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ompassion is never more important — or more difficult — than in disaster situations.

Disasters trigger a deep sense of vulnerability. In the face of sudden, profound loss,

we experience grief, disorientation and disbelief. All that we had leaned on and taken
for granted is stripped away. Structures and routines that provided meaning no longer sup-
port us. In such moments, we depend on the compassion of others.

In their recent book, Compassionomics, Ste-
phen Trzeciak, MD, MPH, and Anthony Mazza-
relli, MD, JD, MBE, review the available scientific
evidence on the power of compassion in health
care settings. The results are striking. Not only
does compassionate care result in a higher quality
patient experience; it also enhances healing and
immune function and leads to better clinical out-
comes.* Compassion provides measurable ben-
efits to patients, health care workers and health
systems. Comparable scientific data on disasters
are lacking, but it is hard to imagine that the ben-
efits of compassion in disaster settings would be
any less important.

AWARENESS, EMPATHY AND ACTION

Compassion is more than a desire to help. Psy-
chological research, neuroscience and multidis-
ciplinary scholarship have yielded fresh insights
into the nature and mechanisms of compassion.
In general, these findings point to three main ele-
ments: cognitive awareness that suffering exists;
emotional resonance (empathy); and a commit-
ment to alleviate the suffering (action). Disasters
pose challenges to all three elements.

Cognitive Awareness
Recognizing the presence of suffering in disas-
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ter settings is not difficult: the reality of suffering
is everywhere. However, disasters typically are
marked by chaos and confusion. The sheer vol-
ume of suffering can easily overwhelm our capac-
ity to respond. Stability of mind and critical think-
ing are essential skills for effective, compassion-
ate action in these settings.®

In addition, disaster response is characterized
by frenetic activity, particularly during the early
rescue phase. Time is of the essence. Responders
are exceedingly busy, highly focused on the task
at hand. While this is both understandable and
necessary, an experiment at the Princeton Theo-
logical Seminary offers a cautionary note, with
implications for compassion.® Seminary students
were assigned to hear either a talk on the para-
ble of the Good Samaritan or an unrelated topic.
They were then told to proceed to another build-
ing on campus for their next assignment. Some of
the students were instructed to take their time,
while others were told that they needed to hurry.
Both groups of students had to pass by a man (an
actor), slumped in the alley and shabbily dressed.
Overall, 40% of students stopped to offer help.
Surprisingly, this proportion was not significantly
greater for those who had heard the parable. How-
ever, only 10% of students who were told they had
to hurry stopped to help, compared to 63% who
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were time-relaxed. In disaster settings, urgent,
highly-focused activity — itself motivated by
compassion — may preclude responding to other
invitations for compassionate action.

Empathy

Responding to suffering with compassion
requires some degree of empathy, or emotional
resonance: the ability to feel or imagine the pain of
the other. But the magnitude and intensity of suf-
fering in disasters can easily lead to
empathic overload and personal dis-
tress. When this happens, rather than
attend to the suffering of others, we
become fixated on our own distress,
retreating into a pattern of fight,
flight or freeze. Alternatively, we may
busy ourselves with activities (often
subconsciously) intended to alleviate
our own distress, which may or may
not address the suffering of others.
In the presence of intense suffering,
emotional regulation is essential for compassion.
The ability to remain present to suffering, to feel
the pain of the other but not be overwhelmed by
it, is a skill that is taught to chaplains, but not very
often to public health or humanitarian workers.

Action

Action distinguishes compassion from empa-
thy. Disasters focus the mind and demand urgent
action. In disaster settings, the tools of compas-
sion vary. For example, in the search for sur-
vivors amidst the rubble of an earthquake, the
most effective tool of compassion — the means
through which compassion is enacted — may be
a bulldozer. At other times, compassion may best
be expressed through human presence, sitting in
silence and holding a hand of someone who has
suffered incalculable loss. Wisdom is required to
discern the specific action(s) that will best serve.

Thus, in complex disaster settings, as else-
where, compassion “devolves into” millions
of specific actions. In this sense, compassion is
“comprised of non-compassion elements.”” Each
of these actions is, at the same time, both an essen-
tial component of compassion and an expression
of the compassionate impulse. Whether a specific
actis compassionate depends both on the act itself
and how it is performed. Turning on a computer
in an office setting is not inherently an act of com-
passion. But it may undoubtedly be considered

HEALTH PROGRESS

www.chausa.org

DISASTERS

such if it is done with the intention of approving
the shipment of life-saving medications, or draft-
ing a proposal for a community health project,
or writing an email to support a colleague going
through a difficult time.

The multiplicity of compassionate actions
is also described by “recipients” of compassion.
In a study by Shane Sinclair, MDiv, PhD, and col-
leagues, palliative care patients were asked how
they experienced compassion from their health

The ability to remain present to
suffering, to feel the pain of the other
but not be overwhelmed by it,is a
skill that is taught to chaplains, but
not very often to public health or
humanitarian workers.

care providers.® Their responses revealed a rich,
nuanced understanding of the term. Patients did
experience compassion through specific actions
taken to attend to their physical, emotional and
spiritual needs. But they also experienced com-
passion from providers who expressed interest in
understanding them and their disease, or whose
demeanor, affect and behavior communicated
a capacity and willingness to be in relationship
with them. Health care providers whose presence
embodied particular virtues, such as love, honesty
and kindness, were also seen as compassionate.
Thus, from the perspective of these “recipients,”
compassion is comprised of a multitude of spe-
cific actions, as well as attitudes, capacities and
virtues.

CRITIQUES OF COMPASSION

By way of better understanding compassion in
disaster settings, it may be helpful to explore
what compassion is not. There are many possible
responses to suffering. The opposite of compas-
sion — also known as its “far enemy” — is cru-
elty. Compassion is usually — although not always
— readily distinguished from cruelty. Other
responses to suffering, such as pity, may mas-
querade as compassion, but they are, in fact, its
“near enemies.” Compassion arises from a sense
of shared humanity, from solidarity, respect and
a profound awareness of interconnectedness. In
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contrast, pity is characterized by a sense of sep-
aration or distance between ourselves and oth-
ers; it is a form of condescension. Compassion
requires self-awareness; it demands that we be
honest about our motives, needs, projections and
distortions. Pity thrives on lack of awareness of
self and other. It primarily seeks self-gratification.
Like the Pharisee in Luke 18: 9-14, pity declares, “I
am glad that I am not like that unfortunate per-
son.” In global health, humanitarian or disaster
settings, pity may say, “I feel good when I help
these poor people.”

Three critiques of compassion in global health
and humanitarian work are relevant to relief work
in disaster settings. They shine a light on the “near
enemies” of compassion and call us to critically
examine our motives and expectations.

Expression of superiority

The first critique is that compassion is an
expression of superiority. This view is articulated
most poignantly by French anthropologist and
sociologist Didier Fassin, MD, PhD, who argues
that compassion “always presupposes a relation
of inequality ... When compassion is exercised
in the public space, it is thus always directed
from above to below, from the more powerful to
the weaker, the more fragile, the more vulnera-
ble.” Essentially, Fassin is describing pity rather
than compassion. Further, people most severely
affected by disasters are vulnerable and fragile in
that moment — which is precisely why they are in
need of compassionate action. Nonetheless, Fas-
sin’s critique serves as a useful reminder. Are we
acting from a place of solidarity, interdependence
and compassion? Or can we detect subtle strains
of self-gratification and superiority seeping into
our work?

All about us

A second critique is that what passes for com-
passionate action — especially in short-term
medical or humanitarian missions — may have
much more to do with the experience of the
“giver” than benefit to the “receiver.” Short-term
missions have become big business. Often with
little preparation, no knowledge of local culture
or language, an absence of coordination with gov-
ernment health officials, and no plans for long-
term follow-up, students, medical teams and
church groups descend on hospitals or communi-
ties to “help.” Terence Linhart, PhD, conveys the
essence of this critique in the title of his paper,
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“They Were So Alive!: The Spectacle Self and
Youth Group Short-Term Mission Trips.”* Exactly
who benefits from such adventures — or how —
is not always clear. To address this problem, the
Catholic Health Association has developed a suite
of excellent resources for promoting self-aware-
ness and critical reflection among church groups,
medical teams and others interested in interna-
tional service.!

At issue here is not the desire to help, but the a
priori unquestioned assumption that one knows,
without asking or further investigation, what will
serve, as well as the over-identification of the
ego with the role of “the helper.” In her book, The
Need to Help, anthropologist Liisa Malkki, PhD,
explores how Finnish International Red Cross
professionals wrestle with the complex motiva-
tions that drew them to, and sustain them in, their
work.”? They acknowledge a strong innate desire
to help and to be useful, and they admit to feeling
“fully alive” only when engaged in humanitarian
missions. But they also eschew heroic narratives
and reject the notion that this work somehow
makes them special or confers self-importance.
Their experience suggests that self-reflection,
humility and honesty regarding one’s needs and
motives can help to insure against ethical blind
spots and errors in judgment that arise from
over-identification with humanitarian and global
health work.?

Unstable emotion

The third major critique of compassion in
global health and disaster settings is that ethi-
cal decision-making, particularly in matters of
public policy, must be rational, evidence-based
and devoid of emotion. Emotion, particularly
compassion, can introduce distortions that can
interfere with equitable allocation of resources.
Compassion privileges the few whom we can see.
We are more likely to care about — and devote
resources to helping — identifiable individuals or
coherent groups of people in predicaments that
are vividly described (or shown on television), a
phenomenon known as identified person bias.**
Massive resources and extensive media attention
are focused on the plight of a few boys trapped
in a cave, while those same resources could save
the lives of thousands of unidentified children if
invested in primary health care.

Disaster situations highlight the challenge of
identified person bias, particularly when triage is
necessary. With triage, scant resources are allo-
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cated to those who will benefit most, rather than to
those who are likely to die, even with help. Triage
is equitable only if pre-established rules are fol-
lowed. A recent Radiolab episode featuring New
York Times reporter Sheri Fink illustrated how
excruciating it can be when those rules demand
that life-saving treatment be withheld from an
individual one cares about.” But to do otherwise
violates the principle of equity. Thus, some argue
that compassion has no place in public policy.
However, humanitarian and global health work
becomes oppressive and untenable when stripped
of compassion. Dr. Abhay Bang, MD,
MPH, a physician-researcher in
Gadchirolidistrict,India, remindsus
that, “Global health decisions with-
out compassion become bureau-
cratic, they become impersonal,
they become insensitive. Global
health operations without compas-
sion may become autocratic.”® The
answer to identified person bias is
not to banish compassion from decision-making
in resource-limited settings, but, rather, to expand
the scope of compassion to include all persons,
including those who are unidentified — the “mul-
titudes” to whom the Gospel writers refer. Even
triage, as emotionally and morally wrenching as
it can be, does not negate the need to extend com-
passion to all persons as much as one is able.

PRACTICING COMPASSION

In disasters, many of those affected depend on
compassion for their very survival. At the same
time, people who work in disaster relief are moti-
vated and sustained by compassion. The incli-
nation to move toward, rather than away from,
suffering, or to stand firmly in its presence with
the intention of transforming it, must be culti-
vated and practiced. Mature compassion requires
attending to and developing the requisite cogni-
tive, empathic and action-based skills and capaci-
ties that together allow compassion to naturally
emerge and flow in the presence of suffering.
Mature compassion also demands self-aware-
ness, critical reflection and honest appraisal of
our motivations, rewards and expectations. These
practices serve as guardrails that prevent us from
sliding into the distortions of compassion high-
lighted by the three critiques: pity, self-absorption
and preferentialism. Finally, mature compassion
requires an acknowledgment of our own suffering
and an openness to receiving compassion from

HEALTH PROGRESS

www.chausa.org

self and others.

For those who wish to deepen their journey of
compassion as followers of Jesus, many resources
are available to provide support and guidance.
Compassion is a major theme throughout the
Bible, especially in the writings of the prophets,
the Psalms and the Gospels. Studying compassion
in the life and work of Jesus, which compelled him
both to heal individuals and feed multitudes, can
yield invaluable insights for us today. As noted
above, CHA has developed materials to guide
individual reflection and collective discernment

The inclination to move toward,
rather than away from, suffering, or
to stand firmly in its presence with
the intention of transforming it, must
be cultivated and practiced.

regarding international short-term missions.
Frank Rogers, PhD, and Andrew Dreitcer, PhD, at
the Center for Engaged Compassion, Claremont
School of Theology, have developed contempla-
tive-based compassion training that is particu-
larly accessible to Christians.”*!® Such training
helps to cultivate cognitive and emotional stabil-
ity in the face of suffering. It also helps us to rec-
ognize the interpersonal assumptions and distor-
tions that are inherent in the roles of “helper” and
“beneficiary.”

There are hopeful signs that global health and
the humanitarian sector are rediscovering the
“precious necessity of compassion.”” For exam-
ple, the World Health Organization, with its new
emphasis on people-centered health services,
now considers compassion as essential for quality
universal health coverage.?’ The Federal Ministry
of Health in Ethiopia has identified compassion
as a core pillar of its national health sector trans-
formation plan.” The CHS Alliance, a network of
humanitarian and development organizations, is
engaged in a deep exploration of compassion as a
fundamental value linked to the core humanitar-
ian standard.”?

In summary, compassion is essential for qual-
ity disaster relief as well as for quality health care.
But for both areas, more work is needed to real-
ize the power and potential of compassion. On the
one hand, we need to recover our compassionate
impulse and commit to nurturing it at the individ-
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ual, organization and systems levels. But we also
need to awaken to and appreciate the myriad ways
in which we are already participating in the work
of compassion. The need for this awakening, and
for setting ourselves on a pathway toward mature
compassion, has never been greater. We live in a
world that paradoxically is more globalized and
more polarized than ever before. For the foresee-
able future, the frequency of disasters will con-
tinue to accelerate. Being able to respond to those
disasters with compassion, wisdom and skillful
means will make all the difference. As Roshi Joan
Halifax, PhD, so rightly noted, “We live in a time
when science is validating what humans have
known throughout the ages: that compassion is
not a luxury; it is a necessity for our well-being,
resilience, and survival.”?

DAVID G. ADDISS is the director of the focus area
for compassion and ethics, Task Force for Global
Health. The Task Force is an international non-
profit working to improve the health of people
most in need, primarily in developing countries.
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