregiver. These 

sessions also assist workers in transforming negative emotions into feelings of pride, closure, and 

resilience to make sense of a moral professional self.    

Chapter 4: Managing Everyday Troubles of Compassionate Care 

This chapter continues to explore compassionate healthcare by centering on the 

experiences of providers tasked with providing such care. I focus my attention on the 

perspectives of nurses, as nursing is the profession in medicine most historically and culturally 

linked WR ³caUing´ and ³cRmSaVViRn.´ In this chapter I ask two main questions: (1) How do 

cXlWXUal Za\V Rf Whinking and feeling infRUm Whe eYeU\da\ e[SeUienceV Rf dRing ³cRmSaVViRnaWe 

caUe?´ (2) How do nurses reconcile a moral sense of self when lived experiences conflict with 

cultural values and beliefs? To examine these questions, I use in-depth interviews with a diverse 

sample of eleven hospital nurses working in a variety of departments, including the general floor, 

post-anesthesia care, transplant, operating room, neonatal intensive care unit, wound care, and 

Hospice. Through narrative interviewing (Gubrium and Holstein 2009), I explore the 

relationships between personal experience, institutional order, and cultural resources, and 

demRnVWUaWe hRZ cXlWXUal cRdeV Rf ³dRing gRRd´ infRUm eYeU\da\ WURXbleV, mRUal idenWiW\ 

production (Kleinman 1996), and the development of emotion management (Hochschild 1983) 

tactics to reconcile meaning disjunctures. 

Chapter 5: Discussion and Conclusion 

 In the final chapter of this dissertation, I discuss the theoretical, methodological, and 

practical contributions of this project and suggestions for future research. 
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CHAPTER TWO:  

CULTURAL CONVENTIONS OF COMPASSIONATE HEALTHCARE 

 

ABSTRACT 

This paper extends attention to compassionate healthcare by moving beyond analyses of 

individuals; guided by two main research questions: What is the cultural meaning of 

compassionate healthcare? How is compassionate healthcare organizationally promoted? My 

virtual narrative analysis of the Schwartz Center of Compassionate Healthcare demonstrates the 

construction of a formula story that that operates through (1) characterizations of the 

³cRmSaVViRn-ZRUWh\ SaWienW,´ (2) SlRWV Rf emSaWheWic cRnnecWiRn and cRmSaVViRnaWe acWiRn 

between patients and providers, (3) morals that communicate the personal, clinical, and 

institutional benefits of compassion in healthcare, (4) with specific appeals to administrative 

audiences. I argue that as this formula story becomes a cultural code, it serves as an 

organizational model that establishes expectations and yardsticks of deservingness, morality, 

emotionality, and efficiency in healthcare. This paper demonstrates the need to move beyond 

examinations of emotion as individual-level phenomena and the need for continued empirical 

attention to the construction of cultural meanings in conjunction with organizational structuring 

and interaction.  
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INTRODUCTION 

The healthcare system in the United States faces multiple problems; one of which is 

described as a lack of compassion and dehumanization (Shea, Wynyard, and Lionis 2014). The 

persistent discourse on the failings of healthcare due to a lack of compassion has resulted in 

effRUWV WR ZUiWe ³cRmSaVViRnaWe caUe´ inWR Whe eWhical cRde Rf cRndXcW fRU healWhcaUe 

professionals (Wang 2016). While some scholars and medical professionals support these efforts 

as a way to improve patient outcomes (e.g. Lown et al. 2011), others are concerned that doing so 

is futile, overlooks potential pitfalls, leads to increased emotional labor (Hochschild 1983) and 

burnout of medical providers, and UeVXlWV in a ³cXlWXUe Rf SeUfXncWRUineVV and c\niciVm´ (Wang 

2016: 7).  

The issue of compassion in healthcare has been examined mostly from a psychologically-

rooted conceptualization of compassion; treating compassion as something felt and enacted by 

individuals, experienced privately, with consequences for people primarily in terms of emotional 

affect. For example, in a meta-review of compassionate care in health literatures, Sinclair et al. 

(2016) found six primary themes; each of which are focused on perceptions: the nature of 

compassion, development of compassion, interpersonal factors that relate to compassion, action 

and practical compassion, barriers and enablers of compassion, and outcomes of compassion. 

Sociological attention that centers the topic of compassionate healthcare has been minimal. 

Previous research includes attention to compassion in childbirth (Walsh 2010), compassionate 

health policy and practices (Singleton and Mee 2017), and the practical compassionate work of 

mental health practitioners (Brown et al. 2014).  

PaUWicXlaUl\ UeleYanW WR WhiV aUWicle iV BURZn and FlRUeV¶ (2011) UeVeaUch WhaW e[amineV 

the public discourse of the British National Health Service and hospice movement; 
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demRnVWUaWing ³hRZ cRmSaVViRn and hRSe can VSXU Whe cUeaWion of and become embedded within 

inVWiWXWiRnV Zhich, in WXUn, imSacW XSRn Whe diffXViRn Rf WheVe emRWiRnV acURVV VRcieW\´ (2011: 

62). Brown and Flores (2011) call for continued empirical attention to the ways compassion is 

enacted within institutions. My paper takes up this invitation; furthering this line of research by 

e[amining ³cRmSaVViRnaWe healWhcaUe´ aV cultural phenomena constructed through discourse, 

which informs the organizational structuring of healthcare. Specifically, this paper is guided by 

two main research questions: What is the cultural meaning of compassionate healthcare? How is 

compassionate healthcare organizationally promoted? To examine these questions, I employ an 

original method of virtual narrative analysis ± an approach that tends to the complexities and 

fluidity of narrative productions of meaning in virtual social contexts.  

This paper begins with a discussion of narrative as a way to examine the cultural and 

organizational meaning production of compassionate healthcare. I then outline my use of 

narrative analysis and methodological choices. Next, the first part of my findings section 

demonstrates how the Schwartz Center of Compassionate Healthcare promotes a formula story 

WhaW UelieV Rn: (1) chaUacWeUi]aWiRnV Rf Whe ³cRmSaVViRn-woUWh\ SaWienW,´ (2) SlRWV Rf emSaWheWic 

connection and compassionate action between patients and providers, and (3) narrative morals 

that communicate the personal, clinical, and institutional benefits of compassion in healthcare. 

The second part of my findings section examines how the SCCH employs Twitter as an 

organizational tool that persuades target audiences to enact institutional change in the name of 

compassionate care; couching narratives of compassion in administrative, capitalist logic. I 

conclude this paper with a discussion of furthering this line of research and stress the theoretical 

and practical value of examining the ways cultural meanings are constructed in relation to 

structure, process, and interaction. 
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EXAMINING CULTURAL ASPECTS OF EMOTION THROUGH NARRATIVE 

The social world is inundated with stories; they are pervasive in all aspects of social life, 

in all cXlWXUeV, and in all hiVWRUical mRmenWV. SimSl\ VWaWed, hXmanV aUe Vkilled ³VWRU\Welling 

animalV´ (MacInW\Ue 1984) and VWRUieV, RU naUUatives, are tools of meaning-making. Stories 

typically contain settings, plots, and characters that communicate lessons (morals) to audiences. 

For example, a story about a person who loses their job for being late to work coveys the 

morality of punctuality. As such, stories do not merely construct meaning for authors (self-

stores); stories encourage audiences to think and feel in particular ways. Narratives are 

embedded with unspoken cultural meanings (Quinn 2005) and they provide a way to uncover 

hidden aspects of social life (Polkinghorn 1988).   

This paper focuses attention to formula stories (Berger 1997), or those stories that are 

composed of familiar and predictable characters, plots, and morals. They operate through use of 

symbolic codes (Alexander 1992) and emotion codes (Loseke 2009) that serve as cognitive 

models, communicating boundaries of meanings to audiences. Symbolic codes are cultural ways 

of thinking, or systems of ideas about how the world works (logical appeals) or should work 

(moral appealV) WhaW infRUm ³ZhaW aXdienceV Whink Whe\ knRZ, ZhaW Whe\ YalXe, ZhaW Whe\ UegaUd 

aV aSSURSUiaWe and SURmiVing´ (DaYiV 2002:17-18). Emotion codes operate similarly through 

discourse (Abu-Lughod and Lutz 1990) and serve as models of feeling rules, framing rules, and 

diVSla\ UXleV (HRchVchild 1979) WhaW ³RUgani]e and VWUXcWXUe Whe Za\V Ze e[SUeVV RXU emRWiRnal 

VWaWeV and UeVSRnd WR RWheUV´ (TXdRU 2003: 241).  S\mbRlic and emRWiRn cRdeV encRXUage 

audience evaluations about story characters, plots, settings, and morals. For example, a pervasive 

system of meaning in stories of help commonly feature the character of a victim (symbolic code) 

that is evaluated as worthy of sympathy (emotion code) and help (Clark 1997).  
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Formula stories are pervasive as they are composed of deeply embraced social codes. For 

example, in the United States the cultural narrative is the American Dream, a pervasive, widely 

ciUcXlaWing VWRU\ abRXW a VSecific W\Se Rf SeUVRn, Whe ³gRRd AmeUican,´ ZhR iV chaUacWeUi]ed b\ a 

particular type of motivation and behavior to work hard in order to achieve success. Within this 

story widely shared cultural codes of individualism, capitalism, and family operating together, 

this story as a cultural code itself, or a model of how people should act and how the world should 

work (Loseke 2019: 27). This formula serves as a cultural code (Alexander and Smith 1993), 

Zhich iV VR SeUYaViYe WhaW ³indiYidXal inVWanceV Rf [Whe AmeUican DUeam] can be UecRgni]ed eYen 

when audiences are not explicitly told that a particulaU VWRU\ iV an inVWance Rf WhiV W\Se Rf VWRU\´ 

(Loseke 2019: 26, emphasis added). In other words, formula stories are largely taken for granted 

social codes of collective thinking, feeling, and morality that are built into various aspects of 

social life and inform personal, organizational, and institutional storytelling. My specific concern 

is how such codes inform standards of healthcare.  

Cultural Meanings in Organizational Worlds 

Cultural systems of meaning become powerful as they become institutionalized 

(Alexander and Smith 1993), organizing not simply the collective conscious (Durkheim 1961), 

but standards and behaviors within social structure. Narratives at the meso-level construct 

various ³inVWiWXWiRnal VelYeV´ (GXbUiXm and HRlVWein 2001) that justify and structure the 

organization of services provided (Allahyari 2000). For example, categorizations of people such 

aV ³VXbVWance XVing clienWV´ (SelVeng 2017) RU ³AlcRhRlicV AnRn\mRXV membeUV´ (Pollner and 

Stein 1996) designate who is served by a particular organization (and who is not) and in what 

Za\V. ³TaUgeW SRSXlaWiRnV´ (SchneideU and IngUam 1993) aUe diYeUVe; ZiWh VRme W\SeV Rf 

services for people culturally evaluated as moral, worthy of sympathy and help, while others as 
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immoral, worthy of punitive responses such as condemnation or punishment. These categories 

SURYide membeUV¶ UeVRXUce (GaUfinkel 1967) fRU inWeUacWiRnV ZiWhin RUgani]aWiRnal ZRrlds. 

As organizational structuring is informed by cultural meaning systems, so are interactions 

within them. CXlWXUal meaningV aUe SaUW Rf a ³WRRl kiW´ (SZidleU 1986) Rf UeVRXUceV and Sractical 

actors do everyday work to uphold, challenge, or adapt such pervasive systems of meaning to 

make sense of their social worlds and experiences (Gubrium and Holstein 1997; Quinn 2005). 

For example, in my previous research (Geiss 2019), I demonstrate how social service workers 

manage cXlWXUall\ SeUYaViYe nRWiRnV Rf ³helS,´ WhaW aUe UeflecWed and UeinfRUced WhURXgh SXblic 

storytelling. Case managers at a child mentoring organization described that while glamorized 

images are effective in generating public support (absolutely necessary for non-profit 

organizations), these images added to the difficulties of their everyday work in managing the 

expectations of unpaid volunteer mentors. For example, volunteer mentors would question how 

they were making a difference if their child mentee was not easily recognized as a victim in need 

Rf helS. WRUkeUV deVcUibed SeUfRUming emRWiRnal labRU WechniTXeV Rf ³dUama dilXWiRn´ WR meeW 

organizational goals of keeping mentors and mentees together. As such, narratives are not merely 

consequentially symbolically, but quite practically.  

Attention to narratives in sociology of health (and sociology more broadly), has been 

largely concerned with self-stories and individual sensemaking. There is a rich tradition that 

takes a narrative approach to understanding illness experiences (Frank 1995; Kleinman 1988); 

that while useful in understanding the lived experiences of illness, has a tendency to treat patient 

VWRUieV aV inVighWV inWR ³h\SeUaXWhenWic YeUViRn Rf acWRUV¶ e[SeUienceV RU VelYeV´ (AWkinVRn 1997: 

343). This emphasis relegates the importance of narrative to the psychological logic; largely 

ignoring the cultural and institutional contexts that inform such individual accounts. It is 
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particularly important for health researchers to tend to the ways that narratives are 

³simultaneously about the SeUVRnal, Whe VRcial, and Whe cXlWXUal´ aV Zell aV ³SUiYaWe life aV Zell aV 

abRXW SXblic VRcial SURceVVeV, VRcial fRUceV, and VRcial inVWiWXWiRnV´ (LRVeke 2019: 85, emShaViV 

in original). This paper illuminates how organizationally promoted narratives are informed by 

cultural ways of thinking and feeling; which ultimately inform structural and interactional 

guidelines.  

METHODS 

To explore how cultural systems of meaning inform institutional structuring of 

compassion, this project employs a developing method of virtual narrative analysis that 

combines elements of virtual ethnography (Hine 2000), narrative ethnography (Gubrium and 

Holstein 2008), and formula story analysis (Loseke 2012). The primary goal of this method is to 

embrace the unbound, fluid, multi-directional nature of narrative doings in virtual spaces; 

emphasizing story content, context, and consequences. This developing approach answers 

LRVeke¶V call fRU ³mRUe cRnceUWed aWWenWiRn WR deYelRSing meWhRdRlRgical WechniTXeV fRU 

examining how [formula] VWRUieV ZRUk and Whe ZRUk WheVe VWRUieV dR´ (2012: 265). ViUWXal 

narrative analysis is particularly useful for the study of organizations, as digital organizational 

worlds do not exist separately from physical spaces but are continuously entangled and influence 

one another in meaningful ways (Geiss 2019, emphasis in original).  

While virtual ethnography (Hine 2002) informs my method of data collection (as I 

discuss in more detail below), virtual narrative ethnography does have some distinct differences.  

Virtual ethnography (as well as traditional ethnography) is particularly concerned with SeRSle¶V 

doings. However, narratives cannot (and should not) be confined to something of people, as this 

would be an oversimplification and limit understandings of the work narratives do in social life. 
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As narrative transcends analytical levels and social spaces, this requires methodological 

innovation that blurs the distinction between levels of analysis, as well as virtual and in-person 

social worlds. 

Narrative ethnography (Gubrium and Holstein 2008) informs my approach, however, is 

conceptualized as best suited for in-person immersion. I draw from the tenants of this approach, 

emShaVi]ing ³Whe inWeUSla\ beWZeen e[SeUience, VWRU\ing SUacWiceV, deVcUiSWiYe UeVRXUceV, 

purpoVeV aW hand, aXdienceV, and Whe enYiURnmenWV WhaW cRndiWiRn VWRU\Welling´ (GXbUiXm and 

Holstein 2008: 250). Scholars have recently begun employing virtual ethnography to explore 

narratives in the digital world (e.g. Busby and Laviolette 2006; Egner 2019; Underberg and Zorn 

2013; Webb 2001), demonstrating a need for innovative methodology.  

Site 

 The Schwartz Center for Compassionate Healthcare (SCCH) is an American nonprofit 

founded by Kenneth Schwartz, who was diagnosed with advanced lung cancer and near the end 

of his life became passionate about creating an organization that promotes compassion in 

healthcare. The center produces and distributes educational webinars, hosts an annual 

Compassion in Action Healthcare Conference, and recognizes exemplary compassionate 

healthcare professionals through the National Compassionate Caregiver of the Year (NCCY) 

Award. The SCCH also supports Schwartz Rounds, which are sessions designed for healthcare 

providers to discuss the social and emotional issues they face in their work. These events are 

held at over 600 healthcare organizations in the United States, Canada, United Kingdom, Ireland, 

Australia, and New Zealand.    
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Data 

 My entry point for data collection was through the SCCH website, where I followed 

linkageV WR cRnnecWed YiUWXal fieldV, VXch aV Whe RUgani]aWiRn¶V SXblic YRXTXbe and TZiWWeU 

accounts. My analysis for this paper is based on all 34 finalist profiles of healthcare professionals 

nominated for the 2013-2018 NCCY awards, curated patient stories of compassion promoted on 

Whe RUgani]aWiRnal YRXTXbe accRXnW, and Whe RUgani]aWiRn¶V TZiWWeU SRVWV fURm OcW 2017- Oct 

2019 that promote stories of and benefits to compassionate healthcare. Other health research has 

analyzed YouTube data (see Kousha, Thelwall, and Abdoli 2012 for a review), including 

examinations of HPV vaccine coverage (Briones et al. 2011), obesity framing (Yoo and Kim 

2011), and direct-to-consumer genetic testing utilizing narrative analysis (Harris et al. 2014) and 

is particularly relevant in examining cultural elements in publicly promoted narratives of 

compassionate healthcare.  

I managed data by lumping and splitting data into various themes and subthemes; and 

tracing the connections between them. I began my analysis by closely reading all textual data and 

watching all of the videos in my sample, gaining a general understanding of the narrative 

context. I then uploaded text and audio transcriptions into N Vivo software program to analyze 

³cXlWXUe in Walk´ (QXinn 2005). While conducting the initial stage of analysis in N Vivo, I 

watched the videos again, adding themes based on what is shown rather than merely stated. 

During these observations, I paid close attention to emotion performance, supplemental imagery, 

and story production.   

I WhemaWicall\ and manXall\ caWegRUi]ed daWa in N ViYR XWili]ing LRVeke¶V (2012) 

approach to analyzing formula stories. I began by focusing on characters, plots, morals, settings, 

and potential audience interpretations, looking for patterns across stories. I asked questions such 
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as: What are the qualities of a patient receiving compassion? What are the characteristics of a 

compassionate provider? The next step of my analysis focused on uncovering symbolic and 

emotion codes; questioning assumptions, beliefs, and values communicated within stories.  Last, 

I asked questions about the consequences of these stories: What is the work of these 

organizationally promoted narrative? How might these stories inform institutional structuring, 

guidelines, and everyday interactions?  

CULTURAL ASPECTS OF COMPASSIONATE HEALTHCARE 

My analysis examines: What is the cultural meaning of compassionate healthcare? How 

is compassionate healthcare organizationally promoted? I focus on how cultural ways of thinking 

and feeling about compassionate healthcare inform a publicly promoted formula story that serves 

as a tool of persuasion, as well as a meaning-making resource for health professionals, patients, 

policy makers, and the general public. My analysis consists of two main sections: (1) story 

contents, including characters, plots, and morals, and (2) how such a story persuades structuring 

compassionate care through administrative, capitalist logic.    

The Formula Story of Compassionate Healthcare: Characters, Plots, and Morals 

The Compassion-Worthy Patient 

 Aristotle (1926) asserted that compassion is informed by three key judgements: that the 

suffering of another is serious; the suffering is undeserved; and WhaW Rne¶V own possibilities are 

similar to those who are suffering (see also Nussbaum 2001, emphasis added). The formula story 

of compassionate healthcare exemplifies these understandings; reliant upon a medical 

recognition of suffering and a moral evaluation of deservingness informed by western values and 

belief systems.  
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All of the patients featured in the public organizational stories of compassionate care can 

be culturally understood as victims in some way; and the vast majority of patients can be easily 

eYalXaWed aV ³SXUe YicWimV,´ RU individuals who have been unjustly harmed through no fault of 

their own (Best 1997; Holstein and Miller 1990; Loseke 2007). The symbolic code of victim 

RUgani]eV a YaUieW\ Rf ³helSing´ hXman VeUYiceV, VRcial SURblemV groups and advocacy, and the 

promotion of this categorical, simplistic, image is an effective tool in persuading audiences that a 

problem exists, and those affected are in need of and deserving of concern and help (Clark 1997; 

Dunn 2004, 2008); in this case, compassionate care.  

The SCCH VWRUieV cRmmRnl\ feaWXUed chaUacWeUV VXch aV ³Whe gRRd SaUenW,´ ³Whe 

innRcenW child,´ and ³Whe gRRd AmeUican;´ all W\SeV Rf SeRSle WhaW aUe cXlWXUall\ UecRgni]ed aV 

respectable, moral people, whose lives were interrupted by accident or illness. JeVVica¶V VWRU\ 

featured on the organizational YouTube account provides an example: 

When I first found out that I had breast cancer I had a three month old baby. I 

thought the whole world was perfect and had gotten to just the place I wanted to 

be in life. And I found a lump accidentally in the shower and thought my whole 

world was ending; that it was all crashing in and I was going to be leaving this 

beautiful little daughter behind. 

JeVVica¶V life SUiRU WR heU diagnRViV ZaV, in heU ZRUdV, ³SeUfecW.´ She had jXVW TXiW heU jRb WR VWa\ 

home with her new baby, an admirable decision when evaluated through American cultural 

beliefs of motherhood. She is clearly not only responsible, but loving, dedicated, and fulfilled by 

her family. Jessica exemSlifieV Whe ³caUing mRWheU.´ LaWeU in heU VWRU\, a nXUVe deVcUibed Zhen 

Vhe fiUVW VaZ JeVVica: ³I ZenW aURXnd Whe cRUneU and WheUe ZaV WhiV lRYel\ [not ugly] young [not 

old] ZRman ZiWh a bab\ VWURlleU and I UemembeU all Rf XV jXVW, µRh SleaVe dRn¶W leW What be the 
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SaWienW,¶´ SRUWUa\ing an e[SecWed VenWimenW WRZaUd WhiV W\Se Rf SaWienW. The majRUiW\ Rf SaWienWV 

feaWXUed in VWRUieV can be caWegRUi]ed aV ³Whe gRRd SaWienW´ chaUacWeU: bUaYe fighWeUV ZiWh 

supportive families and friends, a hopeful attitude, courageous, and life goals despite diagnosis 

and WUeaWmenW. PaUW Rf JeVVica¶V VWRU\ feaWXUeV heU dRcWRU Uecalling WheiU fiUVW meeWing: 

Jessica was very quick to mention that she had just had a baby and she was 

thinking about another child as well. And so those types of cues gave me the 

sense that Jessica was already looking at her life not just a cancer diagnosis but 

heU life in WeUmV Rf being able WR dR ZhaW Vhe had WR dR Whe cRnTXeU canceU«ThaW 

really gave me the confidence and security that Jessica was going to be somebody 

who would be able to conquer the diagnosis and really have a fulfilling life as a 

cancer survivor.   

Despite her cancer diagnosis, Jessica tells the doctor about her dedication to achieving her life 

goals; including not only being a good mother to her newborn child, but also in having a second. 

AV VXch, JeVVica¶V dRcWRU deVcUibeV heU aV haYing Whe SRWenWial WR be a canceU ³VXUYiYRU.´ Such 

paWienWV ZeUe RfWen deVcUibed aV ³inVSiUaWiRnV´ RU ³heUReV.´  

 While the vast majority of patients were portrayed as pure victims, there were some 

VWRUieV WhaW feaWXUed Whe chaUacWeU Rf Whe ³hRmeleVV SeUVRn,´ a mRUe cRnWeVWed image WhaW dReV nRW 

as easily call up cultural evaluations of deservingness. For example, one story from a NCCY 

award profile highlights a homeless patient who was diagnosed with terminal cancer: 

Michael [MD] ¿UVW meW ChaUleV [SaWienW] in a VRXS kiWchen. EaUlieU in hiV life, he 

had been a successful man with a family until his world collapsed when his 

daughter died in a car accident. Charles became homeless and slept under a 
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bUidge, ZheUe he ZaV eYeU\Rne¶V SURWecWRU, helSing Whem ¿nd UeVRXUceV, Zhich he 

denied himself.  

ThiV e[ceUSW highlighWV ChaUleV, a ³VXcceVVfXl man´ ZhR became hRmeleVV, nRW becaXVe Rf hiV 

own lack of motivation (which would result in negative audience evaluations based on the 

cultural code of individualism), but because he lost his daughter tragically in a car accident, 

which affected him to where he was unable to continue his everyday life. These indicators 

encourage feelings of sympathy, rather than pity or disgust. Charles is not described as a 

³YagUanW´ (a SRUWUa\al WhaW ZRXld UeVXlW in a negaWiYe aXdience eYalXaWiRnV), bXW aV a VelfleVV 

helper who puts others before himself. All of these traits are culturally admirable and construct a 

person worthy of sympathy and assistance.  

  However, some patients featured in the NCCY award profiles could be evaluated as not 

so exemplary, mRUe deYianW, VXch aV ³Whe dUXg XVeU,´ ZhR mighW be cRmmRnl\ XndeUVWRRd aV 

having caused their own problems or as villains for putting others at risk. This type of negative 

image lends more to an emotional and behavioral evaluation of fear and control, rather than 

sympathy and compassion. When such contested types of patients were featured, their deviance 

ZaV medicali]ed (CRnUad and SchneideU 2010), aV demRnVWUaWed b\ an e[ceUSW fURm RRVie¶V 

NCCY profile about working with patients who are drug users:   

She ¿ndV heUVelf WURXbled eVSeciall\ Zhen Vhe knRZV a SaWienW iV l\ing WR heU bXW 

recognizes WhiV iV SaUW Rf Whe diVeaVe. ³The\¶Ue SURWecWing WheiU beVW fUiend,´ Vhe 

Va\V«. Sa\V anRWheU (cR-ZRUkeU), ³RRVie XndeUVWandV WhaW addicWiRn iV a cRmSle[ 

disease. For those who struggle, who slip, who fail, Rosie is always there ± never 

abandoning them, alwa\V ZelcRming Whem, alZa\V WU\ing WR ¿nd Za\V WR keeS 

Whem aliYe.´  
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In emphasizing that troubling, immoral behaviors such as lying are direct consequences of 

disease, blame is removed from the individual which encourages the emotion of sympathy. In 

this example, medicalization serves as a tool of victimization; doing important moral character 

work that is congruent with sympathy. This story not only constructs drug user patients as 

worthy of sympathy and compassion, but the provider as moral. Within this characterization, 

Rosie is a superbly compassionate provider, as she is able to provide compassion to even deviant 

patients when deservingness is questionable.   

Across stories, patients were largely diagnosed with cancer, or were involved in an 

accident of some kind. None of the patients featured could be evaluated as having caused their 

illness (for instance, founder of the SCCH Ken Schwartz who was diagnosed with and died of 

lung cancer was explicitly idenWified aV a ³nRn-VmRkeU´), cRmmXnicaWing blameleVVness, an 

imSRUWanW TXalifieU Rf ³YicWim.´ AV SaWienWV aUe caVW aV YicWimV, Whe\ aUe cXlWXUall\ XndeUVWRRd aV 

deserving of sympathy; a precursor to empathy and compassion, which is constructed through 

plot elements. 

Plots of Empathetic Connection and Compassionate Action 

As sympathy can further distance the sympathizer and the recipient (Clark 1997), 

empathy is a necessary next step of compassionate care in these stories; linking the observer (in 

this case, health providers) to the person suffering (patients). In the formula story of 

compassionate healthcare, empathy is constructed through plot development of deep connections 

between patients, families, and providers. Through this plot, compassion is reaffirmed in terms 

Rf AUiVWRWle¶V WhiUd TXalifieU: Whe RbVerver can come to understand the suffering of another as a 

possibility in their own life.  
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IW ZaV YeU\ cRmmRn diVWincWiRnV Rf ³SaWienW´ and ³SURYideU´ WR be blXUUed WhURXghRXW 

stories; many featured providers who have been patients and a persistent theme that providers 

cRXld find WhemVelYeV in Whe ³JRhnn\´ (hRVSiWal gRZn) aW an\ Wime. FRU e[amSle, Whe mRVW Zidel\ 

ciUcXlaWed SCCH YRXTXbe YideR (ZiWh RYeU 30,000 YieZV) WiWled ³An AccidenWal DRcWRU,´ 

features a physician who was electrocuted and thrown over 20 feet, resulting in multiple 

amputations. The accident inspired him to become a doctor and informs his empathetic approach 

to patients:    

Medicine would be a place I could use these experiences. You use your own 

humanity, that's your source; that's your wellspring. That you sort of look at your 

own life and see your own suffering that's the platform for empathy that's the 

SlaWfRUm fRU cRnnecWiRn« [M\ SaWienWV] Wake Rne lRRk aW me and Whe\ knRZ I'Ye 

been in the hospital bed. I don't have to explain it. I don't have to say anything. 

You know, it's not doctor here [holds hand up as a measure], patient here [lowers 

hand]; all of a sudden, it's human to human. 

TheUe iV a SeUViVWenW emShaViV Rn UecRgni]ing Whe ³inheUenW´ hXman cRnnecWiRn beWZeen SaWienWV 

and providers throughout stories; empathy was commonly described as a key element of 

humanity generally and compassionate care specifically. The SCCH stories highlight deep 

relationships forming between patients and providers, often times as a friendship or family-like 

bRnd. Man\ Rf Whe RUgani]aWiRn¶V YRXTXbe YideRV ZeUe SURdXced in a VeTXence WhaW afWeU 

inWURdXcing SaWienWV, a VWRU\ deVcUiSWRU aSSeaUed Rn Whe VcUeen: ³a UelaWiRnVhiS beginV´ RU ³a 

VSecial UelaWiRnVhiS.´ FRU e[amSle, Whe VWRU\ Rf TRdd, a SaWienW ZiWh vascular disease and 

diabeWeV, and hiV dRcWRU deVcUibed Whe ³UeZaUding UelaWiRnVhiS Whe\ deYelRSed RYeU Whe cRXUVe Rf 

[hiV] lengWh\ WUeaWmenW.´ TRdd UeflecWV Rn hRZ he YieZV WheiU UelaWiRnVhiS:  
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We've grown together and when we first met, we were both young professionals 

and setting out on our way and then all these we've had children the same age. It's 

been a gUeaW UelaWiRnVhiS fRU bRWh Rf XV« in a ZRUd iW iV lRngeYiW\, becaXVe Ze'Ye 

deYelRSed a WUXVW and a fUiendVhiS«IW¶V Whe diffeUence beWZeen, \RX knRZ, 

friendship and acquaintances. I'm acquaintances to most of my doctors, but Bill is 

truly a friend of mine. 

Throughout the SCCH stories, providers were portrayed as extremely close to patients 

and their families; building relationships in and outside of medical settings. Providers 

were regularly depicted interacting with patients outside of healthcare settings; they 

attended patient funerals and were invited to birthday parties; one was asked to be the 

maid Rf hRnRU in a SaWienW¶V Zedding. IW ZaV cRmmRn fRr providers to be referred to as 

³SaUW Rf Whe famil\,´ Zhich iV e[emSlified b\ Whe VWRU\ Rf KaWheUine and heU nXUVe LiVa, aV 

naUUaWed b\ KaWheUine¶V Vibling and mRWheU:  

The week before she died, she had a seizure and actually Lisa was there 

for the last three days that Katherine was alive. She had a place in our 

family just as much as any one of our siblings and my parents did because 

she had been so important to Katherine that it seemed only natural that she 

VhRXld be WheUe aW Whe mRmenW« AW Rne SRinW LiVa tried to leave the room 

and Whe kidV ZanWed heU UighW back, ³NR, SleaVe VWa\ in heUe ZiWh XV;´ 

because we knew she was going to die. 

Not only was the relationship portrayed as highly valued by the family, but also by the provider. 

LiVa deVcUibed: ³The\'Ue my link to Katherine, but I'm their link to Katherine because I related to 

heU Rn a diffeUenW leYel. And I Whink WhaW'V hRZ Ze hRld Rn WR heU; Ze hRld Rn WR heU WRgeWheU.´ 



   

 32 

This type of connection is portrayed as a fundamental component of compassionate care and is 

emphasized throughout the SCCH stories. One nurse provided her perspective on compassionate 

caUe and adYice WR RWheU caUegiYeUV: ³If I cRXld VXmmaUi]e cRmSaVViRnaWe caUe in jXVW Rne ZRUd, I 

ZRXld XVe, µlRYe¶« If \RX cRXld SXW \RXUVelf in a SRViWiRn ZheUe \RX¶Ue Whinking Rf Whe SaWienW 

as your own family member, your own spouse whom you love, and treat them the way you 

would expect your person to be treated ± ZiWh lRYe, kindneVV and cRmSeWenc\.´ ThiV TXRWe 

demRnVWUaWeV SSUecheU and FehU¶V (2005) concept of compassionate love, a type of compassion 

that includes tenderness, caring, and self-sacrificing; all of which are values aligned with the 

cXlWXUal cRde Rf ³famil\.´   

 Another plot element that follows an empathetic connection is compassionate action for 

SaWienWV and familieV. BeUlanW (2004) deVcUibeV cRmSaVViRn aV mRVW cleaUl\ an ³emRWiRn in 

RSeUaWiRn´ (S. 4). CRmSaVViRn iV nRW meUel\ a feeling; iW iV Wied WR behaYiRUV. While mRVW Rf Whe 

promoted stories feature deep connections and friendships between patients and providers 

guiding compassionate action (such as attending funerals, birthday parties, and so forth) there is 

also potential for compassion in brief, seemingly banal occasions. Compassion is performed 

throughout the stories in a variety Rf Za\V; Uanging fURm ³Vmall acWV Rf kindneVV´ VXch aV a VRfW 

WRXch Rn Whe VhRXldeU, a ZaUm Vmile, RU aVking abRXW a SaWienW¶V SeUVRnal inWeUeVWV; emShaVi]ing 

how compassion can be built into action during mundane, everyday interactions and that anyone 

at any time can be compassionate- from surgeons to parking attendants, and that doing so takes 

little time and effort.  

Narrative Morals of Compassionate Healthcare 

 Stories communicate moral lessons; something to be learned by audiences. The morals 

promoted by the stories of the SCCH support the organizational mission: compassion is a vital 
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component of effective healthcare and therefore medicine must be restructured to reflect this. 

Benefits of compassionate healthcare are portrayed as threefold: improved clinical outcomes and 

satisfaction of patients, greater personal fulfillment and job satisfaction for providers, and 

ultimately improved systems of care. 

 Throughout the stories promoted by the SCCH, there is an emphasis on the clinical 

importance of compassion. It was extremely common for compassion to be portrayed as an 

integral aspect of quality health care; just as important, if not more than, medical knowledge and 

e[SeUWiVe. One NCCY caUe Weam SURfile deVcUibeV WhaW ³Wechnicall\ cRmSle[ caUe Zill neYeU 

UeSlace Whe healing SRZeU Rf a VimSle acW Rf kindneVV.´ CRmSaVViRnaWe caUe iV SRUWUa\ed aV 

something that can relieve symptoms and plays a critical role in clinical outcomes. For example, 

one NCCY profile features a story of such success:  

³A SaWienW ZhR had been in a YegeWaWiYe VWaWe dXUing hiV WUeaWmenW came back WR 

visit Pallavi [MD], having returned to full health. He told her he remembered 

every word she had spoken to him and that her compassion had meaningfully 

cRnWUibXWed WR hiV UecRYeU\,´ Va\V a cRlleagXe.  

ThiV VWRU\ YalidaWeV Whe RUgani]aWiRn¶V call fRU cRmSaVViRnaWe caUe; aSSealing nRW Rnl\ WR VhaUed 

notions of morality and emotion, but to medical logic that upholds the familiar and pervasive 

restitution narrative. This example portrays that compassionate care is medically impactful and 

can assist in the ultimate medical goal of cure and further communicates that even when patients 

cannot express gratitude or verify the benefits of compassionate care received during treatment, 

that compassion has a long-laVWing imSacW. ThiV W\Se Rf VWRU\ inVWillV Whe belief in ³Veed WheRU\´ 

(Geiss 2019); that even though results may not be immediate or observed during care, they will 

come potentially long after care is provided. 
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Stories also communicate the benefits for healthcare professionals in providing 

compassionate care. Throughout stories, it was common for providers to be described as 

attracted to working in medicine to help other people; some NCCY stories featured providers 

who left other professions to make a positive difference through providing medical care. In 

connecting on a personal level with patients (practicing compassion oriented care), providers are 

portrayed as more personally fulfilled by their work. The NCCY profile of nursing assistant 

Jeffrey demonstrates this clearly:   

³I feel like I didn¶W chRRVe RncRlRg\, RncRlRg\ chRVe me,´ Va\V JeffUe\, ZhR 

believes that every encounter with a person is a chance to make a positive 

diffeUence in WhaW SeUVRn¶V life. ³If \RX¶Ue dRing iW UighW, \RX¶Ue gRing WR geW jXVW aV 

mXch RXW Rf caUing fRU WhaW SeUVRn aV WhaW SeUVRn iV gRing WR geW fURm \RX.´ 

It was common for stories to feature providers who work in healthcare to attain a moral identity 

(Kleinman 1996); demonstrating that health care is a moral, helping profession that requires a 

professional standard of compassion. There is a logic that in standardizing compassion in 

healthcare, there are greater opportunities for providers to align their work with personal and 

SURfeVViRnal idenWiW\, Zhich XlWimaWel\ lRZeUV feelingV Rf ³bXUnRXW.´ 

The SCCH emShaVi]eV WhaW Zhile SURYideUV aUe dUaZn WR healWh caUe WR ³dR gRRd,´ WheUe 

are persistent challenges to doing so, including the fast-paced and sometimes traumatic nature of 

the job that requires institutional support for healthcare workers. Throughout the promoted 

stories, particularly in the NCCY award profiles, there was an emphasis on the need to provide 

compassion to providers; and a logic that when this is done, a culture of compassion ensues. One 

NCCY story provides an example of the success that comes from such initiatives that support 

providers: 
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³TheVe iniWiaWiYeV cRnWinXe WR change Whe cXlWXUe aW LakeVide CRmmXniW\ HealWh 

and have led to increased social connections, healthy coping and resiliency, and 

Whe imSURYed RYeUall haSSineVV and VaWiVfacWiRn Rf Whe ICU Weam,´ cRlleagXeV 

UeSRUW. ³TheUe iV RngRing VXSSRUW Rf Whe Weam membeUV in deYelRSing UeVilienc\ 

and meeting the emRWiRnal challengeV inheUenW in deliYeUing caUe«´ Hannah alVR 

created a day-long program for caregivers to learn how to emphasize compassion 

in all caUe inWeUacWiRnV«TheVe SURgUamV haYe helSed UedXce bXUnRXW and VWUeVV. 

Throughout award profiles, it was extremely common for nominees to have developed or taken 

part in programs designed to support healthcare colleagues. A number of these nominees were 

diUecWl\ inYRlYed ZiWh SchZaUW] RRXndV, Whe SCCH¶V SURgUam WhaW VeUYeV aV an inWeUdiVciSlinaU\ 

forum to address the emotional challenges of healthcare work. As such, these stories construct 

the notion that successes related to compassionate care is partially dependent upon services 

provided by organizations like the SCCH. Put simply, this narrative moral validates the 

organization itself. 

Appeals to Administrative Audiences 

 Stories are told for a variety of reasons. For organizations, public storytelling serves 

organizational goals; persuading audiences to subscribe to particular claims and offered services. 

As my main concern in this paper is on the ways cultural meanings inform institutional structure, 

this portion of my analysis focuses on how such stories are packaged to appeal to healthcare 

leadership and administrators; audiences with power to initiate and support institutional change 

in the name of compassion. In this portion of my analysis, I treat the SCCH Twitter account as a 

narrative supplement, guiding audiences on how stories of compassionate care should be read 

and understood as important to improving healthcare systems.  
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 As demonstrated in the above analysis section, it was common throughout stories to 

convey the importance of helping providers avoid burnout by implementing self-care programs 

and initiatives such as Schwartz Rounds to support an effective model of compassionate 

healthcare. The SCCH employs Twitter to further situate the importance of such support through 

administrative appeals that rely on bureaucratic, capitalist measures of institutional success. For 

example, the SCCH explicitly reminds audiences of the financial costs associated with burnout, 

arguing: 

Did you know that doctors in the U.S. experience symptoms of burnout at 

almost twice the rate of other workers? According to a new study 

published in the Annals of Internal Medicine, this very human problem 

also has major financial implications. 

Throughout stories and Twitter posts, compassionate care is constructed as a way to prevent 

burnout and turnover. Providers are portrayed as more fulfilled and more passionate about their 

work when connecting to patients and more likely to support one another, resulting in lower 

instances of burnout and the financial troubles that come as a result.  

In addition to financial savings in reducing burnout, the SCCH also describes how 

models of compassion and support for providers can result in other measurable benefits such as a 

reduced rate of medical errors and higher measures of safety. For example, one Tweet states: 

³Fearless healthcare organizations create psychological safety. Better teams are more willing and 

able WR UeYeal eUURUV, Zhich When enableV imSURYemenW #cRmSaVViRnmaWWeUV.´ AV VXch, Whe SCCH 

promotes that in institutionalizing compassion, institutions can observe measurable 

improvements such as higher quality assurance and safety, which translates to lower rates of 

insurance claims and financial loss.  
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The SCCH also provides administrative justification for compassion by mediating the 

practical concern of time (and therefore, money) lost in order to provide such care. In addition to 

the plot of the above formula story that demonstrates how compassion can be built into small 

acWiRnV, Whe RUgani]aWiRn¶V TZiWWeU accRXnW fXUWheU alleYiaWeV VXch cRnceUnV b\ sending posts such 

as, ³40 VecRndV Rf cRmSaVViRn can change eYeU\Whing fRU a SaWienW.´ AnRWheU WZeeW fURm Whe 

RUgani]aWiRn VhaUed an aUWicle WiWled, ³Does Taking Time For Compassion Make Doctors Better 

AW TheiU JRbV?;´ furthering this point through medical research: 

[Researchers have] found thaW cRmSaVViRn dReVn¶W jXVW benefiW iWV UeciSienWV, bXW iW 

also makes caregivers feel as if they have more time. For doctors, this point is 

crucial ± becaXVe 56% feel Whe\ dRn¶W haYe Wime WR be emSaWheWic. 

#compassionmatters 

This tweet from the SCCH not only alleviates concerns of providers having less time when 

compassionate care is implemented; it suggests that providers will feel as though they have more 

time. As such, administrative logic might follow that in institutionalizing models of 

compassionate care, there may be an expected increase in the number of patients seen along with 

a diminished rate of provider stress. This is of particular concern for healthcare administrators 

ZhR aUe WaVked ZiWh enVXUing ³efficienc\´ and managing bXdgeWaU\ UeVWUicWiRnV.  

In addition to a solution for problems related to providers, the SCCH constructs 

compassionate healthcare as important for patient outcomes and measurable institutional 

improvements. As demonstrated in the above formula story, compassionate care often relies on a 

SlRW Rf UeVWiWXWiRn, ZiWh SUedicWable mRUalV Rf imSURYed SaWienW RXWcRmeV. The SCCH¶V WZiWWeU 

account provides further evidence specifically regarding the clinical importance of compassion; 
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it was very common for compassion to be constructed as not Rnl\ a VXSSlemenW Rf ³gRRd caUe,´ 

but as a medical treatment in itself. For example, one tweet states: 

Studies show that compassionate healthcare environments were found to be more 

effective than aspirin in preventing heart attacks or stopping smoking 

habits. #compassionmatters 

OWheU UeVeaUch iV SURmRWed in Whe SCCH¶V WZiWWeU SRVWV, inclXding ZRUk WhaW deVcUibeV hRZ 

compassion can help cure the common cold and how conversations between patients and 

SURYideUV can be ³aV SRWenW an analgeVic aV man\ WUeaWmenWV Ze SUeVcUibe.´ One NCCY aZaUd 

nRminee iV feaWXUed in a WZeeW VWaWing, ³Science haV nRZ SURYen WhaW cRmSaVViRn iV nRW a lX[XU\ 

bXW an imSeUaWiYe fRU VXUYiYal.´ AV cRmSaVViRn iV medicali]ed aV a fXndamenWal clinical 

treatment, it becomes imperative to provide in quality healthcare.  

 Not only is compassion constructed as a medical necessity, and therefore vital to quality 

clinical outcomes; it is promoted by the SCCH as a way to improve other healthcare metrics. For 

example, one tweet communicates how compassionate care can increase rates of patient 

compliance: 

If a patient thinks his physician cares for him or is concerned about him, he's 

more likely to trust her. And a patient that trusts his physician is more likely to 

follow her advice and plans for treatment. #compassionmatters 

The SCCH promotes that compassion is a way for hospitals and care facilities to not only 

improve patient satisfaction scores, as patients feel like they are cared for. The above tweet also 

communicates that compassionate care translates to higher rates of patient adherence. 

 Such claims are artfully composed by the SCCH and are targeted to those institutional 

actors with positions of power and the ability to approve institutional changes. The SCCH does 
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not merely emphasize the importance of compassion for individuals, but also for healthcare 

systems more broadly. There is a clear and practical administrative logic: compassionate care can 

reduce provider burnout and medical errors, as well as improve clinical outcomes, patient 

compliance, and satisfaction ratings. Perhaps most important for administrators and leadership, 

compassionate care is a lucrative investment. All of these claims can be translated into 

quantifiable indicators used to evaluate the performance of healthcare institutions. As such, in 

institutionalizing compassion, there are measurable quality improvements that go well beyond 

SeUVRnal feelingV and mRUal VWandaUdV Rf ³dRing gRRd.´ 

DISCUSSION AND CONCLUSION 

With the persistent concern of a lack of compassion in the UniWed SWaWeV¶ healWhcaUe 

system (Shea et al. 2014), organizations such as the SCCH have begun to address how 

compassionate healthcare can be achieved. While there is growing empirical attention to 

compassion in healthcare (see Sinclair et al. 2016 for a review), there is an overemphasis on the 

ways individuals experience and understand compassion; employing a psychological 

understanding of compassion. Within sociology, there is minimal attention to the topic (Brown 

and Flores 2011; Brown et al. 2014; Singleton and Mee 2017; Walsh 2010) and largely 

RYeUlRRkV Whe Za\V cXlWXUal meaningV aUe aWWUibXWed WR ³cRmSaVViRnaWe healWhcaUe´ and hRZ Whe\ 

inform healthcare structuring.  

This paper focuses on the cultural meanings of compassion and how such meanings are 

promoted organizationally. As the success of the SCCH depends on the ability to appeal to very 

diverse audiences, including patients, families, healthcare professionals, health administrators, 

policy makers, and donors; public organizational storytelling must resonate culturally in order to 

operate as a successful non-profit. My analysis shows that through skillful deployment of 
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cultural codes, the SCCH promotes a formula story that features (1) characterizations of the 

³cRmSaVViRn-ZRUWh\ SaWienW,´ (2) SlRWV Rf empathetic connection and compassionate action 

between patients and providers, and (3) morals that communicate the personal, clinical, and 

institutional benefits of compassion in healthcare, that (4) appeal to administrative audiences. As 

such, storytelling serves as an organizational tool that appeals to logic, emotion, and morality; 

persuading audiences of need to structure compassionate healthcare.  

Such organizational stories may seem benign; however, I argue that as this formula story 

becomes a cultural code in its own right, it serves as a model of healthcare that establishes 

expectations and yardsticks of deservingness, morality, and emotionality. This formula story 

communicates the types of patients who are deserving of compassionate care (and those who are 

not), with plots that convey how empathy and compassion should be enacted, received, and 

perceived, and moral lessons that promote expected outcomes of providing compassionate 

healthcare. These cultural meanings are powerful as they inform healthcare structure, becoming 

embedded in rules, policies, and protocols. As cultural codes serve as implicit social contracts, 

there are implications for practical actors when such idealized standards fail to capture the 

complexities of daily life. Unique individuals are tasked with the everyday work of negotiating 

cultural and institutional boundaries of meaning; adhering to, challenging, or modifying such 

typifications.  

The formula story of compassionate healthcare relies on the symbolic code of victim. 

While a VWUaWegic chaUacWeUi]aWiRn in WhaW ³YicWim´ iV Wied WR eYalXaWiRnV Rf V\mSaWh\ and helS 

(Dunn 2004, 2008), this typified image is troubling as it communicates that in order to be a 

recipient Rf cRmSaVViRnaWe caUe, SaWienWV mXVW mRUe RU leVV cRnfRUm WR Whe image Rf Whe ³gRRd 

SaWienW,´ Zhich UeaffiUmV e[iVWing SRZeU d\namicV. The YicWim image e[clXdeV a tremendous 
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bUeadWh Rf SaWienWV ZhR aUe nRW eaVil\ eYalXaWed aV ³blameleVV;´ fRU inVWance, Satients who have 

cancer from smoking, those who contracted a disease from sharing needles, or those who visit 

Whe emeUgenc\ URRm ZiWh ³fRUeign RbjecWV´ in WheiU UecWXm aUe mRVW RbYiRXVl\ abVenW fURm 

organizational storytelling; such images muddy the formula of compassion and put the success of 

public storytelling in jeopardy. The formula story analyzed in this paper most clearly 

cRmmXnicaWeV WhaW WhRVe SaWienWV ZhR deYiaWe fURm ³YicWim,´ aUe cXlWXUall\ XnZRUWh\ Rf 

compassionate care. As other research on legal systems (Dunn 2002) and social services (Geiss 

2019; Kolb 2014) have shown, the category of victim informs institutional order and action; how 

VeUYiceV aUe SURYided, fRU ZhRm, and in ZhaW Za\V. AdheUence WR RU diVWancing fURm ³YicWim´ 

informs day-to-day interactions in organized social worlds (Geiss 2019), and importantly, the life 

chances for those served. 

In addition to the consequences for those individuals navigating healthcare, this narrative 

production is also concerning in terms of reliance on bureaucratic, capitalist justification of 

compassion. As demonstrated in the fourth section of my analysis, compassionate care is 

portrayed as not merely a way to provide good care, but that it is effective; a way to improve 

measurable healthcare outcomes and generate higher profits. While this image is likely effective 

in persuading administrators to support such initiatives, when outcomes do not align with these 

images, it would be expected that such initiatives would lose support. As such, there are 

consequences not only for individuals, but also in terms of structure.   

This paper demonstrates the need to empirically tend to how cultural meanings come to 

be and RSeUaWe in RUgani]aWiRnal ZRUldV. RaWheU Whan WUeaWing cXlWXUe aV meUel\ a VRcial fRUce ³RXW 

there´ RSeUaWing in Whe backgURXnd, laUgel\ Waken fRU gUanWed, WheUe iV a need WR XndeUVWand Whe 

reflexive relationships of meaning production. There is additional research to tend to the ways 
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aUe ³simultaneously about the personal, the social, and the cultural´ aV Zell aV ³SUiYaWe life aV 

Zell aV abRXW SXblic VRcial SURceVVeV, VRcial fRUceV, and VRcial inVWiWXWiRnV´ (LRVeke 2019: 85, 

emphasis in original). To extend this line of research, questions that should be considered 

include: How is compassionate care institutionally enacted through institutional texts, policies, 

and protocols? How does the notion of compassionate healthcare inform change in organization 

and practice? What types of practical consequences are associated with such promotion? How is 

compassionate care understood by workers charged with putting ideals into daily practice? How 

do patients negotiate conventions of compassionate care and what does this mean for treatment? 

How might cultural systems of meaning influence life chances for patients? 
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CHAPTER THREE:  

ORGANIZATIONAL MEDIATION OF THE COMPASSIONATE CAREGIVER 

 

ABSTRACT 

This paper examines how cultural systems of meaning inform organizational practices of 

promoting compassionate healthcare. My document analysis of the Schwartz Center for 

CRmSaVViRnaWe HealWhcaUe¶V (SCCH) VignaWXUe ³SchZaUW] RRXndV´ demRnVWUaWeV Whe Za\V 

oUgani]aWiRnV mediaWe Whe mRUal idenWiW\ Rf Whe ³cRmSaVViRnaWe caUegiYeU´ in ways that create an 

emotion culture shift in medicine. My analysis demonstrates how the SCCH assists in the 

emotion management of healthcare providers through (1) making VenVe Rf ³difficXlW´ SaWienWV 

and families, (2) managing personal feelings of grief, doubt, and guilt, and (3) finding pride, 

closure, and resilience. This article emphasizes the need to examine relationships between 

culture, structure, and interaction to more fully understand multi-level aspects of compassion in 

healthcare specifically, and emotion in social worlds more generally. 

INTRODUCTION 

There are many problems in healthcare systems in the United States and across the globe, 

one of which is described as a lack of compassion and dehumanization (Shea, Wynyard, and 

Lionis 2014). The persistent discourse on the failings of healthcare due to a lack of compassion 

has led to institutional shifts. For example, in 1980 the American Medical Association added a 

new clause at Whe WRS Rf Whe PUinciSleV Rf Medical EWhicV: ³A Sh\Vician Vhall be dedicaWed WR 
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SURYiding cRmSeWenW medical caUe, ZiWh cRmSaVViRn and UeVSecW fRU hXman digniW\ and UighWV´ 

(American Medical Association 2016). Such ideological shifts have informed organizational 

strategies to promote compassion in healthcare, which is the focus of this paper. Specifically, I 

focus on the work of the Schwartz Center of Compassionate Healthcare (SCCH), an organization 

leading the charge for promoting compassion in medicine. 

My interests are specifically with the organizational techniques of emotion management 

and cRllecWiYe idenWiW\ ZRUk fRU healWhcaUe SURYideUV. HRchVchild¶V (1983) cRnceSW Rf emRWiRn 

managemenW UefeUV WR indiYidXalV¶ effRUWV Rf aligning Rne¶V RZn emRWiRnV with those required by 

broader (cultural or organizational, etc.) feeling rules. While previous research has largely 

conceptualized emotion management as a practice of individuals, I apply this concept to 

practices of organizations to understand how collective emotion management tactics inform 

alignment with a professional culture of compassion and institutional change. Further, through 

employing a narrative perspective of emotion, I focus on the ways organizational practices 

inform and are informed by broader cultural meaning systems.   

Further, I apply the concept of moral mediators (Geiss 2019) to the organizational work 

examined in this paper. I demonstrate how organizations model qualities of compassionate 

caUegiYing and SURmRWe WechniTXeV WR ³strategically monitor, maintain, and manage moral 

idenWiW\ Rf RWheUV´ (S. 539). TheVe RUgani]aWiRnal practices support emotional shifts in healthcare 

professions by constructing an ideal type of compassionate caregiver, as well as mediate 

everyday troubles that fail to align with an identity code of compassionate caregiver. 

I begin with a brief discussion of the historical shifts in the medical profession and situate 

contemporary shifts toward compassion as a meta-virtue in healthcare. Next, I provide an 

overview of the ways professional emotion cultures inform identity work and emotion 
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management. I then outline my methods, data, and analysis, followed by a brief overview of the 

Schwartz Center (SCCH) and Schwartz Rounds. My findings section is composed of three parts 

that explore emotion management strategies to promote compassionate caregivers, including (1) 

making VenVe Rf ³difficXlW´ SaWienWV and familieV, (2) managing personal feelings of grief, doubt, 

and guilt, and (3) finding pride, closure, and resilience. I conclude with discussing the value of 

examining emotion in terms of organizational meaning-making, as well as the value of exploring 

how cultural meanings of morality and emotion inform institutional standards and practices. 

SHIFTING EMOTION CULTURES AND EMOTIONAL SELVES IN MEDICINE 

Professions have a wide variety of emotion cultures (Loseke and Kusenbach 2008: 516) 

WhaW ³inclXde emRWiRn YRcabXlaUieV (ZRUdV) and emRWiRn diVcRXUVe (Whe VWUXcWXUe Rf Walk), aV Zell 

as complexes of expectations, standards, and idealV VXUURXnding emRWiRn.´ SXch gXidelineV, ZhaW 

Hochschild (1979;1983) calls feeling and display rules, communicate what emotions should be 

expressed, toward whom, to what extent, and in what circumstances. Workers are trained 

(explicitly and implicitl\) inWR lRcal emRWiRn cXlWXUeV in RUdeU WR acTXiUe ³emRWiRnal cRmSeWence´ 

(Lutz and White 1986: 424) required by professional standards and employers.    

Researchers have demonstrated that emotion cultures within the medical profession have 

historically priRUiWi]ed a cRde Rf ³affecWiYe neXWUaliW\´ (PaUVRnV 1951) and ³deWached cRnceUn´ 

(Fox and Lief 1963) toward patients in order to maintain a position of professional authority and 

expertise. Other research has demonstrated that physicians are encouraged to maintain an 

emRWiRnal VWaWe Rf ³indiffeUence,´ and aWWachmenW WR a SaUWicXlaU caVe RU SaWienW iV XndeUVWRRd aV a 

problem (Daniels 1960). Similarly, Smith and Kleinman (1989) found that discussions of 

personal feelings in medical school was considered taboo, and the avoidance of faculty to 
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addUeVV emRWiRnal aVSecWV Rf medicine mainWained a VWandaUd Rf ³emRWiRnal neXWUaliW\,´ 

informing how students developed strategies in managing their own emotions. 

Such standards of emotionality more or less reflect the old SaWeUnaliVWic mRdel Rf ³dRcWRU 

knRZV beVW,´ in Zhich SaWienWV aUe XndeUVWRRd aV laUgel\ SaVViYe and deSendenW XSRn Sh\VicianV¶ 

professional authority (see Parsons 1951). However, more contemporary models are those that 

emphasize shared-decision making (Charles et al. 1997) or patient-centered care (Barry and 

Edgman-Levitan 2012), where patients are collaborators in their own clinical decisions. Such 

models that aim to balance power and promote better care are not congruent with professional 

emotion cultures that prize detachment or indifference, but rather prioritize feelings of empathy 

and compassion.  

While compassion is commonly understood as a trait of good healthcare providers and 

understood by some as a fundamental principle of medical oaths and a prerequisite to the 

SURfeVViRn (HamilWRn eW al. 2016), WheUe iV an aSSaUenW and UelaWiYel\ UecenW call WR ³UeVWRUe 

hXmaniW\´ and cRmSaVViRn in medicine (Shea, W\n\aUd, and LiRniV 2014). CRmSaVViRn iV nRW an 

emotional requirement explicitly found in the traditional Hippocratic Oath (Miles 2004); only 

until recently have there been efforts to write compassion into standards of care. In 1980 the 

American Medical Association (2016:1) added a new clause, listed at the top of the Principles of 

Medical EWhicV: ³A Sh\sician shall be dedicated to providing competent medical care, with 

cRmSaVViRn and UeVSecW fRU hXman digniW\ and UighWV.´ WiWh Whe definiWiRn Rf cRmSaVViRn aV an 

ethical standard, there have been a variety of efforts to encourage this type of care, including 

changes to medical education (Patel et al. 2019) and the development of academic outlets such as 

the Journal of Compassionate Health Care, (founded in 2014). While there are debates on 
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whether or not compassion should be written into medical codes of ethics (Wang 2016), the 

movement of compassionate healthcare has clearly begun.  

ORGANIZATIONAL MORAL IDENTITY AND EMOTION MANAGEMENT 

With institutional shifts that prioritize compassion in healthcare, come shifts in 

expectations for those individuals working in health professions. A professional emotion culture 

of compassion most clearly relies upon cultural notions of morality and humanity, which requires 

a particular type of provider; the ³cRmSaVViRnaWe caUegiYeU.´ In WhiV SaSeU, I WUeaW ³cRmSaVViRnaWe 

caUegiYeU´ aV a W\Se Rf mRUal idenWiW\; a VRcial URle (VXch aV mRWheU RU VRcial ZRUkeU) WhaW 

³WeVWifieV WR a SeUVRn¶V gRRd chaUacWeU´ (Kleinman 1996:5). I demRnVWUaWe hRZ RUgani]aWiRnV 

promote emotional expectations and standards of this particular moral identity code, as well as 

the organizational techniques of moral mediation.  

One method of constructing identity is through narrative meaning-making ± which takes 

place at every level of social life. At the meso level, stories construct institutional and 

organizational identities which justify and structure services and offer meaning-making resources 

for unique actors. Such stories produce categorical images of people served, such as ³VXbVWance 

XVing clienWV´ (SelVeng 2017), ³aW-UiVk \RXWh´ (GeiVV 2019), RU ³VXcceVVfXl VlimmeUV´ (O¶TRRle 

2018). Organizational narratives communicate standards and expectations for workers as well as 

clients. For example, public organizational narratives of sex work for disabled clients construct 

an image of a type of sex worker who is morally superior, compassionate, and a skilled medical 

practitioner (Geiss and Egner forthcoming). Put plainly, organizational narratives offer resources 

to make sense of the self.    

Previous research has demonstrated the influence of organizations in narrative identity 

processes, predominantly through attention to self-help groups that transform types of people 



   

 54 

ZiWh SaUWicXlaU emRWiRnal WURXbleV, VXch aV ³CRdeSendenWV AnRn\mRXV´ (IUYine 1999), 

³AlcRhRlicV AnRn\mRXV´ (PRllneU and SWein 1996), and familieV ZiWh ³dRmeVWic diVRUdeU´ 

(GXbUiXm 1992). FRU e[amSle, ZajdRZ¶V (2002) UeVeaUch Rf Whe RUgani]aWiRn Al-Anon, a group 

for people who have alcoholic family members, demonstrated how the organization serves as an 

emotional community (Denzin 1989) where individuals can make sense of their emotions 

through storytelling. In this research, Al-AnRn iV deVcUibed aV an ³emRWiRn manageU´ fRU 

members, assisting in the development of new emotion rules.  

In WhiV SaSeU, I e[amine hRZ RUgani]aWiRnV naUUaWiYel\ cRnVWUXcW Whe ³cRmSaVViRnaWe 

caUegiYeU,´ a SaUWicXlaU W\Se Rf healWhcaUe SURYideU WhaW alignV ZiWh VhifWing emRWiRn cXlWXUeV in 

medicine. I am most interested in the ways organizations ascribe meaning to this identity 

category and the efforts in maintaining this type of professional moral self. I extend the concept 

Rf ³mRUal mediaWRUV´ (GeiVV 2019); ³RUgani]aWiRnal acWRUV ZhR ZRUk WR VWUaWegicall\ mRniWRU, 

maintain, and manage the moral identity of RWheUV,´ b\ VhifWing fRcXV fURm indiYidXalV WR 

organizations. In what follows, I demonstrate how organizations such as the SCCH assist in 

moral identity construction through narrative meaning-making and collective emotion 

management strategies. 

SITE OVERVIEW AND METHODS 

TR VWXd\ hRZ ³cRmSaVViRnaWe caUegiYeU´ iV RUgani]aWiRnall\ accRmSliVhed, I did a 

document analysis of the Schwartz Center for Compassionate Healthcare (SCCH), a leading 

organization promoting compassion in healthcare. This American nonprofit was founded in 1995 

by Kenneth Schwartz, who was diagnosed with advanced lung cancer and near the end of his life 

became passionate about creating an organization that promotes the level of compassionate care 

he received as a patient. The mission of Whe SCCH iV ³WR SXW cRmSaVViRn aW Whe heaUW Rf 



   

 55 

healWhcaUe WhURXgh SURgUamV, edXcaWiRn, and adYRcac\´ (The SchZaUW] CenWeU, ³WhR We AUe´). 

The SCCH partners with other foundations and health organizations such as the American 

Diabetes Association, the American Heart and American Stroke Associations, the American 

Hospital Association, and the Arnold P. Gold Foundation. 

Hundreds of healthcare organizations are members of the SCCH, including hospitals, 

hospice, and long-term care facilities in the United States, Canada, United Kingdom, Ireland, 

Australia, and New Zealand. Membership comes with benefits in the form of educational 

WUaining, acceVV WR UeVRXUceV, and Whe UighWV WR cRndXcW ³SchZaUW] RRXndV,´ Zhich iV Whe SCCH¶V 

flagship program that attracts over 300,000 attendees annually. Schwartz Rounds (which I will 

alVR UefeU WR VimSl\ aV ³RRXndV´) aUe deVigned fRU all types of people working in medical 

environments ± physicians, nurses, social workers, administrators, bus drivers, and so forth; 

anyone who comes in contact with patients and families are welcome. These multidisciplinary 

events are designed for providers to regularly take time during their workday to discuss 

emotional issues they face when dealing with patients. The premise of these rounds is that 

³caUegiYeUV aUe beWWeU able WR make SeUVRnal cRnnecWiRnV ZiWh SaWienWV and cRlleagXeV Zhen Whe\ 

haYe gUeaWeU inVighWV inWR WheiU RZn UeVSRnVeV and feelingV´ (SchZaUW] CenWeU, ³SchZaUW] 

RRXndV and MembeUVhiS´). In encRXUaging a SURfeVViRnal emRWiRn cXlWXUe of compassion, there 

is a logic that providers will be more personally invested and fulfilled by their work, as a culture 

of compassion is conducive to a moral sense of self.  

The SCCH is particularly concerned with burnout, high rates of suicide among 

physicians, and emotional detachment from work in general and patients specifically. Rounds are 

an aWWemSW WR mediaWe VXch WURXbleV and ³caUe fRU Whe caUegiYeUV,´ VR Whe\ can cRnWinXe caUing fRU 

others.  



   

 56 

Data 

The data for this analysis come from publicly accessible resources on the SCCH website 

that specifically tend to Schwartz Rounds. After exploring the organizational website generally, I 

VeaUched ³SchZaUW] RRXndV´ ZiWh Whe ZebViWe¶V VeaUch fXncWiRn Zhich SURYided 160 UeVXlWV. TR 

narrow my sample, I selected results to include based on the following criteria: (1) linked to an 

active, accessible page, (2) provided insights into the practices of Schwartz Rounds, (3) included 

narrative elements. This resulted in six webinars that were an hour in length each, four videos 

totaling approximately 25 minutes, three white papers, two news articles, and one featured story 

WiWled, ³SXSSRUWing CaUegiYeUV Rn Whe FURnW LineV Rf CaUe.´        

I began my analysis by closely reading all textual data and watching all of the videos in 

my sample, gaining a general understanding of the narrative context of compassion in healthcare. 

Next, I did multiple close readings of the data to gain familiarity, focusing on characters, plots, 

and morals (lessons to be learned). The next step of my analysis involved categorizing 

descriptions and qualities of characters, particularly patients and families featured in storytelling. 

Following this, I examined symbolic and emotion codes by questioning underlying assumptions, 

beliefs, and values embedded ZiWhin Whe daWa; ³bXilding blRckV´ Rf VWRU\Welling WhaW UeflecW 

broader ways of thinking and feeling. Lumping and splitting the data into wide and narrow 

WhemeV mXlWiSle WimeV, Zhile XWili]ing D¶AndUade¶V (2005) diVcRYeU\ WechniTXeV, aVViVWed in 

uncovering cultural and organizational systems of meaning. Lastly, I considered questions 

particularly relevant to understanding the consequences of such storytelling: How does 

organizational storytelling uphold or challenge cultural values and belief systems? What does 

this mean for everyday work of healthcare providers?  
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ORGANIZATIONAL CONSTRUCTION OF THE COMPASSIONATE CAREGIVER 

In the following sections, I will demonstrate how Schwartz Rounds serve as a 

collaborative narrative forum to make sense of the everyday emotional complexities of 

compassionate caregiving. More specifically, these events assist healthcare providers make sense 

of experiences that do not align with cultural standards and beliefs about doing good in the form 

of compassionate care. This organizational emotion management is conducted in three main 

Za\V: (1) making VenVe Rf ³difficXlW´ SaWienWV and familieV, (2) managing SeUVRnal feelingV Rf 

grief, doubt, and guilt, and (3) finding pride, closure, and resilience. In doing so, the moral 

identiW\ Rf ³cRmSaVViRnaWe caUegiYeU´ iV RUgani]aWiRnall\ mediaWed WR SURmRWe a VhifW in 

professional emotion culture in healthcare.   

Making Sense of Difficult Patients and Families 

Widely circulating stories of helping reflect and perpetuate taken-for-granted cultural 

ways of thinking and feeling. The cultural code of help, often promoted by social problems 

groups, advocates, and organizations, features a simplistic formula that reflects and reinforces 

cultural standards: pure victims ± those individuals evaluated as good people who have been 

unjustly harmed for no good reason and through no fault of their own (Best 1997; Holstein and 

Miller 1990; Loseke 2007) ± are deserving of sympathy and should be helped (Clark 1997; Dunn 

2004, 2008). Indeed, as I have shown in the previous chapter, the SCCH tells a similar public 

naUUaWiYe Rf Whe ³cRmSaVViRn-ZRUWh\ SaWienW´ ZhR iV mRVW cleaUl\ a blameleVV YicWim and ³ideal 

SaWienW,´ eaVil\ eYalXaWed aV deVeUYing Rf helS in Whe fRUm Rf cRmSaVViRnaWe caUe. While VXch a 

story can be successful tactic in bringing attention to various social problems, these codes 

simultaneously provide narrow resources of sense-making for practical actors seeking to 

construct a moral identity. 
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 Schwartz Rounds serve as a forum to make sense of everyday troubles related to working 

ZiWh ³difficXlW´ SaWienWV; WhRVe SaWienWV ZhR aUe nRW VR eaVil\ eYalXaWed aV YicWimV deVeUYing Rf 

sympathy and help according to cultural ways of thinking and feeling. Put simply, the SCCH 

offers opportunities to make sense of providing compassionate care to patients not typically 

understood as deserving or blameless. For example, the SCCH focuses attention to the opioid 

eSidemic, aV Whe ³dUXg addicW´ iV hiVWRUicall\ aVVRciaWed ZiWh a mRUal eYalXaWiRn Rf being aW faXlW 

for their own troubles, due to making poor life choices. To assist providers in finding 

cRmSaVViRn fRU WhiV W\Se Rf SaWienW, Whe SCCH haV dedicaWed aWWenWiRn WR Whe ³RSiRid eSidemic,´ 

as demonstrated by a wide-reaching, multi-ViWe, VhaUed RRXndV WRSic Rf ³WhaW Happens to 

CRmSaVViRn DXUing an OSiRid ESidemic?´ TheVe VeVViRnV ZeUe deVcUibed b\ Whe SCCH in a 

white paper (Lown 2017) as a way to:  

foster reflection about the impact of this epidemic, to share perspectives and 

e[amine aVVXmSWiRnV«Whe CenWeU hRSed WhaW participants would emerge with 

renewed motivation to offer understanding and support to each other and self-

compassion when empathy wanes, so that healthcare professionals may offer the 

full depth of compassion to those who are suffering in the wake of this epidemic.  

ThURXgh WheVe VSecific RRXndV VeVViRnV, SURYideUV ZeUe deVcUibed aV haYing gained a ³neZ RU 

deepened understanding of SUD (substance use disorder) as a chronic illness rather than as a 

mRUal failing,´ and VhRXld ³UemembeU WhaW l\ing and maniSulation can be a symptom of addition 

and nRW WR Wake WheVe WhingV SeUVRnall\´ (S. 8). ThXV, in medicali]ing addicWiRn, blame iV UemRYed 

fURm SUD SaWienWV, cRnVWUXcWing Whem aV a YicWim ZRUWh\ Rf V\mSaWh\ and helS. FXUWheU, ³bad 

behaYiRUV´ Rf WhiV W\Se Rf Satient, such as lying and manipulation, are transformed into 

symptoms of a medical condition rather than traits of a bad person. As quoted by one participant 
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Rn Whe iVVXe Rf ³fUeTXenW fl\eUV1:´ ³I like Whe idea Rf XVing Whe WeUm, µcRmfRUW-Veeking¶ UaWheU Whan 

µdUXg-Veeking,´ UefUaming WhiV W\Se Rf SaWienW aV Rne ZhR can be emSaWhi]ed ZiWh, aV Ze all 

know the desire to be comfortable.  

Providing help of any kind is culturally understood as deserving of appreciation from the 

UeciSienW. Indeed, VhRZing aSSUeciaWiRn iV a ke\ chaUacWeUiVWic Rf Whe ³ideal SaWienW,´ and SaWienWV 

receiving compassionate care. However, providers routinely care for patients who are far from 

this depiction, including those who can be most clearly characterized as villains ± patients who 

are violent, abusive, intimidating, threatening, and hateful. Despite cultural meaning systems that 

promote a response toward villains as people in need of control and punishment, providers are 

expected to provide compassionate care, adhering to institutional and professional expectations. 

Rounds offer a way to make sense of this disjuncture. For example, one meeting was described 

in an aUWicle VhaUed Rn Whe SCCH¶V ZebViWe (PXUWil 2019) aV fRcXVing Rn a ³SeUYaViYe bXW UaUel\ 

acknRZledged SURblem: acWV Rf diVcUiminaWiRn b\ SaWienWV againVW hRVSiWal VWaff.´ DXUing WhiV 

featured session, a nurse shared a story about his experience with a verbally abusive, 

hRmRShRbic SaWienW ZhR aVVXmed (accXUaWel\) WhaW he ZaV ga\, VhRXWing, ³GR aZa\«YRX¶Ue 

filWh\. YRX¶Ue diVgXVWing,´ SXVhing him aZa\ dXUing a cUiWical emeUgenc\. The nXUVe cRnWinXed: 

³M\ cRmSaVViRn VhRXldn¶W change becaXVe Rf RWheU SeRSle¶V YieZ Rf me, bXW WhaW WakeV 

SUacWice,´ e[emSlif\ing Whe challenge Rf mainWaining an idenWiW\ Rf a cRmSaVViRnaWe caUegiYeU 

during such interactions. Typical of Rounds design, other providers in the session shared similar 

experiences with abusive patients, as described in the article: 

 
1 Frequent flyer is a term that refers to a type of patient who frequents the emergency room for 

care. This label is commonly associated with patients seeking drugs.   
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The grotesquely racist patient who hurled bedpans at any caregiver of color who 

enWeUed hiV URRm. The man VaYed fURm Whe bUink Rf deaWh b\ Whe hRVSiWal¶V 

experienced and diverse staff, who insisted on having only white male doctors as 

soon as he was well enough to speak. Another doctor shared that after she was 

groped by a patient, she found that only people outside the medical profession 

were truly sympathetic. Her fellow doctors had rationalized away so many similar 

experienceV WhaW Whe\ ZeUen¶W able WR emSaWhi]e ZiWh heU RZn. LaWeU, anRWheU 

woman rose and shared, with a note of surprise in her voice, a sexually abusive 

thing a patient had done to her. She had never told anyone, she said. There was 

never a time she felt she could.  

Health providers are expected to provide compassionate care to all people, some of whom in 

other social spaces would be most clearly deemed worthy of punishment or harm. For example, a 

terrorist or child abuser in the hospital receives compassionate care, while in the justice system 

receives a death sentence. Rounds offer a collective sense-making forum to openly discuss and 

UeflecW Rn ³feelingV WhaW iW dReVn¶W feel Rk WR haYe,´ VXch aV feeling WhaW VRme SaWienWV dR nRW 

deserve compassion. Rather than dwell on feelings of anger and frustration toward abusive 

patients and dismissive co-ZRUkeUV, RRXndV cRnYeUVaWiRnV aUe YieZed aV fRUXmV Rf ³Velf-caUe,´ 

and a way to unload negative feelings and connect with co-workers. Indeed, sharing difficult 

experiences and challenges serve a way to receive empathy and concern from other care 

providers and provide a restored state of compassion. This shift in focus away from troubles 

toward a sense of community is one of the goals of Schwartz Rounds; that providers will feel 

leVV iVRlaWed ZiWh WheiU WURXbleV and can helS SURYideUV ³Zalk aZa\ feeling gUaWefXl.´ 
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 RRXndV alVR inclXded VWRUieV nRW Rnl\ abRXW W\SeV Rf ³difficXlW´ SaWienWV, bXW alVR Whe 

challenges that can come from family members who can be controlling, angry, irrational, 

unappreciative, have disagreements on end of life decisions, or interfere with the care plan. For 

inVWance, Rne YideR WiWled, ³UndeUVWanding SchZaUW] RRXndV´ (Maben, Leam\, and ShXldham 

2018) featured a story about a dying pediatric patient, Paul2, and his angry father. The oncologist 

Rn Whe Sanel VSRke abRXW hRZ ³his dad's anger and frustration was causing disruption and the 

nXUVeV felW Xnable WR caUe fRU Whem bRWh. AV PaXl¶V Sain gRW ZRUVe, Ze all felW incUeaVingl\ 

anxious. Eventually his dad had lost all faith in our ability to care for him, so the adult team took 

RYeU PaXl¶V caUe.´ The cRnVXlWanW deVcUibed Whe caVe aV Rne Rf Whe ³WhUee mRVW difficXlW caVeV Rf 

m\ cRnVXlWanW caUeeU,´ cRnWinXing:  

I didn'W gel ZiWh PaXl¶V dad; all m\ XVXal Wactics didn't work. A few days before 

Paul died, I wasn't feeling very well. If I could've stayed at home I would've, but 

by the time I got in it was clear he was dying. I was talking to a colleague and 

Vaid, ³PeRSle feel XnVafe aURXnd PaXl¶V dad.´ I didn'W realize he was standing 

behind me. He asked me why I'd said that. It was awful. I would have never 

wanted him to hear that, but realistically that's how people felt. They felt scared of 

him. I was scared of him. I could barely speak. I've never felt so awful about 

anything. I don't remember how I drove home. When my colleague telephoned to 

say Paul had died, I collapsed. I couldn't work that day. I had to go home, I felt 

sick. I couldn't eat, sleep. It was a horrible mistake. I'd tried my hardest to help 

that family. 

 
2 pseudonym 
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DeVSiWe SaneliVWV¶ aWWemSWV WR dR eYeU\Whing Whe\ cRXld WR helS nRW Rnl\ Whe child, bXW Whe famil\ 

mRUe bURadl\ (Zhich ³VhRXld´ UeVXlW in diVSla\V Rf aSSUeciaWiRn and UeVSecW), Whe\ ZeUe meW ZiWh 

anger and disappointment. The panelists described a sense of hopelessness with this case; not 

only were they unable to save a child from cancer (the purest of innocent victims), they were 

Xnable WR VXcceVVfXll\ manage Whe faWheU¶V angeU and mainWain a mRUal VenVe Rf Velf. AfWeU Whe 

three panelists discuVVed WheiU e[SeUienceV, an aXdience membeU UeVSRnded, ³ThankV fRU VhaUing 

WhaW. I Whink Rne Rf Whe WhingV abRXW gUief iV angeU. PaXl¶V dad ZaV angry, and this was his way of 

grieving and it wasn't you that was doing badly, it was a combination of things. It was a very 

aggUeVViYe diVeaVe and a faWheU gUieYing.´ ThiV aXdience membeU¶V cRmmenWV aVViVW in SUeVeUYing 

a mRUal idenWiW\ b\ WUanVfRUming Whe faWheU¶V angeU inWR gUief, UelieYing blame fURm Whe caUe Weam 

and perceived failure. This type of audience incorporation is an important aspect of story 

transformation orchestrated by the SCCH, providing narrative resources to make sense of various 

troubles.     

Transforming Feelings of Grief, Doubt, and Guilt 

³CRmSaVViRnaWe caUegiYeU´ iV a mRUal URle WhaW cRmeV Zith an ability to do good for 

RWheUV in need. ThiV URle cRmeV ZiWh RSSRUWXniWieV WR eaUn ZhaW KRlb (2014) callV ³mRUal ZageV,´ 

RU a ³VenVe Rf VaWiVfacWiRn« (Rf) liYing XS WR Whe demandV Rf WheiU mRUal idenWiW\ cRde, and Whe 

positive feelings that come with iW.´ MRVW cRmmRnl\, RRXndV WRSicV addUeVVed negaWiYe Velf-

feelings such as grief, guilt, doubt, and helplessness, as related to perceived clinical failures. 

Through collaborative narrative sense-making, Rounds offer tactics for making sense of these 

emotions and moral identity dilemmas.    

A significant amount of organizational planning goes into the storytelling processes of 

RRXndV. FRU e[amSle, in an Rffice hRXUV ZebinaU (YXan and ScRSin 2019) WiWled, ³CaVe RU TRSic? 
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What to Discuss at Schwartz Rounds and HRZ WR Decide,´ inclXded a YaUieW\ Rf VXggeVWiRnV fRU 

RRXnd VWRU\Welling inclXding: ³caUing fRU a cRlleagXe, m\ fiUVW cRde, iW¶V Rka\ WR cU\, and Zhen 

eYeU\Whing \RX¶Ye gRW iVn¶W enRXgh.´ One ³XniYeUVal´ RRXndV WRSic, ³The PaWienW YRX NeYeU 

FRUgeW,´ ZaV featured in a YouTube video of the same name. In this example, stories featured 

cases where providers were unable to receive moral wages, as they were not able to save a 

patient or provide a good outcome. For example, one doctor told a story about a time she was 

unable to save a child: 

I remember being confused and I knew, I just knew we were going to get her 

back. SR, I Vaid, ³LeW me Wake Whe cheVW,´ and I ZenW XS and VWaUWed WR dR 

compressions because I thought maybe we weren't circulating the medicines 

around. And I knew we're gonna get her back. So, I started compressions and I 

dRn'W knRZ hRZ lRng I ZaV dRing cRmSUeVViRnV«I lRRked again, and it was 

flatline. And then I felt some gentle but firm pressure on my hand at some point 

and I looked over my shoulder and it was her father, the paramedic who himself 

had done many resuscitations, and he was watching the scene and knew his child 

had died. And he was watching me be desperate to get her back. And when I 

UeflecW Rn iW«I had lRVW m\ URle. I cRXldn'W fail because I was supposed to get this 

child back and he stopped my hand. So, he like, had this incredible compassion 

fRU me aW WhiV ama]ing Wime WR Va\, ³IW'V dRne, VWRS.´ And I hadn'W been able WR dR 

that at all. 

This patient story is most clearly a tragedy; deVSiWe Whe dRcWRU¶V cRnfidence and deWeUminaWiRn, 

they were unable to be the hero for an innocent child taken too soon. While the doctor described 

viewing themselves as a failure based on their role expectations, they were able to find some 
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type of peace WhURXgh Whe faWheU¶V acknRZledgemenW WhaW nRWhing mRUe cRXld be dRne WR VaYe hiV 

child. This story communicates a clear narrative moral to other providers with similar 

experiences: if a parent can forgive you for not being able to save their child, then you can 

forgive yourself. This story offers a meaning-making resource for other providers to manage 

negative emotions associated with clinical failures and preserve a moral identity.   

Rounds also tended to everyday ethical dilemmas, conflicted feelings oveU a SaWienW¶V 

outcome, self-dRXbW, and feaU Rf ZheWheU RU nRW SURYideUV did ³Whe UighW Whing.´ FRU e[amSle, Rne 

VeVViRn feaWXUed in a YRXTXbe YideR WiWled, ³VRiceV Rf CaUegiYeUV, SchZaUW] RRXndV,´ (The 

Schwartz Center for Compassionate Healthcare 2013) included conversations about delicate life 

and death clinical decisions. The panel recalled a difficult case; a stat C-section for a mother with 

a full placental abruption which led to the birth of a ³limS, blXe bab\ ZiWh ASgaU¶V of zero, who 

did not respond WR Sain and made nR UeVSiUaWRU\ effRUWV.´ The Sanel diVcXVVed diffeUenW emRWiRnal 

aspects of this case: 

Nurse: We Ueall\ WhRXghW WheUe ZaV nR hRSe heUe«Ze ZeUe gRing WR call Whe cRde 

at 15 and we did our best, and at 14 minutes, I felt for the heart rate and there it 

was. And all of a sudden it's a whole different story and you get really frightened, 

Zell, \RX¶Ue e[ciWed WhaW Whe heaUW UaWe¶V WheUe and \RX¶Ye gRW a bab\, bXW When \RX 

worried about, you know, how much damage has been done and what's happened 

and what's going on and what did we do. You know, was this the right choice to 

have done what we did? 

Doctor: The role we played in that is something that I think none of us feel 

comfortable; that 30 seconds ago we were going to call this baby dead and now 
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Ze aUe calling him aliYe and he haV a name«becaXVe Ze gaYe him Rne mRUe dRVe 

of that epinephrine.  

The panelists above described the emotional rollercoaster of clinical decision making, navigating 

feelings from hope, to fear and doubt in this high intensity scenario with an emergency 

childbirth. The doctor described the struggle of being in a position where everything can change 

based on one clinical decision, and the uncertainty of the life and death consequences associated 

with those choices. After sharing details about the case, audience members assisted in emotion 

management by offering examples of similar stories. One audience member shared a story about 

³an identical case and the baby didn¶W die:´ 

It was about ten years ago and I just happened to be visiting someone in the 

hRVSiWal and gRW dUagged inWR a caVe ZiWh Whe SaWienW bleeding, Va\ing, ³PleaVe dR 

VRmeWhing, Whe laVW Wime WhiV haSSened WR me Whe bab\ died.´ IW¶V been Wen \eaUV. 

The baby does really nothing but drool. He's totally incapacitated but the family 

thinks that the doctors and the hospital were wonderful because we listened to 

them, did what they wanted us to do and they do have a baby. And I guess I had 

to feel good that I fulfilled their wishes, but I don't feel good that I gave them 

such a devastating situation.  

This story provides a way to make sense of feelings related to a perceived clinical failure, by 

SURYiding a meaning Rf ³VXcceVV´ WhaW iV diVWincW fURm a medical definiWiRn Rf a gRRd RXWcRme. In 

this example, the physician describes how although the child iV ³incaSaciWaWed,´ he findV a mRUal 

payoff knowing the family is happy with the outcome and appreciative of the care they received.  

In addition to managing feelings of uncertainty and disappointment, there was a common 

theme of managing provider feelings Rf gXilW. FRU inVWance, in a SCCH ZhiWe SaSeU WiWled, ³UVing 
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SchZaUW] CenWeU RRXndV WR HelS a CRmmXniW\ RecRYeU AfWeU TUaged\´ (The SchZaUW] CenWeU 

for Compassionate Healthcare 2013), the SCCH described how guilt was the most common 

feeling providers experienced during the Boston Marathon bombings, which they discussed 

dXUing RRXndV: ³gXilW WhaW Whe\ hadn¶W dRne enRXgh aW Whe Vcene, WhaW Whe\ had been SUeYenWed 

fURm helSing, WhaW Whe\ ZeUen¶W WUained in hRZ WR caUe fRU SaWienWV in a WUaXma ViWXaWiRn, RU What 

Whe\ had lefW befRUe Whe bRmbV e[SlRded and RSWed nRW WR UeWXUn WR Whe Vcene.´ The UeSRUW gReV Rn 

to cover how Rounds conversations offered techniques in transforming guilt into fuel for 

compassion. For example, a cardiologist framed guilt as VRmeWhing WhaW can be ³WUanVfRUmaWiYe:´ 

GXilW iV an indicaWiRn \RX¶Ue a gRRd SeUVRn and if \RX giYe iW a chance WR ZRUk 

through your system, it will empower you to bring your best to your professional 

ViWXaWiRn«IW helSV XV WR becRme beWWeU, mRUe cRmSaVViRnate people and face, 

rather than turn away from situations. Guilt is good. It will run its course and be a 

source of power moving forward. 

In transforming guilt from a negative, emotional hinderance to a positive, moral attribute, 

providers are able to view themselves as a good people with the ability to become more 

cRmSaVViRnaWe mRYing fRUZaUd fURm WhiV e[SeUience. The SCCH iV cRnceUned ZiWh caUegiYeUV¶ 

experiences with trauma, working during mass casualty events like the Boston Marathon 

bombing and mass shootings. These events are challenging for providers, as it is described that 

there are often feelings of guilt, as well as inadequacy related to the limited ability to help in 

these situations. One surgeon during the Boston Marathon Rounds managed this feeling of 

inadeTXac\ b\ fRcXVing Rn Whe VXcceVV VWRUieV Rf SaWienWV: ³We all did a YeU\ gRRd jRb, and iW¶V 

imSRUWanW WR keeS WhaW in mind. NRW WhaW SeRSle aUen¶W WUaXmaWi]ed, bXW Whe majRUiW\ aUe mRYing 
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Rn, Zalking again, UXnning again, dancing again´ (S.3). Indeed, fRcXVing Rn ³Whe gRRd´ iV a WacWic 

I will describe in further detail below.  

Pride, Closure, and Resilience: Moving Forward 

 The SCCH emphasizes the importance of organizing more positive, celebratory Rounds 

in addition to sessions addressing emoWiRnal WURXbleV. TheVe RRXndV, VXch aV ³The GRRd SWXff: 

WhaW KeeSV UV GRing´ (YXan and McDRnnell 2016), fRcXV Rn XSlifWing and inVSiUing VWRUieV; 

WhRVe WhaW UeflecW Zidel\ VhaUed V\VWemV Rf meaning UegaUding ³dRing gRRd´ bURadl\, and 

compassionate care more specifically. One example of how this is accomplished is through 

Rounds that include patients and families in Schwartz Rounds as panelists. On the SCCH 

ZebSage, ³GiYing ThankV WR Whe CaUegiYeUV´ aV SaUW Rf Whe ³InVide SchZaUW] RRXndV´ VeUieV, 

there is a story that features how one Rounds session invited three families to share their 

e[SeUienceV and Va\, ³Whank \RX.´  

One family member praised an RN in the ICU who had performed Reiki on her 

mother. As the daughter described the touch and comfort her mother experienced, 

a peaceful feeling came over the room. Her story made everyone proud to be part 

of an organization that provides this kind of care and compassion to a grieving 

family. 

ThiV e[amSle VhRZV hRZ ³cRmSaVViRnaWe caUe´ can be SURYided in a YaUieW\ Rf ways and that 

VXcceVV in SURYiding VXch caUe iV nRW meUel\ defined b\ VaYing a SaWienW¶V life. AlWhRXgh Whe 

daXghWeU¶V mRWheU died, b\ e[SUeVVing gUaWiWXde fRU cRmSaVViRnaWe caUe, Whe daXghWeU and RWheU 

familieV inclXded in Whe Sanel ³SURYided an inYalXable gift to the staff members in the room that 

da\´ and ³caUegiYeUV lefW feeling SURXd Rf ZhaW Whe\ dR Rn a dail\ baViV, bXW alVR Ue-energized to 

keeS SURYiding cRmSaVViRnaWe caUe WR RWheU familieV in need.´ ThiV VWRU\ cRmmXnicaWeV WR 
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providers that when compassionate care is provided, families and patients notice and appreciate 

such care. Indeed, throughout stories, there were no cases that featured a lack of appreciation for 

compassionate care. In sharing these stories, organizations assist compassionate caregivers in 

earning moral wages and fulfilling a moral sense of self. 

 The cRde Rf ³cRmSaVViRnaWe caUe´ encRXUageV SURYideUV WR bXild UelaWiRnVhiSV and 

emotional connections with patients (as demonstrated in the previous chapter). However, due to 

the structuring of healthcare, it is common for healthcare providers to often be left unaware of 

how their efforts informed the life chances or outcomes of patients once patients leave the 

hRVSiWal RU caUe faciliW\. ThURXgh RRXndV¶ inclXViRn Rf SaWienW VWRUieV, Where is an opportunity to 

find ³clRVXUe´ and UeaffiUm Whe imSRUWance Rf SURYiding cRmSaVViRnaWe caUe. FRU e[amSle, Rne 

news story shared on the SCCH website (Burling 2011), featured a story about the 

transformation of a former patient: 

A young man who had walked into the hospital earlier this year on heroin and 

bleeding from a stab wound in his stomach ± sat before her looking 

XnUecRgni]abl\ gRRd. He¶d been WR Uehab, SXW Rn ZeighW, and gRWWen a jRb. He had 

come back to thank the staff for saving his life.  

This patient story is successful in inspiring audiences, as it reflects cultural values. It features a 

young (not old) man who hit rock bottom due to drugs, who completely turned his life around 

through hard work, and has a second chance at life. This patienW¶V VWRU\ feaWXUeV a chaUacWeU 

WUanVfRUmaWiRn Rf Whe ³dUXg addicW´ WR a ³UecRYeUed addicW,´ ZhR iV Rn WUack WR becRme a ³GRRd 

AmeUican,´ all becaXVe Rf Whe cRmSaVViRnaWe caUe he UeceiYed. In VhaUing WhiV VWRU\, Whe SCCH 

assists providers in earning a moral payoff, as demonstrated by one audience participant who 

worked with this patient: 
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It was just so moving to actually see him in person and see how well he was 

dRing«I dRn'W geW WR Vee Whe fRllRZ-up of how [patients] are doing afterward, 

unfortunately, unleVV Whe\'Ue nRW dRing Zell and When Whe\ cRme back«IW'V 

refreshing to go back to the core of why I went into psychiatry and health care in 

geneUal, WhaW Ze aUe all WheUe fRU Whe Vame SXUSRVeV«IW VRXndV VRmeZhaW cRUn\ WR 

say we're here to help people, but Ze aUe«IW UeinVSiUeV XV WR gR back WR ZRUk and 

take a fresh look and stay connected with patients. 

Through these organizational efforts, providers have opportunities to realize their contribution to 

a VXcceVV VWRU\, Zhich UeaffiUmV a VenVe Rf ³dRing gRRd.´ As stated in the above quotation, these 

W\SeV Rf VWRUieV ³UeinVSiUe´ SURYideUV WR cRnWinXe ZanWing WR SURYide cRmSaVViRnaWe caUe fRU 

patients. Indeed, survivor stories are described as a source of healing for caregivers, with Rounds 

attendees describing hRZ WheVe VWRUieV ³Ueminded me and RWheUV Zh\ Ze ZenW inWR healWhcaUe in 

Whe fiUVW Slace.´ AV VXch, Whe SCCH cXUaWed VWRU\Welling aVViVWV SURYideUV eaUn mRUal ZageV b\ 

promoting particular stories that align with cultural standards and expectations of helping others.   

DISCUSSION AND CONCLUSION 

Compassion has shifted from an implicit expectation of good healthcare providers to a 

professional, institutional standard. As compassionate healthcare is written into codes of ethics 

(American Medical Associations 2016; Wang 2016), there have been explicit organizational 

efforts to promote a culture of compassion in medicine. This paper examines how the SCCH 

promotes a shift in emotion culture and moral identity of healthcare providers. Specifically, I 

demonstrate how organizational events, Schwartz Rounds, offer strategies of emotion 

management (Hochschild 1983) through structured and collaborative storytelling. In doing so, 
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the SCCH serves as a moral mediation (Geiss 2019) organization that assists in managing the 

mRUal idenWiW\ Rf ³cRmSaVViRnaWe caUegiYeUV.´   

Previous research on the emotion culture of medicine has been largely concerned with the 

SeUViVWence Rf ³affecWiYe neXWUaliW\´ (PaUVRnV 1951), ³deWached cRnceUn´ (FR[ and Lief 1963), 

and ³emRWiRnal neXWUaliW\´ WRZaUd SaWienWV (SmiWh and Kleinman 1989), particularly in relation to 

power dynamics between patients and providers. While some research has discussed the work of 

indiYidXalV in healWhcaUe URleV WR SURYide ³cRmSaVViRnaWe caUe´ and affiUm a mRUal VenVe Rf Velf  

(e.g. Doane 2002; Peter et al. 2016), there is a lack of attention to the ways organizations 

promote shifts in professional emotion culture and moral identity.     

HRchVchild¶V (1979;1983) fUameZRUk emShaVi]eV Whe inflXence Rf cXlWXUal ³feeling 

UXleV,´ \eW UeVeaUcheUV haYe laUgel\ ignRUed how such rules come to be. As the construction of 

cultural standards of emotion is taken for granted, attention has remained primarily centered on 

the influence of feeling rules on individual practices of emotion management, limiting theoretical 

and empirical aWWenWiRn. AV I demRnVWUaWe in WhiV SaSeU, WheUe iV a need WR mRYe be\Rnd a ³WRS-

dRZn´ XndeUVWanding Rf Whe UelaWiRnVhiSV beWZeen cXlWXUeV and emRWiRn managemenW WR mRUe 

comprehensively understand the social processes and consequences of emotion.   

To further understand the relationships between culture, structure, and interaction, I 

employ a narrative perspective. Cultural images of doing good, which are widely valued and 

publicly promoted, tend to follow a predictable story: a pure, deserving victim receives a 

particular service, that results in an improved social location. This story is a familiar cultural 

cRde; Whe ³VeUYice-ZRUWh\ clienW´ (GeiVV 2019; MaUYaVWi 2002; SSenceU 1994), WhaW infRUmV 

organizational design and the ways social actors navigate services. While such pervasive images 

are largely taken for granted meaning-making resources, they provide yardsticks to evaluate 



   

 71 

deservingness, morality, and emotionality, which inform organizational practices. For example, 

in cXlWXUal VWRUieV Rf ³cRmSaVViRnaWe caUe,´ SaWienWV ZhR aUe cRnVWUXcWed aV deVeUYing aUe WhRVe 

ZhR cRnfRUm WR an image Rf Whe ³ideal SaWienW.´ When SaWienWV fail WR meeW ideali]ed imageV Rf 

deservingness, or when experiences of helping others diverges from how compassionate care 

³VhRXld´ lRRk, RUgani]aWiRnV VXch aV Whe SCCH aVViVW in mediaWing SURYideU e[SeUienceV and a 

moral sense of self.  

While this paper focuses on the ways cultural systems of meaning inform organizational 

emotion management of providers, future research might examine how compassion is 

institutionally supported through local policies and protocols, how the everyday work of 

practical actors is informed by cultural shifts in various healthcare professions, how standards of 

emotion inform interactions between providers and providers, as well as patient care.     
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CHAPTER FOUR: 

MANAGING EVERYDAY TROUBLES OF COMPASSIONATE CARE 

 

ABSTRACT 

ThiV SaSeU e[amineV hRZ cXlWXUal meaningV Rf ³dRing gRRd´ infRUm Whe eYeU\da\ emRWiRnal 

complexities of nursing. Specifically, I examine how such cultural codes become embedded 

institutionally and influence the moral identity work and emotion management of nurses. 

Through eleven in-depth, semi-structured interviews with hospital nurses analyzed through a 

naUUaWiYe SeUVSecWiYe, I e[SlRUe (1) hRZ e[SeUienceV WhaW UeflecW ³gRRd VWRUieV´ UeaffiUm a mRUal 

VenVe Rf Velf, (2) hRZ cRmmRn ³XnVSeakable´ e[SeUienceV create moral identity dilemmas, and 

(3) the emotion management tactics developed by nurses to make sense of such disjunctures and 

everyday troubles. This paper emphasizes the need to examine the often overlooked lived 

experiences and perspectives of providers to more comprehensively theorize emotion in 

medicine, as well as tend to practical issues of institutional order and policy-making.  

INTRODUCTION 

PXblic VWRUieV Rf nXUVing Wend WR UeflecW ³ZhaW Ze all knRZ´ (Adorjan et al. 2012) about 

the profession ± nurses are endlessly selfless and caring and fulfilled by helping patients in need. 

Widely circulating stories of nursing depict happy, or at least, hopeful endings: patients recover 

or die peacefully, families are appreciative and supportive, and nurses feel good about making a 

difference, knowing Whe\ did all Whe\ cRXld. SXch ³gRRd VWRUieV´ aUe eYalXaWed aV VXch in WhaW 
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they are culturally salient; reflecting and reinforcing collective ways of thinking and feeling 

about the world.  

Less visible stories are those that fail to align with such ideals, what I will refer to as 

³XnWellable VWRUieV´ (SWein 2009); stories that do not align with cultural values and beliefs. This 

type of story is not merely difficult to recall, but perhaps more difficult to find an audience to 

listen. One example of such a story stood out to me when interviewing nurses about their work; 

Melissa, a nurse of 32 years, broke down crying when recalling caring for a young woman who 

was in a terrible car crash on her way back to college: 

I was hysterical crying. I said, ³I¶m hXUWing your kid. And it hurts me to do this to 

heU becaXVe I knRZ ZhaW I'm dRing iV nRW gRnna VaYe heU life´«I VSenW eighW 

weeks torturing that child, I can't do anymore. Chest tubes, ventilators, 

medications, watching her have seizures because her fevers got so high«I jXVW 

WRld [Whe mRWheU], ³I'm e[haXVWed. I can'W dR WhiV an\mRUe. And if I haYe WR SXnch 

on your daughter's chest one more time and feel another rib break, I said, I am 

caXVing mRUe damage WR heU. I'm hXUWing heU and iW'V nRW gRnna make a change.´ 

I ZaV Xnable WR hRld back WeaUV liVWening WR MeliVVa¶V Welling Rf a gXW-wrenching story. To me, 

this was an unimaginable experience, but to Melissa, this was an everyday reality of nursing. 

How can someone live through such trauma and wake up the next day ready to do it all over 

again? How can anyone feel good about their work when their daily experience is, or could be, 

an absolute tragedy? 

In this paper, I examine how cultural meanings inform the everyday complexities of 

dRing ³cRmSaVViRnaWe caUe´ b\ cenWering perspectives of nurses. Nursing ± at its core ± can be 

understood as a profession easily aligned with compassion; a moral virtue that most simply aims 
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to alleviate the suffering of others. As such, the profession provides an opportunity for workers 

to construct a moral identity (Kleinman 1996: 5). However, as I demonstrate in this paper, there 

is a tremendous amount of emotion management (Hochschild 1983) required to do so, as the 

cXlWXUal VWandaUdV Rf cRmSaVViRn and ³dRing gRRd´ aUe RfWen WimeV incRngruent with lived 

experiences. 

My paper begins with a discussion of narrative meaning-making, followed by an 

overview of emotion management and moral identity work in helping professions. I then discuss 

my methodological approach to interviews with nurses and use of narrative analysis. Next, my 

findings section contains three main parts. First, I demonstrate how nurses reaffirm a moral sense 

Rf Velf WhURXgh ³gRRd VWRUieV´ Rf cRmSaVViRnaWe caUe. SecRnd, I e[amine ³XnVSeakable VWRUieV´ WR 

examine the everyday, cRmSle[ WURXbleV Rf ³dRing gRRd´ in nXUVing. LaVW, I dRcXmenW eYeU\da\ 

emotion management tactics, demonstrating how nurses make sense of meaning disjunctures of 

³cRmSaVViRnaWe caUe´ and UecRncile mRUal idenWiW\. 

This paper contributes both theoretically and practically. First, I draw attention to the 

largely overlooked stories of nurses to demonstrate the multi-level emotional complexities of 

compassionate caregiving, connecting cultural meanings to everyday practices of care. 

Additionally, this research offers useful insights to organizations and policy-makers aiming to 

improve health services by writing compassion into healthcare ethics (Wang 2016).      

NARRATIVE MEANING-MAKING AND EMOTIONS 

 Our social world is saturated with stories; they create meaning at every level and in every 

realm of social life. Narratives are tools to make sense of the self, others, and experiences, as 

well as emotions ± categories of feeling that are often difficult to define. In this section, I will 
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briefly outline how narratives operate at macro, meso, and micro levels of social life, and 

emphasize the value of examining the connections across these levels. 

 Cultural narratives are those that feature disembodied characters, with recognizable plots 

and predictable moral lessons that reflect and reinforce widely shared values and beliefs (Davis 

2002). Such stories are widely circulating and understood by broad, diverse audiences as 

belieYable and imSRUWanW; Whe\ aUe eYalXaWed aV ³gRRd VWRUieV,´ aV Whe\ deSlR\ V\mbRlic and 

emotion cRdeV. S\mbRlic cRdeV (Ale[andeU 1992) aUe caWegRUieV Rf meaning (i.e. ³ciWi]en´ RU 

³enem\´) WhaW aSSeal WR VhaUed ideaV abRXW hRZ Whe ZRUld ZRUkV (aSSealV WR lRgic) and Whe Za\ iW 

should work (appeals to morality) (Loseke 2019). Symbolic codes, that appeal to collective 

thought, are tied to emotion codes, that appeal to collective feeling (Loseke 2009); models that 

communicate social standards of feeling and display rules (Hochschild 1979). Thus, cultural 

naUUaWiYeV VeUYe aV ³cXlWXUal cRdeV´ (Ale[andeU and Smith 1993), or widely-shared systems of 

meaning abRXW RXU VRcial ZRUld. FRU e[amSle, a cXlWXUal cRde Rf ³helS´ iV cRmmRnl\ UeflecWed in 

SXblicl\ ciUcXlaWed VWRUieV Rf ³dRing gRRd:´ a SXUe YicWim (V\mbRlic cRde WhaW cRmmXnicaWeV a 

type of person who is harmed through no fault of their own) is evaluated as deserving of 

sympathy (emotion code of how this type of person should felt about), which is tied to 

expectations about helping behaviors (Clark 1997).   

 Cultural ways of thinking and feeling also inform organizational and institutional 

storytelling. At the meso-level, stories inform how various types of social services are structured, 

fRU ZhRm, and in ZhaW Za\V. SRme ³WaUgeW SRSXlaWiRnV´ (Schneider and Ingram 1993) are 

portrayed and evaluated as moral types of people worthy of sympathy and help, while others are 

evaluated as immoral, deserving of condemnation or punishment. Such stories produce images of 

inVWiWXWiRnal VelYeV (GXbUiXm and HRlVWein 2001) and deVignaWe Whe ³cRndiWiRnV Rf SRVVibiliW\´ 
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(Foucault 1979) of how they should be processed. Organizational stories construct collective 

idenWiWieV VXch aV ³VXbVWance XVing clienWV´ (SelVeng 2017), ³aW-UiVk \RXWh´ (GeiVV 2019), RU 

³diVabled aUWiVWV´ (MacRni 2019), WhaW infRUm RUdeU and eYeU\da\ SUacWice.       

 Cultural, institutional, and organizational narratives are not deterministic, rather, they 

SURYide a membeUV¶ UeVRXUce (GaUfinkel 1967) fRU making VenVe Rf liYed e[SeUienceV and Whe 

self. While practical actors have agency in the stories we tell, we are limited by available 

naUUaWiYe UeVRXUceV. LRVeke (2019) deVcUibeV hRZ indiYidXalV ³Vcan Whe enYiURnmenW fRU VWRUieV 

WhaW mighW make VenVe Rf SeUVRnal e[SeUienceV,´ WR make VenVe Rf WURXbling e[SeUienceV VXch aV 

illness (Frank 1995), relationships (Irvine 1999), or rape (Wood and Rennie 1994). While 

cultural and organizational narratives offer resources to make sense of everyday troubles, the 

simplistic categories of stock characters, plot elements, and clear morals do not neatly translate 

to everyday life. Indeed, practical actors modify and challenge aspects of circulating narratives to 

author self-stories that account for complexities of everyday experiences.  

Medical sociologists have employed narrative perspectives, with a primary focus on 

patient storytelling (Frank 1995; Kleinman 1988). While this tradition of research has been 

useful in understanding the lived experiences of illness, there is a tendency to treat patient stories 

aV inVighWV inWR ³h\SeUaXWhenWic YeUViRn Rf acWRUV¶ e[SeUienceV RU VelYeV´ (AWkinVRn 1997: 343), 

relegating the importance of narrative to the psychological; which detracts attention from the 

important complexities of narrative that inform individual experiences, organization of services, 

and cultural evaluations. Further, in addition to centering the perspectives of patients, there is a 

theoretical and practical need to understand the experiences of providers ± whose stories have 

been largely overlooked. In this paper, I demonstrate how nurses employ narratives to make 

sense of the emotional complexities of their day-to-day work. Through a narrative approach to 
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sense-making, I demonstrate the reflexive nature of how stories are simultaneously about the 

social, cultural, and personal, and simultaneously about private life, public processes, social 

forces, and institutions (Loseke 2019). 

HELPING PROFESSIONS, EMOTION MANAGEMENT, AND MORAL SELVES  

 Front line social service work is a fruitful area for exploring how people navigate 

emRWiRnal cRmSle[iWieV, VWemming fURm HRchVchild¶V (1983) gURXndbUeaking UeVeaUch Rn aiUline 

aWWendanWV. HRchVchild¶V cRnceSW Rf emRWiRnal labRU haV been SaUWicXlaUl\ Valient; a type of paid 

ZRUk WhaW ³UeTXiUeV Rne WR indXce RU VXSSUeVV feeling in RUdeU WR VXVWain Whe RXWZaUd cRXnWenance 

WhaW SURdXceV Whe SURSeU VWaWe Rf mind in RWheUV´ (1983: 7). ReVeaUcheUV haYe e[amined Whe 

emotional labor requirements and processes of a wide variety of workers, including people 

working in fast food restaurants (Leidner 1991; 1993), nail salons (Kang 2010), and plus size 

clothing stores (Gruys 2012). There has been wide multidisciplinary empirical attention to 

emotional labor associated within nursing (see Badolamenti et al. 2017 for a review; see 

Hayward and Tuckey 2011 and Theodosius 2008 for empirical examples). As HRchVchild¶V 

theory relies upon a Marxist, Freudian scaffolding, research in this tradition has primarily 

focused on aspects Rf ZRUkeU eVWUangemenW, alienaWiRn, and ³bXUnRXW.´  

Other researchers have focused on how workers manage emotions not merely due to the 

demand of employers, but as an interactional accomplishment of identity (Blumer 1969), where 

confirmation depends upon adheUence WR cRnYenWiRnV Rf Rne¶V idenWiW\ cRde (SchZalbe and 

Mason-Schrock 1996). This has been demonstrated through empirical attention to workers in 

YaUiRXV ³helSing´ SURfeVViRnV, Zhich can aWWUacW SeRSle Veeking WR cRnVWUXcW a mRUal idenWiW\ 

(Kleinman 1996). Moral roles, such as mother, social worker, or activist, for example, are 
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infRUmed b\ cXlWXUal nRWiRnV Rf mRUaliW\ and cRnWUibXWing WR Whe ³gUeaWeU gRRd´ (Deeb-Sossa 

2013; Kleinman 1996; Kolb 2014).  

  In fulfilling such social roles, individuals can receive what Kolb (2014:22) refers to as 

³mRUal ZageV,´ RU a ³VenVe Rf VaWiVfacWiRn« (Rf) liYing XS WR Whe demandV Rf WheiU mRUal idenWiW\ 

cRde, and Whe SRViWiYe feelingV WhaW cRme ZiWh iW.´ However, moral wages often do not come 

easily, and individuals have to make sense of moral identity dilemmas they experience in their 

day-to-day work. For example, Wolkomir and Powers (2007) demonstrated that abortion clinic 

staff are attracted to the job because of a sympathetic position toward patients, however, 

cRmmRnl\ encRXnWeUed ³difficXlW´ SaWienWV ZhR challenged WheiU abiliW\ WR feel like ³gRRd 

helSeUV.´ WRUkeUV deYelRSed unscripted emotional investment and detachment tactics to preserve 

self-commitments.    

 While researchers have begun to explore the moral identity work of nurses (e.g. Doane 

2002; Peter et al. 2016), there is a lack of attention to the ways such identity processes are 

informed by broader cultural meanings. In this paper, I demonstrate how cultural notions of 

³cRmSaVViRn´ infRUm nXUVeV¶ XndeUVWandingV Rf WheiU ZRUk, and deVcUibe Whe WechniTXeV 

employed by nurses to make sense of everyday troubles and complexities. 

METHODS 

To understand the everyday complexities of emotion and identity in nursing, I conducted 

eleven in-depth, semi-structured interviews with nurses working in a metropolitan area in the 

Southeastern United States. Interviews were completed in-person and ranged in length from one 

to two hours each. I used an interview guide Rf geneUal TXeVWiRnV VXch aV, ³WhaW aUe Whe WhingV 

abRXW \RXU jRb WhaW aUe emRWiRnall\ UeZaUding?´ aV Zell aV TXeVWiRnV deVigned WR eliciW VSecific 

VWRU\Welling, VXch aV, ³Can \RX Well me abRXW a SaVW SaWienW WhaW \RX VWill Whink abRXW?´ FRllRZing 
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interviews, participants completed a short demographic survey about education and work history. 

Participants included eight females and three males; seven were white, two were African 

American, and two were Hispanic.   

Interview participants came from a variety of nursing subfields and departments, 

including the general floor, post-anesthesia care unit, transplant, operating room, neonatal 

intensive care unit, wound care, and Hospice. Experience in nursing ranged from three years to 

over thirty. To protect respondenWV¶ idenWiWieV, I aVVigned SVeXdRn\mV WR all SaUWiciSanWV aV Zell 

as other individuals (patients, family members, and co-workers) mentioned during interviews, 

which are used throughout this paper. All aspects of data collection were approved by the 

University of South Florida Institutional Review Board. 

M\ aSSURach WR inWeUYieZing iV infRUmed b\ GXbUiXm and HRlVWein¶V (2009) fUameZRUk 

that conceptualizes the interview process as an active form of narrative practice, in that 

interviews are always interactional, social accomplishments informed by narrative environments. 

RaWheU Whan aVVXming SeUVRnal naUUaWiYeV aUe inVighWV inWR indiYidXalV¶ ³h\SeUaXWhenWic YeUViRn 

Rf acWRUV¶ e[SeUienceV RU VelYeV´ (AWkinVRn 1997: 343), I aVVXme WhaW naUUaWiYeV feaWXUe SeUVonal 

agency, as well as institutional patterns (Gubrium and Holstein 2009) and cultural meaning 

systems. Hence, those stories told by individuals, nurses in this case, are informed by broader 

institutional and cultural resources.  

My conversations with nurses were rich sites of emotional expression. While participants 

talked about their work, I observed an array of apparent feelings such as contentment, pride, 

happiness, fulfillment, frustration, exhaustion, sadness, and sorrow. Conversations typically 

began with matter-of-fact discussions of responsibilities and day-to-day tasks. However, as 

conversations progressed respondents shared intimate stories about patients, families, and care, 
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the emotional aspects were overwhelming and complex. I recall one participant, Lucia, who 

iniWiall\ aSSeaUed UaWheU ³bXWWRned XS,´ aV Vhe fRcXVed Rn caVelRadV, Wime managemenW, and 

findings in existing literature. About half-Za\ inWR RXU cRnYeUVaWiRn, I aVked, ³Can \RX Whink Rf a 

time that you had a patient who really stands out in your mind? It could be good or bad, but as a 

SaWienW VWRU\, ZhR dR \RX Ueall\ UemembeU?´ She began Welling me a VWRU\ abRXW a SaWienW Vhe 

thought would not make it, despite doing all she and the others on the care team could. While she 

told me that a cRlleagXe VenW heU a YideR Rf Whe SaWienW nRZ ³being WRWall\ nRUmal,´ heU YRice 

shivered as tears rolled down her cheeks. My goal in sharing the perspectives of nurses is to 

³VWa\ WUXe WR WheiU VWRUieV´ (GUeen 2015).    

NAVIGATING EMOTIONAL COMPLEXITIES AND EVERYDAY TROUBLES OF 

COMPASSIONATE CARE 

My analysis examines the questions: How do cultural ways of thinking and feeling inform 

Whe eYeU\da\ e[SeUienceV Rf dRing ³cRmSaVViRnaWe caUe?´ HRZ dR nXUVeV UecRncile a mRUal 

sense of self when lived experiences conflict with cultural values and beliefs? First, I demonstrate 

hRZ nXUVeV UeaffiUm a mRUal VenVe Rf Velf WhURXgh ³gRRd VWRUieV´ Rf cRmSaVViRnaWe caUe. SecRnd, 

I e[amine ³XnVSeakable VWRUieV´ WR highlighW Whe eYeU\da\, cRmSle[ WURXbleV Rf dRing gRRd in 

nursing. Third, I document emotion management tactics, demonstrating how nurses make sense 

Rf meaning diVjXncWXUeV Rf ³cRmSaVViRnaWe caUe´ and UecRncile mRUal idenWiW\. 

Doing Compassionate Care and Earning Moral Wages 

Throughout interviews, nurses emphasized what brought them to the profession:  a desire 

WR helS RWheUV. LXcia¶V cRmmenWV demRnVWUaWe a cRmmRn VenWimenW: 

Everybody who goes into the healthcare field will tell you they went into the 

healthcare field because they want to take care of people. So I was like, yeah, I 
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would love to take care of people. I thought that the greatest thing you could do 

with your life was to help somebody with theirs. So I went back to school. I got 

my nursing degree. And then I started working as a nurse and I loved it. I loved it, 

even though it was crazy, even though you didn't get, you know, to drink or eat or 

anything like that. Just taking care of my patients was so rewarding; to help 

somebody who couldn't help themselves. You're there when patients are at their 

absolute worst, and you're there when they're at their absolute best, when they're 

feeling better.  

PaUWiciSanWV deVcUibed chRRVing a caUeeU in nXUVing WR feel like Whe\ cRXld ³make a diffeUence´ 

and positively influence the lives of patients, family members, and caregivers. Nursing is 

historically and culturally understood as most clearly a caring, helping profession, thus, an 

opportunity for workers to construct a moral sense of self.  

Throughout interviews, nurses emphasized that compassion is a requirement of the 

SURfeVViRn, aV Zell aV a WUaiW Rf WheiU RZn mRUal idenWiW\ cRde. AV SXW b\ MeliVVa, ³On Whe back Rf 

my badge, it says compassion, respect, knowledge, you know, they give you their keywords for 

[the hospital]. That's how I live my life. You don't have to tell me to be accountable, 

cRmSaVViRnaWe, UeVSecWfXl.´ AnRWheU nXUVe, Kell\, deVcUibed, ³If \RX dRn'W haYe iW in \RX, \RX 

dRn'W laVW lRng aV a nXUVe«SR WheUe iV a leYel Rf cRmSaVViRn I Whink WhaW iV ingUained in mRVW 

nXUVeV« iW'V kind Rf like a SaUW Rf Whem.´ 

 NXUVeV deVcUibed Whe ³mRUal ZageV´ (KRlb 2014) WhaW can cRme fURm WheiU ZRUk, WhRVe 

payoffs that make them feel like good helpers. They told stories about moments where they felt 

like they helped someone or made a difference, reaffirming a moral sense of self. For example, 

when I asked Melanie what they most rewarding part of nursing is, she responded: 
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Just seeing a patient come in at like their absolute worst, and just watching them 

progressively get better and eventually heal; are eventually better, and they walk 

out of here and they're just smiling and they're happy and they're thankful. That is 

VR UeZaUding« When I ZaV in Whe LTEC, lRng WeUm acXWe caUe, VR Whe\ aUe«nRW 

sick enough to be in acute care, but they're not healthy enough to go to like a long 

term rehab or something. So they go to like another hospital, which is like middle 

gURXnd«I haYe a VWRU\ Rf a genWleman WhaW Zhen he came WR XV aW LTEC and he 

was in ICU on a vent, and he progressed, to where he ended up with a trache, 

started working on physical therapy, was downgraded and he just, he walked out 

of the LTEC. That was amazing.  

Melanie¶V VWRU\ UeaffiUmV ZhaW Ze all knRZ ± culturally ± abRXW helSing RWheUV; hRZ iW ³VhRXld´ 

look in an ideal world: a person in need of medical care, who is appreciative and cheerful, 

UeceiYeV caUe, SURgUeVVeV, and leaYeV beWWeU fRU iW. MRVW cRmmRnl\, nXUVeV¶ VWRUieV Rf UeceiYing 

moral wages focused on patient recovery, which is similar to PeWeU eW al.¶V (2016) UeVeaUch WhaW 

fRXnd nXUVeV¶ mRUal idenWiWieV Zere realized when there was visible improvement in the health of 

patients. Other nurses described the emotional rewards associated with watching sick babies 

leaving the NICU to go home with their families, staying in touch with patients after their 

discharge WR Vee Whem WhUiYe, RU being able WR make a SRViWiYe diffeUence in VRmeRne¶V da\ 

(hRZeYeU Vmall). AV SXW b\ AnaVWaVia, ³AW Whe end Rf Whe da\, iW'V hRZ UeZaUding iW iV; iW'V WhaW 

feeling that you help somebody, made a difference. That makes it all worth iW.´ TheVe aUe ³gRRd 

VWRUieV;´ WhRVe WhaW UeflecW bURadeU cXlWXUal meaning V\VWemV Rf dRing gRRd.  

 Nurses earn moral wages quite easily in such cases. However, they also told stories that 

were much more complex, and incongruent with idealized notions of compassion and doing 
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gRRd. TheVe ³XnWellable´ VWRUieV (SWein 2009) WhaW dR nRW align ZiWh cXlWXUal e[SecWaWiRnV Rf helS, 

shed light on some of the everyday troubles nurses experience when attempting to do good. 

Unspeakable Stories: Everyday Troubles of Compassionate Care 

At the core of every definition of compassion is recognizing suffering of another person 

and feeling a need to take action to alleviate it. While nurses often do have opportunities to 

provide such care, participants repeatedly described one of the hardest parts of the job was 

fulfilling orders that contribute to, what they understand as, patient suffering and pain. One 

nurse, AnaVWaVia, deVcUibed WheUe iV ³VR mXch«SaWienWV VXffeUing«WhaW dReVn'W need WR haSSen. I 

guess it's just, you know, the advances in technology. That's the downside of it. Because now 

people expect doctors can do miracles with all the technology that we haYe.´ AnRWheU nXUVe, 

JaVmine, Walked abRXW Whe VWUXggleV Rf ³WRUWXUing´ babieV in Whe NICU, fXlfilling Whe famil\¶V 

wishes and treatment orders: 

YRX dRn¶W Vee ZhaW I Vee. TheUe haYe been man\ da\V I gR inWR ZRUk and I¶m like,  

I'm torturing this kid. All 12 hRXUV. I¶m WRUWXUing WhiV kid, baVed Rn ZhaW Whe 

family wants, based on what the orders say, based on what I have to do. I'm like, 

³I'm VR VRUU\.´ SRmeWimeV I Zill gR in and I'm ZiWhhRlding WeaUV becaXVe I ZaV 

like, this is torture. The minute I touched the kid, and you can see, they can't do 

anything, but you see the whole face shrivel up like, owww [grimacing]. Yeah, 

WhiV iV WRUWXUe«.if \RX aUe a bab\, and \RX'Ye been dRing Ueall\ bad, and Ze'Ye 

had to do surgery on you and your guts are still hanging out. And we keep doing 

surgery after surgery. And it just becomes a routine thing where we just continue 

doing this stuff, where we know they're not going to qualify for any transplant or 

any sort like, you know, bowel transplant or whatnot. And we just keep going and 
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going and going and the kid is clearly trying to die. You know what I mean? In 

terms of their presentation, the monitor, you're like, this kid is trying to see Jesus. 

Wh\ ZRn'W Ze leW him? And iW VRXndV VR cUXel SeRSle Zill be like, ³AUe \RX 

cra]\?´ I'm like, nR, I'm nRW cUa]\. BXW \RX aUe WRUWXUing WhiV hXman being like, I 

really feel like it's torture. If you have a drain in your brain and you have brain 

matter in the bag, and I see your brain floating in the bag. This is torture. Make it 

stop. You know what I mean? But I see it from both sides. The parents, they want 

everything done. I feel them. I understand. And that's the hardest part of the job. 

JaVmine SURYideV an e[amSle Rf Whe cRmSle[iWieV Rf ³dRing gRRd´ in nXUVing: Whe XVe Rf 

available, clinical tools of help (i.e. surgeries and drains) can result in feeling like baby torturer ± 

perhaps the furthest thing imaginable from what we understand as moral. While nurses 

UecRgni]ed WhaW VRmeWimeV SainfXl, WRUWXURXV WUeaWmenWV can UeVXlW in ³miUacleV,´ Whe\ 

emphasized that those are not common. More commonly, they described how it is most difficult 

Zhen Whe\ UecRgni]e WhaW a SaWienW¶V deaWh iV ineYiWable. FRU e[amSle, Kell\ deVcUibed an 

experience with a patient she was taking care of for months after their stroke; disagreeing with 

treatment plans and wanting to advocate for her patient, but lacking the power to change the 

course of care to what she felt was compassionate care:  

She was so sick, and I felt like she wanted to be like a DNR [do not recessitate], 

she just wanted comfort measures. But we had to do everything we can because 

heU VRn ZaVn¶W heUe and he ZaV ne[W Rf kin, and he ZaV Va\ing dR eYeU\Whing. 

NeYeU laid e\eV Rn heU, ZaVn¶W Veeing like ZhaW cRndiWiRn Vhe ZaV in«I UemembeU 

turning her, me and this nurse turning her and like, blood was coming out like, 

like Vhe ZRXld SRRS, bXW iW ZaV alVR blRRd« And I lRRked aW heU and Ze bRWh jXVW 
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VWaUWed cU\ing. And I felW like WhiV ZaV ZURng. WhaW Ze¶Ue dRing iV ZURng. I feel 

like, I knew like this woman would not want this. Finally the son came into town 

and he saw her, and he did make her DNR. She died the next day. But they had 

the ethics committee, like, can we do anything? Like, nothing is working, you 

know, can we make her comfort measures? And Whe\¶Ue like, ³NRSe, Whe VRn Va\V 

dR eYeU\Whing. We haYe WR dR eYeU\Whing Ze can.´«And WhaW¶V Zh\ neXUR WR me 

was so emotional, because you saw a lot of that stuff play out, like next of kin, 

because these patients stay on for long because they were, waiting for placement 

for like, rehab or something. And they stay long, and you saw like more family 

iVVXeV becaXVe SeRSle cRXldn¶W decide. One famil\ ZanWV WhiV, Whe RWheU famil\ 

didn¶W ZanW, nRWhing ZaV ZUiWWen. SR nRZ Whe familieV aUe like baWWling RXW Zhat 

Whe\ ZanW WR dR and ZhaW Whe\ dRn¶W ZanW WR dR. IW feelV like, VRmeWimeV iW feelV 

Vickening. Like, WhiV iVn¶W UighW, ZhaW Ze¶Ue dRing iVn¶W UighW I ZRXld neYeU ZanW 

WhiV fRU me like, Zh\ aUe Ze dRing WhiV WR VRmebRd\ WhaW can¶W eYen make WhiV 

decision? But ultimately, they never got like their affairs in order, they never said 

this was what they want. So we have to do whatever that its saying, you know. 

Participants frequently described the challenges associated with of end-of-life care determined 

by next of kin; family members often disagree on treatment plans, are not ready to say goodbye 

WR WheiU lRYed Rne, RU haYe ³XnfiniVhed bXVineVV.´ The defaXlW Slan, ³dR eYeU\Whing,´ UeflecWV 

broader western beliefs and values: family members must do (and should be able to do) 

everything possible to save our loved ones in any circumstance, hope cannot be lost, and patients 

must continue fighting. As these beliefs are put into practice and reinforced through institutional 

structuring (in this case, the ethics committee relegates decision making to family members), 
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nXUVeV caUU\ RXW SURWRcRlV WhaW Whe\ XndeUVWand aV ³ZURng´ and ³Vickening.´ ThXV, Zhile famil\ 

membeUV ma\ feel aW Seace knRZing Whe\ did all Whe\ cRXld, nXUVeV¶ e[SeUience Sain and mRUal 

identity dilemmas associated with managing dying bodies. 

In addition to troubles associated with tools and protocols of body management, 

participants also talked of the emotional challenges associated with being unable to give patients 

better outcomes and life chances, despite their best efforts. One nurse, Jessica, described how she 

and her co-workers went above and beyond to help a patient, but she was still left feeling 

hopeless that a poor outcome was inevitable: 

I'm doing all this work for you. And I'm trying to make this situation better, but 

nothing I can do is going to fix that, you know? Like, we had one patient with this 

massive fistula on his abdomen. He came in, he's like in his late 20s. And his wife 

was nine months pregnant when he came in. He ended up being in the hospital for 

seven months. So he almost had a one year old by the time he was discharged 

from the hospital and was still discharged with this huge open wound on his 

stomach with a fistula, so his stool was draining out his abdomen. And no 

insurance; didn't speak English. It's like, we gave him everything we could, but I 

just knew I was sending him out into the world with this horrible scenario. And 

it's like, there's nothing I can do about it, like I can't change how the government's 

going to help him, not going to change how his life is outside of here, that he's 

never going to be able to work the same way, maybe in 10 years or so. But like, 

ZhaW am I VXSSRVed WR dR? I¶m VXSSRVed WR be able WR helS SeRSle, bXW I can'W.  

Nurses often described feeling powerless; having a desire to help but also understanding that 

Whe\ aUe limiWed in WheiU abiliW\ WR dR VR dXe WR a YaUieW\ Rf e[WeUnal facWRUV. JeVVica¶V VWRU\ 
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features a patient evaluated as deserving of help ± a young (not old), married (not single) father 

(nRW ³deadbeaW dad´), ZiWh fUXVWUaWiRn UelaWed WR an inabiliW\ WR helS a SeUVRn in need. PaUWiciSanWV 

described how helping in a clinical sense (getting them discharged) could likely result in a new 

set of troubles; in the above case, being unable to work or take care of their family. Nurses 

deVcUibed feeling VadneVV and fUXVWUaWiRn Zhen Whe\ cRXld nRW SURYide a ³gRRd RXWcRme,´ RU 

knowing that things would likely become much worse for patients when they left the hospital. 

For example, Jasmine described the complex feelings of helping a baby born with an addiction 

(Whe SXUeVW Rf SXUe YicWimV) WR Vend Whem hRme ZiWh a famil\ ³WhaW VXckV:´  

And sometimes you really do bond with these babies. And you just give it your all 

and \RX¶Ue like, WhiV VXckV. YRXU life Vucks. You know, the baby, right? Your life 

sucks. You were born and you were born in pain immediately. You don't even 

know what it is to be born comfortably. You were literally in pain from the 

minute you took your first breath, because you were withdrawing« Whe\ aUe bRUn 

in pain. I'm like, your life sucks. You know, you don't want to say, but in your 

mind, you¶re like, and your parents suck. That sucks, you know? And sometimes 

it takes everything in you to not want to take the kid home. So now that neonatal 

abstinence syndrome is a thing and that it's been researched more, we have all 

WheVe VWXdieV Rn iW«SR nRZ Whe\'Ue lRRking aW Whe lRng WeUm RXWcRmeV Rf WheVe 

kids. It alters the brain; the drugs alter the brain when they come out like that. So 

these studies are now starting to come out with kids, like in elementary school; 

majRU behaYiRUal iVVXeV, becaXVe iW alWeUV WheiU bUain«The\ can'W behaYe. SR When 

Whe\'Ue labeled aV VRRn aV Whe\ gR WR VchRRl. The\¶Ue Whe bad kidV, \RX knRZ ZhaW 

I mean? And then where do they usually end up? In the system. 
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Finding an Audience, Managing Emotions, and Moral Identity 

To make sense of untellable stories, participants emphasized the need for collaborative 

sense-making with other nurses and healthcare workers; describing that people outside of health 

care cannot understand, and do not care to understand, this aspect of their lives. Participants 

described that simply hearing about the management of bodies and bodily fluids, pain, death, and 

RWheU ³XnSleaVanW´ WRSicV make RXWViders uncomfortable and these stories should be largely be 

lefW XndiVcXVVed. AV Rne SaUWiciSanW Vaid, Whe\ did nRW ZanW WR make WheiU famil\ ³deSUeVVed.´ 

Thus, sense-making and emotion management between co-workers or other nurses was 

understood as essential. RRbeUW deVcUibed hRZ ³\RX cUeaWe a bRnd b\ SaVVing WhURXgh Whe 

cUXcible« iW'V URXgh. BXW if \RX haYe SeRSle WheUe WR lean Rn, \RX jXVW, \RX kind Rf VhaUe Whe 

bXUden. SR iW'V eaVieU WR lifW.´  

One nurse, Jessica, shared a story about the importance of having nurse friends to make 

sense of everyday experiences. She told me a story about being a new nurse called to help with a 

SaWienW ZhR ZaV ³fingeU SainWing,´ (Zhich WXUned RXW WR be cRde fRU a SaWienW ZiWh demenWia 

smearing their feces on the wall). She continued:  

ThaW¶V Zh\ nXUVe fUiendV aUe Whe beVW fUiendV. IW'V jXVW like a diffeUenW W\Se Rf 

relationship. Because you see just bizarre things together [laughing]. I mean, 

sometimes you just laugh as a coping mechanism. You just have to laugh at it, or 

jusW be like, ³Oh m\ gRd, I jXVW need WR YenW abRXW WhiV UidicXlRXV ViWXaWiRn´« IW 

really sounds so bad sometimes, but, it's the only way to get through it though 

honestly. There's just, when you see these patients like just, just make the 

weirdest decisions and do the strangest things and expect to get a different result. 

IW'V like, I mean, \RX can¶W fi[ iW. YRX jXVW kind Rf haYe WR laXgh aW iW WR geW 
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through. I mean, that kind of situation is why people in nursing become, like, 

closer than regular friends. Because you can't really explain that to anybody else. 

It's like being in the trenches. Like if you go through that with somebody else, 

you're friends forever, it doesn't matter what happens. There's just nothing else 

you can do about it. That's just how yoX'Ue bRnded. YRX¶Ue famil\; WhaW¶V iW. 

TheUe¶V jXVW VWXff WhaW \RX can¶W Xn-see [laughing]. I mean it, I think that's the 

biggest takeaway, like you have to have support. You have to have people that 

you can get along with. It's just crazy. And it's crazy, no matter where you go. 

Humor between co-workers was often described as a useful emotion management technique, as 

demRnVWUaWed b\ JeVVica¶V VWRU\. NXUVeV deVcUibed WhaW ³VRmeWimeV all \RX can dR iV laXgh,´ 

however, they emphasized that this emotion management tactic is most successfully employed 

with people working in healthcare. As put by Robert, if humor is deployed with the wrong 

aXdience, SaUWicXlaUl\ in making VenVe Rf WUaXma, ³\RX jXVW lRRk like a SV\chRSaWh.´  

Nurses developed a variety of tactics to manage negative emotions and reconcile a moral 

VenVe Rf Velf WhURXgh WheiU ZRUk. One aSSURach deVcUibed b\ SaUWiciSanWV ZaV WR fRcXV Rn ³Whe 

gRRd;´ Welling VWRUieV WhaW ³make iW all ZRUWh iW,´ VXch aV ZaWching a SaWienW UecRYeU and WhUiYe, 

making someone¶V da\ ZiWh Whe ³liWWle WhingV´ like a clRVe VhaYe, RU helSing VRmeRne and WheiU 

famil\ e[SeUience a ³gRRd deaWh.´ LXcia WRld a VWRU\ WhaW demRnVWUaWeV hRZ gRRd VWRUieV, RU 

those that reflect cultural notions of doing good, help her get through the hard times: 

I beg my surgeons when they're in clinic, please send us a picture of this person 

when they're in clinic, please send us an update of how they're doing. I remember 

one of our surgeons sent us a video of a patient that was there for a long time that 

I had been taking care of for a few months, and he left the hospital super 
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confused; young kid. I had no idea if he was ever going to recover. And they sent 

me a video of him in clinic and he's like, totally normal. Totally, like totally fine. I 

was like bawling. I was like, oh my god! You know, it's those kinds of things that 

like, get you through. You're like, okay, I can do this for another year. I can do 

this for another two years, because you burn out really quickly. All it takes is that 

one really bad shift or those few bad shifts in a row where it's like really long 

hRXUV and \RX didn'W dR an\Whing; \RX didn¶W VleeS, See, RU dUink ZaWeU. And \RX 

want to quit after those, you know, but then it just takes one of those moments. 

And you see the results of your hard work, when you see a patient doing well, and 

then you're like, okay, I can do this for another year. 

LXcia¶V VWRU\ demRnVWUaWeV hRZ SaWienW VXcceVV VWRUieV infRUm mRUal idenWiW\ cRnVWUXcWiRn and 

emphasizes the value of collaborative storytelling. FXUWheU, LXcia¶V UemaUkV demRnVWUaWe Whe 

importance of narrative closure; how it is difficult to make sense of a moral self when there is no 

confirmation of doing good. Thus, good stories can make up for those times that are difficult, 

frustrating or even horrifying. Similarly, Mark, who is a nurse of 22 years, described the 

imSRUWance Rf fRcXVing Rn ³Whe gRRd VWXff´ and diVWancing fURm Whe negaWiYe WhingV \RX ³can¶W 

cRnWURl:´ 

I mean, I can¶W Wake WhiV kid aZa\ fURm WhaW SaUenW. YRX knRZ, I can¶W make WhiV 

family let somebody die in peace. So I guess, focus more on the good things. You 

know, the guy [who attempted to kill himself] I saved, try to remember those 

things more than the person that, you know, had Munchausen [by proxy] 

syndrome. We had a woman that, she was intentionally making her kids sick over 

and over and over and over and over. And they didn't figure it out for a while 
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either because she seemed so normal and so right, and it didn't seem like she was 

Veeking WhaW aWWenWiRn«YRX knRZ, Whe\'Ue making the child sick so they can be 

Whe VaYiRU and Wake caUe Rf Whem« SR WU\ing WR nRW UemembeU WhRVe WhingV aV 

much or think about those things. Yeah, kind of compartmentalize that stuff. 

MaUk¶V cRmmenWV fXUWheU demRnVWUaWe Whe imSRUWance Rf liYed e[SeUienceV WhaW UeflecW ³gRRd 

VWRUieV´ in mainWaining a mRUal VenVe Rf Velf aV a nXUVe, and Whe ZRUk dRne WR cRmSaUWmenWali]e 

those experiences and feelings (guilt, sadness, disgust, hopelessness) that deviate from how 

compassionate care should look and feel. Also UeflecWed in MaUk¶V cRmmenWV, nXUVeV diVcXVVed 

the practical importance of maintaining emotional boundaries in order to continue providing 

quality, compassionate care. Mark emphasized how nursing requires you to be empathetic, but 

³\RX can be too empathetic because then every death or every, thing, would just weigh on you 

fRUeYeU,´ VXggeVWing WhiV SXVheV VRme SeRSle RXW Rf diUecW SaWienW caUe. Indeed, nXUVeV cRmmRnl\ 

described the need to practice a type of distanced empathy and the practical need to maintain a 

level of distance to deal with challenging experiences. For example, Fran, a hospice nurse of 

RYeU 20 \eaUV, VWURngl\ emShaVi]ed hRZ imSRUWanW iW iV WR mainWain ³SURfeVViRnal bRXndaUieV´ 

and nRW geW ³WRR deeS, in Whe name Rf cRmSaVViRn:´ 

You have to have that professional boundary going into a home because if you 

don't, you just, even with good boundaries, you absorb their energies. Not to be 

weird, you absorb their energies. You can't be around that much grief, 

anticipatory bereavement, that much sadness, that much illness, without it 

affecting you, or me. I can speak for myself, without it affecting me. 

Nurses described the importance of maintaining an emotional distance to combat being 

overwhelmed by everyday troubles, artfully toting a line between compassion and too much 
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emSaWh\. NXUVeV VWUeVVed WhaW nRW Rnl\ Zill RYeUl\ ³feeling ZiWh´ Wake iWV WRll emRWiRnall\ bXW can 

lead to an inability to focus on other clinically important aspects of patient care. For example, 

Lucia described the impoUWance Rf ³VWa\ing VWURng´ in RUdeU WR SURYide caUe WR all Rf heU SaWienWV: 

We have patients sometimes that have liver cancer. And sometimes we have to be 

the one to tell them I'm sorry, but we can't offer you anything. Your cancer is so 

adYanced, Ze can¶W eYen cXW iW RXW and be dRne ZiWh iW. And WhRVe aUe, \RX dRn¶W 

even know those patients really, I mean, you kind of know them because you've 

been on their team for like a week or whatever. But with their families there, it's 

so hard and then they just, they just, sometimes just like, breaking down. Or their 

family breaks down. And, to see the patient break down, you're just like, you're 

trying not to cry. And there are a lot of times where I have to turn around in the 

room. I just turn around or leave the rRRm becaXVe I can'W, becaXVe«\RX can'W ViW 

there and cry. You're supposed to be the provider, you're supposed to be, sort of 

Whe URck, \RX knRZ, and if \RX'Ue cU\ing Whe SaWienW'V Whinking, ³Oh VhiW,´ \RX 

know, like, there's no hope there's no, you know, whatever, you can't. And not 

only can you not be that way for the patient, not only do you have to be strong for 

the patient, but for yourself too, you know. You can't let it get to you because then 

otherwise you're never going to get through the day. You've got a ton of other 

stuff to do. As soon as you leave that patient's room, you gotta go see 20, and you 

gotta focus on those patients when you go in the room and that individual patient. 

Participants described how direct patient care can be an emotional rollercoaster from day to day, 

and room to room. For instance, when I asked NICU nurse Jasmine how she continues her day 

afWeU feeling Vick fURm dRing ZhaW Vhe e[SeUienced aV ³WRUWXUing´ a bab\, Vhe TXickl\ UeVSRnded: 
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Snap out of it. You go into one baby's room and they're like sobbing because their 

baby is on their deathbed, and you go this SeUVRn¶V URRm and Whe\¶Ue like, ³Oh m\ 

gRVh! We¶Ue gRing hRme!´ And \RX like, gR RYeU Vmiling, bXW When \RX gR back, 

and \RX¶Ue like, Rh m\ gRVh. YRX jXVW haYe to do it, you know it's just, something 

WhaW I dRn¶W haYe WR Whink abRXW becaXVe like afWeU a Zhile iW becRmeV nRUmal and if 

\RX can'W dR WhaW, \RX can'W dR WhiV jRb. YRX can¶W leaYe Rne URRm cU\ing and gR 

into to the next room crying, right? You know whaW I mean? IW¶V jXVW SaUW Rf Whe, 

requirement of the job. 

ThXV, nXUVeV¶ emRWiRn managemenW WacWicV aUe nRW Rnl\ imSRUWanW in managing a mRUal VenVe Rf 

self and performing job tasks but are clearly informed by cultural feeling rules that a person 

going home with their newborn requires a performance of excitement and happiness that 

inflXence hRZ RWheUV SeUceiYe ³cRmSaVViRnaWe caUegiYeU.´   

DISCUSSION AND CONCLUSION 

This paper examines how cultural ways of thinking and feeling inform everyday 

meaning-making prRceVVeV Rf nXUVeV. MRUe VSecificall\, I demRnVWUaWe hRZ nXUVeV¶ ³mRUal 

ZageV´ (KRlb 2014) aUe UeceiYed Zhen e[SeUienceV UeflecW cXlWXUal YalXeV abRXW ³dRing gRRd,´ aV 

well as the ways nurses develop emotion management techniques to make sense of experiences 

that do not align with the cultural code of compassionate care and a moral sense of self.  

PaUWicXlaUl\ UeleYanW WR WhiV SaSeU iV PeWeU eW al.¶V (2016) UeVeaUch WhaW e[amined SXblicl\ 

ciUcXlaWing naUUaWiYeV WiWled, ³In Whe End«WhaW NXUVing MeanV WR Me...´ In WhiV aUWicle, aXWhRUV 

highlighted how stories constructed moral identity of nurses when health of patients and 

communities improved, when nurses could maintain patient identity despite illness and 

hospitalization, and when patients expressed gratitude. This is similar to other research that 
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demRnVWUaWeV hRZ mRUal idenWiW\ iV UeaffiUmed WhURXgh eaUning ³mRUal ZageV´ (KRlb 2014), in a 

variety of roles such as welfare-to-work managers (Taylor, Turgeon, and Gross 2018), homeless 

shelter workers and volunteers (Rogers 2017), and victim advocates and counselors (Kolb 2011; 

2014). HRZeYeU, Zhen liYed e[SeUienceV make iW difficXlW WR feel like ³gRRd helSeUV´ (WRlkRmiU 

and Powers 2007), workers develop emotion management strategies to make sense of moral 

identity dilemmas, as seen in research on abortion clinic employees (Joffe 1978; Wolkomir and 

Powers 2007), domestic violence and sexual assault advocates and counselors (Kolb 2011, 

2014), and welfare-to-work managers (Taylor et al. 2018). In my previous research (Geiss 2019), 

I have demonstrated how cultural meaning systems reflected and reinforced through widely 

circulating narratives inform everyday sense-making of organizational actors.  

In this paper, I continue this line of research by considering the ways stories operate as 

³cXlWXUe in acWiRn´ (Swidler 1986). In treating narratives as multi-level, reflexive meaning-

making tools, I demonstrate the ways cultural meanings inform narrative identity processes and 

emotion management, and shed light on how such processes are related to institutional structure. 

As such, this paper contributes insights into the ways social scientists can move away from a 

Wendenc\ WR WUeaW naUUaWiYeV aV a ³h\SeUaXWhenWic YeUViRn[V] Rf acWRUV¶ e[SeUienceV RU VelYeV´ 

(Atkinson 1997: 343) that relegates the importance of stories to the psychological state of 

individuals, and rather, emphasize the sociological importance of understanding narrative 

meaning production.   

Examining patient narratives has become an important area of research, both theoretically 

and practically (e.g. Frank 1995; Kleinman 1988). However, because researchers have focused 

SUimaUil\ Rn SaWienW SeUVSecWiYeV, SURYideUV¶ VWRUieV and e[SeUienceV haYe been laUgel\ 

overlooked. By centering stories of nurses, we can begin tR XndeUVWand ³inVideU´ e[SeUienceV WhaW 
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are largely incomprehensible to those outside of these emotionally complex, institutional worlds. 

Further, we can begin to understand how provider experiences (as well as patient experiences) 

are informed by cultural systems of meaning. For example, widely circulating narratives of 

SaWienWV aV ³fighWeUV´ and ³VXUYiYRUV´ UeflecW Whe cXlWXUal e[SecWaWiRn WR RYeUcRme illneVV, 

continuing treatment until the bitter end. Scholars have troubled such images, particularly as they 

Wend WR cRmmXnicaWe nRWiRnV Rf ³Whe ideal SaWienW,´ Zhich UelinTXiVheV SRZeU WR medical 

authority and oversimplifies the complexities of illness (e.g. Dubriwny 2009), stigmatizing 

particular conditions and people (e.g. Gilman 1988; Sontag 1978). In this paper, I demonstrate 

how such images and widely held beliefs not only inform illness experiences, but also everyday 

experiences of providers. 

In addition to contributing theoretically, this paper is of practical importance, particularly 

as ³lack Rf cRmSaVViRn´ and ³cRmSaVViRn faWigXe´ aUe XndeUVWRRd aV RngRing SURblemV in healWh 

care. These concerns have led to various efforts to treat individuals (nurses and other providers) 

understood as experiencing psychological troubles, such as emotional exhaustion and burnout. 

However, as I have demonstrated in this paper, nurses are most clearly fulfilled by providing 

quality, compassionate care. Their troubles, as they describe them, come from an inability to 

meeW cXlWXUal VWandaUdV Rf ³dRing gRRd´ in WheiU URle, particularly as patients regularly die 

regardless of the painful medical procedures they administer. Thus, my goal is to introduce 

multi-level intricacies to these conversations and trouble the tendency to characterize providers 

as individuals simply lacking compassion or emotionally detached. The everyday experiences of 

nurses provide valuable insights that are necessary in gaining a broader understanding of 

compassion in health care. 
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Interviews with nurses revealed many complexities of the emotional aspects in healthcare 

practice that are ripe for investigation. To extend this line of research, questions that should be 

considered include: How do other workers in other health care roles understand and practice 

compassionate care? How is compassion institutionally supported, and limited, in terms of policy 

and protocol? How do patients negotiate conventions of compassionate care and what does this 

mean for treatment?  
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CHAPTER FIVE:  

DISCUSSION AND CONCLUSION 

 

 Compassion is more than a feeling; it is a state of virtuous existence that most simply 

relies upon an ability to recognize the suffering of others and a desire to take action to alleviate it 

(Nussbaum 2001). This basic idea seems easily congruent with healthcare ± patients are assumed 

to be suffering from clinical disease, and healthcare providers are well positioned to relieve 

patient pain and suffering with medical interventions and overall care. However, there is a 

current widespread dialogue about a lack of compassion and humanity in healthcare (Shea, 

Wynyard, and Lionis 2014). Such concerns have resulted in various organized efforts to address 

this problem, particularly as compassion is no longer simply an implied expectation of good 

providers but recently has been explicitly written into codes of ethics (American Medical 

Association 2016; also see Wang 2016). In this dissertation, I explored the idea of 

³cRmSaVViRnaWe caUe´ fURm WhUee SeUVSecWiYeV: SXblicl\ SURmRWed VWRUieV, RUgani]aWiRnal 

practices, and lived experiences as understood by frontline providers.  

In chaSWeU WZR, I e[amined VWRUieV Rf ³cRmSaVViRnaWe caUe´ SURmRWed b\ Whe SchZaUW] 

Center of Compassionate Healthcare (SCCH). Publicly promoted organizational narratives are 

artfully constructed and do work of practical importance: Persuading wide audiences of the need 

for services. For such storytelling to be successful, stories must reflect cultural values and beliefs 

systems, appealing to collective logic, emotion, and morality. The public storytelling of the 
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SCCH iV familiaU and SUedicWable, aV iW emSlR\V Whe SeUYaViYe naUUaWiYe fRUm Rf ³Whe VeUYice-

ZRUWh\ clienW´ (GeiVV 2019); a cXlWXUal cRde WhaW feaWXUeV a W\Se Rf deVeUYing clienW (Whe ³ideal 

SaWienW´), ZhR UeceiYeV an RUgani]aWiRnal VeUYice (³cRmSaVViRnaWe caUe´), WhaW UeVXlWV in a 

changed social location or condition (in this case, improved physical, mental, and emotional state 

Rf SaWienWV and familieV). ThiV fRUmXla VWRU\ (BeUgeU 1997) iV W\Sical Rf ³helSing´ RUgani]aWiRnV 

of all varieties, and can be observed consistently across time and place, in a variety of organized 

VeUYiceV VXch aV baWWeUed ZRmen¶V VhelWeUV (LRVeke 1992), hRmeleVV VhelWeUV (MaUYaVWi 2002; 

SSenceU 1994), menWRUing VeUYiceV fRU ³aW-UiVk \RXWh´ (GeiVV 2019), and Ve[ ZRUk for disabled 

clienWV (GeiVV and EgneU fRUWhcRming). ThXV, SXblic VWRUieV Rf ³cRmSaVViRnaWe caUe´ aUe 

influenced by and uphold a cultural system of meaning about the types of people who are 

morally evaluated as deserving of help and beliefs about doing good for others.  

 This cultural code can be observed through publicly promoted organizational stories 

mRVW RfWen UefeUUed WR aV ³VXcceVV VWRUieV´ ± those that portray examples of the effectiveness of 

an RUgani]aWiRnal iniWiaWiYe RU VeUYice (VXch aV ³cRmSaVViRnaWe caUe´) WhaW aSSeal WR cRllecWiYe 

values and beliefs. These stories are commonly promoted and largely taken for granted, as their 

work goes unnoticed by organizational actors and audiences. However, such stories in effect set 

VWandaUdV Rf ³cRmSaVViRnaWe caUe´ VSecificall\, and helSing RWheUV mRUe geneUall\, infRUming 

beliefs regarding the types of people who are deserving of which types of services, and in what 

ways. Thus, as such stories become part of the collective conscious (Durkheim 1961), they 

inform standards of thinking, feeling, and most importantly, behaviors.  

In chapter three, I focused on the organizational tactics in promoting emotion culture 

VhifWV in healWhcaUe, VSecificall\ WhURXgh Whe SCCH¶V RUgani]aWiRnal SUacWiceV Rf SchZaUW] 

Rounds. These events are designed to assist healthcare providers in making sense of emotional 
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aspects of their work through collective narrative sense-making and emotion management. 

Primarily, Rounds offer a way to make sense of emotional troubles incongruent with the 

SURfeVViRnal mRUal idenWiW\ (Kleinman 1996) Rf Whe ³cRmSaVViRnaWe caUegiYeU,´ VimilaUl\ WR RWheU 

types of support groups for troubled emotional selves, such as ³CRdeSendenWV AnRn\mRXV´ 

(IUYine 1999), ³AlcRhRlicV AnRn\mRXV´ (PRllneU and SWein 1996), and familieV ZiWh ³dRmeVWic 

diVRUdeU´ (GXbUiXm 1992). ThURXgh WheVe ³mRUal mediaWiRn´ (GeiVV 2019) VeVViRnV, healWhcaUe 

providers share narrative tool-kiWV WR make VenVe Rf ³difficXlW SaWienWV´ (WhRVe ZhR dR nRW align 

with a culturally ideal recipient of compassionate care) and manage personal feelings of grief, 

doubt, and guilt (emotions incongruent with cultural expectations of fulfillment from doing 

good). In addition to making sense of emotional troubles, Rounds also reaffirm idealized 

representations of ³dRing gRRd´ WhURXgh VhaUing ³XSlifWing´ VWRUieV WR ³UeinVSiUe´ and aVViVW 

cRmSaVViRnaWe caUegiYeUV eaUn ³mRUal ZageV´ (KRlb 2014). ThXV, WheVe VeVViRnV UeflecW and 

UeinfRUce cXlWXUal aVVXmSWiRnV Rf ³dRing gRRd,´ Zhich can iURnicall\ lead WR eYeU\da\ WURXbles of 

providers, as I demonstrate in chapter four.   

Cultural values are embedded within institutions and inform everyday interactions among 

social actors. In chapter four, I focused on the lived experiences of nurses ± those workers who 

are most clearly tasked with providing compassionate care to patients. This chapter continues to 

e[amine ³cXlWXUe in acWiRn´ (SZidleU 1986), demRnVWUaWing hRZ nXUVeV¶ mRUal ZageV (KRlb 

2014) aUe UeceiYed Zhen e[SeUienceV UeflecW cXlWXUal cRdeV Rf ³dRing gRRd.´ NXUVeV alVR 

emphasized the everyday troubles they experience when they are unable to fulfill cultural 

RbligaWiRnV Rf Whe ³cRmSaVViRnaWe caUegiYeU´ Zhen caUing fRU SaWienWV, RfWen dXe WR inVWiWXWiRnal 

protocols, available clinical tools, and biological processes of death. Thus, it is paradoxical that 
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cultural systems of meaning about help and compassion provide moral wages, yet 

simultaneously lead to everyday troubles of frontline healthcare workers. 

EXTENDING SOCIAL RESEARCH ON EMOTION 

While sociologists have long recognized the importance of altruistic emotions in social 

RUdeU and behaYiRUV, WheUe iV ³cRnceSWXal XnWidineVV´ (LRVeke and KXVenbach 2008) in UegaUdV WR 

cRmSaVViRn, V\mSaWh\, and emSaWh\. FRU e[amSle, CRRle\¶V (1992:132) definition of sympathy, 

³enWeUing inWR and VhaUing Whe mindV Rf RWheU SeUVRnV´ iV XndeUVWRRd b\ cRnWemSRUaU\ VchRlaUV aV 

empathy (Jacobs 2006; Ruiz Junco 2017), whereas Clark (1997) suggests that empathy is a 

prerequisite to sympathetic concern. Nussbaum (2001) describes how sympathy, empathy, and 

SiW\ aUe RfWen XVed inWeUchangeabl\, and RfWen UeflecW ZhaW RWheUV UefeU WR aV ³cRmSaVViRn.´ 

While definitions of these emotions remain murky, there is a consistent thread that emphasizes 

altruistic emotions are those of individuals. Indeed, previous research has examined compassion 

of charity shop volunteers (Flores 2014), breast cancer and antirape activists (Blackstone 2009), 

mental health care practitioners (Brown et al. 2014), and displays of compassion in childbirth 

(Walsh 2010).  

Researchers in the sociology of emotions more broadly have been primarily concerned 

ZiWh emRWiRn aV a liYed e[SeUience. ThiV iV in SaUW dXe WR HRchVchild¶V (1983) Zidel\ inflXenWial 

framework that relies upon a Freudian scaffolding; introducing concepts of emotional labor and 

emotion management ± the work individuals do to manage their own emotions and those of 

RWheUV Zhen WheiU ³inneU feelingV´ dR nRW align ZiWh cXlWXUal and SURfeVViRnal feeling UXleV. While 

this framework acknowledges that cultural expectations of feeling inform the understandings and 

practices of individuals, there is insufficient attention to how such cultural standards and 

expectations come to be, shift over time, and inform social structuring.  
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My dissertation shifts focus away from individuals; examining how organizations 

cRnVWUXcW ³cRmSaVViRn´ aV an emRWiRn cRde (LRVeke 2009) WhURXgh diVcRXUVe WhaW cRmmXnicaWeV 

emotional standards and expectations for social actors. Through this approach, I demonstrate 

how the SCCH SackageV ³cRmSaVViRnaWe caUe´ nRW meUel\ in WeUmV Rf cRllecWiYe mRUaliW\, bXW 

specific administrative logic that is necessary in appealing to powerful audiences with the ability 

to implement change. As I demonstrate in chapter two, the SCCH communicates compassion as 

nRW meUel\ VRmeWhing WhaW Zill make SURYideUV ³beWWeU SeRSle,´ bXW UaWheU beVW practice that once 

implemented, can reduce provider burnout and medical errors, as well as improve clinical 

outcomes, patient compliance, and satisfaction ratings. All of these claims can be translated into 

quantifiable indicators used to evaluate the performance of healthcare institutions, which are 

diUecWl\ UelaWed WR fXnding. AV VXch, ³cRmSaVViRn´ aW Whe meVR leYel can RSeUaWe aV an 

institutional tool that is defined by and upholds existing social structures, informing 

organizational and individual practices which I explore in chapters three and four. 

EXTENDING NARRATIVE RESEARCH IN MEDICAL SOCIOLOGY 

Just as research on emotions has focused on emotion as experienced by individuals, 

narrative research has also been primarily concerned with individuals. Narrative approaches in 

medical VRciRlRg\ haYe been mainl\ cRnceUned ZiWh indiYidXalV¶ e[SeUienceV Rf illneVV (FUank 

1995; Kleinman 1988). This dominant tradition has a tendency to treat patient stories as insights 

inWR ³h\SeUaXWhenWic YeUViRn Rf acWRUV¶ e[SeUienceV RU VelYeV´ (AWkinVRn 1997: 343). ThiV 

approach is troublesome for various reasons, largely ignoring stories told at macro and meso 

levels, as well as the connections of narrative meaning production across levels of social life. 

FiUVW, WhiV W\Se Rf lRgic leadV WR fUXiWleVV debaWeV UegaUding ³WUXWh´ Rf VWRUieV. RaWheU Whan 

focusing on a positivist goal of truth-seeking, it is perhaps more valuable to tend to consequences 
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Rf VWRUieV. ThiV iV SaUWicXlaUl\ UeleYanW in RXU cXUUenW SRVWmRdeUn, ³SRVW-facW´ ZRUld in Zhich 

³alWeUnaWiYe facWV´ aUe acceSWed b\ VRme aV meUel\ WUXWh. FXUWheU, in aVVXming VWRUieV SURYide 

inVighWV inWR Rne¶V ³WUXe´ SV\chRlRgical VWaWe, Whe imSortance of narrative is relegated to the 

psychology of individuals. As my dissertation has shown, stories are most certainly of 

sociological importance, as they are informed by and inform the collective ways of thinking and 

feeling, becoming embedded within organizational structure and practice, and influence lived 

experiences of institutional actors.  

This project further contributes to narrative scholarship by demonstrating the need for 

multi-level analysis. Through tracing meaning-making across macro, meso, and micro levels of 

analysis, there are opportunities to gain insights into the complexities of narrative meaning-

making SURceVVeV. WhaW I haYe VhRZn in WhiV SURjecW iV WhaW meaningV Rf ³cRmSaVViRnaWe caUe´ 

vary depending on the level of analysis. At the macUR leYel, Whe cRnceSW Rf ³cRmSaVViRnaWe caUe´ 

is remarkably similar to other types of help and reflects pervasive cultural beliefs of recipient 

deVeUYingneVV and dRing gRRd fRU RWheUV in need. AW Whe meVR leYel, ³cRmSaVViRnaWe caUe´ iV 

employed as an institutional tool for maximizing productivity within existing social structure. At 

the micro level, too much compassion can be a problem for frontline workers.   

What is noteworthy are the contradictions across levels, and the consequences of 

meaning-making. CXlWXUall\ SUeYailing ³fRUmXla VWRUieV´ (BeUgeU 1997) aUe RYeUVimSlified 

versions of social life, and are commonly employed by organizations to garner necessary support 

fRU a YaUieW\ Rf VeUYiceV. Indeed, Whe SCCH emSlR\V ³VXcceVV VWRUieV´ WhaW UeflecW cultural beliefs 

and values that can effectively garner necessary support from diverse audiences. While such 

collective representations (Durkheim 1961) can persuade audiences of the need for 

³cRmSaVViRnaWe caUe,´ Whe\ aUe cRnVeTXenWial in SURYiding an RYersimplified blueprint that is not 
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compatible with the complexities of social life. As demonstrated in chapters three and four, such 

codes are often contradictory to lived experiences, which requires collective and individual 

sense-making, particularly from healthcare providers as examined in this project.  

PRACTICAL CONTRIBUTIONS 

 In addition to theoretical and empirical contributions, this dissertation is of practical 

value, particularly in regard to institutionalizing compassion in healthcare and building 

emotional requirements into healthcare ethics (American Medical Association 2016). My 

concerns are organized as related to (1) patients and (2) providers. 

  Those advocating for institutionalizing compassionate care often cite research that has 

shown how receiving more compassionate care results in improved outcomes for patients (Lown 

2011). Narrative medicine (Charon 2006) is one approach often promoted by advocates, 

including the SCCH, that most centrally suggests sharing patient stories can promote empathy 

and compassion between patients and providers. Thus, it is not surprising that organizations 

promote the sharing of patient stories, and technologies are being developed to integrate patient 

stories into medical charts. However, this approach largely ignores the ways cultural meanings 

inform in the evaluation of stories; which can be told, should be told, in what circumstances, and 

with what consequences.  

To suggest that knowing patient stories generates empathy, compassion, and improved 

outcomes is overly simplistic. Cultural ways of thinking and feeling inform how we interpret 

stories about individuals; with only some W\SeV Rf SeRSle cRmmRnl\ eYalXaWed aV ³deVeUYing´ Rf 

empathy and compassion. For example, a patient diagnosed with cancer due to 30 years of 

smoking is culturally understood as partially (if not completely) to blame for their diagnosis. 

Conversely, interpretation is much different if a story of lung cancer highlights a person who was 
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diagnosed with lung cancer, despite living a healthy lifestyle and never smoked. Indeed, this is 

the story of Kenneth Schwartz, the founder of the SCCH, and echoed in the stories promoted by 

the SCCH analyzed in chapter two. There are hierarchies of morality that inform emotional and 

cognitive interpretation, and associated behaviors. As narratives are always situated within 

broader cultures, concern with improving healthcare should be cautious of narrative as a solution 

embedded within clinical protocols, as storytelling often reinforces existing power dynamics and 

institutional orders that unequally inform the life chances of patients.   

 In addition to consequences for patients, shifting emotional expectations are most clearly 

consequential for healthcare providers. As nurses in chapter four described, being too 

emotionally involved with patients can be a problem in carrying out technical aspects of their 

work. Thus, as the demand and institutional standard of providing a more emotionally invested 

type of care for patients, there are important practical question to consider: If providers are 

required to become more emotionally in tune with patients, how will this impact technical 

aspects of clinical care? Further, how will these emotional standards inform persistent issues of 

compassion fatigue (Figley 2002) and burnout (Maslach 1982)?   

 The demand fRU SURYideUV WR SURYide mRUe ³cRmSaVViRnaWe caUe´ WR SaWienWV cRmSlimenWV 

VhifWV WRZaUd ³SaWienW-cenWeUed´ caUe, aV Zell aV Whe caSiWaliVW deVign Rf healWhcaUe in Whe UniWed 

SWaWeV, ZiWh SaWienWV aV ³cRnVXmeUV´ Rf healthcare services (Conrad 2005). Nurses spoke about 

this throughout interviews, and commonly problematized HCHAPS, Hospital Consumer 

Assessment of Healthcare Providers Surveys. These patient satisfaction surveys are directly tied 

to Medicare and Medicaid funding and ask patients about their care experiences, which are in 

SaUW XVed WR eYalXaWe SURYideU SeUfRUmance. One nXUVe deVcUibed Whem aV ³YelS UeYieZV,´ and 

emShaVi]ed hRZ ZanWing WR geW higheU VcRUeV can UeVXlW in SURYideUV ³caY[ing] WR ZhaW Whe 
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patienW ZanWV, inVWead Rf acWXall\ SURYiding Whe W\Se Rf caUe Whe\ need. SR \RX end XS caWeUing.´ 

SimilaUl\, nXUVeV deVcUibed WhaW VRmeWimeV TXaliW\ nXUVing UeTXiUeV ³WRXgh lRYe,´ RU making 

patients do things they do not necessarily want to do, such as getting out of bed when they are in 

pain, so they are able to promote circulation and recovery. Thus, it is possible that compassion, 

or patient satisfaction, can come with life or death consequences. 

As compassion continues to be viewed as a trait of good providers, the lack of 

compassion in healthcare predictably points blame at individual healthcare workers, suggesting 

that healthcare as a system can be improved if providers care more about patients. However, 

attention to individual providers obscures the broader social structuring of healthcare in the 

United States, that is glaringly incongruent with notions of compassion. Most obvious is the 

reliance on capitalist logic and design of healthcare delivery that is most concerned with 

increasing profits. Indeed, this system directly results in long-term, ongoing suffering of patients 

who are unable to pay their medical bills and receive necessary preventative and continued care. 

It is particularly concerning that calls for compassionate care rely on capitalist logic, as 

demonstrated in chapter two, which promotes the idea that compassionate care should produce a 

return on investment. Healthcare policy attempting to address a lack of compassion in healthcare 

cannot ignore the influence of capitalism on patient suffering and persistent inequality. 

Healthcare work is extremely difficult, as highlighted and exacerbated by the ongoing 

COVID-19 Sandemic. DeVSiWe Whe V\mbRlic, ³mRUal ZageV´ (KRlb 2014) Said WR healWhcaUe 

workers during this time, who are commonly referred to aV ³heaWh caUe heUReV´ in SXblic 

discourse, there remains a lack of personal protective equipment (PPE), furloughs, and 

inadequate clinical support. Healthcare providers require more than moral wages to provide 

TXaliW\, ³cRmSaVViRnaWe´ caUe; SURYideUV mXVW be given resources and institutional support to do 
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so. To suggest that healthcare can be improved by making providers more emotional is not only 

dangerously oversimplified, it further burdens providers by suggesting that structural problems 

and affiliated eYeU\da\ WURXbleV can be alleYiaWed b\ ³self-care´ and ³UeVilience.´  

FUTURE DIRECTIONS 

Cultural meanings associated with compassion are informing the values, policies, and 

practices within Western healthcare. In this project, I have been most interested in the ways 

cultural codes are reflected and reinforced through storytelling, and the associated consequences 

for frontline healthcare workers. Future work should examine the various institutional changes to 

policies and protocols associated with promoting compassionate healthcare. For example, during 

daWa cRllecWiRn, I leaUned abRXW Rne hRVSiWal¶V effRUWV WR SURmRWe cRmSaVViRn b\ mRdif\ing Whe 

course of treatment for babies born with drug addictions. To provide more comfort to newborn 

babies during withdrawal, mRWheUV ZeUe inWegUaWed inWR Whe caUe Weam. DeVcUibed aV a ³cRmmRn 

VenVe´ aSSURach, mRWheUV caUe fRU and cRmfRUW WheiU childUen, VhifWing VRme Rf Whe bXUden fURm 

nXUVing VWaff, Zhile emSRZeUing mRWheUV WR becRme Whe ³heUR Rf Whe VWRU\.´ Through the 

implementation of this model, it is reported that babies spend significantly less time in the NICU 

and receive lower dosages of methadone. The justification of such policy implementation reflects 

pervasive cultural values and beliefs: addicted mothers should feel guilt and remorse, good 

mothers should want to do everything they can to help their child, there is nothing stronger than a 

bond between a mother and child. However, what happens when these codes fails to align with 

lived experiences? Under what circXmVWanceV dR mRWheUV UejecW Whe URle Rf Whe ³gRRd mRWheU?´ 

How do those choices affect interactions with healthcare providers? How might this inform 

treatment, outcomes, and life chances for patients? There is a practical need to examine how 

policy justification makes invisible its consequences to healthcare providers and patients alike.  
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In addition to examining the ways cultural codes inform changes to treatment plans, there 

should also be research tending to the development and use of technologies in promoting 

compassionate care. While technologies are commonly understood as the tools of ³SURgUeVV,´ 

they can often reinforce existing inequalities. In addition to innovations mentioned above to 

³enhance´ SaWienW UecRUdV ZiWh cXUaWed VWRUieV, WheUe VhRXld alVR be aWWenWiRn WR emRWiRnal 

WUaining WechnRlRgieV, VXch aV SaWienW ³VimXlaWiRnV´ geaUed at enhancing empathy of providers 

toward patients. Which patient experiences are worthy of simulation, and which are not? How do 

these technologies inform moral evaluations of patients? What cultural codes are embedded 

within innovations? How are moral hierarchies communicated through such approaches? How 

do these standards and expectations inform everyday interactions?   

Additionally, further research might well consider the ways cultural codes associated 

with identity categories can conflict interactionally. I became interested in this topic when 

VSeaking ZiWh nXUVeV abRXW Whe difficXlW e[SeUienceV UelaWed WR ³ne[W Rf kin´ deciViRn making. 

Nurses often described how emotionally difficult it is to continue painful medical interventions 

for patients who are unable to direct their own course of treatment, particularly when nurses view 

the treatment as providing little to no benefit. When family members begin to make medical 

deciViRnV fRU Whe SaWienW, nXUVeV¶ clinical SeUVSecWiYeV aUe WUXmSed b\ inVWiWXWiRnal design of 

ethics. This design presents a moral identity dilemma, requiring nurses to continue procedures 

Whe\ YieZ aV ³WRUWXUe´ becaXVe famil\ membeUV ZanW WR ³dR eYeU\Whing.´ AV I bUiefl\ diVcXVV in 

chaSWeU fRXU, Whe diUecWiYe, ³dR eYeU\Whing,´ iV SaUW of a cultural code ± an expectation of family 

members to have so much love for a patient, they cannot give up or bear to say goodbye. Family 

decision-makers likely feel good knowing they did everything they could to try and save their 
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family member. However, adherence to this cultural expectation simultaneously creates troubles 

fRU SURYideUV and RbVWacleV fRU SURYiding ³cRmSaVViRnaWe caUe,´ aV XndeUVWRRd b\ nXUVeV.  

While I focused attention on hospital nurses in an urban area, future research should 

consider other types of nursing, and focus attention on nursing in rural areas, religious-sponsored 

organizations, VA clinics, and cancer centers. In addition to examining experiences and 

perspectives of nurses, future research should tend to other provider roles. It is particularly 

inWeUeVWing WR cRnVideU ³cRmSaVViRnaWe caUegiYing´ fURm Whe SeUVSecWiYeV Rf WhRVe in fieldV nRW 

necessarily historically or culturally understood as compassionate, such as surgeons or anesthesia 

providers.  

In tracing meaning making across levels of social life, there are opportunities to more 

comprehensively understand complex issues related to healthcare policy, practice, and outcomes.  
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APPENDIX A: 

INTERVIEW QUESTIONS 

 

1. Can you tell me about your job? What are your duties? 
2. Where did you go to nursing/medical school? When did you attend/graduate? How did 

this prepare you for your career?   
3. Can you tell me about how you decided on a career in health care? What/who influenced 

your decision? What was appealing to you about this work? Is there anything that 
surprised you about the job once you were out of school? 

4. Is there anything in particular you like about this job? What else? 
5. Is there anything you dislike about this job? What else? 
6. Is there anything about your job you feel is generally misunderstood? 
7. What are the things about your job that are emotionally rewarding? What else? 
8. What do you find emotionally challenging about this work? How were you 

prepared/trained for these emotional challenges? How do you deal with this emotional 
demand? Do you talk about these emotional challenges with co-workers? Do you have an 
idea how other co-workers feel about these emotional demands? 

9. Can you tell me about a patient you really enjoy(ed) caring for?  
10. Can you tell me about a patient you didn¶W enjR\ caUing fRU? 
11. Can you tell me about a patient that needed extra attention? How did you care for them? 

Thinking back, do you feel that you made the right choice?  
12. Can you tell me about past patient that you still think about? What was unique about that 

particular case? What was the patient like? What is it about that case that stuck with 
you? What did you think about it at the time? How do you think about it now? Did you 
learn any lessons from this experience?  

13. Do you have any other patient stories that stick with you? (Repeat other follow up 
questions.) 

14. Can you describe a time when you had to emotionally support a patient and/or family? In 
what ways did you support them? In retrospect, would you do anything differently? 

15. What things do you do to cope with such emotionally demanding work? What do you and 
your co-workers do to balance your work life and personal life?    

16. Have you ever heard of Schwartz Rounds events at work? (If yes- have you ever 
attended? What was your experience like? How was this experience useful or not? If no- 
describe Schwartz Rounds and ask if they have experienced anything like that before, in 
school, previous work, etc. Is it something you would be interested in attending? In what 
ways might these emotionally engaging panels be helpful or not?) 

17. Where do you see yourself in five years?  



   

 121 

18. Is there something that you might not have thought about before that occurred to you 
during this interview? 

19. Is there anything else I should know to understand your work better? 
20. Is there anything you would like to ask me? 
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APPENDIX B: 

POST INTERVIEW SURVEY 

 

1. What is your current job title? 
2. What is your work background? 
3. Number of years worked in this position? 
4. What is your gender? 
5. What is your race/ethnicity? 
6. What year were you born? 
7. Have you attended Schwartz Rounds?  If so, how many?  Where did you attend? 
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