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Abstract
Empathy and caring are the foundations upon which the fundamentals and principles of
nursing practice are grounded, and help to delicately balance scientific knowledge and
humanistic behaviours. Three nursing organizations in Canada: 1) the Canadian Nurses
Association (CNA), 2) College of Nurses of Ontario (CNO), and 3) Registered Nurses
Association of Ontario (RNAO), through a code of ethics, professional practice standards, and
best practice guidelines, advocate for the delivery of safe, ethical and empathetic nursing care.
Caring relationships in nursing, based on trust, respect, professional intimacy, and evidence
contribute to therapeutic nurse-patient relationships.
Unfortunately, many nursing students are unable to develop therapeutic relationships
based upon their internal working models (IWM) formed in childhood. Depending on the
consistency of care received in childhood especially during times of stress a relatively stable
pattern of low attachment avoidance and low attachment anxiety develops. Whereas, inconsistent
care can lead to high attachment avoidance where individuals present as uncaring, emotionally
distant, and self-reliant, while individuals with high attachment anxiety fear rejection,
abandonment, and worry others will be unavailable or unresponsive to them. The purpose of this
study was the testing of a theoretical model linking attachment avoidance and attachment anxiety
to empathy, the mediator variable, and caring.
This cross-sectional survey of 192 baccalaureate nursing students in a collaborative
nursing program in Ontario were sampled and a theoretical model was tested using latent
variable structural equation modeling (SEM) techniques. The final analysis revealed a relatively
good fit of the data to the hypothesized model (X2 =129.30; p <.01; df = 57; X2/df = 2.26), high
GFI (.92), high TLI (.92), high CFI (.94), and an acceptable RMSEA (.07). Higher caring was
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significantly correlated with empathy while attachment avoidance was negatively correlated with
empathy. The model demonstrated there was no direct effect between attachment avoidance and
caring while empathy fully mediated the relationship between these constructs. These findings
suggest new evidence in understanding attachment avoidance indirectly affects nursing students’
caring abilities through empathy. From these results, nurse educators’ empathy and caring
toward nursing students may have an impact on students’ IWM, empathy, caring and therapeutic
relationships.
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Chapter 1
Introduction
Caring and empathy are foundational to developing healing-trusting relationships,
facilitate the expression of positive emotions (Watson, 1979, 1985, 2008), the essence of nursing
care, and are the core values of nursing as a discipline (Chambers & Ryder, 2009). Over the last
20 to 25 years nursing education programs and educators have focused on a caring pedagogy
(Bevis & Watson, 1989; Hills & Watson, 2011), embracing caring as their cornerstone and
hallmark (Boykin & Schoenhofer, 2001; Roach, 1997, 2002; Watson, 1979, 1985, 2008). Many
nurse educators adopt caring theories and practice into the teaching and learning process to help
nursing students relate to their patients with empathy, compassion and caring.
Caring
Researchers investigating the phenomenon of caring in nursing have claimed that caring,
while not unique to nursing, is the foundation of all features used to describe nursing (Roach,
2002). In an aggregation of qualitative findings, researchers have suggested caring comprises an
openness, an authenticity, and is an attitude, ability or capacity to develop a relational process
between the nurse and the human being as patient (Finfgeld-Connet, 2008; Nortvedt, 2003;
Watson, 2008). Caring has been viewed as an art (Johns, 2001); as multiple ways of knowing,
the ontology and epistemology of nursing (Carper, 1978); and as a process of being, knowing,
doing, enabling and maintaining belief in the patient/nurse relationship (Swanson, 1991). Many
researchers have focused on “what is caring,” and it has been expressed by nursing theorists as
nurturing, culturally competent, and instrumental in building relational behaviours that assist
patients toward healing and wholeness (Doane & Varcoe, 2005; Gaut, 1983; Leininger, 1988;
Roach, 1997; Watson, 1979, 2008). The ‘how of caring’ focuses on key behaviours and
processes that demonstrate patience, empathy, and caring, especially during incidents where
1

nurses experience disappointment and frustration (Bankert & Kozel, 2005; Stowe, 2006). Little
is known about how caring is developed or what personal attributes or qualities are required to
engage in caring, giving, providing, and helping others in a diverse range of relationships.
Watson (1988, 2009) proclaimed that caring is the essence of nursing, where the nurse
and the patient co-participate in discovering new knowledge, thereby assisting the patient to gain
control, preserve dignity, promote health changes and hopefully recover from illness. Watson
explained that nursing is a human science with important moral, spiritual, heart-centred, and
metaphysical components, to focus on helping patients attain health and healing guided by the
ten caritas processes (Appendix A). The health-illness experiences are mediated by professional,
empirical, ethical and aesthetic caring transactions. Nurses who are literate about caring
relationships are capable of having loving, caring, empathetic, and sensitively meaningful,
personal connections with those who require care. According to Watson (1988, 2009), the theory
of human caring and caring science informs the relationship of caring/caritas as the ethical,
moral/intentional and philosophical foundation for nursing.
Attachment theory
Attachment theory, as originally developed by Bowlby (1969, 1973) and further refined
by Ainsworth, Blehar, Waters and Wall (1978), is a framework for describing the development
of personality and our capacity for close relationships. Attachment security reflects and
influences the internal working model (IWM) of individuals, which shapes the way they see
themselves and others. Interactions with principal caregivers develop at a very early stage and
are thought to shape the beliefs, expectations, emotions, memories, and behaviours about self
and others. The internalization of these experiences is how children learn about themselves and
others in the world. The IWM is a cognitive framework, comprising of mental representations for
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understanding the world, self and others. The three main features of the IWM include: 1) a model
of others as being trustworthy and loving, 2) a model of the self as loveable or valuable, and 3) a
model of self as effective when interacting with others (Bretherton & Munholland, 1999; Schore,
2000). Positive working models of self and others can also explain empathic responses. Having a
positive model of self allows individuals to control their inner distress when confronted with
others’ needs and in turn allows them to altruistically respond to others (Mikulincer et al., 2001).
If there is consistency of care in times of stress, individuals develop internal working models of
self and others, and a relatively stable pattern of stress response known as low attachment
avoidance and low attachment anxiety (Ainsworth et al., 1978). This cognitive framework helps
children to make sense of self and of their world with corresponding expectations about a
caregiver’s responsiveness and availability to provide care and protection. The quality of a
child’s initial experiences of attachment serves as a template that will affect the nature of their
future relationships through adolescence and adulthood. A child whose first experience is of a
loving relationship with a consistently loving caregiver will believe this is how relationships are
meant to be and will seek out future relationships with others who are predictable and loving
(Schore, 2000).
The IWM informs and enhances our understanding of emotions and attachment needs,
perceptions of self and others, and helps us to understand how attachment fosters or hinders the
building of relationships. The IWM of self and others permeates all realms of social interactions
affecting friendships, partnerships, marriage, parental behaviours, and caretaking (Bowlby,
1973). Bowlby’s attachment theory provides an important framework in understanding how the
IWM affects interpersonal experiences throughout the lifespan, specifically influencing an
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individual’s ability to establish relationships, provide empathy and caring to others (Feeney &
Collins, 2001).
Most theories have their proponents and detractors and this certainly has been the case
with attachment theory. There have been several critics of Bowlby’s attachment theory such as
Harris (1998), Pinker (2002), and Kagan (2010), who have been engaged in an on-going debate
focused on nature versus nurture stressing the effects of later life experiences on personality.
Kagan (2010) rejected almost every assumption on which attachment theory was based. He
argued that heredity was far more important than the transient effects of a child’s early
environment. For example, he suggested a child with an inherently difficult temperament would
not elicit sensitive behavioural responses from a caregiver. Harris (1998) and Pinker (2002) put
forward the notion that the influence of parents has been exaggerated, arguing that socialization
takes place primarily in peer groups and suggested parents and peers have different functions,
fulfilling distinctive roles in children's development. The nature versus nurture debate is an
ongoing phenomenon which has resulted from theoretical perspectives and research findings in
psychology, sociology and neuroscience, asking specifically are an individual’s essential
qualities and behaviours genetically determined or learned (Antonucci, 2015). Many researchers
have found that the capacity to behave in a particular way is genetic, where biological factors
influence one’s psychological makeup, and is considered to be the nature side of the debate.
Whereas the nurture side of the debate, focuses on personal experiences, interpersonal processes,
the type of parents and teachers a child has, along with the environmental influences and
continues across the life span. It has been suggested that biology (nature) and the interactions
within interpersonal relationship (nurture) are fundamental in understanding attachment theory
(Meyer, Wood, & Stanley, 2013; Schore, 2000).

4

A key theme of attachment theory focuses on how infants manage distress as the primary
caregiver directly influences the infant’s social and emotional coping capacities. Nonetheless, the
responses to stress can be modified (nurtured) through one’s lived experiences and individuals
can learn how to manage their distress. Meyer, Wood, and Stanley (2013) provided evidence
suggesting that some individuals are more easily distressed than others and may be more
vulnerable to experiences and proposed that secure attachment between parents or caregivers and
children plays an essential role in building firm foundations for a child’s success in life.
Empathy
Empathy has been defined predominantly as a cognitive attribute that involves an
understanding of experiences, concerns and perspectives of another person, combined with the
capacity to express this understanding toward others (Davis, 1983). Several researchers have
indicated empathy in the context of health care can lead to positive patient outcomes, and greater
patient satisfaction, as nurses, physicians, and health care students try to understand what
vulnerable patients feel (Hojat, 2009; Lovan & Wilson, 2012; Ward, Schaal, Sullivan, Bowen, &
Hojat, 2009). Preoccupation with issues not related to the nurse-patient relationship such as work
demands, organizational expectations, doing more with less, having fewer personnel and limited
resources, hinders the development and demonstration of empathy (Hunt, Denieffe, & Gooney,
2017). The empathic process builds and promotes mutual respect and makes it possible to
understand the experiences of the other (Rogers, 1975). Recognition of the patients’ capabilities
to make their own decisions and choices is a fundamental aspect of the empathic relationship,
because it is from this place of respect, where nurses are able place themselves in their “patients’
shoes,” and understand what they are experiencing (Hojat, Spandorfer, Louis, & Gonnella,
2011).
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Significance of the study
Attachment theory offers a unique perspective on how the IWM influences individuals’
interactions or reactions to others. Attachment avoidance and attachment anxiety and the IWM
are instrumental in emotion regulation and are foundational in understanding how early
experiences with attachment figures affect how we view ourselves and others, and develop the
ability to foster or build bonds with others later in life (Bowlby, 1969, 1973; Mikulincer, Shaver,
& Pereg, 2003). Emotion regulation consists of the extrinsic and intrinsic processes responsible
for monitoring, evaluating, and modifying emotional reactions to help deal with distress that is in
keeping with the IWM (Thompson, 1994). For example, individuals with avoidant attachment
use deactivating strategies to deal with stress related situations and suppress their emotions
(Shaver & Mikulincer, 2002). Individuals with attachment anxiety are more inclined to use
hyperactivating strategies, to be overly dependent on attachment figures, and hypervigilant to
cues of danger or abandonment when faced with stress-related situations (Mikulincer & Shaver,
2005a).
Empathy involves the understanding of others and is an essential attribute in people who
are able to care for others. Attributes that influence empathy include the ability to foster and
build bonds with others. Attachment is measured along two orthogonal dimensions. First,
individuals with attachment avoidance view others as untrustworthy and develop positive but
unrealistic self-perceptions, with an excessive focus on their own ability to overcome difficult
situations on their own. Alternatively, individuals with attachment anxiety tend to have a
negative view of self, are hypersensitive to signs of rejection and have a compulsive need to be
close to others, often prompting others to seek distance. Unfortunately, the act of distancing
causes greater anxiety and creates an even needier individual (Stein et al., 2002). Attachment
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avoidance and attachment anxiety, formed during infancy, affects our ability to build
relationships, empathize and care for others (Lee & Song, 2015; Mikulincer, Shaver, & Pereg,
2003). Positive working models of self and others can also explain empathic responses, as these
individuals are confident in themselves and others, and are able to respond to others’ needs
(Mikulincer et al., 2001).
A review of the literature revealed that caring is an intrinsically nurturing attribute and is
the motivator for compassion and the caregiving process. Whether a person perceives him or
herself to be caring and to have the capacity to care may be influenced by one’s IWM developed
during childhood. A review of the nursing and attachment research literature also identified a
perceptible gap related to predictors of empathy and caring in nursing students and was a driving
force for this study. Guided by Watson’s (1988) caring theory and Bowlby’s (1973) attachment
theory, the main purpose of this study was the testing of a theoretical model linking attachment
avoidance and attachment anxiety to empathy (the mediator variable) (Iacobucci, Saldanha, &
Deng, 2007) and caring as an outcome among baccalaureate nursing students. The mediator
variable (explains how or why there is a relationship between the predictor variable (attachment
avoidance and attachment anxiety) and the dependent variable (caring). The purpose of this study
will contribute to the body of knowledge on caring by examining: 1) nursing students
perceptions of caring through an integrative review; 2) attachment as a predictor of empathy and
caring in nursing students by testing a theoretical model; 3) the mediating effect of empathy on
the relationship between attachment anxiety and caring; and, 4) the mediating effect of empathy
on the relationship between attachment avoidance and caring in nursing students, a relationship
that has not to my knowledge been evaluated in nursing research.
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Overview of Each Chapter
In chapter two, a broad review of the literature on the relationships among attachment,
empathy and caring is presented. In chapter three, the theoretical model is discussed in detail,
with a review of the key literature that provided the rationale for the model and the hypotheses of
the study. In an integrative review, what is known about nursing students’ perceptions of caring
is explored, and constitutes Phase One of this study (see chapter four.) The purpose of the
integrative review was to understand how nursing students perceive caring or caring behaviours,
and how these perceptions of caring become actions in their work and studies within educational
programs and eventually become foundational in enhancing the quality of care that nursing
students and nurses provide (Hanson, 2004; Khademian & Vizeshfar, 2008; Mangold, 1991;
Swanson, 1993; Watson, 2008). In chapter five, the research methods used in Phase Two of this
study including the research design, sample, setting, instrumentation measurements and the
preparation of the data for testing the proposed theoretical model using Structural Equation
Modeling (SEM), are discussed. In chapter six data analyses results including the findings of the
measurement model and the structural equation model are provided. Finally, in chapter seven,
the study findings, strengths and limitations as well as implications for nursing education, nurse
educators, practice and research are discussed.
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Chapter 2
Literature Review
The proposed theoretical model resulted from a thorough review and synthesis of the
relevant theory and empirical research for each of the components in the model, including the
constructs of attachment theory (i.e., attachment avoidance, attachment anxiety), empathy, and
caring. This chapter is to review, document, synthesize and offer conceptual and empirical
justification for the proposed relationships among attachment, empathy and caring in the
theoretical model.
Two key theoretical frameworks have informed the theoretical model being tested in this
research: Attachment Theory (Bowlby, 1969, 1973), and the Theory of Human Caring Science
(Watson, 1985, 1988, 2008). Attachment theory (Bowlby 1969, 1973) is foundational in
understanding how perceptions of self and others affects our ability to care for others (Feeney &
Collins, 2001). Watson’s (1985, 1988, 2008) theory of human caring science and caritas
underpins the construct of caring within nursing education and informs the relationship of
caring/caritas as the ethical, moral ideal and philosophical foundation for nursing. The third key
construct in this study is empathy. While not a theory, empathy is a complex, multi-dimensional
construct that has moral, cognitive, emotive and behavioural components (Mercer & Reynolds,
2002). Empathy is: the affective responses to another’s emotions and actions; the cognitive
processing of one’s affective response and the other person’s perspective; and the conscious
decision-making to respond with concern, kindness and caring to others’ suffering (Gerdes &
Segal, 2009).
In conducting this literature review, key words and combinations of key words were used
for searching in books, journals, dissertations and government publications from 1969, when
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Bowlby introduced the world to attachment theory, to the present time. The Cumulative Index to
Nursing and Allied Health Literature (CINAHL), Medical Literature Analysis and Retrieval
System Online (Medline), Excerpta Medica database (EMBASE), PsycInfo, Health Source:
Nursing/Academic edition, ProQuest Nursing and Allied Health Resources, as well as Education
Resources Information Center (ERIC), were used to complete the search. Search terms used for
this review are outlined in Table 1.
Table 1
Search Terms for Literature Review-Attachment, Empathy and Caring
Term 1

Term 2

Attach*
Attach
Anxi*
Attach
Avoid*

Nursing
student
nurs*
Health care
professionals
Famil*

Term 3

Term 4

Term 5

Baccalaur*
BScN, BN
Bachelor
Degree in
Nursing
Clinic*
Hospital
Health care

Empath*

Caring
Care
Caritas
Caring
science

The search produced studies with a combination of constructs, including attachment and
empathy, attachment in health care settings, attachment and empathy with health care
professionals, and within family relationships. However, there was no identified research about
attachment, empathy and caring in nursing students. The initial search produced studies from
Australia, Canada, Finland, Germany, Greece, Iran, Israel, Italy, Poland, South Korea, Sweden,
Switzerland, The Netherlands, Turkey, United Kingdom, and the United States. The references
were searched initially based on titles, and subsequently, after key scholars in the area were
identified, their names were searched for related publications. The studies selected for this
literature review were related closely to the focus of this doctoral research and included
combinations of the variables of attachment theory, attachment in various relationships;
10

attachment and caregiving; attachment in the health care environment; attachment and empathy.
Caring included: Watson’s theory of human caring (1988); caring as core of nursing practice;
caring philosophy and ethics of care; conceptualization of caring in nursing; caring as a human
trait; an affect; interpersonal interaction; transpersonal relationship; therapeutic intervention; a
moral imperative; as communication; and as a tradition. The literature search for empathy
comprised different characteristics and included: empathy as a trait and a state; and, as both
cognitive and affective abilities. For each of the studies chosen, a critical appraisal was
conducted to determine whether the research addressed the key constructs in the theoretical
model and whether or not studies of attachment, empathy and caring had been conducted in a
similar population, setting, and circumstance as the proposed research. The qualitative studies
were evaluated using the Critical Review Form-Qualitative Studies (Version 2.0) (Letts et al.,
2007). For the quality of the studies, the Critical Review Form-Quantitative Studies focused on
purpose, design, sample, outcomes, interventions, results, conclusions and implications was used
(Law et al., 1998). In addition, notation was made as to where the studies were conducted (i.e.,
schools and universities, hospitals, and other health care environments). The one mixed-method
study was evaluated using both the Critical Review Form-Qualitative Studies (Version 2.0)
(Letts et al., 2007) and the Critical Review Form-Quantitative Studies (Law et al., 1998).
Ultimately, the literature review illuminated what is known about attachment, empathy
and caring. Interestingly and fortuitously, the literature review revealed a gap that needed to be
addressed. Attachment, empathy and caring have been studied separately, occasionally as coconstructs, yet no study had been conducted to test a theoretical model that linked attachment
avoidance and attachment anxiety to empathy (mediator variable) and their potential effect on
caring attitudes in baccalaureate nursing students.
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Attachment Theory
Over the past four decades, attachment research has extended beyond the initial research
that focused on the child and parent bonds (Bowlby, 1969, 1973). To date, researchers have
examined and measured attachment relationships in young adults, adults, caregivers, several
professions, businesses and organizations. Researchers have shown that attachment plays a key
role in our social world, including how we engage empathetically in personal and professional
relationships, how we demonstrate caring toward self and others, and how one deals with stress,
coping abilities, and choice of careers.
Attachment theory, historically, is the work of John Bowlby, a British development
psychologist and psychoanalyst and Mary Ainsworth, a development psychologist (Bretherton,
1992). Bowlby formulated the basic tenets of attachment theory by building on concepts from
the study of human behaviour and developmental psychology. He proposed three elements: 1)
attachment or bonding behaviours are considered to be adaptive, increasing the capacity of
individuals to survive during situations that are perceived to be stressful; 2) development of
attachment or bonding is primarily shaped during the first three years of life; and, 3) early
experiences with caregivers gradually give rise to a system of thoughts, memories, beliefs,
expectations, emotions, and behaviours about the self and others called the IWM (Bowlby,
1969).
Bowlby (1969, 1973) wanted to understand the varying degrees of distress infants
experienced when they were separated from their parents. Upon separation from their caregivers
some infants exhibited crying, clinging, and frantically tried to prevent separation from the
parents or wanted to regain proximity to a missing parent or caregiver as soon as possible. These
behaviours, such as crying and clinging, according to Bowlby, were adaptive responses to
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separation from the caregiver who provided support and protection. He also noted that
attachment figures who were responsive and sensitive to the needs of infants, provided the
infants with a secure base from where they could explore and expand their world and ultimately,
develop trust. Instinctively children seek proximity and attach to care providers when they
perceive a threat or danger (Bretherton & Munholland, 2008). When the attachment behavioural
system is activated during a stressful situation, children seek their attachment figures to assuage
their physical or psychological distress. The attachment behavioural system is an important
concept in attachment theory because it provides the framework for understanding how
individuals form positive or negative representations of self and others (Fraley & Shaver, 2000;
Hazan & Shaver, 1994).
Bowlby (1969, 1973) suggested the IWM, a central principle of attachment theory,
develops from early interactions between the child and a significant caregiver. Over time, this
model becomes a mental representation of ‘self’ in relation to ‘others’ and the environment. The
IWM can serve to protect a child from harm and also helps a child to feel safe while exploring
new situations. Alternatively a child may develop a negative IWM that prevents him or her from
exploring a new environment. As an adult, depending on the IWM script that developed
throughout the individual’s life, a negative ‘other’ model may contribute to the belief that
‘others’ are untrustworthy, unresponsive and unloving. The terms “attachment avoidance” and
“attachment anxiety” were introduced by Ainsworth et al. (1978) to describe the tendency
individuals have to avoid interactions with others and the degree of anxiety experienced by
individuals during social exchange or interactions. Eventually, based on the view of ‘self’ and
the view of ‘others’, not only is the way individuals relate to ‘others’ influenced, but the
development, perceptions and emotional understanding of interpersonal relationships are affected
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as well (Moran, Bailey, & DeOliveira, 2008). The IWM creates beliefs and expectations that
future relationships will be similar to early relationships and will ultimately result in the same
predictable response patterns. It has been suggested that these early patterns of self and others set
the foundation for interactions throughout the lifespan (Bretherton & Munholland, 2008;
Pietromonaco & Barrett, 2000). Although Bowlby suggested the IWM would be present from
“cradle to grave,” the cognitive models about self and others have been shown to be amenable to
changes based on experiences in life and other learning opportunities (Chopik, Edelstein, &
Fraley, 2013).
Attachment as three types, three styles, three patterns
Other researchers (Ainsworth et al., 1978; Hazan & Shaver, 1987), drawing on the work
of Bowlby (1969, 1973), extended infant and caregiver attachment theory to adult attachment
and focused on romantic attachments, describing a biosocial process motivated by a sense or
desire for security, love, intimacy, procreation and caregiving. Hazan and Shaver (1987), in their
research on adult romantic attachment, used the three attachment styles of secure,
anxious/ambivalent and avoidant as delineated by Ainsworth et al. (1978). According to
Ainsworth et al. (1978), the psychological and physical availability of a caregiver in childhood
resulted in three types of styles or patterns of attachment. Caregivers, who were consistently
responsive, available, provided comfort and reassurance, created a sense of attachment security
in the child. Children described as having a secure attachment eagerly explored the world with
curiosity and confidence and as adults formed close bonds with others (Figure 1). In contrast,
disinterested or lackadaisical responses of the caregiver toward the child caused the child to feel
rebuffed and developed a sense of distrust, resulting in attachment avoidance and fear of intimate
or romantic relationships as adults (Simpson & Rholes, 2017). Further, individuals developed
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anxious or ambivalent attachments when the caregiver was inconsistent in responding to the
child, sometimes being unavailable, unresponsive, over-attentive or intrusive.

Figure 1. Three types/styles/patterns of attachment, (Hazan & Shaver, 1987)

Figure 1. Three types/styles/patterns of attachment, (Hazan & Shaver, 1987) has not been
included due to copyright restrictions. It is a diagram of the three types or styles or patterns of
attachment used in the original source: Hazan, C., & Shaver, P.R. (1994). Attachment as an
organizational framework for research on close relationships. Psychological Inquiry, 5(1), 1-22.
doi: 10.1207/s15327965pli0501_1
Through observational research, Hazan and Shaver (1987) identified that adult romantic
relationships were characterized by emotional dynamics similar to those observed between the
child and caregiver. For example, when adult partners felt secure with one another they provided
opportunities for their partner to explore new environments with confidence and encouraged
them to engage with others. Adults who were confident in their partners’ presence were open to
being dependent on their partners and were confident having others depend upon them.
Conversely, adults with a dismissive or avoidance style preferred not to be dependent upon
others and did not appreciate nor want others to be dependent upon them. Adults with
anxious/ambivalent style were prone to worry others did not love them and were frustrated or
angered when their needs were not met. Hazan and Shaver (1987) concluded that attachment
avoidance and attachment anxiety guided and shaped behaviours in close relationships across the
lifespan.
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Attachment as four styles or four categories
Subsequent to Hazan and Shaver’s (1987) creation of the three pattern/style attachment
model, Bartholomew and Horowitz (1991) suggested avoidant attachment had two distinct
orientations: a) one being fearful avoidance, where individuals adopted an avoidant attachment
to prevent being hurt or rejected by others; and, b) the other, a dismissing avoidant attachment,
characterized as a way to maintain a defensive sense of self-reliance and independence.
Therefore, Bartholomew and Horowitz (1991) retained the secure and anxious-ambivalent (or
preoccupied) classifications from the three types/pattern/style model, but split the avoidant
attachment into two and created four styles or categories of attachment. The fearful-avoidance
represented individuals who longed for but avoided intimacy because they feared rejection, and
the dismissing-avoidance, characterized individuals who do not value intimacy. The four styles
were placed within a two-dimensional space represented by two models, ‘model of self’ and
‘model of other.’ Specifically, secure individuals were characterized as holding positive
representations of the self (e.g., viewing themselves as worthy and lovable) and of others (e.g.,
viewing others as responsive, attentive). Individuals with low attachment avoidance and low
attachment anxiety could maintain and support intimate relationships, trust in themselves and
believe in others. They were found to problem solve, draw upon internal coping resources, and
maintain optimistic beliefs even during moments of distress (Bartholomew & Horowitz, 1991;
Mikulincer & Shaver, 2005a).
Individuals with high attachment avoidance viewed others as unavailable, unresponsive,
and unreliable. They tended to rely solely on themselves for reassurance, were hypervigilant to
social and emotional cues, and adopted a preference for emotional independence and
interpersonal distance (Mikulincer & Shaver, 2005a). Individuals with high attachment anxiety
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had a negative self-view, nurtured feelings of being undeserving of love, fostered feelings of
worthlessness and self-doubt, along with a preoccupation of being abandoned (Bartholomew &
Horowitz, 1991; Fraley, Niedenthal, Marks, Brumbaugh, & Vicary, 2006; Mikulincer & Shaver,
2005a).
Within the four-style/four-category framework (Figure 2), Bartholomew and Horowitz
(1991) suggested each of the four attachment styles, (secure, preoccupied, dismissing and
fearful) were an intersection of two underlying dimensions. The model-of-self dimension reflects
the internalization of self-worth and may represent low anxiety, or a positive model-of-self to
high anxiety which represents a negative model-of-self and dependency experienced in close
relationships. The model-of-other dimension may represent low avoidance, or a positive model
of others to high avoidance where there is a belief that others are unavailable and non-supportive.
The high avoidance dimension is associated with the tendency to avoid or dismiss closeness in
relationships. The ideal model-of-self and model-of-other would reflect low anxiety and low
avoidance, representing a sense of security and comfort with self and others.

Figure 2. Four-style/four-category classification Bartholomew and Horowitz (1991)

Figure 2. Four-style/ four-category classification Bartholomew and Horowitz (1991) has not
been included due to copyright restrictions. It is a diagram of the four-style/four-category
classification of attachment used in the original source: Bartholomew, K., & Horowitz, L. M.
(1991). Attachment styles among young adults: A test of a four category model. Journal of
Personality and Social Psychology, 61(2), 266-244. doi: 10.1037/0022-3514.61.2.226
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Attachment as two dimensions
Following Bartholomew and Horowitz’s (1991) four-category classification system of
adult attachment styles, Brennan, Clark and Shaver (1998) shifted the focus of attachment to
two underlying continuous dimensions, avoidance and anxiety, which appear to underlie adult
attachment styles (Figure 3). The first dimension on the horizontal axis of the component map
ranges from low anxiety to high anxiety with attachment figures. The second dimension on the
vertical axis ranges from low avoidance to high avoidance.

Figure 3. Continuous dimensional focus model of attachment avoidance and attachment anxiety

Figure 3. The continuous dimensional focus model of attachment avoidance and attachment
anxiety has not been included due to copyright restrictions. It is a diagram of the two orthogonal
dimensions of attachment used in the original source: Brennan, K. A., Clark, C. L., & Shaver, P.
R. (1998). Self-report measurement of adult romantic attachment: An integrative overview. In J.
A. Simpson & W. S. Rholes (Eds.), Attachment theory and close relationships (pp. 46-76). New
York: Guilford Press.
Although the terms secure, anxious, and avoidant suggest categories of individuals,
Brennan et al. (1998) indicated that attachments are positions on a continuum along two
orthogonal dimensions of attachment anxiety and attachment avoidance. The attachment anxiety
dimension represented the extent to which individuals tended to worry about being unloved,
abandoned, and apprehensive about the availability and responsiveness of attachment figures.
The avoidance dimension represented the degree to which individuals were uncomfortable
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connecting with others and relying on them. The two dimensions were assessed on a continuum
from low to high, rather than seen as an attachment category or style. Individuals with low
avoidance and low anxiety were secure in their relationships; individuals with high anxiety and
low avoidance were preoccupied; dismissing individuals had high avoidance and low anxiety;
and, individuals with high anxiety and high avoidance were fearful. The two dimensions are
more fluid, and dynamic, and individuals may move along the continuum based on
circumstances, hence attachment is no longer perceived as an unyielding characteristic or
attribute (Konrath, Chopik, Hsing, & O’Brien, 2014).
Individuals with high attachment avoidance and attachment anxiety tend to adopt
different strategies to manage their attachment needs. The attachment system is activated through
what are known as hyperactivation and deactivation strategies. Hyperactivation is characteristic
in individuals with attachment anxiety and is typified by attempts to minimize distance from
attachment figures, elicit their support and love through clinging and adopting a controlling
response with hypervigilant behaviours that are often manifested as being intrusive, self-serving,
and oftentimes, tactless. Whereas, deactivation of the attachment system occurs in individuals
who score high on the attachment avoidance dimension (Mikulincer & Shaver, 2003).
Deactivated caregiving has been described as denial of attachment needs, emotional distance,
being insensitive, withdrawn, aloof, and detached from both the individual requiring care and the
caregiving situation (Braun et al., 2012; Nicholls, Hulbert-Williams, & Bramwell, 2014).
Individuals who engaged in deactivating strategies distanced themselves from others’ suffering,
and demonstrated decreased empathy and compassion (Mikulincer & Shaver, 2005b).
Individuals who score high on both dimensions of attachment avoidance and anxiety tend to
vacillate between hyperactivation and deactivation of the attachment system (Shaver &
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Mikulincer, 2002). The two psychological strategies, hyperactivation and deactivation of the
attachment system have had measurable effects on cognition, emotion, psychological well-being
and interpersonal behaviour (Mikulincer & Shaver, 2003).
Researchers have suggested that the two continuous dimensions of anxiety and avoidance
represents a more accurate understanding of attachment (Brennan et al., 1998; Fraley & Shaver,
2000) than the three major patterns/styles or four-category classification system of adult
attachment styles (Bartholomew & Horowitz, 1991; Hazan & Shaver, 1987). While the
categorical structures are easy to understand and use, there is wide variability within each
category. While attachment may remain stable in some individuals, life, experiences, and new
relationships may influence the way people develop or change their attachment owing to the
availability of others, accessibility of resources, coping mechanisms and shifting worldviews.
Some individuals eagerly want to understand and change their relationship with ‘self’ and
‘others,’ while others remain intransigent or disinterested in understanding the self and how they
relate to others (Arriaga et al., 2013; Maunder & Hunter, 2015). The continuous dimension of
attachment is used in this study as most current researchers conceptualize and measure
attachment differences dimensionally rather than categorically, suggesting attachment varies in
degree rather than in type or style (Brennan et al., 1998; Fraley & Shaver, 2000; Karantzas,
Feeney, & Wilkinson, 2010).
As nursing students enter relationships with their patients and co-workers in health care
environments, the perceptions one has about self, others and the relationship between self and
others, guides interpersonal relationships. As noted earlier, the continuum of attachment includes
how one feels about oneself and how worthy one sees the ‘self’ in the eyes of others. Within this
continuum, individuals also focus on how one feels toward ‘others,’ affecting one’s willingness
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to seek close relationships. Caring is grounded in one’s capability to connect with others, to
value the other person and to develop a sense of commitment and responsibility toward the other
(Mikulincer, Shaver, Gillath, & Nitzberg, 2005).
As nurses entering into the experience of others, practising with non-judgmental
attitudes, responding to others with honesty, and bringing oneself to relationships with patients,
families, and other health care team members, are considered a transpersonal process rather than
a state of being (Watson, 1985). Transpersonal refers to a moral commitment to protect and
enhance human dignity: it is a human-to-human relationship between patient and nurse, with
each being fully present in the caring moment; and it often presents as feeling a spiritual union
with the other (Clark, 2016). The transpersonal view of empathy is foundational in developing
healing-trusting relationships and an interconnection with not only the patient but with
humankind, life, nature and the universe. Empathy, according to Watson (1985), involves the
capacity to demonstrate openness, sensitivity to the inner world of another, and an ability to
work from the other’s frame of reference, while at the same time the nurse must be aware of his
or her inner world. Empathy paired with unconditional, non-possessive warmth, expressed
verbally and non-verbally, create the trusting nurse-patient relationship that allows for the
transpersonal state of caring consciousness to emerge (Watson, 2008).
Individuals with secure attachment can respond with empathy, caring, and support, and
have a desire to alleviate the suffering of the other compared to individuals with high attachment
anxiety and high attachment avoidance (Feeney & Collins, 2001; Fehr & Sprecher, 2010;
Mikulincer et al., 2005a). Attachment theory offers a unique perspective that links empathy to
caring.
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Attachment Theory and Caregiving System
In attachment theory, it has been emphasized that the caregiving system is activated when
people see the vulnerability and the suffering of human beings (Mikulincer et al., 2005). Within
health care, professional caregivers are expected to look for ways to help individuals in need, to
alleviate distress and suffering by providing physical and mental health support, all the while
trying to cope with their own fears and stress as they provide care. Understanding caregiving is
complex and attachment theory provides valuable insight into how health professionals are able
or challenged to provide caring and support. Self-report and observational studies in adult
populations consistently support that attachment and caregiving represent a shared dyad between
individuals, as each jointly contributes to caregiving and support-seeking behaviours (Feeney &
Collins, 2001; Kunce & Shaver, 1994). Individuals with attachment avoidance and attachment
anxiety decide if ‘others’ are worthy of love, trust and caring, while at the same time try to
discern if the ‘self’ has the ability to provide the care (Collins & Ford, 2010). In response to an
individual’s needs, caregivers with low attachment anxiety tended to demonstrate empathy;
however, they were unable to provide emotional support (Mikulincer et al., 2005). Caregivers
with high attachment anxiety resulted in being inwardly focused, with marked levels of being
distressed and were less responsive in their support or caregiving behaviours (Mikulincer et al.,
2001; Mikulincer et al., 2003). Conversely, caregivers with attachment avoidance showed
patterns of neglect, demonstrating less empathy and compassion toward the needs of others
(Collins & Ford, 2010; Feeney & Collins, 2001; George & Solomon, 1999). Additionally, they
lacked the motivation to provide care to individuals who were in distress (Canterberry & Gillath,
2012; Collins & Ford, 2010; Mikulincer et al., 2005).
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Caregiving and attachment have been studied in different relationships and contexts. The
caregiving response in intimate relationships, just as it is in relationships between children and
parents, focuses on seeking support and protection during times of adversity (Canterberry &
Gillath, 2012; Collins & Ford, 2010; Kunce & Shaver, 1994). Findings on spousal caregiving
indicated those with high attachment avoidance were challenged to provide emotional care for
their partners, were less responsive and were more controlling in their caregiving (Canterberry &
Gillath, 2012; Feeney & Collins, 2001; Kunce & Shaver, 1994). They also experienced
deactivating strategies such as feeling pity and not empathy, while providing care (Carpenter,
2001). Several researchers, using Brennan’s (1998) attachment scale, reported individuals with
attachment anxiety provided compulsive caregiving, oftentimes associated with egotistical
motives for helping others. In these same studies, caregiving was also accompanied by a hyperactivating intensity of one’s own personal distress, resulting in less effective recognition of the
others’ needs and diminished compassion and caring (Braun et al., 2012; Feeney & Collins,
2001; Gillath, Shaver, & Mikulincer, 2005; Kim & Carver, 2007; Reizer & Mikulincer, 2007).
Researchers have reported adult children caregivers with low attachment avoidance and
low attachment anxiety had better caregiving abilities, and were more motivated and protective
in caring for their parents. Individuals with low attachment avoidance and low attachment
anxiety also had lower psychological distress, caregiver burden and burnout (Crispi, Schiaffino,
& Berman, 1997; Mikulincer & Shaver, 2003). However, adult daughters with high attachment
anxiety, who experienced feelings of diminished self-worth and had tenuous relationships with
their mothers while growing up, still provided care for their mothers, although it was done with
less emotional support and nurturance (Cicirelli, 1995).
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Attachment Theory and the Health Care Environment
Within the health care environment, trust, civility and connection with colleagues is not
only expected, it is essential in creating a positive and safe workplace. Unfortunately, individuals
with high attachment avoidance and attachment anxiety have been known to contribute to
incivility and diminished caring in the workplace (Leiter, Day, & Price, 2015). The following
researchers focused on health care providers, including managers and nurses, as well as students
in various health care professions, such as nursing, occupational therapy, social work, and
medicine. The effects of attachment avoidance and attachment anxiety upon work relationships,
stress levels, and burnout were studied and analyzed.
Canadian researchers surveyed 1624 health care providers who were asked about their
attachment dimensions to determine the extent attachment avoidance and attachment anxiety
were associated with the quality of their social relationships in the workplace (Leiter, Day, &
Price, 2015). Employees with high attachment anxiety were found while they were found to be
more engaged in their work relationships, these employees instigated workplace incivility and
cynicism, and overall they felt diminished psychological safety in the workplace social
encounters. Attachment was assessed with the 10-item Brief Attachment Questionnaire
comprised of two subscales: anxiety (5 items) and avoidance (5 items) (Leiter, Price, & Day,
2015). High attachment anxiety was more strongly correlated with all forms of incivility than
was avoidance (supervisor, r = 0.13, p < .001; coworker, r = 0.26, p < .001; and instigated
incivility, r = 0.17, p < .001). The lack of caring toward colleagues and patients caused
employees to feel and experience a reduced sense of emotional safety in the work environment.
Nurses with high avoidant attachment tended to remain socially distant, aloof, focused on their
work and had fewer encounters with incivility. Perhaps in stressful and busy health care
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environments, high attachment avoidance is a potential coping mechanism to protect oneself
from the harm of negative workplace encounters.
In Kokkonen, Cheston, Dallos, and Smart’s (2014) cross-sectional survey, they measured
attachment style, self-efficacy, approaches to dementia and burnout of 75 staff nurses.
Attachment was measured using the 36 item Experiences in Close Relationships (ECR) (Fraley,
Waller, & Brennan, 2000). High attachment anxiety was found to be significantly positively
correlated with emotional exhaustion (r = 0.26, p <0.05, n = 75) and negatively correlated with
personal accomplishment (r = -0.44, p <0.001, n = 75). High attachment avoidance was
significantly positively correlated with emotional exhaustion (r = 0.27, p <0.01, n = 75).
Caregivers with low attachment avoidance and low attachment anxiety were found to have more
positive attitudes toward stressful situations, were more optimistic and willing to help reduce the
negative emotional responses to patients’ behaviours and were supportive colleagues. While the
findings were important, further studies should be considered with nurses caring for patients
without dementia to learn if attachment and burnout is as prevalent with a different patient
population. It is known that patients with advanced dementia often exhibit responsive behaviours
that can be extremely frustrating and stress-provoking, challenging nurses’ abilities to express
empathy (Astrom, Nilsson, Norberg, Sandman, & Winblad, 1991; Zimmerman et al., 2005).
Feeney and Collins (2001) found high attachment anxiety and attachment avoidance were
associated with two non-optimal caregiving orientations: hyperactivation and deactivation of
caregiving behaviours. Anxiously attached people, who are known to adopt a hyperactivating
strategy in their attachment system, also seem to adopt such a strategy with their caregiving
system, eagerly providing help whether or not it is required. Conversely, highly avoidant
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individuals were less likely to provide emotional support and their lack of caregiving was driven
by deactivating behaviours.
Attachment was measured in 84 nurses providing hospice care using Brennan’s (1998)
ECR self-report attachment style measures. The nurses’ stress and coping abilities were also
measured (Hawkins, Howard, & Oyebode, 2007). The self-reported attachment indicated the
nurses with high attachment avoidance were less likely to seek emotional support to assist with
coping when stressed and tended to be more distant and dismissive of the distress experienced by
others. High attachment anxiety in hospice nurses generated self-anguish and poor coping
strategies which lead to emotional exhaustion. This valuable information on attachment
avoidance and attachment anxiety provided insight into nurse and patient relationships, helped
reduce burnout and improve relationships between nurses and patients (Hawkins et al., 2007).
When studying the attachment of professionals, the ECR (Brennan et al., 1998) may not be the
most valid measurement tool as the language used in the tool is about attachments in close and
romantic relationships. However, the findings are congruent with other findings related to
attachment and health care environments.
Research focusing on students in health care disciplines, such as social work,
occupational therapy, nursing and medicine, identified that attachment avoidance and attachment
anxiety played significant roles in empathy, caring abilities and had an impact on the support
students received in their clinical education placements. Students with high attachment
avoidance were more likely to remain distant, self-reliant or aloof from their supervisors or
clinical instructors, putting themselves at risk for developing problems in their clinical placement
relationships as they often failed to seek guidance during challenging situations. The students
who refrained from seeking mentor support did not want to be perceived as lacking important
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knowledge and having the ability to provide competent care (Bennett, BrintzenhofeSzoc, Mohr,
& Vitale, 2008; Larose, Bernier, Soucy, & Duschesne, 1999; Moked & Drach-Zahavy, 2015).
In an early study, Larose, Bernier, Soucy, and Duschene (1999) recruited and surveyed
the attachment of 174 first-year students from Laval University enrolled in different fields of
study, including social work. The Attachment Style Questionnaire (ASQ) (Feeney, Noller, &
Hanrahan, 1994) was used to measure attachment and was used to test the proposed theoretical
model. Their findings suggested students with high attachment avoidance perceived others as
unreliable and unsupportive; they did not seek out their teachers in times of need; and they were
reluctant to share their feelings and personal experiences when they experienced problems. The
students who exhibited attachment anxiety were unable to develop their autonomy and selfconfidence.
In a study conducted in the United States (U.S.), Bennett and colleagues (2008) surveyed
72 master’s level social work students. The social work students’ general attachment style was
assessed with a 13-item scale, using items from the longer Relationship Scales Questionnaire
(RSQ) (Griffin & Bartholomew, 1994). The students who began their supervised clinical
experiences with high attachment avoidance were more likely to develop perceptions of their
supervisors as uncaring, unreliable, insensitive, and untrustworthy. The students who were
uncomfortable with intimacy in close relationships (i.e., who had high levels of avoidance) were
more likely than others to report high levels of supervision-specific avoidance. The results were
similar but somewhat less convincing for students with high attachment anxiety. The overall
findings suggested supervisors who are aware of high attachment avoidance and attachment
anxiety in their students could nurture the appropriate support for their students.
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Also using the RSQ to measure attachment, Ciechanowski, Russo, Katon, and Walker
(2004) examined the relationship between attachment style reported and choice of specialty
among 144 second year U.S. medical students. Those whose scores indicated high attachment
avoidance were significantly more likely to have chosen non-primary care specialities over
primary care specialities [Odds ratio (OR) = 3.4, 95% Confidence Interval (CI) = 1.6, 7.5]. These
students perceived patient-centred care to be less interesting than the specialities where important
technical advances existed, especially in areas of nuclear medicine, interventional radiology and
cardiothoracic surgery. The students who identified as having secure attachments rated
themselves as cautious, self-reliant, were comfortable with support-seeking, and indicated
primary care over non-primary care was more interesting, engaging and represented a more
fulfilling type of practice.
Attachment theory has been connected to a range of factors that may contribute to one’s
professional choice, job satisfaction and performance. Roney, Meredith, and Strong (2004)
examined the adult attachment styles of 124 first and fourth year occupational therapy students in
Australia. The participants with secure attachment rated people-orientated factors as important
when choosing occupational therapy as a career and were more satisfied with their choice of
career than the participants with an insecure attachment style. Students with high attachment
avoidance and or attachment anxiety were not fully committed to their career choices and tended
to focus on the financial benefits of their career rather than on being patient care focused.
In two studies that were found in the literature, the researchers examined nursing student
and attachment style. Attachment in 438 first-year nursing students in Turkey was measured
using the RSQ along with their support-seeking behaviour; a sub-group of 104 of these students
provided an evaluation of their attachment and were re-evaluated in their fourth year (Kaya,
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2010). There was a statistically significant decrease in the nursing students’ insecure attachment
at the end of their fourth year as compared to their first year which suggested, that support
seeking in the clinical experiences of nursing students is essential to ensure growth in selfconfidence. The students in their first year self-reported higher attachment anxiety than
attachment avoidance. Nursing students’ mean scores for fearful, preoccupied, and dismissing
attachment style at their graduation were lower compared to their first-year scores and these
differences were found to be statistically significant (p < 0.05). Nursing students with low
attachment avoidance and low anxiety attachment tended to experience less stress in the clinical
environment and were better able to establish positive, caring, therapeutic patient relationships,
and required less support from their clinical teachers. Kaya (2010) emphasized that course
content covering interpersonal relationships and understanding the importance of valuing others
helped to develop and improve empathic attitudes toward patients. Tailoring course content by
focusing on altering negative views of self, strengthening positive attachments and encouraging
students to be more attuned to self and others, as well as being sensitive and aware of others’
needs and feelings, contributed toward positive therapeutic nurse-patient relationships. These
finding suggest the importance and value of content about mindful awareness of self and others.
Nursing students’ attachment (n = 178) was measured using the Self-Reliance InventoryII (SRI-II) (Daus & Joplin, 1999) in relation to support seeking behaviour during clinical
supervision (Moked & Drach-Zahavy, 2015). In the correlational study conducted in Israel the
researchers revealed that the nursing students with low attachment avoidance and low attachment
anxiety maintained confidence in the presence of their supervisor and required less support in
their learning environments. Mentors, however, with high attachment avoidance tended to lack
the capacity to be available for their students; they were reluctant to respond to students’ requests
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for support and were incapable to provide emotional and professional support, creating barriers
for students to seek support in the clinical environment. These findings may help nurse educators
to understand how their own attachment can affect nursing students’ support-seeking behaviours.
In order to maintain high-quality and safe patient care, it is essential for nursing students to feel
safe to approach and ask questions in the clinical setting.
These studies may have significant implications for providing guidance, mentoring,
counseling and social support to aid educators in nursing schools. Nurse educators may be more
helpful, engaged and supportive if they understood the nursing students’ attachment. The
findings suggested nurse educators who have positive attitudes, acceptance, and respect toward
their nursing students, particularly those with high attachment anxiety and high attachment
avoidance, create positive, trusting learning environments for their students. It has been
suggested that nurse educators who plan and implement classroom activities, role model
empathy and caring, and encourage students to develop caring relationships with their peers, help
students to experience less difficulty in dealing with stress in a clinical environment (Hawkins et
al., 2007). Consequently, the students who begin to move toward feelings of security in their
educational pathway, learn how to establish positive relationships with healthy and ill
individuals, their relatives, and the members of the health care team.
Attachment Theory and Empathy
Attachment is integral to understand individual differences in the expression of empathy.
Britton and Fuendeling (2005) examined the relationship among parental bonds, romantic
attachment and cognitive and emotional components of empathy, in a study of 183
undergraduate university students ages 18 years to 34 years. Attachment was measured using the
ECR (Brennan et al., 1998) and the Interpersonal Reactivity Index (IRI) (Davis, 1983) was used
to determine empathy levels. Individuals with high attachment avoidance were found to have
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diminished empathy as they tended to distance themselves from sources of threat and suffering,
repressed painful memories, and suppressed distressing thoughts and emotions thereby becoming
emotionally detached and empathetically restrained.
Researchers in similar studies found individuals with high attachment anxiety were more
likely to be overwhelmed by negative emotions, had self-focusing reactions, worried about
sources of threats and were hypervigilant of the potential sources of suffering. Despite their
focus on the suffering, they were unable to respond empathetically to those in need (Mikulincer
& Shaver, 2005b; Shaver & Mikulincer, 2002; Wei, Yu-Hsin Liao, Ku, & Shaffer, 2011).
Khodabakhsh’s (2012) correlation-descriptive study examined 260 nursing students’
attachment styles and levels of empathy. The ASQ (Feeney et al., 1994) was used to measure
attachment and the IRI (Davis, 1983) was used to measure empathy among the nursing students.
The results revealed that nursing students with high attachment avoidance and attachment
anxiety were unable to develop or sustain empathy toward others. High attachment anxiety
contributed to diminished empathetic relationships between care providers and patients. These
findings were consistent with other outcomes where college students with high attachment
anxiety tended to focus on their own distress and were less likely to display empathy toward
others (Wei et al., 2011)
Williams, Brown, McKenna, Bovich, and Etherington (2017) surveyed 600
undergraduate Australian health care students from paramedic, nursing and occupational therapy
programs. The aim of this study was to identify attachment style and empathy levels, and to
explore if adult attachment was a factor in students’ empathy levels. Their findings indicated
students enrolled in the double paramedic/nursing degree scored the highest on empathy and
attachment was found to have an impact on empathy levels. Nursing students scored the highest
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on attachment anxiety, attachment avoidance and the lowest on empathy. Williams et al. (2017)
suggested these results could assist educators in designing appropriate curricula to promote an
understanding of attachment style and an appreciation that empathy is an essential attribute in
providing high-quality care to patients. Consistent with other findings, Roney, Meredith and
Strong (2004) found that occupational therapy students scored the lowest on attachment
avoidance and attachment anxiety, and suggested these students had more adaptive personal
characteristics, leading ultimately, to improved practitioner welfare and patient care.
Understanding the constructs of attachment theory (attachment avoidance and attachment
anxiety) can aid educators in appreciating undergraduate health care students’ insecurities and
abilities to be empathetic toward self and others. Creating or designing a curriculum targeting the
cognitive and affective attributes of empathy could help to support and encourage students with
high attachment avoidance and attachment anxiety to become self-aware. This self-awareness
would equip the students to understand their reluctance and fear of entering into the therapeutic
nursing student-patient relationships in their clinical learning environment.
Empathy
Empathy is a complex, multi-dimensional construct that has cognitive, emotive, and
behavioural components. Empathy in the context of health care involves our ability to: 1)
understand the patient's situation, perspective, feelings, and meanings; 2) communicate that
understanding and check its accuracy; and, 3) act on that understanding toward the patient with
concern, kindness and a therapeutic manner (Mercer, Maxwell, Heaney, & Graham, 2004). The
review of the literature presented here has been limited to empathy in the context of health care.
German philosopher Theodor Lipps (1851-1914) is considered the father of the first
scientific theory of empathy. Lipps described empathy as an essential quality of being able to
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extend oneself to connect to the mental states of other people (as cited in Montag, Gallinat, &
Heinz, 2008). Empathy was conceptualized in the current research as a multidimensional
interactive process, which involves feeling similar emotions as the other, having feelings of
empathic concern, and understanding the other. Empathy will be discussed as a trait, state, and a
set of cognitive, and affective reactions to other people.
The term empathy comes from Greek empatheia (en: in), pathos (passion, feeling) and
evolved into English from the German word Einfühlung translated by Titchener in 1909, where
he defined empathy as a "process of humanizing objects, of reading or feeling ourselves into
them" (as cited in Duan & Hill, 1996, p. 261). The original term Einfühlung has its origins in
aesthetics and was understood as the feelings an observer would experience looking at a work of
art or the beauty in nature. In the translation of Einfühlung to empathy, the focus was placed on a
perceptive awareness of another person’s affect and sharing of feelings (Titchener 1909, as cited
in Duan & Hill, 1996, p. 261). Morse et al. (1992) summarized components of empathy in four
main areas: 1) the emotive component is being able to subjectively experience and share in
another’s psychological state or intrinsic feelings; 2) the moral component is an altruistic force
that motivates the practice of empathy; 3) the cognitive component is having the ability to
identify and understand the feelings from another person’s perspective; and, 4) the behavioural
component is being able to convey understanding of another’s perspective. Over time, the term
empathy has captured the interest of various disciplines, contributing to confusion and an unclear
description and understanding of the term. There is still little consensus on the definition of
empathy as it is viewed as a multi-dimensional construct comprised of state and trait features and
influenced by cognitive and affective components.
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Empathy as a trait. Duan and Hill (1996) indicated empathy is a trait, a dispositional
approach, or a general ability of being able to perceive the feelings of others. Trait or (basic)
empathy, as Alligood (1992) suggested, is a natural ability, both unique and distinct, and is
referred to as the human capacity for perceiving other’s feelings. Hogan (1969) indicated
empathy is a general or empathic disposition, a basic process or a social sensitivity based upon a
moral perspective, which can have a genetic base and is influenced by intelligence and early
experiences. Kunyk and Olsen (2001) described empathy as an innate, natural ability to perceive
another person’s inner experience. Dispositional or trait empathy has been linked to the helper
perceiving the problem, being other-oriented, and altruistically being ready to respond to an
individual in distress (Davis, 1983). Trait empathy is commonly divided into two components:
emotional empathy or the unconscious tendency to share the emotions of others; whereas,
cognitive empathy is the ability to consciously detect and understand the internal states of others
(Goldman, 2011). Watson (2008) emphasized the need to be present in the nurse/patient
relationship, identify the feelings of the other, and feel what it might be like to stand in another’s
shoes. When we feel what the other is expressing, we may say that we are experiencing empathy.
It is from this position of being present, focusing attention on the other that the empathic process
begins, making it possible to feel the emotion the other is communicating and experiencing.
Empathy as a state. Empathy as a state refers to a specific skill which can be observed
and quantified. State empathy is expressed through the communication of an empathic
individual comprised of cognitive and behavioural components and is used to convey
understanding of the client’s reality (Alligood, 1992; Mehrabian & Epstein, 1972). Kunyk and
Olsen (2001) conceptualized empathy as a state and described it as a deliberate action where the
empathetic individual maintains objectivity while keeping the client at the centre of the clinical
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focus during the therapeutic communication process. Alligood (1992) saw the therapeutic (state)
empathy as a learned response, keeping the empathic individual detached or ‘at arm’s length’
from the client. Dymond (1948) considered empathy as a state and emphasized that an empathic
individual is able to imaginatively take the role of another, viewing the world from another
person’s perspective, predicting a person’s thoughts, feelings and actions. Empathy has also been
described as a central feeling with and in the client's world. This feeling with and in the client’s
world, is perceived by those who provide the care, followed by communicating the
understanding to the client by the care provider. If the client perceived the care provider
understood the client’s world, then empathy was present (La Monica, 1981).
Cognitive empathy: Perspective-taking, compassionate care, & walking in another’s
shoes. The cognitive view of empathy emphasizes the understanding of an individual’s inner
experiences and an ability to view the world from that person’s perspective. Mead (1934)
introduced a cognitive component into the interpretation of empathy, which emphasized an
ability to understand empathy, shifting the focus from “feeling into” the experience of the
‘other’ to cognitively appreciating empathy. Cognitive empathy is defined as the tendency for a
person to spontaneously engage in the intellectual or imaginative perspective-taking of another's
condition or state of mind without experiencing that person's affective state. Cognitive empathy
is used synonymously with “perspective-taking tendencies.”
Rogers (1975) described empathy as a cognitive ability to perceive the internal frame of
reference of another person; a process of entering into the private world of another ‘as if’ one
were the other person; sensing the hurt of another as he senses it; and perceiving the causes as he
perceives them, but without losing the ‘as if’ quality of empathy. This, ‘as if’, conceptualization
is important in exploring a patient’s experience without becoming submerged by or
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overwhelmed with the patient’s emotions. Watson (1985) viewed Rogers’ transpersonal idea of
empathy as key in developing the healing-trusting relationships that caring nurses strive to attain.
High attachment avoidance and attachment anxiety compromise an individual’s capacity
to experience empathy toward other people (Gillath, Shaver, & Mikulincer, 2005; Mikulincer &
Shaver, 2005a; Wei et al., 2011). Empathy and prosocial behaviour developed and measured in
childhood continued to be present in adulthood and affected an individual’s ability to foster
empathy, altruism and caregiving (Mikulincer et al., 2003; Mikulincer et al., 2005).
Hojat, Gonnella, and Maxwell (2009) described empathy in the context of patient care
and developed an empathy measurement tool, the Jefferson Scale of Empathy for Health
Professions Student Version (JSE-HPS), with key concepts about perspective-taking,
compassionate care and understanding what it might be like to walk in the shoes of another.
Their description of empathy is seen predominantly as a cognitive attribute, where the care
provider must attempt to understand patients’ experiences, concerns, and perspectives.
Understanding the patient’s perspectives along with the care provider’s intention to help must be
clearly communicated to the patient. Decety and Fotopoulou (2015) suggested that adopting the
perspective of another can occur by putting yourself into the shoes of the other and imagine what
it is the other might be feeling. This ability to put oneself in the shoes of the other or walk in
someone’s shoes occurs if experiences between two people have been similar thus helping one
understand what the other person is thinking or experiencing.
Compassionate care involves demonstrating characteristics such as empathy, sensitivity,
kindness and warmth toward another. Compassion is often confused with empathy, but
compassion is more complex, as it involves empathic concern coupled with a deep awareness of
the suffering of another, along with the motivation to want to relieve the suffering (Jeffrey,

36

2016). Compassion is transpersonal as it comprises an emotional connection within and between
people (de Zulueta, 2016). Empathy, as realized in patient care, appears to be a predominantly
cognitive focus involving the understanding rather than feeling the emotions and perspectives of
the patient (de Waal, 2008; Hojat, 2007; Reynolds, Scott, & Jessiman, 1999; Shamay-Tsoory,
Aharon-Peretz, & Perry, 2009).
Cognitive-affective empathy. Empathy, as suggested by Davis (1983), is viewed as a
combination of both cognitive-affective dimensions uniting both perspectives. The cognitiveaffective response theoretically is composed of the cognitive abilities to distinguish another’s
affective cues, perspectives and role in a situation, while the affective ability is to feel an
emotional response to the particular situation. A fundamental aspect of empathy is the ability to
understand the other person, while maintaining a separation between oneself and another,
suggesting that a key feature of empathy is the dominance of cognitive information processing,
where the aim of empathy is to know another’s concerns (Hojat et al., 2002). Attachment theory
is foundational in understanding cognitive-affective empathy. Perspective-taking and putting
oneself in another’s shoes is very challenging for individuals with high attachment avoidance
and attachment anxiety. These individuals have difficulty in understanding and responding to the
experiences and needs of others. High attachment avoidance creates the need for self-reliance, as
manifested by a reluctance to develop interpersonal relationships or to understand what the other
is experiencing. While individuals with high attachment anxiety present with an excessive need
for approval from others, and are often unable to recognize and understand the signs of distress
in others (Kunce & Shaver, 1994).
The real empathy steps forward. Empathy is a multifaceted construct encompassing
processes ranging from empathic concern (the emotional response of sympathy or tenderness);
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empathic arousal (the capacity to either share or become emotionally aroused by others’
emotions); dispositional, trait, affective empathy (the tendency for people to imagine and
experience the feelings of others); to cognitive empathy (high-level of perspective-taking
explains and interprets what is happening to another) (Batson & Oleson, 1991; Decety &
Fotopoulou, 2015). Empathy is a complex, multidimensional process that activates distinct areas
of the brain. Empirical evidence suggests emotional or affective empathy activates the limbic
areas of the brain, facilitating a more intense mirroring of the observed mental and bodily states
of another. Emotional empathy triggers specifically the prefrontal cortex, which is involved in
perspective-taking associated with the cognitive aspect of empathy (Lewis, Amini, & Lannon,
2000; Nummenmaa, Hirvonen, Parkkola, & Hietanen, 2008). Concrete, empirical findings
suggest real empathy independently generates both an emotional response (emotional or
affective), followed by a cognitive evaluation or perspective-taking (cognitive empathy).
Distinguishing Caring from Empathy
Empathy is the attempt of an individual to understand, feel, recognize and even
vicariously experience another person's situation and emotional state, sensing the suffering and
being present in the painful experience of the other. Empathy is the aspect of compassion that
opens one to a deep understanding of the other's suffering. Empathy enables individuals to enter
into relationships of caring where actions or interventions from the care provider nurture
individuals to: a) cope with suffering; b) assist individuals to find meaning in their experiences;
c) promote health and wellness; or, d) help the sufferer die with dignity. Fahrenwald, Tschetter,
and White (2005) emphasized empathy acts as a precursor to caring practice. The nurse’s
empathy for and the connection with the patient is realized through sensitive and appropriate
caring relations and actions.
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Roach (1997) and Watson (2008), nursing theorists and champions of caring, envisioned
caring as the framework for bringing empathy into the art and science of professional nursing
practice, and emphasized that caring and love were the interventions for healing, honouring
wholeness, and contributing to the evolution of humanity. Their claims are in keeping with
caritas, the Latin translation of the Greek word “agape” which means divine love. From caritas
evolved charity, one of the Christian theological virtues, together with faith and hope, to nurture
the spirit and provide humans with the inspiration to find real meaningfulness through
commitment to the true good of others (Kung, 2009). Every culture or religion including but not
limited to Christianity, Hinduism, Buddhism, Islam, and Judaism, appears to have some version
of the Golden Rule, where empathy and caring are foundational in human relationships.
Although nursing as a profession aspires to possess the essence and attributes of caring,
other professions such as social work, medicine, education, dentistry, pharmacy and business,
also embrace and possess the qualities of empathy, altruism and caring. Significantly, students in
these professional schools have discovered empathy and caring are necessary but not necessarily
innate, and have been challenged in their empathy and caring ability toward others (Chen,
LaLopa, & Dang, 2008; Ellis, Ellett, & DeWeaver 2007; Keeler & Kroth, 2012; Nash, 2010;
Noddings, 1999; Nunes, Williams, Bidyahar, & Stevenson, 2011).
Empathy and Nursing Students
Empathy is a key component in establishing rapport and ensuring effective therapeutic
communication. Acknowledging the distress or painful situations of others, health care providers
create a nurturing connection with patients (Nunes et al., 2011). In a longitudinal study, Ward,
Cody, Schaal, and Hojat (2012) examined changes in empathy among 214 undergraduate nursing
students at the beginning and the end of one academic year. Empathy in the nursing students was
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measured using the JSE-HPS (Hojat et al., 2009). Ward et al. (2012) found that as nursing
students’ roles and responsibilities expanded and as they were increasingly socialized into the
nursing profession during the year, their empathy declined. In keeping with Ward et al. (2012),
nursing students, who were placed in a preceptor model of nursing practice often observed
experienced nurses’ empathy had waned; they were less inclined to create therapeutic nurse
patient relationships; their communication with patients was perfunctory; and they failed to
demonstrate empathy (Day, Field, Campbell, & Reutter, 2005; McKenna et al., 2012; Nunes et
al., 2011).
Researchers have emphasized that empathy and caring in nursing education must be
paramount to ensure students do not lose their capacity for empathy as they engage in more
complex patient care. High attachment avoidance and attachment anxiety may thwart empathy
and compassionate understanding in others and can negatively influence nurse-patient
relationships (Williams, Boyle, & Fielder, 2015).
Watson’s Theory of Human Caring/Caring Science
The second important theoretical framework underpinning this research is Watson’s
(1988, 2008) theory of human caring and caring science. Watson’s caring theory is used as a
framework for nursing education and clinical practice, as methods for research and inquiry, and
in administrative directions for nursing and health care delivery. Watson focuses on transpersonal
caring relationships which seek to connect with and embrace the spirit or soul of the other
through a process of caring. The process includes being authentically present to the other while
attending to nurturing the health of body, mind, and spirit. Watson’s (1988, 2008) ten caritas
processes (Appendix A) provide the language and structure of the theory and function as a guide
to develop and promote transpersonal caring interactions. They represent the essential
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components that constitute what is required to foster human-to-human connections based on
caring. Caritas processes provide a framework that invites an awareness of the relational caring
experienced when connecting with the inner world of the other. The nurse’s caritas
consciousness affirms, protects, enhances human dignity, wholeness, healing and encourages
patients to search for meaning in illness, with answers to their existence.
Watson (1988) emphasized that every human encounter in the context of nursing is a
caring occasion and suggested caring theory is first experienced in the educational setting and
then translated from a pedagogical practice into the world of clinical practice. Watson’s (1988,
2008) philosophy of science and theory of human caring encompasses three important elements:
1) integration of transpersonal caring; 2) the caring factors/caritas processes (Appendix A); and
3) the caring occasion within the patient and nurse encounter resulting in a caring-healing
relationship. Watson’s theory stresses the basis of human caring is grounded in a set of
perceptions of self and others, where human feelings such as kindness, love, interest and respect
for self and others are fundamental for realizing relational care. The caritas processes encourage
exploration of one’s own values, beliefs and relationship with self, others and one’s world.
As nursing students initially begin their educational programs, they are taught numerous
hands-on skills and may view the instrumental or technical skills of nursing as caring behaviours.
Throughout their nursing program, their ability to perform relevant nursing skills are evaluated
by self, peers, educators and oftentimes, patients. However, as students move through their
academic programs, they begin to perceive that caring behaviours are also experienced during
psychosocial encounters with patients (Cossette, Cote, Pepin, Ricard, & D’Aoust, 2006). Caring
behaviours in nursing students may appear to be abstract, intangible, subjective and a challenge
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to evaluate, although they can easily be measured objectively using well-validated caring
measuring tools (Watson, 2002, 2008).
Caring as the core of nursing practice. The etymology of the word care translates into
Latin as “cura,” meaning to help and to care; in addition, a Latin phrase "Cura Personalis"
translates as "Care for the entire person” (University of Notre Dame, Online Latin dictionary,
2015). The Concise Oxford Online Dictionary (2015) defines care (noun) as worry, serious
attention, protection; care as a (verb) to feel concern for or about (nurture); and caring
(adjective) as compassionate, especially professional care to the sick. Caring originates from the
Old English and Gothic words carian and karon, kara (grief; lament; sorrow; having concern for;
and feel interest in). While these descriptions essentially describe the word care, Watson (1985)
succinctly indicated caring is a moral ideal in nursing. The nurse’s moral commitment is to
preserve a person’s humanity and protect human dignity by assisting the person to find meaning
in illness and suffering in order to restore inner harmony and potential healing. Clarke, Watson
and Brewer (2009) suggested that caritas nursing makes new connections between caring and
love and becomes the basis for sustaining humanity. Commitment to provide caritas nursing care
is not always a smooth path, as it is often fraught with challenges in honouring the whole human
being while attending to the healing environment that requires and demands a focus on technical
expertise with nursing skills.
Caring philosophy and ethics of care. Philosophies and theories offer several
perspectives on caring. Care has been described as: 1) an involvement in attending to and doing
things for others; 2) as a positive action; and, 3) being involved with and caring for the world
where we live (Heidegger, 1962). Mayeroff’s (1971) philosophical framework of caring
described caring as a process, offering order and meaning to an individual’s life, and helping the
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other to grow. Helping the other to grow is a process whereby a person finds himself by finding
appropriate others that need his care and for whom he needs to care. While Mayeroff’s (1971)
framework was not formulated in the context of nursing, it did include eight major facets of
caring which are evident in nursing care: knowing, alternating rhythms, patience, honesty, trust,
humility, hope and courage. The ethics of care builds on the motivation or need to care for those
who are dependent and vulnerable and is applied to caring for humans, animals and the
environment. Mayeroff’s philosophy of caring informed Watson’s (1985) caring theory.
Noddings’ (1984) theory and ethic of caring also recognizes that while caring is basic to human
existence, the scope of caring obligation is limited and is strongest toward others who are able to
reciprocate in the relationship. The carer needs to receive some form of recognition or
acknowledgement for the care provided so that both gain from the encounter. Attachment theory
suggests that the IWM will influence individuals’ capacity to care. For instance, people with high
attachment avoidance distance themselves from sources of distress, pain, and concern for other’s
well-being (Mikulincer et al., 2003).
Tronto (1993) indicated the ethic of care not only involves developing a habit of care
which includes caring for our bodies, ourselves and our environment, but emphasized elements
of caring such as responsibility that must be guided by the nursing profession’s code of ethics.
The biomedical model of ethics answers questions as to how professionals should care and what
is good caring. The model focuses on principles, rules, and ideals of action with corresponding
virtues: beneficence (benevolence or doing good); non-maleficence (non-malevolence or doing
no harm); respect autonomy (respect for allowing choice); justice (fairness); veracity
(truthfulness); privacy and confidentially (respecting both); and fidelity (devotion and
faithfulness) (Beauchamp & Childress, 2001). While this is a biomedical ethical model, the ethic
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of nursing mirrors these constructs. As indicated by Roach (1997), nurses cannot practice caring
without an acute moral awareness or conscience necessitating a continuous focus on care and
caring ethics. Watson (2006) expressed that human caring and a caring practice, which is
relationship-centered, are foundational ethics for nursing practice, as they honour the unity of the
whole human being, while ensuring the creation of a healing environment.
Conceptualizations of caring in nursing. Caring has been reviewed, compared and
analyzed according to five conceptualizations of caring, and the implications of these
conceptualizations have been explored to discern the impact they have on the discipline of
nursing. The conceptualizations of caring with significance to nursing are: (1) caring as a human
trait (an integral part of human nature); (2) a moral imperative (concerned about the patient good
and maintaining the dignity and respect of patients); (3) an affect (feeling of compassion or
empathy, motivating the nurse to provide patient care); (4) an interpersonal interaction (a mutual
endeavor between the nurse and the patient); and, (5) a therapeutic intervention (patients
demonstrate needs that the nurse can meet) (Morse, Bottorff, Neander, & Solberg, 1991). These
five major conceptualizations of caring are not unique to nursing, as other health care
professionals also demonstrate these qualities. Morse and colleagues’ (1991) purpose in
analyzing caring was to determine if caring is a series of behavioural tasks or whether nursing
interventions are motivated from a stance of caring.
Caring as a human trait. Caring as a human trait is a way of being and essential to
human existence and is enhanced through nurses’ education, and repeated caring nursing actions
and experiences (Roach, 2002; Watson, 1988). Caring as an inclusive human trait is necessary
for survival and is a natural way of being in and with our world as we relate to others. Caring has
to matter; it has to spark the inner desire or the motivation to care for oneself in order to care for
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others. The ability to care is a salient feature of humanness (Cortis & Kendrick, 2003; Morse et
al., 1991). Caring as way of being in and with the world is closely aligned with attachment
theory, where individuals with secure attachment are more likely to venture out independently
and confidently to explore their world, connect and care about self and others. Caring is much
more challenging for individuals with high attachment anxiety and high attachment avoidance
(Shaver & Mikulincer, 2002). The IWM that is developed in childhood tends to create
expectations or patterns of predictability. Unfortunately, individuals with high attachment
avoidance or attachment anxiety are challenged to improve their way of being in and with the
world with repeated experiences as they return to the familiar and predictable patterns based on
their IWM.
Caring as a moral imperative. Caring is considered a basic, moral, nursing virtue where
the good of the patient is paramount and the dignity and the respect of the patient is foundational
to the nurse-patient relationship. Cortis and Kendrick (2003) asserted that ethical behaviour is
foundational to nursing and is the core or the heart of nursing, ensuring caring as a moral
imperative that preserves the uniqueness of each person. Watson (1988, 2005) emphasized caring
as a moral imperative is fundamental to ensure and maintain the dignity and integrity of those
who are most vulnerable. Theorists who regard caring as a moral ideal agree that caring cannot
solely be reflected in techniques or skills. Rather it is the perspective from where they intervene,
or care for another, engaging in a reciprocal and concrete relationship with the one being cared
for (Noddings, 1984).
Caring as an affect. Caring as an affect has often been described as a feeling of empathy
or an emotion that moves us into action, providing support, attention to and care for patients.
Watson (1988, 2005) expanded this definition by describing caring as an affect to include an
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extension of emotional involvement with feelings of empathy and concern for patients’
experiences and vulnerabilities, motivating the care provider into action to help alleviate the
patient’s distress, discomfort, and worry. Theorists who view caring as an affect believe caring
involves ‘being with’ the patient rather than ‘doing for or doing to’ the patient. Unfortunately,
the increased emotional capacity required to be with the patient has been found to increase the
emotional burden felt by caregivers (Mikulincer et al., 2005; Swanson, 1991).
Compassion, caring, and altruistic behaviour was consistently associated with low
attachment avoidance and low attachment anxiety as noted in five separate studies conducted in
the U.S. and Israel (Mikulincer et al., 2005). The researchers found that low attachment
avoidance and attachment anxiety were foundational in care-oriented feelings and caregiving
behaviours. Individuals with high attachment avoidance tended to distance themselves from
others in distress, and resulted in decreased empathy. High attachment anxiety was associated
with recognition of another’s personal distress, although compassion for the other was not
evident (Mikulincer et al., 2005).
Caring as an interpersonal and transpersonal interaction. The conceptualization of
caring as an interpersonal interaction is considered by many caring theorists as the essence of
nursing as noted by many caring nursing theorists (Peplau, 1997; Roach, 1997; Swanson, 1991).
Caring as an interpersonal interaction invites a mutuality between the one who cares and the one
cared for, thereby enriching not only the patient’s experience but the nurse’s experience as well.
Watson (1997, 2005) referred to a transpersonal caring interaction or relationship, as a human to
human encounter, where each person’s worldview leads to new discoveries of the self and the
other, and new life possibilities of understanding the wholeness and the interconnectedness of
everyone and everything.
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Attachment theory has provided an illuminating understanding of how interpersonal
relationships are developed, nurtured and sustained. Individuals with low attachment avoidance
and low attachment anxiety were found to have a well-developed and positive IWM with
attachment figures and were able to develop and sustain interpersonal relationships. High
attachment avoidance created barriers and the need to maintain a safe emotional distance from
others and the need to avoid interdependence. Individuals with high attachment anxiety in
contrast, tended to be vigilant about their own emotions, vulnerabilities and caused them to be
reticent to engage in interpersonal relationships (Mikulincer & Shaver, 2003).
Caring as a therapeutic intervention. Caring as therapeutic intervention is the
opportunity for nurses to demonstrate their knowledge, competence, relationality, and
intentionality, by providing holistic care in meeting the needs of their patients (Watson, 1997,
2005). An emergence of caring practice occurs as the patient exhibits a need and the nurse
extends the self intentionally with caring. Caring serves as the model for healing and is
represented through caring consciousness, presence and the growth of the care provider in the
caring relationship (Watson, 2008). Nursing students are encouraged to deepen their selfawareness and go beyond the self by being authentically present to and supportive of both
positive and negative feelings in the other. Caring in nursing education enhances the personal
sense of awareness, commitment, attentiveness and responsibility toward others, and according
to Watson (2008), is demonstrated most effectively if it is practised interpersonally by
considering the feelings that develop in self and others.
Caring as communication. Caring has been expressed between the patient and
caregiver through verbal and nonverbal channels, positive behaviours, such as warmth,
friendliness, and sometimes humour. The nonverbal caring communication is conveyed with eye
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to eye contact, calm, and unhurried actions reflecting nursing presence (Montgomery, 1993).
Caring communication mirrors expressions of caring and connection with patients as described
in adult attachment theory. Individuals with low avoidance and low anxiety attachment
confidently engage with, accept, and appreciate the person in need of caring (Bowlby, 1969,
1973; Mikulincer et al., 2005).
Caring as a tradition. Many nursing theorists, health care professionals, and nurse
educators would agree caring is the heart or core of the nursing profession. The caring tradition
is based on the value for caring and can be considered a phenomenon, an existence or actions
(Watson, 2008). Caring is the core of many nursing theories: Watson’s (1979, 1988, 2008)
Theory of Human Caring Science; Roach’s (1997) Human Mode of Being and Caring;
Swanson’s (1991) Theory of Caring (knowing, being with, doing for, and enabling); Leininger’s
(1988) Transcultural Nursing Theory or Cultural Care Theory; and Gaut’s (1983) ordered series
of caring actions. These specific nursing theorists have emphasized caring is an ideal way of
being in the world that is accomplished by viewing caring as the essence of nursing (Morse,
Bottorff, Anderson, O’Brien, & Solberg, 1992). Caring as a tradition focuses on the affective
emotions of compassion and empathy, conveyed through various psychomotor skills and
therapeutic communications such as: a) the caritas processes (Watson, 2008); b) the six C’s:
compassion, competence, conscience, confidence, commitment and comportment (Roach, 1997);
and, c) the knowing, being with, doing for, enabling, and maintaining belief (Swanson, 1991)
(Appendix B).
Caring and nursing students. It is presumed that caring should become more evident
and solidified in nursing students’ practice as they progress through their educational programs.
In the first two years of many nursing education programs, students are supported by faculty and
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clinical teachers hired by universities and colleges to guide, mentor, role model and provide
exemplary caring behaviours toward their students and the patients for whom they provide care
(Del Prato, Bankert, Grust, & Joseph, 2011; Watson, Deary, & Lea, 1999).
Unfortunately, as students transition into a ‘preceptored’ clinical environment, there is
evidence that stress and anxiety can increase, and disillusionment with patient care becomes
more apparent. Lofmark and Wikblad (2001) invited 47 nursing students to share facilitating and
obstructing factors during their weekly clinical experiences. The students who felt their
preceptors facilitated their learning were provided with opportunities to take more patient care
responsibilities and practised their skills independently after they were provided with feedback.
The obstructing factors included lack of supervisory continuity, lack of opportunities to practise
their skills and nurses not trusting or relying on the nursing students.
In a British study, 14 undergraduate nursing students in years three and four of a four
year degree program were invited to share their perceptions of their clinical experiences and the
possible reasons for lack of intent to pursue a career in nursing. Nursing students in both years
reportedly felt unhappy and unsafe due to aggression among nursing staff. The negative attitudes
and behaviours of non-supportive preceptors toward students impeded learning and caring. The
low morale on the units, and general impressions of negativity toward the student left many
feeling undervalued and demoralized. The students’ self-esteem decreased as they were being
bullied by practicing nurses. However, the positive experiences, albeit rare, were encouraging
and the students indicated they were determined not to follow the negative role models and were
keen to make a difference in the profession of nursing (Pearcey & Elliott, 2004).
Loke, Lee, Lee, and Noor (2015) evaluated the impact of Singapore's pre-registration
nursing programs on first and final year nursing students' caring using the Caring Behaviors
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Inventory (CBI) (Wolf et al., 1994). There was a statistically significant reduction in the overall
level of caring behaviour in first to final year students. In another study using the CBI
measurement tool, nursing students’ perceptions of caring behaviours as part of their nursing
practice were explored and were found to change over their undergraduate nursing program. The
findings indicated nursing students’ caring value was lost rather than enhanced over their nursing
education. The focus of their care no longer included the psychosocial needs of the patients;
rather, the nursing students wanted to be seen as adept at fulfilling the technical ‘hands on’
nursing skills that appeared to be more highly valued by qualified and experienced nursing staff
(Murphy, Jones, Edwards, James, & Meyer, 2009). The findings suggested nursing students in
the final year of their programs lacked the balance of expressing caring behaviours as they coped
with the increased complexity of nursing care responsibilities and the technical skills the
experienced nurses expected (Loke et al., 2015; Murphy et al., 2009).
The conflicting demands of being a nursing student trying to blossom into a professional
nurse have been found to be particularly distressing and disillusioning (Del Prato et al., 2011).
Empathy, caring, compassion and the development of therapeutic patient relationships, the
essential focus in nursing education, has been displaced by the need for acceptance and approval
by staff nurses. Experienced nurses appear to have the greatest influence on the development of
the nursing student’s professional role (Lockwood-Rayermann, 2003). It has been identified that
as nursing students entered into their final clinical placements guided by preceptors, the practical
issues of complex patient care, competency with technological skills, and perceived lack of time,
have created challenges for nursing students to engage in empathy and compassionate care
(Clare, Edwards, Brown, & White, 2002; Pearcey & Elliott, 2004; Randle, 2003).
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Research from semi-structured in-depth interviews suggested nursing students observed
less than optimal caring attitudes exhibited by their preceptors owing to increased workload and
patients with multiple and challenging health conditions (Mackintosh, 2006). In the preceptor
and nursing students’ relationships, students were socialized to be less caring in preparation for
them to cope more effectively with the pressures of complex health care environments when they
graduated. Socialization into the professional culture of nursing may have positive or negative
outcomes; if negative, it can be demoralizing with negative consequences, such as reduced
productivity and quality of nursing care. Nursing students indicated nursing care oftentimes
seemed rushed and non-caring as a consequence of the daily pressures of the complex patient
care environment. As a consequence of these pressures, nursing students adopted their
preceptors’ and other nurses’ non-caring behaviours in order to ‘fit in’ (Mackintosh, 2006).
Students often witnessed patients being attended to with minimal empathetic concern and
compassionate care. Nursing students also witnessed non-caring behaviours expressed by
experienced professionals acting as preceptors (Gillespie, 2002; Lofmark, Thorkildsen, Raholm,
& Natvig, 2012). The negativity not only reduced caring behaviours in the nursing students, it
contributed to low self-esteem, self-criticism and fear of failure in the students as well (Beckett,
Gilbertson, & Greenwood, 2007; Lofmark & Wikblad, 2001).
Summation Linking Attachment, Empathy and Caring
Attachment has been examined and noted to be influential in various relationships,
disciplines, and professions and has played a significant role in empathy and caring abilities
(Bennett & Vitale Saks, 2006; Ciechanowski et al., 2006; Feeney & Collins, 2001; Hojat et al.,
2005). Secure individuals tend to have a positive representation of self and others; they feel
worthy, loved, supported and view others as caring and approachable. Individuals with high
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attachment avoidance and attachment anxiety are less capable of regulating their emotions with
instability ranging from having a deep desire for approval of others, to being afraid to rely on
anyone other than oneself during difficult and challenging situations (Kaya, 2010). Individuals
with low attachment avoidance and low attachment anxiety are self-confident and comfortable
with self and others, thereby, they can focus their efforts on empathy and caring for others
(Mikulincer & Shaver, 2005b).
Empathy is foundational in understanding the patient’s experience and perspective.
Voicing understanding to patients and family members may be difficult or impossible for many
individuals who may be hampered or hindered in their ability to express empathy (Hojat et. al.,
2011). Considering patient care, empathy involves perspective-taking, concern and being able to
communicate an understanding of what the patient is experiencing with the intention to help and
is key in developing the nurse-patient relationship. Empathy is thought to be an important
precursor to and motivator for prosocial or helping behaviour. Empathy is an evolved mechanism
promoting altruistic behaviour and includes three features: a) must be voluntary; b) must benefit
another; and c) must be carried out with no expectation of a reward (de Waal, 2008).
Consistent with the theoretical literature, research shows that attachment is associated
with empathy and compassion in experimental studies (Mikulincer & Shaver, 2012;
Pietromonaco & Barrett, 2000). Individuals with high attachment avoidance were found to have
difficulty taking another’s perspective, were unable to empathize with another’s suffering, often
had low empathy, and lacked in caring abilities. Individuals with high attachment anxiety
experienced distress when seeing another person suffer, although they were challenged to
translate or transfer their distress into effective alleviation of suffering of the other (Mikulincer et
al., 2005).
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Caring has been discussed as the core practice of nursing, as a trait, a moral imperative,
an affect, an interpersonal interaction, and a therapeutic intervention. Caring in nursing students
may not be innate, however it is an expectation of the profession (McEnroe-Petitte, 2015).
Eifried (2003) questioned in her phenomenological study, as to whether nursing students felt
adequately prepared for the reality of nursing care especially when helping suffering patients.
Students experiencing their first opportunities to provide direct patient care often felt illequipped to support patients through their suffering. However, when clinical instructors
encouraged students to share their experiences in a safe, non-judgmental space, their emotional
stress and anguish was somewhat alleviated as they experienced their first encounters with
caregiving.
In Drach-Zahavy’s (2004) case study design, she focused on the support seeking
behaviours and attachment in practicing nurses. Nurses with low attachment avoidance and low
attachment anxiety were supportive in alleviating distress in their nursing colleagues. However,
individuals with high attachment avoidance were more inclined to tell their distressed nursing
colleagues to cope with their anguish on their own as the work environment was an inappropriate
venue for discussing their distress. Nurses with high attachment anxiety were unable to provide
support to their colleagues as their need to address their own distress outweighed the worries and
needs of other nurses. Unfortunately, the findings suggested that with prolonged strain, distress,
and lack of empathy and caring by colleagues, the emotional and physical health of the nurses
deteriorated.
Thus far, the relationships between attachment, empathy and caring have been examined
in various combinations and in different contexts. From a theoretical perspective, there is
evidence to suggest relationships exist between attachment and empathy; attachment and caring;
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and empathy and caring. Attachment fosters a cognitive framework that influences how we
understand ‘self and others,’ and affects how we perceive our ability to care for others.
Attachment, caring and empathy are inextricably linked and from the review of the
literature it is possible to deduce that attachment avoidance and attachment anxiety have a direct
impact on empathy and caring. Empirical studies support the notion that holding a negative view
of others is associated with lower empathy (Britton & Fuendeling, 2005; Mikulincer et al., 2001).
Empathy mediates the relationship between high attachment avoidance and attachment anxiety
and subjective well-being (Wei et al., 2011). However, no research has simultaneously examined
attachment, empathy and caring in the context of baccalaureate nursing students. Hence, the
focus of this study was to test a theoretical model that links attachment avoidance and attachment
anxiety to empathy as the mediator and ultimately affects caring, as an outcome in baccalaureate
nursing students.
In preparation for this study, the integrative review found in Chapter 3, I explored the
question, “What are baccalaureate nursing students’ perceptions of caring?” and formed the
first phase of the thesis work. In the integrative review, theoretical and empirical data were
assessed, along with the methodology used in the studies, and created a comprehensive view of
nursing students’ perceptions of caring emerged. The integrative review includes experimental
and non-experimental studies to fully appreciate and understand the phenomenon that was being
investigated (Whittemore & Knafl, 2005).
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Chapter 3
Phase One—Integrative Review
Multiple perceptions of caring exist including relationship-building, therapeutic
intervention, presence, support, interpersonal interaction, intentionality, and empathy among
those being cared for and those who enact caring (Morse et al., 1991). Taking care of patients
emphasizes objective, professional care, such as the physical and psychological aspects of
nursing. Caring for patients in a humanistic way demonstrates sincere care and concern for
patients simply because they are human beings. Nurse educators have a tremendous
responsibility to develop nursing curricula and incorporate active learning strategies that will
help students learn about caring behaviours. Clinical nurse instructors provide real life
opportunities and mentorship for nursing students to put their knowledge into practice (Brown,
2011). Co-assigned nurses in health care settings are expected to be role models for students and
colleagues while demonstrating exemplary caring behaviours toward patients and families
(Atack, Comacu, Kenny, LaBelle, & Miller, 2000).
This integrative review was conducted to explore the perceptions of caring among
baccalaureate nursing students during their formative years in their educational programs, in
their clinical settings and with their peers. This integrative review was foundational in guiding
phase two, a cross-sectional study that tested a theoretical model linking attachment avoidance
and attachment anxiety to empathy (mediator variable), and caring. This chapter begins with an
overview of relevant integrative reviews, followed by a background discussion of the emergence
of the caring curriculum in nursing. The presentation of the purpose, methods, findings and
implications of the integrative review complete the chapter.
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Previous Integrative Reviews
In several reviews researchers have focused on caring, specifically: a) how to prepare for
the emotional challenges in nursing (Dwyer & Hunter-Revell, 2015); b) how to foster caring in
nursing students through educational interventions (Nadelson, Zigmond, Nadelson, Scadden, &
Collins, 2016); and, c) measuring compassion in nurses (Papadopoulos & Ali, 2016). However,
none of the researchers in the aforementioned integrative reviews did not focus on nursing
students’ perceptions of caring as they become acculturated and socialized into the nursing
profession.
Dwyer and Hunter-Revell’s (2015) integrative review included nine research articles and
five educational briefs (N = 14). The empirical articles included: a) five qualitative articles, four
from the UK and one from the USA; b) three quantitative (one from Slovakia, one from Spain,
and the third from the UK); c) one mixed-method study from the US; and, d) educational briefs
(n = 5), (one from Australia, one from the UK and three were from the USA). This integrative
review was dedicated to understanding how nurse educators prepare nursing students for the
emotional challenges in nursing. The integrative review revealed that nursing students do
experience emotional challenges when caring for patients as they indicated they felt ill-equipped
when confronted with patient suffering; were uncertain about feeling the need to cry; and,
indicated the learning environment was a lonely place shrouded in silence. The nursing students
recognized the emotional nature of nursing practice and felt unprepared to care for self and
others. The researchers in the quantitative articles explored nursing students’ psychological
responses to clinical practice and clinical problems. However, their integrative review revealed
significant drawbacks related to educating students about the emotional nature of nursing, as the
phrase ‘emotional challenges’ has many different meanings. While Dwyer and Hunter-Revell
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(2015) emphasized nurse educators have the responsibility to prepare nursing students to meet
the emotional challenges encountered in today’s complex nursing practice where emotional
exhaustion and burnout are commonplace, they did not indicate a clear conceptualization of what
‘emotional challenges’ in nursing education entail. Without a clear definition of ‘emotional
challenges’ creating and operationalizing a sound pedagogical strategy to prepare nursing
students to express and regulate their feelings about the emotional challenges they encounter will
continue to perplex nursing educators.
Nadelson and colleagues (2016), in their integrative review, synthesized (N = 15)
articles about how to foster caring in nursing students through techniques such as role modeling
and authentic caring engagements. The integrative review included: a) qualitative studies (n = 9);
b) two quantitative studies; c) two mixed methods studies; and, d) two case studies. The authors
did not indicate the country of origin, although all were written in English and were published in
peer reviewed journals. The caring education interventions included participation in simulation
and reflection, a process to understand more completely their caring experiences and the work
they needed to do to improve their caring abilities. The caring interventions and techniques
helped students appreciate the importance of taking into account other peoples’ perspectives, a
crucial step toward establishing a caring relationship with their clients. Nadelson et al. (2016)
explicitly indicated that in all of the studies they reviewed (N = 15), they found caring can
effectively be taught to nursing students. The learning experience was enhanced by nursing
educators who exhibited authentic caring toward the students which in turn helped to enhance
nursing students’ levels of understanding of caring.
Papadopoulos and Ali (2016) conducted a review on the measurement of compassion in
nurses and other health care professionals. Their integrative review included six studies
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identifying how compassion was measured. Their study included only English language, peerreviewed articles over the last 30 years about compassion in nurses and other health care
professionals. In four of the six studies they used a quantitative methods approach and all were
from the USA. In one study from the UK, they used a mixed methods approach, and in one study
from the USA they used a primarily qualitative approach. Special attention was placed on the
importance of nursing education and promoting compassion, empathy, caring, and
communication as essential skills in the development of the nurse and patient relationships.
Several themes were revealed as key elements of compassion and included being empathetic,
recognizing and ending suffering, being caring, communicating with patients, connecting to and
relating with compassion and cultural competence. In this particular integrative review they
explored the contribution of compassion during nurse and patient relationships. Through the
measurement of compassion in nurses and other health care professionals several aspects were
revealed and focused on the need for empathy, ending suffering, caring, communication,
competence, and connectedness during the nurse and patient relationship. Interestingly, none of
the integrative reviews had any overlapping primary studies.
The current integrative review addresses how nursing students discern or perceive caring
or non-caring behaviours within the contexts of their nursing programs (Loke et al., 2015); in
their clinical practice (Lofmark & Wikblad, 2001; Mackintosh, 2006; Randle, 2003); with their
faculty, clinical educators and professional practicing nurses (Murphy et al., 2009; Pearcey &
Elliott, 2004); with their patients in health care environments (Landers, Weathers, McCarthy, &
Fitzpatrick, 2014; Pearcey & Draper, 2008); and with their peers (Beck, 1992; Hughes, 1993).
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Background
At the beginning of the 1990s, there was a remarkable movement in the education of
registered nurses in Canada. In 1990, fewer than 20 percent of new nurses graduated with
degrees in nursing as many students attended hospital or college diploma nursing programs
(Pringle, Green, & Johnson, 2004). However, when the provinces began moving toward a
degree as the initial licensure requirement in the late 1980s, different strategies were used to
implement this decision. For example, colleges and universities collaborated and delivered the
same curriculum, and the university granted the degrees (Pringle, Green, & Johnson, 2004). As
the collaborative nursing programs expanded, many nursing educators believed it was also time
to develop new curriculum. The onset of Watson’s theory of science and caring (1988) changed
nursing curriculum in many nursing programs. The theory was grounded in a humanistic
educative paradigm where teachers and learners were co-participants in uncovering meaning.
Learning in the humanistic educative paradigm fostered and nurtured an atmosphere of
reflection, caring, respect, dialogue, self-discovery and knowledge creation (Bevis & Watson,
1989; Ross-Kerr, 2003). The paradigm shift in the curriculum encouraged nursing faculty to
analyze nursing students’ and educators’ interactions and to discover how best to foster the
development of caring and facilitate growth in nursing students (Bevis & Watson, 1989).
Historically, many nursing programs and nursing curriculum were based on the longstanding behaviourist, Tylerian model of education. The Tylerian model of education was
entrenched for more than 30 years in a training modality; was based on traditional sciences;
allowed for one notion of reality; was logical and focused on the empirical way of knowing
(Moyer & Wittman-Price, 2008). The Tylerian model emphasized learning through memorizing
content, and becoming knowledgeable in nursing skills, but did not allow for engaging in critical
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thinking, development of caring, nor did it value the holistic development of nurses (Bevis,
1988). During the three-decade long period with the adoption of the behaviourist model of
nursing education there was a uniformity or sameness in nursing graduates regardless of their
level of nursing education (Bevis & Watson, 1989). In the 1980’s, the National League for
Nursing (NLN) called for an examination of curricular structures and processes. A curriculum
revolution shifted nursing education toward a strong emphasis on caring, reflection, critical
thinking and critical inquiry as well as problem solving and multiple ways of knowing (Bevis,
1988; Bevis & Watson, 1989; Tanner, 1990; Watson, 1988). Relationships between students and
teachers were adjusted to focus on equitable, human to human connections. Teachers shared their
knowledge and worked with students as coaches, guides, mentors, and advocates to help students
focus on learning, integrate all ways of knowing, being and doing, and supported them in their
professional and personal growth (Bevis & Watson, 1989; Hills & Watson, 2011).
As a result of the curriculum revolution many nursing students perceived caring as an
essential component of their nursing education, as well as being foundational in the relationships
between nursing students and nurse educators; nursing students and clinical instructors,
preceptors, and nurses; nursing students and patients; and nursing students and peers (Beck,
1991; Beck, 1992; Bevis & Watson, 1989; Blum & Gordon, 2009; Cowin & Johnson, 2011).
Nursing students perceived caring to be within both practical and emotional dimensions, and
core components of their identity as future nurses. According to nursing students, caring
behaviours were perceived when nurse educators conveyed their belief and trust in nursing
students’ abilities; were non-judgmental; provided constructive feedback; acknowledged student
stress levels; acknowledged their fears; allowed students to voice their opinions and encouraged
them to ask questions (Kelly, 1992; Nelms, Jones, & Gray, 1993). Other caring behaviours were
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perceived when educators shared with the students their own personal qualities, such as a sense
of humor, empathy, honesty, directness and openness (Beck, 1991; Hughes, 1992). However, the
non-caring behaviours in clinical practice as perceived by nursing students challenged their
ideals and their aspirations for the nursing profession. Oftentimes, the non-caring behaviours
diminished the students’ self-esteem, reduced the students’ motivation to study, and put in doubt
their choice of nursing as a career (Grainger & Bolan, 2006; Mackintosh, 2006).
Purpose
This integrative review was conducted to identify, analyze, and synthesize the
qualitative, quantitative and mixed method literature on baccalaureate nursing students’
perceptions of caring. Perception, as suggested by Bunting (1988) is a process where individuals
mentally grasp, take note of, recognize and observe interactions between stimuli in the
environment and then internally process, interpret or try to make sense of what it is they are
seeing, hearing, thinking, feeling and experiencing. Perception is a multidimensional construct,
integrating cognitive, social and emotional input using the process of selection, organization, and
interpretation. With this explanation of ‘perception,’ nursing students’ perceptions of caring
have been influenced by the lenses through which they experience their world, and assign unique
and personal meanings. The review sought to provide insight into different worldviews or beliefs
and assumptions that are embedded in how we interpret, view, construct or explain our
experiences and perceptions about caring (Anderson, 1987; Munhall, 2007).
The purpose of this integrative review was also to explore if empathy was used to
describe caring; to understand how nursing students develop and learn about caring; how to be
caring; and finally, to learn what personal attributes or qualities are needed to be caring. The
following question guided this integrative review: What are baccalaureate nursing students’
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perceptions of caring? While the integrative review focused on nursing students’ perceptions of
caring, the review is placed within a much larger context of a study that tested a theoretical
model linking attachment avoidance and attachment anxiety (Bowlby, 1973) to empathy which
subsequently, results in caring in nursing students.
Perceptions of caring have been revealed in different contexts and environments, and
focused on the interpersonal relationships between nursing students with faculty, clinical
instructors, nurses, patients and peers. It is important to recognize that perceptions of caring are
based on the societal definition and ideologies of caring and these perceptions which start at birth
are internalized and reinforced through repeated interactions with others and continue throughout
one’s life span (Feeney & Collins, 2001). Childhood experiences and perceptions of caring with
primary caregivers can be complicated and can affect the mental representations of self and
others as children try to discern if they are accepted or unaccepted, loved or unloved, valued or
not by their primary caregivers. Early experiences with parents and important caregivers have a
significant impact on one’s ability to care for others and to be able to develop interpersonal
relationships in adulthood (Bowlby, 1973).
Methods
The approach to an integrative review purported by Whittemore and Knafl (2005) guided
the review allowing for the collection, analysis and integration of a broad range of literature from
qualitative, quantitative and mixed methods research. The review consisted of a five-stage
methodology approach: 1) problem identification; 2) literature search; 3) evaluation of the
quality of the research with findings extracted; 4) data was critically examined and interpreted;
and, 5) results were grouped into themes (Whittemore & Knafl, 2005). Using this five-step
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approach has permitted the inclusion of studies with diverse research methods found in the
theoretical and empirical literature.
Ideally, the review and evaluation of each of the articles would have been analyzed by
two to three researchers separately, followed by a subsequent reading of the data extraction
sheets by the same researchers, who would then have reached a consensus on selection of the
relevant items. Similarities and differences among the reviews, conclusions and verifications
would have been performed by all involved in the integrative review. However, there are not any
standards published on the need to have a second reviewer for data extraction, and the role of the
second reviewer is to avoid errors and ensure the final integrative review is ready for publication
(Dr. R. Whittemore & Dr. K. Knafl, personal communication, August 23, 2018). For this
integrative review about nursing students’ perceptions of caring, the author (ABdlR) was the sole
reviewer. Prior to publication of this integrative review another reviewer will be invited to
review the abstracts for completeness and fit, then the contributors will meet to review and
resolve any data extraction discrepancies as suggested in (Hill, Knafl, & Judge-Santacroce,
2018).
Literature Search
The literature search stage detailed the strategies used to locate the relevant literature to
answer the problem and or question identified. Initially, a limited search of MEDLINE® and the
Cumulative Index to Nursing and Allied Health Literature (CINAHL®) was conducted using
search and subject terms contained in the title: nursing student, student nurse, caring, perception.
A more extensive search working with a librarian was undertaken with specific inclusion and
exclusion criteria. To identify relevant publications in the extensive search, databases were
searched using controlled vocabulary (ie., MeSH terms). A literature search strategy used the
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following databases: CINAHL®, MEDLINE®, Excerpta Medica database (Embase®),
PubMed®, EBSCO host, and ProQuest. The inclusion criteria included English language, peer
reviewed literature and the dates of publication were from January 1, 1989 to December 31,
2017. The following key terms and inclusion criteria were employed: baccalaureate nursing
students, Bachelor of Science in nursing students; undergraduate nursing students; undergraduate
student nurse; perceptions; caring; care; caritas; uncaring; compassion; empath; empathy;
empathic; behavior/behaviour; clinical; educational setting (university, college); nursing
curriculum; nursing clinical, practicum, qualitative and/or quantitative research design; only
English language. The decision was made not to include Associate Degree in Nursing; nor
master or PhD nursing students as the main focus of the integrative review was to understand the
perceptions of baccalaureate nursing students, a similar population to the one being surveyed in
the proposed study about attachment as a predictor of empathy and caring in baccalaureate
nursing students (Table 2).
Table 2
Search Terms for Integrative Review
Term 1

Term 2

Term 3

Term 4

Term 5

Nursing
student;
nurs* nursing
curricul*
nursing
practicum;
clinical

Baccalaur*
university

Perception
Caring;
Perception
care
Caring
behavio*;
caritas;
caring
science;
uncaring

Empath*
Behavio*

Compassion

The exclusion criteria included: unpublished dissertations, research written in another
language, grey literature, (i.e., conference poster presentations; world wide web sites); meta64

syntheses and meta-analyses, practicing or experienced nurses with a Bachelor degree in nursing;
Master, PhD or DNP nursing students; licensed practical nursing students (LPN); registered
practical nursing students (RPNa), registered psychiatric nursing students (RPNb); diploma
nursing students and associate degree students (Table 3).
Table 3
Inclusion and Exclusion Criteria for Integrative Review
Inclusion
Published English language

Exclusion
Not published in English
language

Publication
dates

January 1, 1989 to
December 31, 2017

Not published before
January 1, 1989 or after
January 1, 2018

Research

Primary Research
(peer reviewed)

Non-primary sources e.g.
systematic reviews,
unpublished dissertations
meta-analyses, grey literature

Caring

Studies examining- Perception
of caring in Baccalaureate
nursing student*; BScN
student* and BN student*.

Studies not examiningperceptions of caring in
Baccalaureate
nursing students, BScN
students, BN students

Context

Nursing education programs;
clinical experiences;
preceptor nursing experiences

Non-nursing education
programs;
Clinical experiences, or
preceptor nursing
experiences

Publication
Criteria

The initial literature search resulted in 375 articles. After reviewing the dates, titles,
duplicate citations, and reading each abstract to determine if the publication met the inclusion
criteria, the number of articles was reduced to 40. An additional 10 articles were added after
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reviewing the references of the relevant published studies for a total of 50. After completing the
full text review of the 10 additional articles, a further eight were excluded for lack of relevance
in answering the guiding question. Following a full review, 42 articles met the inclusion criteria
(Figure 4).

Figure 4. Process of data search and selection- Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) flow diagram
Data Evaluation
The data evaluation stage included evaluating the quality of the primary sources using a
specific methodological approach to determine the quality of the source. As there is no ‘gold
standard’ for evaluating and interpreting the methodological quality (Whittemore & Knafl,
2005), several methodological approaches were considered. The qualitative studies were
evaluated using the Critical Review Form-Qualitative Studies (Version 2.0) (Letts et al., 2007).
The majority of the studies located in the literature search employed qualitative methods (N =
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28). The review criteria for the 28 qualitative studies included study purpose, study design,
sampling method, data collection method and data analysis (Appendix C). Thirteen quantitative
studies were located and included in the integrative review (Appendix C). The quantitative
studies were reviewed using the Critical Review Form-Quantitative Studies focusing on purpose,
design, sample, outcomes, interventions, results, conclusions and implications (Law et al., 1998).
The only mixed methods research was reviewed using both Critical Review Forms-Qualitative
Studies and Quantitative Studies (Law et al., 1998; Letts et al., 2007). The data were evaluated
and coded according to two criteria: 1) the methodological or theoretical rigour and 2) the
relevance to topic of perceptions of caring in nursing students. The definitions for rigour for both
the quantitative and qualitative studies were described and a score from zero to four was
allocated. The relevance to the topic was also scored and indicated: 1 = had no relevance to the
perception of caring; and, 2 = indicated the article was relevant (Table 4) (Phillips & Merrill,
2015). The two scores were added for a maximum score of six. After reviewing the purpose,
design, sample, outcomes, interventions, results, conclusions and implications, a score was
provided for each of the 42 studies and none were excluded upon completion of the data
evaluation (Appendix C).
Table 4
Definitions of rigor and relevance used for data source coding
Value

0

Rigour

Rigour

Quantitative
Newspaper, magazine or other
similar publication, opinion
piece without citations for
facts

Qualitative
Newspaper, magazine or
other similar publication,
opinion piece without
citations for facts
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Relevance to topicperceptions of caring
in nursing students.
Total score
1-no
2-yes
1
2

1
2
3
4

Opinion in peer reviewed
journal
Case studies/focus groups
Observational studies; Cross
sectional surveys
Experimental study design;
Correlational; Longitudinal
study design

Opinion in peer reviewed
journal
Case studies/focus
groups; Interviews
Observational;
Comparative case study
Formal qualitative
method applied such as
Grounded theory,
Ethnography or other.
Requires detailed
repeatable description of
methods

2

3

3

4

4

5

5

6

Data Analysis
The data analysis for the qualitative studies were reviewed and were systematically
categorized, analyzed and synthesized and placed into distinct themes, patterns, and relationships
using a matrix method. The analysis of the quantitative and mixed method studies consisted of
ordering, coding, categorizing, summarizing and comparing the articles and placing them into
themes as well. All of the articles were read twice to determine the quality of the research.
Nursing students’ perceptions of caring in different contexts and personal experiences were
discussed in 42 articles.
Data Reduction and Synthesis
The data was synthesized and grouped into comprehensive systematic patterns and
themes. The data was compared article by article: first the qualitative articles (N = 28) were
reviewed together, followed by the quantitative articles (N = 13), and finally the mixed methods
study was reviewed and synthesized (Law et al., 1998; Letts et al., 2007). The data reduction and
data display were completed (Appendix C) and the literature was organized systematically,
comparing all of themes, patterns, and characteristics that answered the guiding question. After
reviewing each article, the previously discussed grade was assigned based on the article quality
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and rigour. Each article was then allocated into an explicit category, which represented specific
caring contexts of nursing students’ perceptions of caring with faculty, with clinical instructors,
with nurses, within their educational programs, with patients, and with their nursing peers.
Results
Most of the reported studies were conducted in the US (n = 17), followed by the UK (n =
5), Canada (n = 4), Australia (n = 2), Oman (n = 2), Poland (n = 2), and one study each from
Egypt, Greece, Finland, Iran, Ireland, Lithuania, Norway, Slovenia, Sweden, and Turkey. Five
distinct areas of nursing students’ perceptions of caring emerged from the integrative review: 1)
Nursing students’ perceptions of caring with faculty, clinical instructors, preceptors and nurses
in health care settings; 2) Nursing students’ perceptions of non-caring with faculty, clinical
instructors, preceptors and nurses in health care settings; 3) Nursing students’ perceptions of
caring within their nursing program and curriculum; 4) Nursing students’ perceptions of caring
with patients; and, 5) Nursing students’ perceptions of caring with their peers in nursing
programs (Appendix C).
Nursing students defined caring as personalized attention and guidance where faculty and
clinical instructors were interested in their well-being; were flexible; understanding; patient and
calm in their response to unexpected events; respectfully shared information with students; were
encouraging; listened to students; provided them with support; honoured their learning styles;
valued them; and cared for students’ well-being (Begum & Slavin, 2012; Labrague, McEnroePetitte, Papathanasiou, Edet, & Arulappan, 2015; Wade & Kaspar, 2006).
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Nursing Students’ Perceptions of Caring with Faculty, Clinical Instructors, Preceptors and
Nurses in Health Care Settings
Nursing students’ perceptions of caring during their interactions with nursing faculty in
baccalaureate nursing programs included descriptions of faculty/nurse educators who exhibited
caring through “empathy,” “undivided attention,” “shared self,” “being responsive,” “genuine,”
“patient,” “supportive,” and “authentic presence” with students (Beck, 1991; Blum & Gordon,
2009; Hanson & Smith, 1996; Kelly, 1992; MacKay-Greer & Holmes, 1995; Sitzman & Leners,
2006). Faculty established caring connections with students through the sharing of their
knowledge, expertise and competence. Students perceived caring faculty fostered trust, respect
and through their compassion instilled feelings of confidence and provided students with the
motivation to strive to be more competent and confident in all aspects of their nursing education.
Caring encounters between students and faculty were described as “uplifting events” that built
self-confidence and self-esteem (Beck, 1991; Hanson & Smith, 1996; Hughes, 1992). Students
perceived they had learned caring behaviours by observing faculty as role models. Faculty
demonstrated caring and empathy through their authentic presence and helped to reduce
students’ fear and feelings of inadequacy in both the classroom and clinical settings. An essential
dimension of the caring interactions, as perceived by the students, was the personal and academic
concern of faculty members for them. Caring interactions with faculty nurtured students’ own
caring abilities, created a connectedness and respect with faculty and at the same time instilled
confidence in students. Nursing students who perceived their faculty as caring also perceived
themselves to be caring as well (Kelly, 1992; Labrague et al., 2015; Labrague et al., 2016; Nelms
et al., 1993). As the research indicated, nurse educators were in a prime position to enhance
caring especially when they role modeled caring, and engaged positively with nursing students.
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Nursing students’ perceptions of caring faculty played an important role in students’ success in
school. Caring behaviours demonstrated by faculty served to empower students to resolve
challenging situations in nursing such as caring for patients at the end of life and when having to
engage in advanced nursing skills. A trusting supportive relationship with faculty helped students
to feel empowered to provide nursing caring without being afraid. Alternatively, faculty could
generate a sense of powerlessness within the students depending on the learning environment
they created. Supportive, fully engaged, accessible faculty communicated authentically, were
encouraging, genuinely concerned, and sensitive to individual student’s needs. Faculty played an
important role as facilitators in nursing students’ personal and professional growth (Redmond &
Sorrell, 1996; Simonson, 1996; Sitzman & Leners, 2006; Sorrell & Redmond, 1997; Vanhanen
& Janhoven, 2000).
Clinical experiences have been seen as an essential component of all nursing educational
programs and remain one of the most important learning opportunities in the development of
competent, capable and caring nurses. Clinical instructors, preceptors and nurses in health care
settings provide nursing students with hands on experiences and help to build confidence in their
nursing skill techniques while ensuring patients receive high-quality and safe nursing care.
Owing to the rigorous academic and emotional demands when taking on the responsibility of
patient care, high levels of stress, anxiety, and fear often prevail in nursing students. However,
caring clinical instructors and caring nurses have the opportunity to influence and shape nursing
students’ practice and professional development. They are in the most advantageous position to
help students integrate knowledge and skills associated with caring for patients; and provide
students with the opportunity to internalize the role of the nurse as caregiver, problem solver,
critical thinker and advocate (Blum & Gordon, 2009; Gillespie, 2002; Kosowski, 1995).
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Clinical instructors, preceptors and nurses who were perceived by nursing students as
caring showed empathy; were patient; built relationships with them; were welcoming and
present; made them feel like they belonged; helped them to express their feelings and fears,
encouraged and inspired them to grow in self-confidence. They also provided positive and
supportive learning environments; acknowledged the students’ limitations or mistakes; were
flexible and not controlling; offered respect; and shared their knowledge and time with students
(Blum & Gordon, 2009; Holland-Wade & Kasper, 2006). Caring clinical instructors who were
perceived as supportive created an inviting learning environment where students felt at ease and
could integrate nursing knowledge into practice. The importance of the clinical instructornursing student caring connection enhanced the students’ ability to “put it all together,” by
providing them with the opportunities to ask questions, evaluate students fairly, feel respected,
and valued. Nursing students considered positive interpersonal relationships with clinical
instructors increased their engagement, increased feelings of support and encouragement during
clinical practice which ultimately influenced the students’ success. These positive encounters
with clinical instructors helped students appreciate and synthesize the feedback they received
from their clinical instructors (Gillespie, 2002; Mohamed-Nabil, Mohamed-Nabil Aboushady, &
Eswi, 2016).
Nursing students described their most influential caring role models as faculty and
clinical instructors. The caring qualities provided by faculty and clinical instructors created the
most optimistic and positive learning environments. These qualities included: “being
empathetic,” “having a good sense of humour,” “being friendly,” “respectful,” “communicative,”
“knowledgeable,” “caring,” and “supportive” with students as well as with patients (Cowin &
Johnson, 2011; Mlinar, 2010). The behaviours that are represented by these qualities include a
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deep desire to help others by showing kindness and compassion. While clinical learning
experiences have been central to nursing education, they have also been described as
challenging, unpredictable, stress provoking, and constantly changing for both students and
clinical instructors. However, with supportive and caring clinical instructors, nursing students
believed they could integrate nursing knowledge into practice and helped them to grow in the
role of nurse (Blum & Gordon, 2009; Gillespie, 2002).
Nursing students perceived and learned caring with supportive clinical instructors who
role modelled caring practice. Clinical instructors instilled within students a sense of well-being
and encouraged positive self-perceptions as they willingly shared their knowledge and
exemplified competency and espoused holistic care. Positive learning atmospheres created by
clinical instructors encouraged nursing students to believe they were competent and able to
engage in caring practice with their patients (Gillespie, 2002; Kosowski, 1995).
Nursing Students’ Perceptions of Non-caring with Faculty, Clinical Instructors, Preceptors
and Nurses in Health Care Settings
Non-caring interactions with faculty and clinical instructors were also experienced by
nursing students. During the non-caring encounters, nursing students perceived both faculty and
clinical instructors as being “unavailable,” “hurried,” “condescending,” “intimidating,”
“dismissive,” “disrespectful,” and “disinterested” in what the students did or did not learn. The
interactions were often accompanied by educators being perceived as “perfunctory,”
“unpredictable,” “aloof,” or “detached.” Uncaring faculty behaviours and uncaring interactions
with students resulted in nursing students feeling “inadequate,” “lost,” “scared,” “rejected,”
“cheated,” “looked down upon,” “powerless,” “humiliated,” and “misunderstood.” As a result,
these uncaring interactions eroded nursing students’ self-esteem, self-worth, self-confidence, and
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their learning was disrupted. The perceptions of uncaring faculty left nursing students feeling
“diminished,” “discouraged,” and “doubtful” about their ability and choice to become nurses
(Hanson & Smith, 1996; Hughes, 1992; Kelly, 1992; Vanhanen & Janhoven, 2000). Clinical
instructors and faculty’s uncaring behaviours aroused negative feelings in students, including
“ostracism,” “hopelessness,” “emotional turmoil,” “inadequate,” “fearful,” and “diminished
confidence” (Kelly, 1992). Many students felt “intimidated,” and believed clinical instructors
demonstrated “insensitivity” and “uncaring” when they asked students to critically think,
problem solve and prioritize patient care without providing them with support and
encouragement (Hanson & Smith, 1996; Redmond & Sorrell, 1996). The not-so caring
encounters or interactions with faculty and clinical instructors appeared to have the most
devastating effects on nursing students’ self-image and self-confidence. The non-caring
behaviours were characterized as indifference, lack of consideration, lack of trust, disrespect,
disinterest, disconnection, and mutual avoidance.
As nursing students progressed through their curriculum and were exposed to negative
role modeling encounters with practicing nurses they became disillusioned and cynical about the
nursing profession. Nursing students’ perceptions of the importance and value of caring
diminished through encounters of negative socialization and non-caring behaviours with nurses,
clinical instructors and faculty. When caring was not being modeled for nursing students, they
perceived it was unimportant and believed caring was a nonessential aspect of nursing practice
(Murphy et al., 2009).
Nursing Students’ Perceptions of Caring within Their Nursing Program and Curriculum
Compassion, commitment, competence, confidence, conscience, communication,
concern, patience, courage and support were qualities nursing students used to describe their
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perceptions of caring in their educational programs (Dobrowolska et al., 2014; Wilkes &
Wallace, 1998). Other perceptions of caring focused on practical and cognitive caring
behaviours, where technical skills learned in their nursing programs were considered some of the
most important features of caring. The phenomenon of caring in nursing curriculum was
perceived through themes: doing (hand); being (heart); and brain (professionalism). The theme
“doing” as perceived by nursing students suggested they were physically present to assist
patients to meet their needs, assisting with activities of daily living; “being” was perceived as a
mental presence while providing psychological and emotional care from one’s heart, being
sensitive, affectionate and showing compassion; and “professionalism” suggested caring was
provided competently with knowledge acquired throughout their education and based upon
standards and ethics of practice (Kapborg & Berterö, 2003; Petrou et al., 2017).
Perceptions of caring were viewed differently by students over their years of nursing
education. First year nursing students perceived caring as it was known to them in their daily
lives, as being kind, compassionate and feeling good about helping others. Caring, human wellbeing, and health promotion were understood as important aspects of nursing by students at
every phase of education (Vanhanen & Janhoven, 2000). Nursing students in the final years of
their nursing programs perceived the professional or the expressive behaviours of caring and the
instrumental or technical skills of caring as being equally important. They envisioned nursing in
more professional terms such as advocacy, having the confidence and competence to become
resources for patients. As nursing students progressed in their programs and as they saw
themselves as becoming independent practitioners, they believed the scientific and the
humanistic aspects of caring and the knowledge about the professional practice of nursing were
all equally important (Benson, Martin, Ploeg, & Wessel, 2012; Grainger & Bolan, 2006;
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Granum, 2004; Khademian & Vizeshfar, 2008). Nursing students also perceived nursing care
and caring more synonymously and recognized caring had professional and technical
dimensions. In addition, nursing students’ caring perceptions increased over time; however, they
lost some of their idealism over the course of their programs as they observed non-caring
behaviours (Watson, Deary, & Lea, 1999). Socialization into the nursing profession also
impacted nursing students’ perceptions of caring as exposure to negative role modeling
encounters with practicing nurses caused nursing students to lose some of their idealism about
nursing as a caring profession (Mackintosh, 2006). Researchers also found that after nursing
students graduated and became entry-level practicing nurses, there was a measurable reduction in
their caring ability scores and it has been suggested as time away from nursing school increased,
expressions of caring diminished (Murphy et al., 2009).
Nursing education and the learning environment played a significant role in developing
and enhancing students’ caring abilities and perceptions of caring. Simmons and Cavanaugh
(2000) reported the strongest predictor of caring in nursing graduates (n = 545) was a caring
school climate. In their longitudinal study, they found that the measures of professional caring
ability using the Caring Abilities Inventory (CAI) to be statistically related to the presence of
caring behaviours and attitudes in the professional school learning environment. Raines (2007)
provided evidence that nursing students' (n = 66) caring abilities, as measured by the CAI were
enhanced as an outcome if the program was grounded in the philosophy of caring. The findings
from this study indicated a learning environment that nurtured dialogue, communication and a
climate for interaction, had an impact on nursing students’ conscious awareness and
conscientiousness about caring.
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Nursing Students’ Perceptions of Caring with Patients
Nursing students’ perception of caring were revealed during encounters with patients as
they learned from the patients the value of caring qualities such altruism, authentic presence,
therapeutic care, trust, respect, positive relationships and consistency in their care (Landers et al.,
2014; Pearcey & Draper, 2008). Caring was perceived as doing or demonstrating skills with
patients, communicating an understanding of another’s needs; and was viewed as an exceptional
personal quality. Bagdonaite-Stelmokiene, Zydziunaite, Suominen, and Astedt-Kurki (2016)
indicated nursing students’ perception of caring was an accumulation of professional knowledge,
ongoing interest in innovation, and improvement of skills in order to meaningfully help the
patient to recover from illness. Nursing students also believed caring was enacted by providing a
secure environment, empowering and enhancing patient autonomy, and maintaining patient
dignity. Nursing students recognized the hurriedness and ordered chaos of clinical practice is
unavoidable when providing nursing care, although caring, nursing presence, patient dignity,
courtesy, and respect should always be present.
In a phenomenological study, junior (n = 24) and senior (n = 21) baccalaureate nursing
students explored the meaning of service learning through engaging with older adults in a
continuing care retirement community. Students incorporated Watson’s (2008) caritas processes
into their practice which resulted in improved attitudes, clinical and interpersonal skills,
affection, engagement, kinship, emotional bonding comfort, and enthusiasm as they interacted
with older adults (Brown & Bright, 2017).
First year nursing students (n = 15) expressed their conceptualization of caring before and
after their first clinical experiences. Prior to their first clinical exposure, nursing students
expressed caring as preservation of humanity and relational presence. After their first clinical
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placement, students still held onto these notions; however, additionally caring was expressed as a
professional response; as promoting the patient’s independence; and, as protecting the patient
(Dobrowolska & Palese, 2016).
Practicing nurses played a pivotal role in shaping students’ perceptions of caring during
patient encounters. When caring principles were not reaffirmed or if insufficient examples of
caring practice were perceived, students accepted these non-caring behaviours as the norms of
the culture of nursing. Nursing students expressed surprise when they observed nurses not
expressing caring and respectful communication with their patients at all times. Students
articulated what they perceived as uncaring behaviours when they observed nurses “being
patronizing” or “speaking down” to the patients, or when nurses lacked knowledge, skill, and
judgment in areas of technical competency and placed patients’ safety at risk (Karaoz, 2005;
Mackintosh, 2006; Phillips et al., 2015).
Nursing Students’ Perceptions of Caring with Their Peers in Nursing Programs
Noddings’ (1988) theory of the ethic of care suggested interactions within peer groups
provided valuable opportunities for students to practice caring behaviours and argued that peer to
peer occasions were central to the creation of a climate where caring behaviours could be
learned. Baccalaureate nursing students’ perceptions of caring with their peers focused on
students giving unselfishly of their time and never expecting anything in return; sharing their
expertise, thoughts and feelings; being authentically present for one another; feeling valued; and,
respected. By engaging in and experiencing caring, nursing students in turn learned how to care
for their peers (Beck, 1992).
Nursing students described peer to peer caring as a relationship where trust, support, and
cohesion encouraged mutual reciprocity. Caring behaviours perceived by nursing students in
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peer to peer relationships included their willingness to help one another by sharing their
knowledge, ideas, and information when a peer was having difficulty understanding nursing
theory and skills. They were open to understanding how their peers were feeling and were
understanding of their circumstances, were receptive, and supportive. The positive effects of peer
caring enhanced the students’ well-being and resilience to stress. Students who shared their
opinions with their peers, felt respected, gained confidence, became more resilient and responded
more positively to the challenges they experienced (Zhao, Guo, Suhonen, & Leino-Kilpi, 2016).
The attributes of resilient individuals included pro-social behaviours, positive self-images,
optimism and empathy. Educational settings that are caring, learner-centred, and where a
supportive social nursing student community is nurtured, and peer relationships are encouraged
enhanced resilience in nursing students (McAllister & McKinnon, 2009). The formation of close
peer to peer relationships were essential for emotional support and were often the most
meaningful relationships nursing students had in their educational journey (Hughes, 1993).
Nursing students’ encounters with faculty, nurses, clinical instructors, patients, and peers
influenced their perceptions of caring behaviours. Students indicated caring behaviours were
perceived when faculty role modeled and enacted caring toward students and others and
incorporated teaching strategies that focused on caring. However, nursing students also indicated
they learned about caring behaviours through personal experiences and observations of both
positive and negative nurse caring behaviours during their clinical experiences (Kelly, 1992;
Karaoz, 2005).
Discussion
The goal of the integrative review was to learn about nursing students’ perceptions of
caring since the inception of the nursing curriculum revolution over three decades ago and how
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they have been influenced by social interactions in the nursing profession. Caring is an important
construct, and it needs to be nurtured, fostered, and promoted in all areas of nursing education,
including interactions between faculty and students, between faculty members, between students
and clinical teachers, preceptors and nurses, between health care providers and patients, and
between students (Labrague et al., 2015; Labrague et al., 2016; Murphy et al., 2009; Sorrell &
Redmond, 1997). The relationship between educators and students is foundational for creating a
learning environment that enhances understanding and the development of caring individuals.
Caring educator-student relationships are essential to nursing education so that students are able
to experience caring and are able to promote the implementation of caring practices. Knowing
how to create a trusting and caring environment with patients and others is foundational to
nursing care. Caring is learned and developed by experiencing caring practices between the
educator and students in a supportive, authentic environment. The educators who modeled caring
behaviours created non-threatening environments for the student to learn and in turn helped
students integrate caring behaviours into their practice (Beck, 1991; Hanson & Smith, 1996).
While researchers have consistently indicated caring is associated with positive student
outcomes, little to no discussion has described or discussed specifically how students contribute
to the development of caring relationships with faculty.
The clinical setting provides opportunities for nursing students to learn caring by
observing practicing nurses, clinical instructors and their peers. Consequently, nursing students’
perceptions and observations in the clinical setting assist them to construct a unique and personal
understanding of caring and the nursing profession. When nurse educators and practicing nurses
role model compassion, empathy and caring towards patients, nursing students and others, these
affirming qualities help nursing students to feel valued (Beck, 1992; Sorrell & Redmond, 1997).
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Nursing students have indicated when they enter into the clinical setting, they often feel anxious,
frightened, challenged, vulnerable and sometimes overwhelmed with the responsibility in caring
for others (Gillespie, 2002; Mlinar 2010). Nursing students’ previous experiences with their own
primary caregivers can foster or hinder their ability to build bonds and therapeutic relationships
with others later in life (Feeney & Collins, 2001).
A caring pedagogical relationship with nursing students is essential. Students must
perceive they have clinical instructors, preceptors, or co-assigned nurses who are supportive and
willing to guide and mentor them. Students’ perceptions of caring have been described as
receiving a gentle nod, a kind word, being reassured they are doing well and encouraged to
become critical thinkers and problem solvers. Students want to be challenged in their learning
but they do not want to feel inadequate and humiliated as they learn. When students felt they
were cared for, they were encouraged to care for others (Hughes, 1992; Kelly, 1992; Kosowski,
1995; Landers et al., 2014).
Students also described uncaring behaviours by nurses in the health care environment.
However, there was no discussion about the complex, stress laden work environment, the
interpersonal conflict, deficiencies in management or impersonal leadership style, etc. that would
have an impact on the nursing students’ perceptions of non-caring behaviours (Almost et al.,
2015).
How can educators support, educate and assist nursing students to develop and sustain
inter-personal relationships; to grow in confidence and coping ability; develop and feel empathy,
compassion and caring? Based on this integrative review, nurse educators must become aware
and familiar with how and when nursing students’ perceptions of caring begin to develop
(Bowlby, 1973). It is essential to understand how relationships with self and others affect and
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contributes to interpersonal experiences throughout the lifespan, specifically influencing an
individual’s ability to establish relationships, provide empathy and caring (Feeney & Collins,
2001). How we develop relationships and perceptions of self and others permeates all realms of
social interactions affecting friendships, partnerships, marriage, parental behaviours, and
caretaking. This knowledge of relationships with self and others will help us to understand how
individuals are able to foster or hinder the building of bonds and care for others (Bowlby, 1973).
Caring is intrinsically nurturing and is the motivator for compassion and the caregiving process.
Whether a person perceives himself or herself to be caring and to have the capacity to care is
largely dependent on the cognitive representations of self and others. Attachment and the IWM
has been noted to be influential in various relationships, disciplines, and professions and plays a
significant role in one’s empathy and caring ability (Bennett & Vitale Saks, 2006; Ciechanowski
et al., 2006; Kaya, 2010). Clinical instructors must encourage students to share their experiences
about self and others in safe, non-judgmental spaces with the hope of alleviating the emotional
stress and anguish many nursing students experience during the first encounters with caregiving
(Redmond & Sorrell, 1996).
Implications
This integrative review has revealed important findings related to nursing students’
perceptions of caring within their educational programs, in health care settings, with educators,
nurses, patients and peers and have significant implications for future nursing students. The
nursing students have clearly indicated that health care environments and nurses have the
potential to depersonalize interpersonal relationships or enhance the caring relationships. The
success of health care organizations and the satisfaction found in the nursing profession relies on
caring about both the physical and emotional needs of patients as well as the caregivers
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(Nadelson et al., 2016; Pearcey & Draper, 2008; Phillips et al., 2015). Fortunately, health care
providers who do embrace and embed the core tenets of caring into the health care environment
and within the culture of the organization create a caring consciousness that enhances their
abilities to care for oneself and others. The beneficiaries of a caring health care environment and
practice include the patients, families, the health care providers, and most especially, nursing
students who feel supported and cared for as they enter into the nursing profession and are able
to grow confident in their nursing practice (Foss-Durant, McDermott, Kinney, & Triner, 2015;
Wei & Watson, 2019).
From the review of the literature, within many nursing programs, faculty and clinical
instructors have been excellent role models who have supported, educated, and nurtured caring.
Unfortunately, in a vast number of health care organizations, collegial relationships, support, and
caring for self and others have been threatened by stress and interpersonal conflict (Almost et al.,
2015). Commitment from organizational leaders to develop an innovative, humanistic, caring
quality of work life model for health care organizations should be considered. Nursing students
have clearly articulated what they have perceived as caring and non-caring behaviours.
Regrettably upon graduation, many new nurses have experienced conflict, professional
dissatisfaction in their work environment and lack of caring among their nurse colleagues
(Aiken, Clarke, Sloane, Sochalski, & Silber, 2002). Unfortunately, as uncaring behaviours
abound in health care organizations, perhaps educators who focus on caring, should prepare
students to be caring and demonstrate caring for their nursing students while at the same time,
they need to help make their students aware there continues to be conflict, stress, dissatisfaction,
bullying and uncaring behaviours in health care (Aiken et al., 2002; Almost et al., 2015; Bakker,
Schaufeli, Leiter, & Taris, 2008).
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Conclusion
While identifying, analyzing, and synthesizing the information found in the integrative
review, an awareness of nursing students’ perceptions of caring became increasingly evident.
Nurse educators, clinical instructors and preceptors are responsible for preparing nursing
students to meet the challenges of the professional practice they will encounter in complex health
care organizations. The current literature revealed that nursing students’ perceptions of caring in
their educational programs, in their clinical placements with clinical instructors and practicing
nurses and with their peers is vital to who they are as individuals and as professionals. Nurse
educators who have been perceived as understanding, approachable, flexible, available,
empathetic, caring, present, honest, open-minded, non-judgmental, provide positive feedback,
express a sense of humour and are respectful have had positive impacts on nursing students
(Beck, 1991; Bevis & Watson, 1989; Hanson & Smith, 1996; Hughes, 1992; Nelms et al., 1993).
However, to help prepare nursing students for complex and complicated health care
environments, it is essential for nursing students, faculty and nurses to understand the complexity
in relationships with self and others. Nursing educators should consider interventions designed to
educate nursing students about attachment, empathy and caring and enable them to understand
and reflect upon their own caregiving and support-seeking behaviours.
The teaching environment that is grounded in caring, has been described by nursing
students as a key facilitator in the growth of caring attitudes, beliefs and actions in anticipation of
the decrement in caring often experienced and observed in the practice environment (Raines,
2007). Understanding that caring is foundational to critical thinking, competency in nursing care,
and better patient outcomes, it is incumbent upon nurse educators to educate nursing students to
see that caring and competency are not mutually exclusive, rather they are intimately connected
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(Zimmerman & Phillips, 2000). Nurse educators who understand their own relationships with
self and others may be able to direct or focus nursing curriculum aimed at reducing feelings of
apprehension, anxiety, rejection, or avoidance. Nurse educators’ awareness and recognition of
how relationships with self and others may predict empathy and caring may help to foster
nursing students’ perceptions of caring with patients, faculty, nurses and peers. Understanding
the attachments and IWM of nursing students may be the key for nurse educators to be able to
educate, mentor, and support nursing students throughout their nursing education (Feeney &
Collins, 2001). Future research should be directed toward embracing, adopting and integrating
attachment theory (Bowlby, 1973) and caring theory (Watson, 2008) into a professional practice
model for health care organizations. These actions should be considered with a sense of urgency
to help to diminish the gap between perceived caring that is experienced in nursing education
and the reality of uncaring and conflictive health care organizations and the nursing profession
(Aiken et al., 2002; Almost et al., 2015; Bakker et al., 2008).
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Chapter 4
Theoretical Model
The main aim of phase two of this study was to develop the theoretical model after a
review of the key literature on attachment avoidance, attachment anxiety, empathy and caring
that provided the rationale for the model and the hypotheses of the study. The model was
informed by Attachment Theory (Bowlby, 1969, 1973) and Watson’s Theory of Human
Caring/Caring Science (1979, 1985, 1988), and the construct of empathy. These theories have
been described in the preceding literature review chapter. The theoretical model being proposed
(Figure 5) has evolved from a review of the literature for each of the constructs: attachment,
empathy and caring. The antecedents to caring include attachment and empathy. Empathy, is
integral in understanding the suffering of another and a motivator for compassion and caring is
hypothesized to be the mediator (Hojat et al., 2011). The presence of attachment avoidance or
attachment anxiety may hinder or curtail the expected caring behaviours in nursing students.

Figure 5. Hypothesized Theoretical Model
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Summary of the Theory Guiding the Research Hypotheses
Nursing literature that focused on caring often provided descriptions about the
individuals who received care; described how caring is perceived by patients and family
members; and frequently focused on the caring behaviours of nurses. Researchers have identified
links between attachment and caregiving abilities and attachment and empathy (Bartholomew &
Horowitz, 1991; Feeney & Collins, 2001; Kunce & Shaver, 1994; Mikulincer et al., 2001).
While researchers have focused on caring as a precursor to attachment and empathy, no
study has examined the relationship between attachment, empathy and caring in nursing students.
Several studies have suggested that nursing students with low attachment avoidance and low
attachment anxiety are more likely to demonstrate empathy toward individuals who need care.
Students with high attachment avoidance and attachment anxiety appear to be less empathetic
toward others (Khodabakhsh, 2012; Kokkonen et al., 2014; Wei et al., 2011).
Empathy, perspective-taking or understanding another’s situation is an emotionally
sensitive response to others in distress or need (Davis, 1983). Empathy has been shown to be an
important predictor of prosocial behaviors towards others in undergraduate university students
(Gillath et al., 2005; Carlo, McGinley, Hayes, & Martinez, 2012). Empirically, attachment
avoidance has been found to be negatively correlated with empathy in undergraduate students
(Britton & Fuendeling, 2005; Joireman, Needham, & Cummings, 2001; Mikulincer et al., 2001;
Trusty, Ng, & Watts, 2005). Mikulincer and Shaver (2005) studied 180 undergraduate university
students and argued that those with higher levels of attachment anxiety were preoccupied with
their own needs and distress and were less capable of paying attention to others’ needs. A
negative association between attachment anxiety and empathy has also been found in several
studies (Britton & Fuendeling, 2005; Joireman et al., 2001; Mikulincer et al., 2001). However,
Trusty et al. (2005) hypothesized that attachment anxiety would be positively correlated with
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empathy. They reasoned that people who have experienced difficulties in life are more likely to
understand others’ vulnerabilities and have empathy and caring for them. Based upon theory and
research findings, empathy was considered as a mediator in the two relationships between
attachment avoidance and caring as well as between attachment anxiety and caring.
Hypotheses
Based on the review of the literature and theoretical model, the study hypotheses
included:
Hypothesis 1. Low attachment avoidance is a predictor of self-reported ability to care in
baccalaureate nursing students.
Individuals with low attachment avoidance are more attentive to others, exhibit higher
sensitivity and feel more comfortable in close relationships than individuals with high attachment
avoidance. Individuals with high attachment avoidance are uncomfortable with close
relationships and they avoid situations that threaten personal independence (Mikulincer et al.,
2005). Secure attachment has been found to be a predictor of compassion, altruism and positive
caregiving behaviours. Attachment avoidance has predicted difficulty in providing responsive,
sensitive and effective care (Braun et al., 2012; Mikulincer & Shaver, 2005b; Mikulincer,
Shaver, Sapir-Lavid, & Avihou-Kanza, 2009), as well as higher caregiver burden and lower
willingness to provide future care (Karantzas et al., 2010; Tsilika, Parpa, Zygogianni,
Kouloulias, & Mystakidou, 2015). Nelson-Coffey, Borelli, and River (2017) reported parents’
(n = 152) with high attachment avoidance was associated with deactivation of emotion in close
relationships and suggested that attachment avoidance minimized the joys of parenting, and
parental care was inconsistent and oftentimes inattentive.
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Hypothesis 2. Low attachment anxiety is a predictor of self-reported ability to care in
baccalaureate nursing students.
Individuals with low attachment anxiety have high opinions about self and they may see
themselves to be more capable to care for others. Braun et al. (2012) indicated anxious
attachment was associated with more compulsive caregiving described as insisting on care, being
intrusive, and failing to be sensitive to others’ needs. Canterberry and Gillath (2012) reported
attachment anxiety caused individuals to react emotionally to individuals in need and was
marked by higher levels of distress. Kunce and Shaver (1994) suggested anxious adults and their
mates agreed that the anxious adults’ caregiving efforts tended to lack empathy, was selffocused, insensitive, and oftentimes compulsive.
Hypothesis 3. Low attachment avoidance is a predictor of self-reported empathy in
baccalaureate nursing students.
Individuals with low attachment avoidance have a positive view of self and others, are
more empathic and are willing to understand other people’s perspectives (Hazan & Shaver,
1994). In health care settings, empathy is widely recognized as a key component in establishing
rapport and ensuring effective communication and oftentimes successful patient outcomes
(Maunder & Hunter, 2015). However, individuals with attachment avoidance have been unable
to express empathy, compassion, and caregiving. Attachment avoidance diminished empathy as
individuals tended to emotionally detach from sources of suffering and felt restrained in their
ability to express empathy (Britton & Fuendeling, 2005; Mikulincer et al., 2001).
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Hypothesis 4. Low attachment anxiety is a predictor of self-reported empathy in baccalaureate
nursing students.
Individuals with high attachment anxiety are more likely to be preoccupied with self and
not feeling empathic towards others (Gillath et al., 2005). Moreover, adults with attachment
anxiety reported higher levels of personal distress while witnessing others’ suffering leading to
feelings of discomfort rather than feelings of empathy and support for those in need (Britton &
Fuendeling, 2005; Joireman et al., 2001).
Hypothesis 5. Empathy is a mediator in the relationship between caring and attachment
anxiety; and, Hypothesis 6. Empathy is a mediator in the relationship between caring and
attachment avoidance.
Previous research has indicated empathy has been the mediator in various contexts where
attachment has been studied. For instance, empathy has been identified as the mediator between
attachment and well-being as studied in college students (n = 195) (Wei et al., 2011); as a
mediator between attachment and prejudice (n = 124 students) (Boag & Carnelley, 2016); and as
a mediator between attachment and physical aggression in college students (n = 145) (Carlo et
al., 2012). In addition, empathy, specifically ‘perspective-taking,’ and one of the descriptors in
the JSE-HPS, has been studied as the mediator between attachment and relationship satisfaction
(n = 67 couples) (Kazmierczak, 2015), and among students with their dating partners (n = 61)
(Tucker & Anders, 1999). Examining empathy as a mediator may help to explain how
attachment contributes to nursing students’ caring abilities or caring behaviours.
To date, no study was found which has tested a mediation model to explore how empathy
could be the mediator between attachment and caring in nursing students. Researchers have
suggested there are relationships between attachment avoidance and empathy and attachment
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anxiety and empathy. However, none of the previous literature has simultaneously examined or
explained the relationship between attachment avoidance to empathy and attachment anxiety to
empathy which subsequently results in caring in nursing students.
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Chapter 5
Research Methods
Phase Two: Cross Sectional Survey Design
A cross-sectional survey design was used to test the proposed theoretical model linking
attachment avoidance, attachment anxiety, empathy (mediator), and caring. The setting, methods,
instruments, data preparation, data analysis, and ethical approval are discussed in this chapter.
Setting and Sample
The setting was University of Ontario Institute of Technology/Durham College
(UOIT/DC) in Oshawa, Ontario, Canada. UOIT/DC offers a collaborative Bachelor of Science in
Nursing (BScN) curriculum that is based on the caring curriculum first adopted in 1999 (Bevis &
Watson, 1989). The construct of caring serves as the organizing framework of the nursing
curriculum and is threaded throughout the BScN program. The values, beliefs, and assumptions
underlying the construct of caring are reflected in the program’s conceptualization of individuals,
groups, local and global communities, health and healing, as well as in the teaching-learning
process which is informed by various teaching methods to encourage critical thinking, reflection,
empowerment, problem solving and inquiry. Confidence and competence in caring is assimilated
through caring science theory, scientific inquiry and critical reflection on practice, and is
enhanced, modeled, and evaluated in the classroom and practicum settings.
Sample. A non-randomized convenience sample of 580 nursing students in years one
through four in the collaborative BScN program were invited to participate. A sample size
calculation was completed prior to the data collection and the determined the target sample size
was 200 participants. The sample size calculation was based on the assumption that the proposed
model would be tested using the latent variable analysis with maximum likelihood estimation
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(MLE) within a structural equation modeling (SEM) technique. The sample size calculation in
this study was based on the assumption that all of the variables would be modelled as manifest
variables and measured by a single indicator as all of the variables were measured using wellestablished scales having undergone prior psychometric testing. As noted in Garson (2015), a
single indicator may be acceptable if the research has confidence in the measure’s validity and
reliability. Additional information about the single indicators is provided in the description of the
instruments used in this study.
Several authors suggest a critical sample size of 200 participants will provide sufficient
statistical power for data analysis (Garver & Mentzer, 1999; Hoelter, 1983; Hoyle, 1995; Kline,
2016). Using an a priori online sample size calculator for SEM, a power analysis was performed
to determine the sample size needed (Soper, 2017). For this study, the alpha was set at .05, the
power was set to .80, with a medium effect size of .50 for four latent variables and 13 observable
variables; the resulting minimal required sample size was 153 (Soper, 2017).
However, it is also recommended that a larger sample be collected beyond the minimum
sample size in case there are missing data (Hoyle, 1995). To compensate for a 20 to 40%
response rate commonly found in survey research (Dillman, Smyth, & Christian, 2014), a total of
580 students were sent surveys to ensure that data from a sufficient number of respondents were
available for the analysis.
Survey development and administration. It is typical that five to ten people are
recruited for the purposes of pretesting (Willis, 2005). The survey was pre-tested by eight former
students from the BScN UOIT/DC nursing program who were in their first year of professional
nursing practice and all were female. The purpose of pretesting a questionnaire is to assess how
well the items were understood and interpreted, the ease of completing the online survey on
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computers or hand-held devices, and to provide insights into the general quality of the
formatting, the readability and the flow of the questions. Using a display logic feature in the
online survey, new questions became visible to the participant when they had answered the
previous question and assurance of anonymity was displayed when the survey was completed.
The pretesting feedback indicated the completion of the online survey was simple and straight
forward. Further, it was found that completion of the survey was faster if completed on a
handheld device as compared to completion on the computer and none of the items required rewording. The former students who participated in the pretesting were assured of anonymity as
none of their answers could be tied to the surveys they completed. The pretesting of the survey
occurred in August 2017 and the amount of time required to complete the survey took
approximately 20 to 30 minutes.
Data Collection
The invitation to participate in the survey along with the hyperlink to the online
Qualtrics® survey was sent to all of 580 UOIT/DC students via email on September 7, 2017 from
the BScN research office at UOIT to ensure unintentional coercion or undue influence by the
researcher who also teaches in the program (Appendix D). This email included a letter
delineating the purpose of the survey, explaining and assuring anonymity would be maintained
when participants submitted the online survey to the secure Qualtrics® repository (Appendix E).
Subsequent reminder emails were sent to all students every two weeks until December 1, 2017,
at which time the data collection ceased and a draw was held for $100 at the UOIT/DC bookstore
as outlined in the Queen’s University Health Sciences Research Ethics Board (HSREB)
application (Appendix F). The survey was created to ensure if the participants wanted to be
entered in the draw they clicked on a secure Qualtrics® hyperlink at the end of the survey which
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took them to another platform where they entered their student numbers (Appendix E). The
BScN research office had sole access to this hyperlink and was able to retrieve the participants’
names for the draw.
The collection of the data was conducted anonymously. There are distinct differences
between confidentiality and anonymity (Gregory, 2003). Confidentially ensures the treatment of
information (data) will not be divulged without permission to others in ways inconsistent with
the understanding of the original disclosure. Anonymity, on the other hand, indicates that when
data is collected and held anonymously, no identifying values or a combination of demographic
variables can link the information to a specific participant (Gregory, 2003). HSREB application
and approval indicated the information submitted by the participants would be completely
anonymous.
The IP addresses of the participants were unidentifiable. During the preparation of the
online survey, a conscious and evidence informed decision was made to gather only the
demographic information of the participants’ year in the nursing program. The other
demographic data pertaining to age and gender was requested and received from the UOIT/DC
BScN program evaluation committee to ensure the anonymity of the participants after survey
completion. The demographic data received was for the entire UOIT/DC nursing student
population (N = 580).
Data Survey Instruments
The survey included questions from three validated instruments which measured:
attachment avoidance, attachment anxiety, empathy and caring (Table 5). All of the instruments
included in this study were used with the authors’ letters of permission.
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Table 5
Variable, reference, number of items, range of scores as they appear in the Qualtrics® survey
Variable

Reference

Number of Items and
Question in
Range Scores
Qualtrics® Survey

REB approval & letter
of invitation
Descriptive (Program
information)
Caring
Caring Nurse-Patient
Interaction Scale
(CNPI-Short Scale,
CNPI-23)
Empathy

Questions 1-2

(Cossette et al.,
2006)

23 items
Range 1 to 5
Total score range
23 low to 115 high

Questions 5-27

(Hojat et al.,
2009)

Questions 28-47

Attachment
Avoidance

(Karantzas et
al., 2010)

20 items
Range 1 to 7
Total score range
20 low to 140 high
16 items
Range 1 to 6
Total score range
16 low to 96 high

Attachment
Anxiety

(Karantzas et
al., 2010)

Questions 3-4

13 items
Range 1 to 6
Total score range
13 low to 78 high

Questions
48, 49, 50, 51, 52,
53, 56, 58, 59, 61,
62, 63, 65, 67, 74,
75
Questions
54, 55, 57, 60, 64,
66, 68, 69, 70, 71,
72, 73, 76
Total: 72 items in
Qualtrics® Survey
(Appendix E)

Attachment. The Attachment Style Questionnaire-Short Form (ASQ-SF) (Appendix G)
was used to study attachment avoidance and attachment anxiety (Karantzas, Feeney, &
Wilkinson, 2010). The ASQ-SF consists of 29 statements with a six-point Likert scale ranging
from (1 = totally disagree to 6 = totally agree), where respondents rate the extent to which the
statements described their attachment. Attachment avoidance includes 16 of these items that
form three sub-scales (Confidence, Discomfort with Closeness, and Relationships as Secondary).
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Three of the items required reverse scoring. Confidence signifies feeling of worthiness, selfassurance, poise and a belief that it is easy to get to know and be close with others, to be liked
and respected by others. Discomfort with Closeness denotes feelings of independence, feeling
uneasy when getting too close to others and having difficulty trusting and depending on them.
Relationships as Secondary suggests that building relationships are less important than achieving
or accomplishing things in your own life.
Attachment anxiety included 13 items aligning with another 3 sub-scales (Confidence,
Need for Approval, and Preoccupation with Relationships). The Confidence factor captures
behaviors that are associated with low attachment anxiety and low attachment avoidance, while
Need for Approval reflects an individual’s need for acceptance and confirmation from others, and
Preoccupation with Relationships involves an anxious and dependent approach to relationships
(Brennan et al., 1998; Karantzas et al., 2010).
Higher scores on the anxiety dimension indicated a negative model of self, interpersonal
anxiety, approval seeking and a fearful preoccupation with relationships. Higher scores on the
avoidance dimension suggested individuals would have a positive model of self, a disregard of
feelings and interests in others and a reluctance to share thoughts and feelings within close
relationships. Low values in each of these dimensions reflected a positive model of self and
others. It should be noted that the items related to “Confidence” in both the avoidance and
anxious dimensions capture the positive model of self and others and are negatively correlated
with avoidance and anxiety (Karantzas et al., 2010). The format of the ASQ-SF provided a wellrounded assessment of attachment as individuals were not forced to ascribe to all characteristics
of each factor, rather they could select the degree to which each facet was represented in their
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lives. Individuals can be high on both attachment anxiety and attachment avoidance suggesting
fearful-avoidance (Bartholomew & Horowitz, 1991; Mikulincer & Shaver, 2003).
Previous findings demonstrated the ASQ-SF was the superior attachment measurement
tool when compared to the original ASQ with 40 questions. Karantzas, Feeney, and Wilkinson
(2010) conducted a detailed confirmatory factor analysis of the ASQ and ASQ-SF, and identified
the ASQ-SF was the more parsimonious measure and found it shared clear construct and
empirical similarities to past studies investigating and using the ASQ-long form as an attachment
measurement (Karantzas et al., 2010). The confirmatory factor analysis affirms that the
reliability, construct and criterion validity make the ASQ-SF an appropriate and useful
instrument for measuring adult attachment in all professions and in many cultures and does not
focus on romantic attachments. The subscales of the ASQ-SF indicated high internal consistency,
with reliability coefficients of 0.88 for attachment avoidance and 0.90 for attachment anxiety
(Karantzas, Feeney, Goncalves, & McCabe, 2014). The participants in their study included 95
heterosexual couples ranging in age from 19 to 73 years (M = 39) and the dynamics of their
relationships was studied.
Axforsa, Sylvena, Skalkidoub, and Ramklinta (2017) evaluated the reliability and factor
structure of the ASQ-SF with 1631 pregnant women and the Cronbach’s alpha for ASQ-SF
dimensions were as follows: Discomfort with Closeness 0.85; Relationships as Secondary 0.54;
Confidence 0.83; Need for Approval 0.76; and Preoccupation with Relationships 0.77. No item
removal substantively increased subscale alphas and the CFA demonstrated better model fit for
the ASQ-SF than for the full-version ASQ. The Cronbach’s alpha was 0.87 for attachment
avoidance and 0.89 for attachment anxiety. In this study, the Cronbach’s alpha included:
Discomfort with Closeness 0.84; Relationships as Secondary 0.68; Confidence 0.74; Need for
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Approval 0.73; and Preoccupation with Relationships 0.81 (Table 6) which was consistent with
previous research.
Karreman, Vingerhoets, and Bekker (2019), studied attachment using the ASQ-SF with
134 Dutch undergraduate psychology students. In their study, the Cronbach’s alpha values were
0.86 for attachment avoidance and 0.84 for attachment anxiety and they too found it to be a more
parsimonious measure than the full ASQ, showing good fit of the two-factor structure.
Empathy. In this study, the Jefferson Scale of Empathy for Health Profession Student
Version (JSE-HPS) (Appendix H) was used to measure empathy among nursing students (Hojat,
Gonnella, & Maxwell, 2009). The scale was adapted for nursing students based upon the original
Jefferson Scale of Physician Empathy which measured self-reported empathy in physicians and
medical students (Hojat et al., 2001). After confirmatory factor analyses (Hojat et al., 2001;
Hojat et al., 2002; Hojat, Fields, & Gonnella, 2003; Hojat et al., 2011; Hojat & LaNoue, 2014)
three factors or subscales resulted from testing the JSE-HPS scale: Perspective-Taking;
Compassionate Care; and Standing in the Patient’s Shoes. Perspective-Taking entails imagining
oneself in another person’s situation and attempting to infer his or her thoughts and feelings. It
has also been described as trying to imagine what another person is thinking and feeling, without
necessarily concluding that this person experiences life events in the same way as oneself
(Batson, Early, & Salvarani, 1997). Compassionate Care is a complex characteristic as it
includes empathy, sensitivity, kindness and warmth towards others and is connected to a
profound awareness of the suffering of another, along with the motivation to want to relieve the
suffering (Jeffrey, 2016). Finally, Standing in the Patient’s Shoes, refers to viewing the world
from the patient’s perspective without losing sight of our personal responsibility and role when
caring for the patient (Hojat et al., 2002).
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The JSE-HPS contains 20 items, and were measured on a 7-point Likert scale, ranging
from (1 = strongly disagree to 7 = strongly agree). The 10 negatively worded items are included
to decrease the confounding effect of acquiescence responding and these 10 questions required
reversed scoring. The scores on the JSE-HPS are summed with a range from 20 to 140.
Construct validity, or the degree to which a test measures what it purports to measure,
and the criterion validity, the measure which predicts an outcome for another measure (Kline,
2016), have been reported with reliability coefficients ranging from 0.77 to 0.89 for samples of
medical students, residents (Hojat et al., 2001), physicians (Hojat et al., 2002), nurse
practitioners (Hojat et al., 2003), nursing students (Fields et al., 2011) and paramedic students
(Williams, Brown, Boyle, & Dousek, 2013). Previous research found the instrument to have
good internal consistency, with coefficients ranging from 0.78 to 0.84 (Fields et al., 2011;
Fjortoft, Van Winkle, & Hojat, 2011).
The test–retest reliability coefficient was 0.58 (three months) and 0.69 (six months) (Fields et al.,
2011). In this study, the Cronbach’s alpha for the three subscales included: Perspective-Taking
0.73; Compassionate Care 0.77; and Standing in the Patient’s Shoes 0.74 (Table 6).
Caring. The Caring Nurse-Patient Interaction-23 (CNPI-23) (Cossette et al., 2006)
(Appendix I) is based on a priori caring domains designed to assess attitudes and behaviours
associated with Watson’s (1979) carative factors and mirrors the caring factors/caritas
processes that are taught in many nursing programs using Watson’s (1988) caring framework.
The CNPI-23 had been reduced from the original 70 item Caring Nurse-Patient
Interaction-70 scale (CNPI-70) (Cossette, Cara, Ricard, & Pepin, 2005) which had incorporated
Watson’s (1979) theory of human caring/caring science framework, embodying both attitude and
caring, and measured the conviction or belief in one’s ability to develop and sustain caring
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relationships with patients, family members, nurses and students. The CNPI-23 consists of four
subscales. Items within the subscale of Humanistic Care refers to nurses’ or nursing students’
attitudes and behaviours as they relate to the patient’s own capacities and abilities. Relational
Care addresses the nurses’ or nursing students’ respect of patient perceptions, and the Clinical
Care subscale addresses clinical expertise. The Comforting Care subscale is most illustrative of
the hidden or invisible work associated with nursing. The potential range of total scores for the
CNPI-23 is 23 to 115. The CNPI-23 contains 23 items, measured on a 5-point Likert scale (1 =
not at all to 5 = extremely). The scores for the CNPI-23 subscales were summed and the higher
overall scores on the CNPI-23 reflected higher caring attitudes and competency in the nursing
students.
The CNPI-23 has been used in several research studies over the years to determine the
caring behaviours of nurses and nursing students (Martin et al., 2014; Rheingans, 2012; Roch,
Dubois, & Clarke, 2014; Sokola, 2013). Martin et al. (2014) examined 64 emergency department
nurses’ caring behaviours and using the CNPI-23 instrument and found it was an effective tool to
measure caring behaviours and easy to calculate the overall mean scores. Rheingans (2012) used
the CNPI-23 to measure caring in 140 practicing nurses and found the items on the tool were
easily understood and easily calculated. Roch, Dubois, and Clarke (2014) studied the
organizational climate on the caring behaviours of Canadian nurses (n = 292) using the CNPI-23
instrument. Finally, Sokola (2013) suggested the CNPI-23 provided evidence to help understand
the growth in caring behaviours of first year nursing students (n = 76) and fourth year nursing
students (n = 77). The CNPI-23 was found to be useful in assisting educators to strengthen
curriculum to support the development of professional caring behaviours throughout the entire
four years of a nursing program.
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The CNPI-23’s internal consistency has been reported for the four domains varying from
0.80 to 0.94 Clinical Care; 0.90 to 0.92 Relational Care; 0.63 to 0.74 Humanistic Care; and,
0.61 to 0.76 Comforting Care (Cossette et al., 2006). In this study, the Cronbach’s alpha
coefficients were Clinical Care 0.81; Relational Care 0.80; Humanistic Care 0.81; and,
Comforting Care 0.83 (Table 6).
Table 6
Reliability of measurement scales used in study
Sub-Scales

Reliability coefficient
(Cronbach’s alpha)

Previous reported results

Caring Sub-Scales
Clinical Care
Relational Care
Humanistic Care
Comforting Care
Empathy Sub-Scales

0.81
0.80
0.81
0.83

0.80 to 0.941
0.90 to 0.921
0.63 to 0.741
0.61 to 0.761

Perspective-Taking

0.73

Compassionate Care

0.77

Standing in Patient’s Shoes

0.74

0.78 to 0.842
0.77 to 0.893
0.78 to 0.842
0.77 to 0.893
0.78 to 0.842
0.77 to 0.893

Attachment Avoidance Sub-Scales
Confidence Avoidance
Discomfort with Closeness
Relationships as Secondary
Attachment Anxiety Sub-Scales

0.73
0.84
0.68

0.824
0.834
0.724

Confidence Anxiety
0.74
0.824
Need for Approval
0.73
0.764
Preoccupation with Relationships
0.81
0.754
1
2
3
4
Cossette et al., 2006; Fields et al., 2011; Hojat et al., 2001; Karantzas et al., 2010.
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Data Analysis
Analysis of data involved entering the data into the Statistical Package for the Social
Sciences® (SPSS) version 24 (Arbuckle, 2016). Several analysis techniques were included to
obtain the descriptive and inferential data. The descriptive statistics included the analysis of the
means and standard deviations for the major study variables used in this study. The means and
standard deviations provided a measure of the estimate of the amount of variability of the
population from which the sample was drawn. Further descriptive statistics provided basic
information about the participant’s year of the program (percentages) along with the overall
mean and standard deviation of each of the major study variables. Pearson’s correlations were
selected to test the strength of the linear relationships between the variables. However, to
analyze the strength of the relationships among the variables in the proposed theoretical model,
SEM, a multivariate analysis technique was conducted using the Analysis of Moment
Structures® (AMOS) software to test the hypothesized model (Arbuckle, 2016; Byrne, 2016).
The variables and data were assessed for missing data, outliers, normalcy distributions,
multicollinearity and reliability.
Missing data. According to the Tabachnick and Fidell (2007), missing data is one of the
most common problems in the data analysis process. Specifically, within survey research the
problem of missing data (incomplete data) arises owing to the conditions when respondents in a
targeted sample fail to answer one and/or more items in the instrument. Missing data can reduce
statistical power and bias standard errors around estimates because of a reduced sample size
(Little, Jorgensen, Lang, Whitney, & Moore, 2014). Three primary patterns of missing data may
occur: data missing completely at random (MCAR); data missing at random (MAR); and data
considered non-ignorable missing not at random (MNAR) (Little, 1976; Rubin, 1976).
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The MCAR and MAR mechanisms are both referred to as ignorable missing data
mechanisms because bias is either nonexistent MCAR or recoverable MAR and power is
restored when data imputation is conducted. The third mechanism of missing data, MNAR,
occurs when the ‘missingness’ on a given variable occurs because subjects do not want to answer
the question for various reasons (Little et al., 2014). For this study, established criteria were used
to identify missing data: missing values (≥ 5%) and the Little’s Missing Completely at Random
Test (MCAR), where the null hypothesis suggests the missing data are random (Tabachnick &
Fidell, 2007). If the MCAR test findings are significant (MCAR = χ² value, p < .05) then the
missing data are not random and should be examined. In this study, using an electronic
Qualtrics(R) survey platform facilitated the collection of a complete data set. Qualtrics(R) has a
unique feature which required participants to provide an answer, click a button and then the next
question was presented, ensuring completion of the questionnaire and in keeping with ethics
approval, the participants could at any time exit the survey and their partially completed survey
would be deleted. There was no missing data in the data set.
Outliers. Outliers may exist for various reasons, including incorrect data entry; failure to
indicate codes for missing values in the dataset; and the distribution of the sample for specific
variables may have a more extreme distribution than normal (Kline, 2016). SEM analysis is
sensitive to the effects of extreme outliers as covariance matrices are negatively influenced.
Multivariate outliers are defined as cases with extreme values on multiple variables
(Kline, 2016; Tabachnick & Fidell, 2007). To detect the presence of any multivariate outliers,
using SPSS, Mahalanobis distances (D2) were calculated for all the variables in the measurement
model and the structural model. The threshold alpha value of p<0.001 estimate for multivariate
outlier identification for the Mahalanobis Distance was suggested by Tabachnick and Fidell
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(2007). Values of D2 with a probability greater than .001 identified seven outliers and these were
then removed from the data as these seven observations deviated markedly from the other
observations in the data. The reason for the removal of these outliers will be discussed in the
results section.
Distribution normalcy. Kline (2016) indicated that the skewness index (SI) refers to
where the data lies and can be weighted toward the right or left while the kurtosis index (KI)
refers to the peak or flatness of the distribution. Screening for the two measures provide the best
accuracy for assessing normal or non-normal distribution. Normality in SI statistics is interpreted
and reflected when the value is equal to or less than three and the normality in the KI is equal to
or less than eight (Kline, 2016; Tabachnick & Fidell, 2007). In this study, the values for
skewness ranged from -1.33 to 0.16, while the values for kurtosis ranged from -0.03 to 2.15. The
data were normally distributed (Table 7).
Table 7
Skewness and kurtosis indices
Variable
Clinical Care
Relational Care
Humanistic Care
Comforting Care
Perspective-Taking
Compassionate Care
Standing in Patient’s Shoes
Confidence Avoidance
Discomfort with Closeness
Relationships as Secondary
Confidence Anxiety
Need for Approval
Preoccupation with Relationships

SI
-0.69
-0.47
-0.91
-1.33
-0.51
-1.02
0.16
-0.89
-0.14
0.19
-0.18
0.05
0.07
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KI
0.31
0.22
1.29
2.15
0.39
1.43
-0.15
1.66
0.11
-0.11
-0.03
-0.27
-0.45

Multicollinearity. Multicollinearity is a state of very high inter-correlations or interassociations among variables (r >.85 to .90) (Kline, 2016). The high degree of correlation occurs
when predictors are correlated with other predictors and where multiple factors are correlated not
just to the response variable, but with each other. There is no clear-cut criterion for evaluating
multicollinearity of linear regression models. In SEM, assessing for highly correlated indicators
is critical given the use of latent variables formed through combining many indicators to measure
a single construct (Kline, 2016). One way to measure multicollinearity is the variance inflation
factor (VIF), which assesses how much the variance of an estimated regression coefficient
increases if predictors are correlated, and tolerance which indicates the total of standardized
variance that is not explained by all the other variables. Tolerance values of <0.10 and VIF >10
may indicate extreme multivariate multicollinearity (Kline, 2016). Examination of the findings
generated from the multiple regression analysis showed the Tolerance > than 0.10 and the VIF
<10 for all the variables. This indicated the multicollinearity assumption was not violated (Table
8).
Table 8
Collinearity Statistics Tolerance and VIF
Model
Empathy
Attachment Anxiety
Attachment Avoidance
a. Dependent Variable: Caring

Tolerance
.917
.830
.768

Variance Inflation Factor (VIF)
1.091
1.204
1.303

Reliability. Scale reliability is defined as the proportion of variance in participants’
scores on an instrument due to true differences in their scores and reliability reflects consistency
of items over time, tests, and groups (Kline, 2016). The reliability coefficients of each of the
measurement scales used in the survey were calculated and compared to previously published
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results and the strength of the measures to be used in the analysis were assessed. The internal
consistency coefficients or Cronbach’s alphas > .70 were considered acceptable (Kline, 2016). In
this study, the Cronbach’s alphas for attachment-avoidance ranged from 0.68 to 0.84 and the
Cronbach’s alphas for attachment-anxiety ranged from 0.73 to 0.81 indicating that the
instruments’ items provide a consistent measure of a construct (Feeney et al., 1994; Karantzas et
al., 2010) (Table 6). The Cronbach’s alphas for empathy ranged from 0.73 to 0.77 and the
Cronbach’s alphas for caring ranged from 0.80 to 0.83 indicating that the instruments’ items
were internally consistent.
Structural Equation Modeling (SEM) Analysis
The SEM analysis proceeds in two steps: the first is validation of the measurement
model, followed by the testing of the structural model. SEM is a collection of statistical
techniques with several important attributes, and is used to analyze the strength of the
relationships among both the manifest, or observed variables, and the latent variables. There are
several advantages in using SEM. For example, when relationships are complex and
multidimensional, SEM allows for simultaneous testing of all relationships among the observed
and latent variables. SEM also can address the reliability of the measurement instruments by
explicitly addressing the issue of measurement error by estimating and controlling for the error in
the analysis (Ullman, 1996). Furthermore, SEM provides the overall tests of model fit and
individual parameter estimate tests (i.e., the goodness of fit) of the model.
The regression coefficients, means and variances across multiple subject groups can be
compared at the same time, rather than sequentially as in regular multiple regression analysis.
Measurement and confirmatory factor analysis in SEM can be used to eliminate errors, making
estimated relationships among latent variables less tainted by measurement error. SEM estimates
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indirect effects as well as direct effects among latent variables that allow for the estimation of the
total effect. SEM depicts explicitly the hypothesized set of relationships (i.e., the model) needed
for the analysis in the path diagram. SEM can be used to compare competing theoretical models
and reject alternative models based on the fit of these models with the pattern of empirical
relationships reproduced in data (Hoyle, 1995). Additionally, SEM allows for testing of
mediation within the theoretical model (Kline, 2016). A two-step approach to SEM was used in
this study, the first involved evaluating the measurement model, followed by evaluating the
structural model.
Measurement model. The most important preliminary step in the analysis of full SEM
models is to first test for the validity of the measurement model before attempting to evaluate the
structural model. The measurement model deals with the relationships between measured latent
variables also known as the unobserved variables or constructs, and their indicators, or the
observed or manifest variables. The latent variables are measured in terms of the observed or
manifest variables and include the description of the measurement properties, the validity and
reliability of the observed variables (Kline, 2016). The measurement model seeks to measure the
constructs in the theoretical model by measuring the manifest variables to correct for error and
assess the overall fit of the model. The measurement model step is also known as the
confirmatory factor analysis, as its purpose is to validate or confirm the way the latent variables
in the model have been measured. As few as two indicators or a single indicator may be
acceptable if the researcher is confident in the measure’s validity and reliability (Garson, 2015).
As noted earlier in this chapter, all of the variables in this study were measured using well
established scales that had undergone exploratory (EFA) and confirmatory factor analyses (CFA)
in previous studies. In other words, CFA is a way of testing how well the measured variables
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represent a particular construct. The purpose of CFA is twofold: 1) it confirms a hypothesized
factor structure; and, 2) it is used as a validity procedure in the measurement model (Byrne,
2016). With CFA, one is able to first predict the model, evaluate the fit of this model through
goodness of fit indices, and explore possible modifications to the model. The fit indices used to
evaluate the model fit are described in detail in the next section. The CFA results are described in
chapter 6.
Structural equation model. The structural equation model specifies the theory of how
the constructs in the model relate to one another. After establishing a satisfactory model for the
key constructs using latent variables, conducting CFA to measure the constructs and determine
goodness of fit, the final step is to specify how the theoretical constructs are related to one
another, the part of the modeling where testing of causal effects and amount of unexplained
variance occurs. The structural equations embody the a priori theory of how the constructs are
related. The latent variables are either endogenous or exogenous and each has its own
measurement. The exogenous variables are predictors or causes for other latent variables in the
structural model, while endogenous variables are the dependent or outcome variables. In
structural equation modeling, regression paths are fit between the latent construct variables and
then the parameters of the model are estimated yielding beta weights. A path between attachment
avoidance to attachment anxiety was drawn, not to assume a causal direction between avoidance
and anxiety, it was only drawn to account for the interrelationship between the two latent
variables. Testing the hypotheses about the direction, magnitude, and significance of the model
parameters would be suggested by the theory, and the final step would assess the fit of the
model.
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The hypothesized theoretical model was tested using structural equation modeling (SEM)
with IBM® SPSS® Amos 24™ (Arbuckle, 2016). In SEM, both the independent variables
(exogenous) and dependent variables (endogenous) can be latent variables. Because latent
variables are not directly observed, they cannot be measured. The exogenous latent variables are
synonymous with predicting or causing changes in endogenous latent variables in the structural
model. The endogenous or outcome variable(s) is/are the dependent variable(s) and is/are
influenced either directly or indirectly by the exogenous or predictor variables in the model. Four
steps must be included in SEM: 1) specification 2) identification; 3) estimation; and, 4) model fit
(Kenny, 2011; Kline, 2016).
Specification. The most important step in SEM is specification, which is a visual or
graphical representation of the theoretical variables and the expected relationship among them
and explicitly specifies measurement error by assigning error terms to each endogenous variable
(Kline, 2016). The arrows from the error terms to the endogenous variables have an arbitrary
value assigned as this allows the measurement scale to be set. By setting the paths from each
error term to 1 in order for the model to be identified and the variance coefficients of the error
terms can be determined (Arbuckle, 2016). The latent variables are represented as circles or
ovals, while rectangles denote observed (measured variables) (Byrne, 2016). In this study, the
theoretical constructs (attachment avoidance, attachment anxiety, empathy and caring) are not
measured directly and are represented by the latent variables in the structural equation model
(Figure 6).
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Figure 6. Latent Variable Structural Equation Model
Identification. Model identification refers to whether the parameters in the model can be
uniquely estimated. SEM requires each equation to be properly identified so there is at least one
unique solution for each parameter estimate in the model (Byrne, 2016). When there is only one
possible solution for each parameter this is described as a just-identified model. This model will
fit the data perfectly, and thus is of little use, although it can be used to estimate the values of the
coefficients for the paths (Kline, 2016). An under-identified model has an infinite number of
possible parameter estimate values; to estimate the parameters, a number of parameters would
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have to be reduced. Finally, a model that may have more than one possible solution for each
parameter estimate is considered over-identified. In other words, more than one equation could
generate the parameter estimate. The over-identified model has positive degrees of freedom and
may not fit as well as the just-identified model, but the model can be evaluated using the chisquare statistic of absolute model fit and other model fit indices. If the over-identified model does
fit well, this model is then considered to be an adequate fit for the data (Kline, 2016). In this
study, the model is over-identified with 59 degrees of freedom (df) in the structural equation
model.
Estimation of model fit. Using the technique of maximum likelihood (ML) is a method
to: 1) estimate the parameters of a model that best explain the data, yielding the largest
likelihood of explaining the data; 2) test hypotheses about those parameters; and 3) select and
compare the estimates which have an increased chance of reproducing the observed data. The
parameters estimated using ML are the values that have the largest probability or likelihood to
produce the covariances or correlations on which the estimation is based (Lawley & Maxwell,
1971).
Evaluation of overall model fit. The estimated model parameters are used to predict the
correlations or covariances between measured variables and the predicted correlations or
covariances are compared to the observed correlations or covariances. If the fit of the model is
poor, then the model needs to be re-specified. The Default model, contains the fit statistics for
the model specified in the Amos 24™ graphics diagram. Saturated and Independence, refer to
two baseline or comparison models automatically fitted by Amos 24™ as part of every analysis.
The Saturated model contains as many parameter estimates as there are available degrees of
freedom or inputs into the analysis. The Saturated model is the least restricted model possible
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that can be fit by Amos 24™. By contrast, the Independence model is one of the most restrictive
models that can be fit: it contains estimates of the variances of the observed variables only. In
other words, the Independence model assumes all relationships between the observed variables
are zero.
Of primary interest in SEM is the extent to which a hypothesized data “fits”, or in other
words, adequately describes the sample data. There are a number of fit indices that can be used
to evaluate the overall model fit. Chi-square (χ2) is used to assess goodness-of-fit measure to test
the proposed model’s covariance structure against the covariance matrix (Hooper, Coughlan, &
Mullen, 2008). In the more familiar uses of the chi-square statistic, it is desirable to have a large
significant value, whereas when testing the proposed model’s covariance, a non-significant chisquare is desirable (Iacobucci, 2010). Unfortunately, there are three significant problems with the
chi-square test as a fit index: 1) it is particularly sensitive to sample size. If the sample size is too
large and if power is lacking, discriminating between a good fitting model and poor fitting model
may result in rejecting the model (Kline, 2016); 2) models with more variables have an increased
effect on chi-square values; and 3) its values are not interpretable in a standardized way as its
lower bound is always zero but theoretically it has no upper bound. However, researchers who
use SEM advise a reasonable sample size (> 200) along with additional desirable fit indices
should be used with chi-square to prevent rejection of a model that may have a good fit (Byrne,
2016). Other fit indices along with chi-square (χ2) that should be considered are: Goodness of Fit
Index (GFI) (Steiger, 1998), Normed Fit Index (NFI) (Bentler, 1990), Relative Fit Index (RFI)
(Hu & Bentler, 1999), Incremental Fit Index (IFI) (Bollen, 1989), Tucker Lewis Index (TLI)
(Tucker & Lewis, 1973), Bentler Comparative Fit Index (CFI) (Bentler, 1990), and Root Mean
Square Error of Approximation (RMSEA) (Kline, 2016). The minimal set of global fit indices
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thought to be sufficient to evaluate for overall model fit include χ2, CFI, GFI, and RMSEA
(Kline, 2016).
The Bentler CFI varies from 0 to 1 with values close to 1 indicating a very good fit. The
CFI is an incremental fit index that is an improved version of the NFI (Bentler, 1990). Because
the CFI has many desirable properties, including its relative, but not complete, insensitivity to
model complexity, it is among the most widely used indices. CFI values above 0.90 are usually
associated with a model that fits well (Kline, 2016), but a revised cut off value close to 0.95 was
suggested by Hu and Bentler (1999). The GFI is a measure of the relative amount of the
observed variances and covariances explained by the model, and vary from zero to 1. The GFI is
considered an absolute fit index because it compares the hypothesized model with no model at
all (Steiger, 1998). The Normed Fit Index (NFI) (Bentler, 1990) is similar to the Tucker Lewis
Index (TLI) (Tucker & Lewis, 1973) but varies in that the TLI is actually a comparison of the
normed chi-square values for the null and specified model. The NFI accounts for the model
complexity. Models with good fit have values that approach one (Hu & Bentler, 1999), and a
model with a higher value suggests a better fit than a model with a lower value. However, Kline
(2016) suggested TLI ≥ .95 as the cut-off for a good model fit. Incremental fit indices (IFI)
compare the existing model with a null or independence model, which assumes the latent
variables in the model are uncorrelated. The covariance matrix predicted by the model is
compared to the observed covariance matrix, and the null model (covariance matrix of 0's) is
compared with the observed covariance matrix, to gauge the lack of fit between the null model
and the default model. The Relative Fit Index (RFI) represents a derivative of the NFI; as with
both the NFI and CFI, the RFI coefficient values range from zero to one with values close to one
indicating superior fit (Hu & Bentler, 1999).
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The Root Mean Square Error Approximation (RMSEA) (Steiger, 1998) is a measure of
the discrepancy between the model and the data, divided by the degrees of freedom. RMSEA is
one of the most widely used measures that attempts to correct for the tendency of the Goodness
of Fit test statistic to reject models with a large sample or large numbers of observed variables
(Steiger, 1998). Thus, it better represents how well a model fits a population, not just the sample
used for estimation. Lower RMSEA values indicate better fit (Kline, 2016). Allowing for the
error of approximation in the population, the RMSEA assesses the extent to which a model, with
unknown but optimally chosen parameter values, fits the population covariance matrix (Kline,
2016). A range of findings reflects model fit (RMSEA ≤ .05 = excellent fit; RMSEA ≤ .08 =
acceptable fit; and RMSEA ≥ .10 = poor fit) (Kline, 2016).
Modification indices. A model does not always fit well therefore model modification
may be required to obtain a better-fitting model. Amos 24™ allows for the use of modification
indices to generate the expected reduction in the overall model fit chi-square for each possible
path that can be added to the model. The threshold for modification indices in Amos 24™ allows
specification for the level of chi-square change required for a path to be included in the
modification index output. The default value is 4.00 because it slightly exceeds the tabled critical
value of a chi-square distribution with one degree of freedom: 3.84 (Blunch, 2013). Modifying a
model must be done based upon the theory underlying the research as well as the empirical result
provided by the modification indices.
Direct, indirect and total effects. Direct, indirect, and total effects of the independent
variables on the dependent variables were examined. The direct effect is the directional relation
or pathway between two variables, either between two exogenous variables or from an
exogenous variable to an endogenous variable. The indirect effect is the effect of an independent

115

variable on a dependent or endogenous variable through a mediating variable. The total effect is
the sum of the direct and indirect effects of an independent variable or exogenous variable on the
dependent variable. Effect size for standardized path coefficients with absolute values less than
0.10 may indicate a “small” effect, values around 0.30, a “medium” effect, and values greater
than 0.50, a “large” effect (Kline, 2016).
Mediation testing. To test the mediation effect of the variable empathy, using SEM, the
steps outlined by Iacobucci, Saldanha, and Deng (2007) were followed. In this study, it was
hypothesized that empathy would mediate the relationships between attachment avoidance and
caring, and attachment anxiety and caring. In step one, the direct and indirect paths were fit
simultaneously to estimate either effect while controlling for the other. If the coefficient X (two
independent variables-attachment avoidance and attachment anxiety) to M (mediator
variable/empathy) and M (mediator/empathy) to Y (dependent variable/caring) were significant,
then some mediation has occurred, and further analysis to evaluate the strength and completeness
of mediation was carried out. If either X→M or M →Y path coefficients were not significant,
then analysis was stopped and no mediation has occurred. In step two, Sobel z-test (Baron &
Kenny, 1986) was conducted to test relative size of the indirect (mediated) versus direct paths
and if it was significant, and the direct path between the independent and dependent variable was
not significant, then mediation was considered complete. If both the z-test and the direct path
between the independent variable X and the dependent variable Y were significant, then the
mediation was ‘partial’ (Iacobucci et al., 2007).
Ethical Considerations
Prior to initiation of the study, ethical approval was obtained from the Queen’s University
Health Sciences Research Ethics Review Board; the University of Ontario Institute of
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Technology and Durham College Research Ethics Review Boards (Appendix F). No
participating individuals are identified by name in any report or presentations of the study
results. Results of the study are presented for the total sample to ensure the identity of any
participant cannot be identified. A letter of invitation was sent to the participants outlining the
purpose of the study, and ensuring the anonymity of participants. Strategies to maintain
anonymity, confidentiality and security of data included keeping all participants’ responses
anonymous ensuring the survey data could not be identified. The research was kept in a secure
data base Qualtrics® at Queen’s University for the duration of the study period and will be kept
for the next five years using encryption and password protection for data stored electronically.
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Chapter 6
Results
In this chapter, the study results are presented. Participant characteristics, descriptive
statistics of the study variables, comparison of the mean scores of the participants in different
years of the baccalaureate nursing program and the results from the measurement scales are
presented and discussed in relation to the measurement model. Finally, the analysis of the
structural equation model is provided.
Distribution of survey. The invitation to participate in the survey along with the
hyperlink to the online Qualtrics® survey was sent to all 580 UOIT/DC baccalaureate nursing
students via email on September 7, 2017 from the BScN research office at UOIT. Subsequent
reminder emails were sent to all students every two weeks until December 1, 2017 when data
collection was completed. In total 580 participants were sent invitations to complete the online
questionnaire via email. No emails ‘bounced back, and all student numbers were unique
indicating that no one could have completed a survey more than once. Of the 249 surveys
returned, a decision was made to remove the RPN to BScN bridging participants (n = 50) as they
are not considered collaborative BScN students. In addition, seven outliers were identified and
removed. The decision to remove the outliers was based on the unusually high scores and rapid
completion time of these seven participants when compared to the other participants. These
seven participants finished the survey within one minute or less suggesting they simply clicked
the highest number in each survey question and submitted the completed survey. Therefore, the
final sample was 192 participants with a response rate of 33.1 percent.
Characteristics of the sample. Participants represented all four years of the nursing
program, with the majority of participants reporting they were in year four of the collaborative
nursing program (Table 9).
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Table 9
Participants’ year in the nursing program (n = 192)
Participant Year
1st year
2nd year
3rd year
4th year
Total all years

N
51
38
31
72
192

Percentage
26.3%
19.8%
16.4%
37.5%
100%

According to the program information received for all students, the majority of students
in the UOIT/DC four-year collaborative nursing program and the RPN to BScN nursing
programs are female (95.8%) and the majority of the students (80.8%) are 17-24 years of age
(Table 10). Collecting data specifically for one program was not possible, therefore the program
data was provided as combined data.

Table 10
Gender and age of collaborative BScN students and RPN to BSCN students in
UOIT/DC nursing programs (N = 580)
Nursing Student Gender
Male
Female
Chose not to identify
Total
Nursing Student Age
Range
17-20
21-24
25-29
30-34
35-39
40+
Total

N
16
556
8
580
N

Percentage
2.8%
95.8%
1.4%
100%
Percentage

146
323
66
25
12
8
580

25.1%
55.7%
11.4%
4.3%
2.1%
1.4%
100%
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Summary of Scale Measurements
The mean (M) and standard deviation (SD) for each of the major study variables are
presented in Table 11.
Summary of study variable Attachment. The ASQ attachment avoidance total score for
all participants ranged from 34 to 71 out of a total score of 96 (M = 55.25, SD = 6.9). The ASQ
anxiety attachment total score for all participants ranged from 32 to 67 out of a total score of 78
(M = 48.75, SD = 6.9). The findings for confidence or secure attachment for all participants
ranged from 6 to 18 out of a total score of 36 (M = 24.21, SD = 2.6). The findings for attachment
avoidance and attachment anxiety indicate medium levels for both dimensions. The participants
in year three reported the highest attachment avoidance (M = 57.0, SD = 6.1) and participants in
year two reported the lowest attachment avoidance score (M = 53.0, SD = 7.4). The participants
in year four reported the highest attachment anxiety score (M = 55.0, SD = 7.1). Finally, the
lowest attachment anxiety score was reported in year two (M = 45.0, SD = 6.3).
Summary of study variable Empathy. The potential range of total scores for the JSEHPS is 20-140. The empathy total score for all participants ranged from a low of 80 to a high of
115 out of a total score of 140 (M = 113, SD = 10.8). The mean for empathy was high for all
participants (M = 111, SD = 11.2), (M = 112, SD = 12.3), (M = 113, SD = 9.7), (M = 115, SD =
9.9).
Summary of study variable Caring. The potential range of total scores for the CNPI-23
is 23 to 115. The caring total score for all participants ranged from 23-114 out of a total score of
115 (M = 75, SD = 13.3). The highest self-reported caring was found in the fourth year
participants (M = 81, SD = 11.7) and the lowest self-reported caring was in the first year BScN
participants (M = 62, SD = 21.2). Overall, the caring levels increased from year one to year four.
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Table 11
Summary of the study variables
Measure

Attachment Avoidance
Range
Min
Max
Mean
SD
Attachment Anxiety
Range
Min
Max
Mean
SD
Empathy
Range
Min
Max
Mean
SD
Caring
Range
Min
Max
Mean
SD

Collaborative BScN (years 1-4) (n = 192)
Year 1
n = 51

Year 2
n = 38

Year 3
n = 31

Year 4
n = 72

Total
n = 192

16-96
40
71
56
6.7

16-96
34
70
53
7.4

16-96
46
72
57
6.1

16-96
34
74
55
7.1

16-96
34
71
55
6.9

13-78
34
67
47
6.9

13-78
33
59
45
6.3

13-78
37
66
48
7.1

13-78
32
66
55
7.1

13-78
32
67
48
6.9

20-140
87
131
111
11.2

20-140
80
131
112
12.3

20-140
80
129
113
9.7

20-140
87
137
115
9.9

20-140
80
137
113
10.8

23-115
23
101
62
21.2

23-115
49
95
77
10.9

23-115
58
104
80
9.7

23-115
51
114
81
11.7

23-115
23
114
75
13.3

One-way analysis of variance (ANOVA). ANOVA was used to compare the means of
the four groups of nursing students in the study and determine whether any of the means were
statistically significantly different from each other. The one-way, between-subjects analysis of
variance for attachment avoidance revealed, F (3, 188) = 1.76, p = .16, MSerror = 50.24, α = .05.
The one-way, between-subjects analysis of variance for attachment anxiety revealed F (3, 188) =
2.13, p = .098, MSerror = 48.38, α = .05. For both attachment avoidance and attachment anxiety
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the p value associated with the F ratio was greater than the α level (.05), therefore there were no
statistically significant differences between group means as determined by one-way ANOVA.
The one-way, between-subjects analysis of variance for empathy revealed F (3, 188) =
1.546, p = .204, MSerror = 116.12, α = .05. The p value equals .204, which is greater than the α
level (.05), therefore there were no statistically significant differences between group means as
determined by one-way ANOVA. The one-way, between-subjects analysis of variance for caring
revealed, F (3, 188) = 21.36, p < .001, MSerror = 209.82, α = .05. The p value is < .001, which is
less than the α level (.05), therefore there was a statistically significant difference between group
means as determined by one-way ANOVA.
A Scheffe Post-Hoc test was conducted and the findings indicated there is a significant
difference in caring from year one to year two; year one to year three; and, year one to year four.
There was no significant difference in caring from year two to year three; year two to year four;
and, year three to year four (Table 12).
Table 12
Scheffe Post-Hoc test
Dependent Variable: Caring
Scheffe
95% Confidence Interval
(I)Year of
program

1

2

3

(J) Year
of program

2
3
4
1
3
4
1
2
4

Mean Difference
(I-J)

Std. Error
*

-15.85191
-18.76787*
-20.05147*
15.85191*
-2.91596
-4.19956
18.76787*
2.91596
-1.28360
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3.10418
3.29890
2.65112
3.10418
3.50575
2.90447
3.29890
3.50575
3.11172

Sig. Lower Bound Upper Bound

.000
.000
.000
.000
.875
.555
.000
.875
.982

-24.6087
-28.0740
-27.5302
7.0951
-12.8056
-12.3930
9.4617
-6.9737
-10.0617

-7.0951
-9.4617
-12.5727
24.6087
6.9737
3.9939
28.0740
12.8056
7.4945

1
20.05147*
2.65112
2
4.19956
2.90447
3
1.28360
3.11172
*The mean difference is significant at the 0.05 level.
4

.000
.555
.982

12.5727
-3.9939
-7.4945

27.5302
12.3930
10.0617

Correlations
Correlation coefficients were computed to examine the inter-correlations among variables
and to check for multicollinearity in Table 13. Cohen (1988) provided the following guidelines
for coefficient values and indicated a small effect size, r = 0.1 to 0.23; medium, r = 0.24 to 0.36;
and large, r = 0.37 or higher. The exogenous variables, attachment anxiety, attachment avoidance
and empathy were examined and empathy was negatively correlated with attachment avoidance
(r = -.30, p <.01) and empathy was not correlated, nor significant with attachment anxiety (r = .04). Attachment anxiety and attachment avoidance were positively correlated with one another
(r = .41, p <.01). Caring, the endogenous variable was positively correlated with empathy (r =
.22, p <.01) and was not significant with attachment anxiety (r = -.14, p >.05) nor was it
significant with attachment avoidance (r = -.12, p >.05). The three significant correlations were
small to medium with the highest correlation (r = .41, p <.01) between attachment avoidance and
attachment anxiety; multicollinearity is not a major concern.
Table 13
Correlations among major study variables (n = 192)
Variable
Caring
Empathy
Attachment Anxiety
**p<.01

Caring

Empathy

-

.22**
-
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Attachment
Anxiety
-.14
-.04
-

Attachment
Avoidance
-.12
-.30**
.41**

Measurement Model
Prior to the analysis of the structural equation model, a measurement model was
conducted to validate the questionnaire items for each scale (Figure 7). The four latent measures
of interest attachment avoidance, attachment anxiety, empathy and caring include numerous
manifest variables (items), therefore the decision to use item parceling to create a unique
subscale of items was conducted. Through the process of item parceling, all items for each of the
four latent variables were combined and formed a type of item composite. This process allowed
for inclusion of multiple indicators of a construct when limited measures of a construct exist or
when practical issues preclude including multiple measures of a construct (Quintana & Maxwell,
1999; Yang, Nay, & Hoyle, 2010).
In testing the measurement model, a total of 13 parcels were created for all of the items
found within each of the latent variables. A total of three parcels were created for the attachment
avoidance latent variable; three parcels for the attachment anxiety latent variable; three parcels
for the latent variable empathy; and, four parcels for the caring latent variable resulting in parcels
that reflected the underlying construct. As noted by Little, Cunningham, Shahar, and Widaman
(2002) in their discussion of parceling, reducing the number of items is appropriate when the
primary research question concerns the relationships among the constructs. Using specific
parcels to define each construct addresses construct definitions by assuring that the items cluster
appropriately and that each construct makes a contribution to the overall measurement model
(Russell, Kahn, Spoth, & Altmaier, 1998).
The measurement model step is analogous to a confirmatory factor analysis (CFA), as its
purpose is to confirm or validate the way the latent variables in the model have been measured.
Analysis of goodness of fit indicated the indicator variables reflected their latent variables and
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the latent variables were different from one another. The CFA established convergent and
divergent validity in the measurement model. Based upon the theory, modifications to the scales
were considered based on the modification indices and theoretical reasoning. The initial model
reported (X2 = 226.04; df = 59; X2/df = 3.83; p <.01), GFI (.85), TLI (.81), CFI (.86), and
RMSEA (.11). The first modification indices was implemented with a pathway between
Relational Care and Clinical Care. This modification was based on sound theoretical findings as
relational care is at the heart of nursing practice and is a way of being that enables nurses to work
with skill and is strongly linked to the principles of clinical care, patient safety, patient
satisfaction and patient outcomes (Cossette et al., 2006; Finch, 2006; Hartrick & Varcoe, 2014).
After the first modification the measurement model reported Chi-square (X2 = 172.24; df
= 58; X2/df = 2.97; p <.01), GFI (.89), TLI (.87), CFI (.90), and RMSEA (.10). Further
examination of the modification indices indicated additional paths would result in a better fitting
model. The second path was added between Confidence Avoidance and Confidence Anxiety. This
modification was also based upon theory as both attachment avoidance and attachment anxiety
include confidence as a subscale. The measurement model reported improved data to fit the
measurement model which resulted in the following report: (X2 = 140.65; df = 57; X2/df = 2.46),
p <.01, GFI (.91), TLI (.90), CFI (.93), and RMSEA (.08). No further modifications were made
to the measurement model. Due to the restrictiveness of the chi-square, researchers have sought
alternative indices to assess model fit. The chi-square statistic is criticized for rejecting models
with large samples and lacking power to discriminate between good fitting and poor fitting
models with small samples. One example of a statistic that minimizes the impact of sample size
on the chi-square is Wheaton, Muthen, Alwin and Summers’ (1977) relative/normed chi-square
(X2/df). Although there is no consensus regarding an acceptable ratio for this statistic,
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recommendations range from 2.0 (low) to 5.0 (high) (Tabachnick & Fidell, 2007; Wheaton et al.,
1977). In this measurement model the relative/normed chi-square (X2/df) was 2.46, which fell
within the acceptable range from a low of 2.0 to a high of 5.0. The Goodness-of-Fit-Statistics
suggested the measurement model fit the data. The path coefficients in the measurement model
(Figure 7) provided findings that matched the anticipated expectations. The latent variables
‘Caring’ and ‘Empathy’ were positively correlated with one another and both were negatively
correlated with the latent variables ‘Attachment Avoidance’ and ‘Attachment Anxiety.’
‘Confidence Avoidance’ was negatively correlated with the latent variable ‘Attachment
Avoidance,’ and ‘Confidence Anxiety’ was negative correlated with ‘Attachment Anxiety’
(Table 14).

Table 14
Standardized regression coefficients- Amos output for Measurement Model
Variable
AttachmentAnxiety
EmpathyLatent
EmpathyLatent
CaringLatent
CaringLatent
CaringLatent
ConfidenceAnxiety
ConfidenceAvoid

<-->
<-->
<-->
<-->
<-->
<-->
<--<---

AttachmentAvoidance
AttachmentAvoidance
AttachmentAnxiety
EmpathyLatent
AttachmentAvoidance
AttachmentAnxiety
AttachmentAnxiety
AttachmentAvoidance
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Estimate
.689
-.359
-.125
.351
-.224
-.217
-.710
-.629

Figure 7. Confirmatory Factor Analysis to test the Measurement Model
Structural Equation Model
Structural equation modelling was conducted using Amos 24™ to determine the fit
between the theoretical structure fit and the data (Figure 8). The initial model fit measurements
included Chi-square (X2 = 226.04; p <.01; df = 59; X2/df = 3.83), low GFI (.847), low TLI
(.814), low CFI (.859), and a high RMSEA (.11). Examination of the modification indices
indicated additional paths would result in a better fitting model. In the modified measurement
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model, two paths were added. The first direct path was between Clinical Care and Relational
Care and the results included: Chi-square (X2 = 172.24; p <.01; df = 58; X2/df = 2.97), GFI
(.886), TLI (.870), CFI (.904), and RMSEA (.102). The second path was added from Confidence
Avoidance and Confidence Anxiety which resulted in a Chi-square (X2 = 129.30; p <.01; df = 57;
X2/df = 2.26), GFI (.92), TLI (.92), CFI (.94), and RMSEA (.07). The two additional paths that
were added were based on sound theoretical research and not solely on the basis of improving
the fit of the model. Confidence is foundational in feeling secure in self and others. Confidence
avoidance and confidence anxiety are negatively correlated with all of the other ASQ subscales
(Karantzas, Feeney, & Wilkinson, 2010). Caring is not just a theoretical ideal but a fundamental
component in clinical care and occurs when nurses interact with their patients in relational
practice and provide skilled, patient centred care (Doane & Varcoe, 2005).
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Figure 8. Revised Latent Structural Equation Model
The fit measures attained the recommended target values and all were above .90 which
indicates a good fit as seen in Table 15. The RMSEA was .07 and is considered an acceptable
measure between the model and the data, although < .05 is an ideal measure (Kline, 2016). The
null hypothesis was therefore retained, indicating empirical support for the theoretical model.
The data supports the theory and after an iterative process of completing two modification
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indices with the information provided from Amos 24™ two links needed to be built and the
model was fine-tuned until no further improvement could be achieved through this process
resulting in the final latent structural model which was the best fitting model (Figure 8).
The standardized path coefficients are indicated by the numbers above the arrows and
represent the correlation or strength of the relationship between factors. A negative coefficient
represents an inverse relationship between the variables, while a positive coefficient represents a
direct relationship. Confidence in attachment avoidance is negative (β = -.63) signifying there is
an inverse relationship with Discomfort with Closeness (β = .83) and Relationships as Secondary
(β = .42). Confidence in attachment anxiety is negative (β = -.71) indicating there is an inverse
relationship with Need for Approval (β = .79) and Preoccupation with Relationships as (β = .95).
Attachment Anxiety to Caring is negative (β = -.20) indicating there is an inverse relationship and
Attachment Avoidance to Empathy is negative indicating there is an inverse relationship
(β = -.52).
Table 15
Fit indices of the Structural Model
Fit Indices
Original
Fit
Values
X2
226.04
df
X2/df
Goodness of Fit Indices
(GFI)
Tucker Lewis Index
(TLI)
Comparative Fit Index
(CFI)
Root mean Square Error
of Approximation
(RMSEA)

59
3.83
.85
.81
.86

Values Recommended
Obtained
Parameters

References

129.30 Non-significant Jöreskog & Sörbom
(1989)
57
2.26
<3.0 Kline 2016
.92
>0.90 Jöreskog & Sörbom
(1989)
.92
>0.90 Tucker & Lewis
(1973)
.94
>0.90 Bentler (1990)

.11

.07
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< 0.05 Steiger (1998)

The standardized total effects are found in Table 16. The direct effect is the immediate
relation between two variables and the indirect effect reflects the effect of the independent
variable on the dependent variable through a mediating variable. The total effect is the sum of
the direct and indirect effects of an independent variable on the dependent variable (Hoyle, 1995;
Kline, 2016). To reiterate, (Cohen, 1988) provided the following guidelines for coefficient values
and indicated a small effect size 0.1 to 0.23; medium, 0.24 to 0.36; and large 0.37 or higher
(Kline, 2016). Two of the values were .30 or less indicating small effect sizes, only one of the
variables had a medium effect size, while one value indicated a large effect size at .69.
Table 16
Model variables standardized effects
Variable

Caring

Empathy

Caring
Empathy
Attachment Anxiety
Attachment Avoidance

-

.34
-

Attachment
Anxiety
-.20
.23
-

Attachment
Avoidance
.04
-.52
.69
-

Mediator testing
To test the mediation effect of the variable empathy, using SEM, the steps outlined by
Iacobucci et al. (2007) were followed. In this study, it was hypothesized that empathy would
mediate two relationships: attachment avoidance to caring and attachment anxiety to caring.
The model was initially run without the mediator to determine a) whether there was an effect to
mediate; b) the strength of the relationship; and c) whether the mediator resulted in the direct
relationship becoming weaker.
In the SEM analysis of the final model, the coefficient for the path from attachment
avoidance (IV) to empathy the (mediator) was significant (β = -0.52; p < .002). The path from
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empathy (mediator) to caring (DV) was also significant (β = 0.34; p < .002), indicating that
‘some’ mediation was occurring and further mediation testing should be done. However, the path
from attachment anxiety (IV) to empathy the (mediator) was not significant (β = 0.23, p = .07)
indicating no mediation was occurring and no further testing was required.
In step two, a test is conducted to examine the relative sizes of the indirect (mediated)
versus direct paths. As recommended by Baron and Kenny (1986), Sobel’s z-test was performed
using and online tool (Preacher & Leonardelli, 2018). The test determines the significance of the
indirect effect of the mediator by testing the hypothesis of no difference between the total effect
and the direct effect. If the Sobel z-test is significant and the direct path between the independent
and dependent variable is not significant, the result indicates a ‘full mediation,’ and if both the
Sobel z-test and the direct path between the independent variable and dependent variable are
significant, then the mediation is ‘partial.’
In this study, Sobel’s test was significant (z = -2.43, p = .015) (Table 15) and the direct
path from attachment avoidance to caring was not statistically significant (β = 0.04, p = .77)
(Table 17) indicating that empathy fully mediates the relationship between attachment avoidance
and caring.
Table 17
Mediation-Sobel’s test
Mediator Model
Attachment AvoidanceEmpathy
EmpathyCaring
* p < .05, ** p < .01, *** p < .001

Unstandardized
Estimate
-.323**
.284***

Standard
Error
.103
.074

Sobel’s Test
Value
z = -2.43

p
.015

Hypotheses Testing
On the basis of the final latent structural model (Figure 8), the hypotheses were tested by
examining the path coefficients and the critical ratio (> ± 1.96) (Byrne, 2016) (Table 18).
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Hypothesis one indicates there is no direct effect of attachment avoidance on caring; but there is
an indirect effect through empathy. Hypotheses two and four are not supported, low attachment
anxiety is not a predictor of caring, nor a predictor of empathy. Hypothesis three is supported,
low attachment avoidance is a predictor of high empathy. Hypothesis five is not supported as
empathy is not a mediator between attachment anxiety and caring. Hypothesis six is supported
with empathy fully mediating the relationship between attachment avoidance and caring.
Table 18
Parameter estimates of final model and hypotheses
Hypothesis

Estimate

Standard
Error

Critical
Ratio
Value

p

Standardized
Regression
Weights

Hypothesis one. Low
attachment avoidance
is a predictor of selfreported ability to
care in baccalaureate
nursing students.
Hypothesis two. Low
attachment anxiety is
a predictor of selfreported ability to
care in baccalaureate
nursing students.
Hypothesis three.
Low attachment
avoidance is a
predictor of selfreported empathy in
baccalaureate nursing
students.
Hypothesis four. Low
attachment anxiety is
a predictor of selfreported empathy in
baccalaureate nursing
students.

.021

.071

.290

.771

.042

Hypothesis
Supported /
Not
Supported
No

-.117

.074

-1.572

.115

-.193

No

-.323

.103

-3.147

.002

-.522

Yes

.177

.098

1.794

.073

.234

No
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Hypothesis five.
Empathy is a
mediator in the
relationship between
caring and attachment
anxiety;
Hypothesis six.
Empathy is a
mediator in the
relationship between
caring and attachment
avoidance.

.177

.098

1.794

.073

.234

No

-.323

.103

-3.147

.002

-.522

Yes, full
mediation/
Indirect
relationship

Summary
Chapter 6 has offered results which included several statistical analyses to support and
refute the research hypotheses. The descriptive statistics provided an overview of the sample
population of the nursing students in the UOIT/DC collaborative BScN and RPN-BScN bridging
programs. Correlations between the study variables were presented and the SEM revealed the
hypothesized model was a good fit to the data after modification indices were examined and two
new paths were added. Of the six hypotheses presented, hypothesis three was supported where
low attachment avoidance is a predictor of high self-reported empathy (r = -.32, p < .002) in
baccalaureate nursing students and hypothesis six was supported where empathy is a mediator in
the relationship between caring and attachment avoidance (r = -.32, p < .002).
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Chapter 7
Discussion of the Findings
The expression of caring in the clinical context has been described as nurses being
engaged with patients and families, being present, listening to their needs, and demonstrating a
responsiveness to patients’ problems. Phase one of this study, the integrative review, emphasized
the importance of caring where empathy, responsiveness, presence, genuineness, connectedness,
respect, support, and kindness were several of the key descriptors witnessed and experienced by
nursing students in their educational programs and in their clinical settings (Begum & Slavin,
2012; Blum & Gordon, 2009; Labrague et al., 2015). The construct of caring is captured by
practices of loving-kindness toward self and others; developing and sustaining helping, trusting,
caring relationships; instilling faith and encouraging the expression of positive and negative
feelings; and creating healing environments while assisting others with their physical and
emotional needs (Watson, 1979, 2008). Empathy is the emotional response to the many needs of
patients and where nurses put themselves in their patient’s shoes, wanting to see and appreciate
situations from their patient’s perspective and demonstrate they understand their feelings, then
act in therapeutic ways to assist them (Alligood, 1992; Davis, 1983; Kunyk & Olsen, 2001;
Mehrabian & Epstein, 1972). Individuals with high attachment avoidance view others as
unavailable, unresponsive, and unreliable and they tend to adopt a stance of emotional
independence and interpersonal distance. High attachment anxiety is characterized by a negative
view of self, feelings of being undeserving of love, worthlessness, self-doubt along with fear or
preoccupation of being abandoned (Bartholomew & Horowitz, 1991; Fraley et al., 2006;
Mikulincer & Shaver, 2005a). The intention of this study was to test a theoretical model linking
attachment avoidance and attachment anxiety to empathy, the mediator variable, resulting in
caring in baccalaureate nursing students.
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In this chapter, an overview of the findings specific to the theoretical model are provided
followed by a discussion of each research hypothesis and the findings related to the key study
variables. Additionally, implications for nursing practice, nursing education, nursing research
followed by strengths and limitations of the study, final conclusions and directions for future
research are discussed.
Overview of the Findings Specific to Attachment, Empathy and Caring
Attachment. In this study, attachment, a key construct, is an emotional bond between
individuals based on the expectation that during times of need one or both of the individuals will
provide attention, support, caring and protection to the other. The continuous dimension of
attachment was used in this study as most current research and researchers measure attachment
differences dimensionally rather than categorically, suggesting attachment varies in degree rather
than type or style (Brennan et al., 1998; Fraley & Shaver, 2000; Karantzas, Feeney, &
Wilkinson, 2010).
Nursing students’ attachment in this study was consistent with ASQ attachment measures
found in similar studies of nursing and university students aged 18 to 45 years. The range of the
reported mean scores in three studies for attachment avoidance were (M = 40.86, SD = 10.62 to
M = 59.74, SD = 9.90) and for attachment anxiety (M = 35.80, SD = 9.19 to M = 43.62, SD =
11.12) (Fantini-Hauwel, Boudouka, & Arciszewski, 2012; Khodabakhsh, 2012; Srivastava,
2015). The reported score for attachment avoidance in this study was (M = 55.25, SD = 6.92) and
attachment anxiety was (M = 48.75, SD = 6.09) which suggests attachment avoidance and
attachment anxiety in the present study mirror the findings in other studies using the same ASQ
measurement tool.
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Several other studies that used different attachment measurement tools, including ECR
(Brennan et al., 1998) and the RSQ (Griffin & Bartholomew, 1994), to measure attachment
avoidance and attachment anxiety in nursing students and general university students reflected
similar findings to this present study (Wei et al., 2011; Williams et al., 2017). The correlation
found in this study between the attachment avoidance and attachment anxiety subscales was
positive (r = 0.40, p < 0.01). Correlations between attachment avoidance and attachment anxiety
found in the previously mentioned studies with nursing students and general university students
were similar, although somewhat lower and respectively ranged from 0.26 to 0.42 (FantiniHauwel et al., 2012; Khodabakhsh, 2012; Srivastava, 2015). These two dimensions of
attachment are analogous to the ones originally identified by Ainsworth and colleagues
(Ainsworth et al., 1978), and were based on continuous scales used to code infants’ behaviour.
The positive correlation observed in this study between attachment avoidance and attachment
anxiety factors reflected the two dimensions of attachment.
Empathy. Empathy, the emotional response to another’s suffering and distress was
proposed in this study as the mediating variable between attachment avoidance and caring, and
attachment anxiety and caring in nursing students. Attachment has been intimately connected to
empathy and higher empathic responsiveness (Khodabakhsh, 2012; Shaver & Mikulincer, 2002).
Ward et al. (2012) examined changes in empathy among undergraduate nursing students at the
beginning and end of an academic school year and found a decline in empathy scores of students
as they experienced more encounters with patients. Kaya’s (2010) findings also indicated that
nursing students’ empathy levels, and health care students in general, declined over their course
progression. Nursing students’ scores for empathy in this research included (M = 111 to 115; SD
= 9.9 to 10.77) and were very similar to the mean empathy scores of nursing students in previous
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studies using the JSE-HPS (M = 111 to 124; SD = 11.8 to 12.2) (Fields et al., 2011; Lovan &
Wilson, 2012; Ward et al., 2012). In this study, empathy scores for nursing students from year
one through to year four were almost identical. It would seem logical that as nursing students
spend exponentially more clinical time with patients, progress through their four years in a
nursing program, and are caring for vulnerable populations who are critically ill and suffering,
their empathy would substantially increase. While this was not a longitudinal study, it would
have been interesting to see if nursing students who embraced empathy whole-heartedly when
forming their caring, therapeutic nurse and patient relationships in year one would near the
maximum score of 140 in year four.
In the findings in this study, a significant negative correlation between empathy and
attachment avoidance (r = -0.30, p < 0.01) was found. Several similar correlations were found in
studies where nursing students’ and other professional students’ empathy and attachment
avoidance and empathy and attachment anxiety were measured. Khodabakhsh (2012) studied
attachment and empathy in 260 Iranian nursing students and found empathy and attachment
avoidance were negatively correlated (r = -0.67, p < 0.01). In a Korean study of 100 nurses,
attachment avoidance and empathy were negatively correlated (r = -0.23, p < 0.01) (Lee & Song,
2015). An American study of 143 master’s degree students from a counseling program found
attachment avoidance and empathy were negatively correlated (r = -0.21, p < .05) (Trusty et al.,
2005). Wei et al. (2010) studied 195 American college students and found attachment avoidance
and empathy were also negatively correlated (r = -0.30, p < 0.01). Finally, Williams et al. (2017)
studied 600 Australian students across three health professions which included: paramedic,
nursing, occupational therapy and a combined paramedic/nursing program found increased
empathy scores were positively correlated with increased scores of secure attachment.
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There was no correlation between empathy and attachment anxiety in the present study.
Correlations found in the previously mentioned studies measuring attachment anxiety and
empathy included only one negative correlation (Khodabakhsh, 2012, r = -0.73, p < 0.01), while
other studies found no correlation between empathy and attachment anxiety. On the contrary,
empathy and attachment avoidance had high significant negative correlations in all studies. The
findings in this study add to the current body of research on attachment and empathy which
recognizes the importance of developing secure, empathic behaviours in health care professions
(Fields et al., 2011; Hojat, 2009). Several studies that have researched attachment and empathy
confirm the findings in this study where nursing students’ increased empathy scores were
correlated with secure attachment. Secure attachment has a positive effect on empathy along with
improved therapeutic relationships with patients (Kaya, 2010; Khodabakhsh, 2012; Trusty et al.,
2005; Wei et al., 2010; Williams et al., 2017).
Caring. Caring was tested as the outcome variable. As no other theoretical model
including attachment, empathy and caring in nursing students has ever been tested, comparison
with other models was not available. However, other models have hypothesized a relationship
between the predictors of attachment avoidance and attachment anxiety with empathy as
mediator and other outcome variables such as prejudice (Boag & Carnelley, 2016); depressive
symptoms (Burnette, Davis, Green, Worthington, & Bradfield, 2009); physically aggressive
behaviours (Carlo et al., 2012); and adjusting to parenthood (Kazmierczak, 2015). In this study,
caring was measured using the CNPI-23 tool and caring was positively correlated with empathy
(r = 0.22, p < 0.01) and not significant with both attachment avoidance (r = - 0.12, p > .05) and
attachment anxiety (r = -.14, p > .05). Clinical care was most positively correlated with relational
care (r = 0.78, p < 0.01); and the lowest correlation, although still positively correlated, was
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clinical care with humanistic care (r = 0.51, p < 0.01). Nursing students in year one scored the
lowest in all of the subscales of the CNPI-23, clinical care, relational care, comforting care, and
humanistic care. From year one, all the subscale scores incrementally increased by cohort, with
the nursing students in year four having the highest mean scores for all of the subscales (Table
11).
Overview of Theoretical Framework
This model hypothesized empathy as a mediator to explore its impact in influencing the
relationship between attachment avoidance and caring and attachment anxiety and caring in
nursing students. The hypothesized model was partially supported demonstrating an indirect
effect of attachment avoidance on caring with empathy as the mediator and the findings are
explained later in this chapter. The results of the AMOS analysis of the proposed model
indicated an acceptable fit between the model and the data. Based upon sound research and
theory, two modification indices were conducted, evaluated and the overall fit between the
model and the data improved. The hypothesized theoretical model posited empathy as a mediator
and explored its impact in influencing the relationship between attachment avoidance and caring
and attachment anxiety and caring in nursing students. The hypothesized model was partially
supported demonstrating an indirect effect of attachment avoidance on caring with empathy as
the mediator.
Discussion of the Research Hypotheses
Hypothesis 1. Low attachment avoidance is a predictor of self-reported ability to
care in nursing students. Caregiving has been known to be affected by an individual’s
attachment. Individuals with high attachment avoidance tend to consider others less worthy of
love, trust and caring (Collins & Ford, 2010). Previous findings have indicated caregivers with
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attachment avoidance were found to be less compassionate to other’s suffering and lacked the
motivation to provide care to individuals in distress (Canterberry & Gillath, 2012; Collins &
Ford, 2010; Mikulincer et al., 2005). Attachment avoidance had an indirect effect on caring
through the mediator empathy. The current results indicated that empathy was a significant
mediator between attachment avoidance and caring in nursing students. There was no association
between attachment avoidance and caring in BScN students in this study.
Hypothesis 2. Low attachment anxiety is a predictor of self-reported ability to care
in nursing students. Attachment anxiety, in the ASQ-SF includes Confidence, Need for
Approval, and Preoccupation with Relationships. Studies have found individuals with
attachment anxiety were emotionally overwhelmed witnessing the plight of others (Mikulincer et
al., 2001); had self-focusing reactions; worried about sources of threats; and initiated a process of
hypervigilant attention on the sources of suffering (Fraley et al., 2006). Despite being unsettled
and emotionally overwhelmed about the suffering of others, those with attachment anxiety were
unable to respond with empathy and caring for those in need as individuals with higher levels of
attachment anxiety were preoccupied with their own needs rendering them less capable of
attending to the needs of others and subsequently were unable to provide the caregiving that was
required (Mikulincer & Shaver, 2005b; Shaver & Mikulincer, 2002; Wei et al., 2011). Adult
children with low attachment anxiety and were caregivers of their parents were found to have
better caregiving abilities, were more motivated and protective in their caring of their parents.
Low attachment anxiety revealed lower psychological distress, caregiver burden and burnout
(Carpenter, 2001; Cicirelli, 1995).
In this study low attachment anxiety was not a significant predictor of nursing students’
self-reported caring ability. The scores of anxiety attachment measures were similar to non-
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nursing university students (Fantini-Hauwel et al., 2012; Srivastava, 2015). The results of this
study does not support the relationship between attachment anxiety and caring. Perhaps the
findings could also be attributed to this specific group of participants in this study as the students
in year one may have perceived they had not had the learned the skills of nursing care and the
lack of experience may have influenced their responses on the questionnaire.
Hypothesis 3. Low attachment avoidance is a predictor of nursing students’ selfreported empathy. Nursing students’ attachment avoidance and empathy in several studies have
indicated high attachment avoidance is negatively correlated with empathy (Khodabakhsh, 2012;
Trusty et al., 2005; Wei et al., 2010; Williams et al., 2017). Individuals with attachment
avoidance tended to distance themselves from sources of threat and suffering, avoided painful
memories, and suppressed distressing thoughts and emotions thereby becoming emotionally
detached and empathetically restrained (Brennan et al., 1998). Mikulincer, Shaver and Pereg
(2003) in a series of experimental studies found that lower scores of attachment avoidance were
associated with altruistic, empathic, and benevolent actions toward others. Wayment’s (2006)
study with 314 college students who were aware of the attack on “9/11” were asked to indicate
if they participated in any community related activities immediately after the attack. Findings
revealed individuals with high attachment avoidance were negatively associated with empathy
and did not participate in helping others. Westmass and Silver (2001) assessed attachment
dimensions among 247 college students in a simulated scenario. The simulation involved having
students support a family member who was dealing with a loved one’s diagnosis of metastatic
cancer and facing the imminent death of the loved one. Students who identified with high
attachment avoidance demonstrated diminished empathy for the bereaved family member. The
results of Hypothesis 3 were supported and concur with previous studies on attachment
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avoidance and empathy where individuals scoring higher on the attachment avoidance dimension
have a negative association with empathy.
Hypothesis 4. Low attachment anxiety is a predictor of nursing students’ selfreported empathy. Negative models of self are associated with attachment anxiety, dependency,
preoccupation with relationships, and need for approval (Bartholomew & Horowitz, 1991;
Brennan, Clark, & Shaver, 1998). Several studies have found a negative relation between
attachment anxiety and emotional empathy to others (Britton & Fuendeling, 2005; Joireman et
al., 2001; Mikulincer et al., 2001). A negative association may suggest that those with a higher
level of attachment anxiety tend to be occupied with their own distress, which leaves them with a
diminished capacity to pay attention to the needs of others and unable to provide empathy to
others. Individuals with attachment anxiety have been observed to react emotionally toward
individuals in need but tend to be more inwardly focused, marked by higher levels of personal
distress, and not associated with actual helping behaviours (Canterberry & Gillath, 2012; Kunce
& Shaver, 1994). Other studies found individuals with attachment anxiety were overwhelmed
when witnessing the needs of others in distress; had self-focusing reactions such as feeling of
resentment, anger, fear, ambivalence toward others; and despite their recognition that others
needed help, they were unable to respond empathetically (Mikulincer & Shaver, 2005b; Shaver
& Mikulincer, 2002; Wei et al., 2011). The results of this study do not support the relationship
between low attachment anxiety and empathy in nursing students.
Hypothesis 5. Empathy is a mediator in the relationship between caring and
attachment anxiety in nursing students. In mediation, we consider an intermediate variable,
called the mediator, to help explain how or why an independent variable influences an outcome
variable. Empathy is the spontaneous ability to take the perspective of, and understand the
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feelings of another person, and the ability to use emotional responses appropriate to one’s
emotional state (Batson & Oleson, 1991; Decety & Fotopoulou, 2015). Several studies have
suggested individuals with low attachment anxiety displayed higher empathy towards others in
need (Shaver & Mikulincer, 2002), higher dispositional empathy (Khodabakhsh, 2012), and
higher empathic responsiveness (Weinfield, Sroufe, Egeland, & Carlson, 2008). Other studies
have indicated high attachment anxiety is associated with high personal distress and low
empathy (Britton & Fuendeling, 2005; Joireman et al., 2001). However, attachment anxiety has
also been associated with emotional empathy (Lee & Song, 2015; Trusty et al., 2005). Caregivers
with high attachment anxiety, who focus on the well-being of their partners have demonstrated
high emotional empathy towards their partners (Collins, Ford, Guichard, Kane, & Feeney, 2009).
The results of this study and analyses did not show a significant direct effect between attachment
anxiety and caring. The mediator variable (empathy) did not affect this relationship and did not
support the prediction of Hypothesis 5.
Hypothesis 6. Empathy is a mediator in the relationship between caring and
attachment avoidance in nursing students. As indicated in the literature, attachment avoidance
is associated with discomfort with closeness, excessive self-reliance and relationships are seen as
secondary (Feeney et al., 1994). Studies have reported a significant inverse relationship between
high attachment avoidance and other-oriented helpfulness and empathy. Individuals with high
attachment avoidance tend not to connect with others and they have less empathy for others in
general (Burnette et al., 2009; Gillath & Karantzas, 2007; Wayment, 2006; Westmass & Silver,
2001). Individuals with high attachment avoidance do not know how or when to express
empathy and perceive others to be less worthy of care and caring (Lee & Song, 2015; Wei et al.,
2011; Williams et al., 2017). In several studies where mediation was conducted, empathy
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mediated the link between attachment avoidance and subjective well-being but not the link
between attachment anxiety and subjective well-being (Wei et al., 2011). Empathy mediated the
link between attachment avoidance and prejudice (Boag & Carnelley, 2016) but did not mediate
the link between attachment anxiety and prejudice. Empathy was been found to be a mediator
between low attachment avoidance and higher forgiveness (Burnette et al., 2009). Similarly,
hypothesis 6 in this study was confirmed, as empathy fully mediated the link between adult
attachment avoidance and caring, where individuals with low attachment avoidance have high
empathy and high caring.
Caring is nurturing and inevitably leads to engagement on a human level. Empathy is
essential in developing caring. The lack of empathy and connection with others helps to explain
there is no association between attachment avoidance and caring. For this reason, it was
hypothesized that empathy would be a mediator between attachment avoidance and caring.
While the findings suggested there was no direct relationship between attachment avoidance and
caring, empathy fully mediated the relationship between the two constructs. In the present study,
the mediation role of empathy was empirically examined in the relation between attachment
avoidance and caring using SEM.
Strengths and Limitations
Strengths. There were several key strengths in this study. A theoretical model or
framework has been tested and two hypotheses were supported and can help to understand how
low attachment avoidance predicts empathy and caring in baccalaureate nursing students. A
summary of this research indicates the relationship between attachment avoidance and caring
was mediated by empathy in nursing students and by extension the students’ ability to develop
therapeutic nurse-patient relationships. The findings of this research may help nurse educators
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recognize the importance of attachment and help them to appreciate how the internal working
model, which focuses on self and others affects interpersonal relationships. This knowledge is
foundational in assisting nursing students to know that attachment has direct or indirect effects
on their empathy and caring. To help nursing students understand self and others, and develop
nurse-patient therapeutic relationships, educators should consider interventions and activities
designed to educate nursing students about attachment, empathy and caring and enable them to
recognize their caregiving and support-seeking behaviours. Also, the use of SEM to test the
theoretical model demonstrated the data has a good fit to the model. Mediation, a method that is
well-suited to this sample size has been instrumental in linking caring and attachment avoidance.
Based on the findings of this study, several recommendations for nursing education, nursing
practice, and nursing research are proposed.
Limitations. The present study is not without limitations and must be considered. Several
of the limitations are related to response bias, misunderstanding of key constructs and the design.
The self-reported answers to the questionnaire may have been influenced by factors, such as
social desirability and transient mood states. For example, some participants may have been
reluctant to reveal the true details of their attachments, not wanting to evaluate themselves
negatively. Another limitation of the study might have been misunderstanding of the key
constructs of attachment, empathy and caring as no description of each construct prefaced the
questions on the questionnaire. The first year students may have answered the questions based on
their perceptions of empathy and caring versus responding from their actual ability to be
empathetic and caring as they had not had any opportunity to have direct patient contact at the
time of the study. The results of the present study were also limited by the design; in a crosssectional study suggesting inferences about causation cannot be made, only associations can be
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inferred. Another potential limitation in this study could have been the introduction of common
method variance related to instrument or response bias, as it has the potential to inflate or deflate
relationships between constructs and lead to Type I or Type II errors (Podsakoff, MacKenzie, &
Podsakoff, 2012). However, a strategy employed to control the possibility of common method
variance was maintained by ensuring the anonymity of participants’ responses and using
aggregate data with the hope of mitigating the possibility the participants responded with socially
desirable responses. Given the limitations discussed, an element of caution should be considered
when interpreting the results of this study or any study. SEM may have some potential
limitations where important variables may have been omitted and several commonly used “rules
of thumb” may be inaccurate (Tomarken & Waller, 2005). Future research should be considered
with nursing students from different baccalaureate nursing programs (i.e., second degree entry
nursing programs; nursing programs that use different nursing theory frameworks or no nursing
theory framework) in order to overcome limitations and validate the generalizability of the
results from this study.
Limitations notwithstanding, the present study is a useful step in better characterizing and
understanding the relation between attachment avoidance, attachment anxiety, empathy and
caring in nursing students. It extends the literature on attachment, specifically attachment,
empathy and caring in nursing students which has never been explored or studied.
Implications for Nursing Education and Nurse Educators
Nurse educators have important, sometimes challenging and oftentimes rewarding
responsibilities as we prepare nursing students to become registered and licensed nurses who are
skilled to practice the art and science of nursing in a competent, caring, and meaningful manner.
The responsibility of setting the future direction of nursing education is in the hands of nurse
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educators whose role modeling, teaching methods, supportive style must be reflective in the
expectations we have of our nursing students and reflective of what nursing students hope to see
in their educators.
The findings in this current study, which focused on attachment, empathy and caring may
serve as valuable information for nurse educators and nursing students to reflect on their own
characteristics of attachment, empathy and caring behaviours. ‘Attachments’, or ‘attachment
relationships’ are emotional bonds that lead individuals to seek proximity to a safe ‘attachment
figure’ when they feel threatened, insecure, unsure of themselves and/or the circumstances in
which they find themselves. Attachments are thought to be based on ‘mental models’ or an
enduring belief system of oneself and others. An awareness of how we were raised, and being
conscious of our own internal working models can guide both educators and students in
developing safe, supportive, interpersonal relationships.
As nursing students are socialized into the nursing profession, they are often faced with
patients and situations that leave them feeling unsure, and insecure about themselves and
overwhelmed with the tremendous responsibility of caring for someone who is ill and vulnerable.
With guidance, formal education, mentoring, empathy and caring from their educators they can
become aware of how their past attachment relationships influence their thoughts, beliefs, and
actions. Pedrazza and Boccato (2012) focused on training 59 nursing students on attachment
styles with the idea they could change individual self-perceptions of their attachment. All nursing
students’ attachment were measured twice, pre course and post course using the ASQ. The
purpose of the study was to determine if high or low attachment avoidance and attachment
anxiety would correlate with control over self and others; and to determine if attachment changed
over the period of time the course was offered. The findings revealed that after training on the
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attachment topics, participants became more confident in themselves and others. Unfortunately,
no information was provided about what the training on attachment topics entailed.
Another intervention, attachment-security priming, is a visualization or guided imagery
exercise where participants are invited to spend a few minutes visualizing an interaction of
receiving love and comfort from someone close to them (Andriopoulos & Kafetsios, 2015).
Attachment priming has been found to increase an individual’s self-esteem, heighten empathic
responses and positive feelings intended to promote social acceptance and feelings of belonging.
Attachment security priming includes individuals receiving positive, emotional words and photos
through an application on their phones and were invited to recall and reflect upon a positive
situation where something meaningful was accomplished or achieved by the anxious or avoidant
individual. Several studies have highlighted the beneficial effects of security priming and
chronically insecure persons (Oehler & Psouni, 2018).
Attachment theory can help us to understand any adult relationship where closeness and a
sense of attachment is sought out and provided in times of stress or need. The mentoring or
educating process between professors and nursing students has been described as a series of
developmental phases: initiation, cultivation, separation and redefinitions (Inzer & Crawford,
2005). The mentoring phases are similar to the four phases of attachment described by Bowlby:
pre-attachment phases, attachment in the making phase, and formation of other relationships
(Bowlby, 1964, 1979). The outcome of both mentoring and educating and attachment theories
have similar outcomes, where individuals are encouraged to grow in confidence and explore
other relationships and environments. The formal and informal psychosocial and educational
functions educators or mentors provide are similar to the safe haven and secure base attributed to
attachment theory (Ainsworth et al., 1978). However, it is important to note educators provide
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support to their students based on their own attachment and caregiving experiences (Mikulincer
& Shaver, 2012). Educators with high attachment avoidance will be less likely to meet the
mentoring and supportive needs of their students and those educators with high attachment
anxiety may provide inconsistent support (Feeney & Collins, 2001). A lack of support or
mentoring by educators can hinder nursing students from reflecting upon the delivery of their
nursing care which may lead to increased anxiety, avoidance and eventually withdrawal from
nursing school and from the nursing profession. An educator’s ability to mentor and support
students is related to attachment; therefore, awareness, understanding and insight into the nature,
cause, and effect of previous attachment experiences may help educators and mentors to enhance
the quality of educating, mentoring and providing support for nursing students (Mikulincer et al.,
2009).
In phase one of this current study, the integrative review clearly indicated nursing
students valued supportive nurse educators and nurse mentors who helped them to feel safe
rather than be safe. Nursing education and educators must tailor and create course content and
experiences that have the potential to help students alter their negative views of self and
strengthen more positive views of empathy, caring and sensitivity toward others as they develop
their interpersonal and therapeutic relationships. Incorporating caring into the nursing curriculum
includes using simulation as a tool to teach caring behaviours through providing the simulated
patients with scripts that encourage nursing students to express their caring toward the patient
after hearing their personal stories (Adamski et al., 2009). Nurse educators teach students the
importance of caring as a vital component of nursing through role modeling of caring behaviours
in both the classroom and clinical practice (Mlinar, 2010). Another affective strategy is roleplaying of caring behaviours in a non-threatening environment and where students are
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encouraged to reflect on the caring behaviours through journaling (Johns, 2001). Narrative
pedagogy designed to focus on how students cared for patients, fellow students, faculty and
themselves and are shared with others augments and reinforces the idea that caring is sharing and
creates a strong desire to connect with others through caring moments (Beck, 2001; Labrague et
al., 2015). Several researchers have suggested that in order for students to embrace and develop
their empathy and caring, educators must role model caring and create caring environments
(Beck, 1991; MacKay-Greer & Holmes, 1995; Nadelson et al., 2016); need to be physically and
emotionally present (Hanson & Smith, 1996); and must demonstrate empathic presence, clarity,
expertise, timeliness, full engagement, accessibility, flexibility and openness (Sitzman & Leners,
2006).
Implications for Nursing Practice
Organizations shape the way health care is delivered, oftentimes supporting or arguing
against working styles that are not in keeping with the organization’s mission. Many types of
constraints that are placed on health care providers include insufficient staffing, inappropriate
staffing, time demands, documentation and completing paper work which creates physical and
psychological stress for the nurse, nursing students and the patients. Young professionals in their
early clinical practice are often traumatized by the conflict and bullying that leads to feelings of
isolation rather than building trusting, supportive, mentoring relationships with colleagues and
patients (Hanson & Smith, 1996; Hughes, 1992; Kelly, 1992; Vanhanen & Janhoven, 2000).
Based on attachment and caring theory, it is important to create positive and caring work
environments for nursing students, nurses and other health care providers. Several health care
facilities have embraced and cultivated caring healing environments through the implementation
of Watson’s caritas processes (Foss-Durant et al., 2015). In order to sustain the caring, healing
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environments, nurses have implemented a variety of formats to nurture and maintain the culture
of caring that has been established in their facilities. Caring ideas and practices in caring health
environments include: monthly recognition of staff for compassionate caring awards; on-going
education on caritas processes provided to new employees at orientation sessions; music therapy
and aroma therapy for patients and health care providers emphasizing the importance of self-care
(Caruso, Cisar, & Pipe, 2008; Norman, Rossillo, & Skelton, 2016).
Caring fosters positive team behaviours, builds collaborative relationships amongst the
team, and influences a respectful, caring healing environment that focuses on quality and safe
patient care (Sellars, 2011). Nyberg (1998) an experienced hospital administrator created a
caring nursing administrator model that was informed by Watson’s theory of human caring and
administrative theories. The development of this model has led to two roles for caring solutions,
the first role is described as leaders of caring profession and secondly, facilitators of caring
within a health care organization. In 2016, a caring coach leader program was implemented in 21
Northern California hospitals for 16 nurse managers and directors. The focus of the caring leader
program was to reconnect nurse leaders with the art and purpose for why they entered the
nursing profession. All participants believed the caring leader program inspired them to continue
to lead and to facilitate caring into their practices as nurse leaders thereby created a culture of
caring within all of their hospitals (Javed, 2016).
Watson’s (2008) caring science acknowledges the mind-body-spirit connections and the
healing arts used in health care. A caring-healing-nurturing environment fosters the helpingtrusting-collaborative relationship and in doing so, the caregivers are revitalized, the patients and
families feel they are recognized, and feel well cared for both emotionally and physically.
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Nursing students who experienced caring, supportive clinical experiences felt valued, competent
and able to engage in caring practice with their patients (Gillespie, 2002; Kosowski, 1995).
Implications for Nursing Research
Future studies should consider experimental designs which may provide researchers with
insight into authentic interactions among attachment, empathy and caring. For example, in a
simulated clinical environment, nursing students’ attachment avoidance or attachment anxiety
could be observed while students engage in interpersonal interactions with simulated patients.
Nursing students could be observed after experiencing stress provoking situations to see how
they regulate distressing emotions (Fletcher, McCallum, & Peters, 2016). It would be interesting
to observe and hear how students feel when therapeutic, caring strategies are used to help support
them and alternatively observe students and hear how they feel when a non-caring environment
is created and no support is provided to them. Results from such investigations may provide a
more accurate representation of how individuals exhibit the constructs of empathy and caring in
interpersonal relationships when facing simulated scenarios (Coffman, 2016; Eggenberger &
Keller, 2008; Eggenberger, Keller, & Locsin, 2010; Eggenberger, Keller, Chase, & Payne,
2012).
Another avenue for future research would be implementing a longitudinal study to
investigate the interactions among attachment avoidance, attachment anxiety, empathy and
caring in nursing students over the course of their educational program. A longitudinal design
would allow for a better understanding of the trajectory of attachment, the development of
empathy, and the emergence of caring in nursing students and their ability to develop
interpersonal therapeutic relationships in their nursing programs over a four-year period.
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A mixed method approach to this research would have added another layer of
understanding, depth, richness, and detail about nursing students’ attachments, empathy and
caring behaviours. Interviewing nursing students in all years of their educational journey about
how they have perceived empathy and caring may have provided interesting insights and a richer
context to this study.
Conclusion
In conclusion, this study contributes to the body of knowledge on attachment theory, and
more specifically and significantly to a new body of knowledge focusing on attachment, empathy
and caring in baccalaureate nursing students, which has never been studied. The theoretical
model provided a good fit to the data and found a significant relationship between attachment
avoidance and caring with empathy as a mediator. This study provides important information
and direction in helping nursing educators and nursing students understand how attachment
theory, empathy and caring are connected. Attachment avoidance, attachment anxiety and
internal working models are activated during times of stress and may have an impact on nursing
students’ empathy and caring behaviours. Nurse educators have the ability through role modeling
caring attributes and empathy towards their students to help mitigate the fear and anxiety nursing
students experience in their educational programs. This study confirmed and added new
empirical evidence to the literature regarding the link between attachment avoidance, empathy
and caring (Gillath et al., 2005; Mikulincer & Shaver, 2005a). The results advance the evidence
between attachment avoidance and caring by demonstrating empathy plays a mediating role in
this association and suggests those individuals with low attachment avoidance have greater
empathy than those with high attachment avoidance, which ultimately contributes to their caring
ability. Educating nursing students about the potential influence of their own attachment on their
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empathy and caring could help students to understand how their feelings about close
relationships may influence their relationships with self and others. An awareness of attachment
could help students recognize what activates their IWM and they may learn how to de-escalate
their feelings of anxiety or avoidance or enhance their feelings of confidence in relationships
with patients, families and their colleagues. Nursing education has focused on behavioural
techniques to demonstrate empathy, however, empathy can actually be enhanced by learning
empathy as a skill. Therefore educators could help nursing students appreciate and understand
the construct of empathy through reflection upon genuine human encounters and their own life
experiences, which may ultimately promote self-awareness of their attachment and facilitation of
emotional development (Richardson, Percy, & Hughes, 2015: Williams & Stickley, 2010).
The results of this study can be usefully applied to encourage nurse educators to become
informed and understand how their students’ attachments may impact their ability to demonstrate
empathy and caring in physically and emotionally demanding health care environments.
Through the fostering and role modeling of empathetic understanding and caring by nurse
educators, the creation of safe and positive learning environments, will enhance nursing students’
confidence and security in their professional relationships. In turn, these relationships with their
role models will help to reduce their attachment avoidance and attachment anxiety, and help
them to create and sustain meaningful relationships with others in their nursing education
programs and beyond.
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Appendix A
Carative Factors & Caritas Processes
Original 10 Carative Factors,
Caritas Processes
juxtaposed against the emerging
Caritas Processes
Factor #1 Humanistic –Altruistic Values
Factor #2 Instilling/enabling Faith &
Hope
Factor #3 Cultivation of Sensitivity to
one’s self and other
Factor #4 Development of helpingtrusting, human
caring relationship
Factor #5 Promotion and acceptance of
expression of positive and negative
feelings
Factor #6 Systematic use of scientific
(creative) problem solving caring
process
Factor #7 Promotion of transpersonal
teaching-learning

Factor #8 Provision for a supportive,
protective, and/or corrective mental,
social, spiritual environment
Factor #9 Assistance with gratification
of human needs
Factor #10 Allowance for existentialphenomenological spiritual dimensions

Caritas Process #1 - Practicing loving kindness of
self with equanimity
Caritas Process #2 - Being authentically present
to/enabling/ honoring deep belief system and
subjective world of self/other;
Caritas Process #3 - Cultivating of one’s own
spiritual practices; deepening self-awareness, going
beyond “ego-self”
Caritas Process #4 - Developing and sustaining
helping – trusting authentic caring relationships
Caritas Process #5 - being present to, and supportive
of, the expression of positive and negative feelings
Caritas Process #6 - Creative use of self and all ways
of knowing as part of the caring process, engage in
the artistry of caring-healing practice
Caritas Process #7 - Engage in genuine teachinglearning experience that attends to unity of being and
subjective meaning-attempting to stay within the
other’s frame of reference
Caritas Process #8 - Creating a healing environment
at all levels
Caritas Process #9 - Administering sacred nursing
acts of caring-healing by tending to basic human
needs
Caritas Process #10 - Opening and attending to
spiritual/mysterious and existential unknowns of lifedeath

Reference:
Watson, J. (2007). Watson’s theory of human caring and subjective living experiences: Carative
factors/caritas processes as a disciplinary guide to the professional nursing practice.
Texto Contexto Enferm, Florianópolis, 16(1), 129-135. Retrieved from
http://www.scielo.br/pdf/tce/v16n1/a16v16n1.pdf
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Appendix B
Watson’s Caritas Processes; Roach’s Six C’s of Caring; and
Swanson’s Five Caring Processes: Knowing, Being with, Doing for,
Enabling and Maintaining Belief
Caritas Processes (Watson, 2008)

Caritas Process #1 - Practicing loving
kindness of self with equanimity

Caritas Process #2 - Being authentically
present to/enabling/ honoring deep belief
system and subjective world of self/other

Six C’s of
Swanson (1991)
Caring
(Roach, 1997)
Compassion
Knowing- is the anchor that
moors the beliefs of
nurses/nursing to the lived
realities of those served.
Competence
Being with-being emotionally
present to other; conveys to
clients that they and their
experiences matter to the nurse.

Caritas Process #3 - Cultivating of one’s
own spiritual practices; deepening selfawareness, going beyond “ego-self”

Conscience

Doing for- doing for others what
they would do for themselves if it
were at all possible.

Caritas Process #4 - Developing and
sustaining helping – trusting authentic
caring relationships
Caritas Process #5 - being present to, and
supportive of, the expression of positive
and negative feelings

Confidence

Enabling-facilitating the other’s
passage through life transitions
and unfamiliar events.
Maintaining belief-sustaining
belief in the other’s capacity to
face the future with meaning.

Commitment

Caritas Process #6 - Creative use of self
Comportment
and all ways of knowing as part of the
caring process, engage in the artistry of
caring-healing practice
Caritas Process #7 - Engage in genuine
teaching-learning experience that attends to
unity of being and subjective meaningattempting to stay within the other’s frame
of reference
Caritas Process #8 - Creating a healing
environment at all levels
Caritas Process #9 - Administering sacred
nursing acts of caring-healing by tending to
basic human needs
Caritas Process #10 - Opening and attending
to spiritual/mysterious and existential
unknowns of life-death.

197

Appendix C
Integrative Review Data Matrix

Literature data matrix/Summary of included studies
Qualitative Research-What are baccalaureate nursing students’ perceptions of caring?
Author,
Citation
Year &
Country

BagdonaiteStelmokiene,
Zydziunaite,
Suominen, &
Astedt-Kurki
(2016)
(Lithuania)

Design
(Cross sectional,
Longitudinal,
Experimental,
Observational,
Grounded theory,
Case study,
Phenomenological,
Narrative)
Qualitative
Phenomenological
approach

Sample
Population

Data
Collection
(Survey,
Interview,
Focus Group,
Observation)

Aim of study/
Findings/themes

Quality
Score
rigour/data
relevanceSee Table 4
for scoring
details

Senior
baccalaureate
nursing students
(n = 60)
Senior
baccalaureate
social work
students (n = 63)

Reflective
writings

Students & Education: Purpose
of the study was to explore how
nursing students and social
work students in their final year
of their educational programs
perceived caring interactions
with patients in their clinical
practice: Nursing students
perceived caring as reducing a
person’s physical,
psychological and spiritual
suffering during times of health
challenges and distress.
Students & Faculty: Purpose of
study was to explore the
perceived caring interactions
nursing students had with
faculty. Student descriptions
included: 1. compassion
(sharing self, non-judgmental),
2. competence (openly sharing
knowledge and expertise, 3.
confidence (instilling and
fostering a mutual trust and
respect) 4. conscience (morally
aware of surrounding events &
what is happening in students),
5.commitment of self & time;
express a sense of humor,
empathy, honesty, directness
and openness.
Student-Student caring:
Purpose was to investigate how
nursing students perceived
meaning of caring based on
student-student interactions.
Four main constituents of a
caring experience included:
selfless sharing, enriching
effects, fortifying support,

6/6

Beck (1991)
(USA)

Qualitative
Phenomenological
approach

Junior and senior
baccalaureate
nursing students
(n = 47)

Recorded and
written
descriptions of
nursing
students’
perceptions of
caring
interactions
with faculty

Beck (1992)
(USA)

Qualitative
Phenomenological
approach

Baccalaureate
nursing students
(n = 53)

Written
descriptions of
caring
experiences
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6/6

6/6

authentic presencing, feeling
valued and respected.

Blum &
Gordon
(2009) (USA)

Qualitative
Hermeneutical
phenomenological
methodology

Junior
baccalaureate
nursing students
(n = 6)

Audiorecorded
interviews &
transcription

Brown &
Bright (2017)
(USA)

Qualitative
Phenomenological
descriptive
methodology

Junior
baccalaureate
nursing students
(n = 24)
and senior
baccalaureate
students
(n = 21)

Online survey
responses and
reflective
journals

Dobrowolska
et al. (2014)
(Poland)

Qualitative
Phenomenological
descriptive
methodology

Nursing students
first year
(n = 29)
Nursing students
final year
(n = 27)

Open-ended
questionnaire
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Students & co-assigned
nurses/preceptors in clinical:
Purpose of study was to
explore nursing students’
experience and perception of
caring behaviours in clinical
practice. Students’ perceptions
of their co-assigned/nurse
preceptors included the
following themes: being
welcoming and present;
showed empathy; encouraged
growth, were patient; provided
compassionate care; built
relationships; and
communicated therapeutically.
Most caring behaviour
perceived by students directed
toward them was helping them
to grow in the role of nurse.
Students & Curriculum: The
purpose of the study was to
draw out the experiences of
nursing students in
gerontological settings, in order
to describe, evaluate, and
explore meanings of the service
learning phenomena that
occurred. Caring was perceived
by nursing students as
affection, engagement, kinship,
emotional bonding comfort,
and enthusiasm as they
interacted with older adults.
Students incorporated Watson's
(2008) caritas processes into
practice and the promotion of
human dignity with the older
adults.
Students & Education:
Purpose was to learn how
nursing students perceived and
defined caring at the beginning
and at the end of their nursing
education. Caring was
perceived as both practical and
emotional, being the core
feature of their identity as
future nurses. Compassion,
commitment, competence,
confidence, conscience,

6/6

6/6

6/6

Dobrowolska
& Palese
(2016)
(Poland)

Qualitative
Phenomenological
descriptive
methodology

Nursing students
first year
(n = 15)

Reflective
narratives

Gillespie
(2002)
(Canada)

Qualitative
Interpretive
description

Baccalaureate
nursing students
(n = 8)

Unstructured
interviews and
focus group

Granum
(2004)
(Norway)

Qualitative
Descriptive/
explorative design

First year
baccalaureate
nursing students
(n = 30)
and third year
baccalaureate
students
(n = 30)

Fifteen
students from
each year
(n = 30) were
interviewed

Hanson &
Smith (1996)
(USA)

Qualitative
Hermeneutical
phenomenological
method

Baccalaureate
nursing students
from a public
university
(n = 15)
and students
from a private
university
(n = 17)

Tape-recorded
interviews
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communication, patience,
courage and support were
concepts nursing students’ used
to describe caring.
Students & Education:
Purpose of this study was to
understand first year nursing
students’perceptions of caring
before and after their first
clinical experiences. Students
entered their nursing education
with a humanistic vision of
caring both on a conceptual and
behavioural level and the first
clinical placement enriched this
vision. Obstacles to caring
included: not understanding the
nurse’s professional role,
having too many patients and
too many duties and being
underappreciated by patients.
Students & Clinical Instructors:
Purpose of study was to
investigate nursing students’
caring interactions with their
clinical educators. Caring
clinical instructors were
perceived as supportive,
creating positive learning
environments where students
were relaxed and could
integrate nursing knowledge
into practice.
Students & Education:
Purpose of study First years
students viewed caring as it
was known in their daily life
(i.e. to take care of others),
while third year students
understanding of caring
reflected the knowledge for the
practice of professional nursing
that incorporated a caring
science.
Students & Faculty:
Purpose of the study was to
describe nursing students’ lived
experience of caring and notso-caring interactions with
faculty. Caring nurse educators,
were described as being
attentively or authentically
present, physically and
emotionally supportive,
provided positive feedback, and
acknowledged students’
potential ability. Perceptions of
non-caring behaviours included
being unavailable, insensitive,
condescending, dismissive,
disrespectful and not interested
whether or not students learn.

6/6

4/6

5/6

6/6

Hughes
(1992) (USA)

Qualitative
Descriptive mode
inquiry

Junior
baccalaureate
nursing
Students
(n = 10)

Audio-taped
interviews

Hughes
(1993) (USA)

Qualitative
Descriptive mode
of inquiry

Junior
baccalaureate
nursing
Students
(n = 10)

Audio-taped
interviews

Kapborg &
Bertero
(2003)
(Sweden)

Qualitative
Content analysis of
themes from
nursing students’
essays on their
perceived image of
caring

First year
baccalaureate
nursing
Students
(n = 132)

Essays
summarized,
followed by
content
analysis

Karaoz
(2005)
(Turkey)

Qualitative
Content analysis of
themes from
nursing students’
reports and
interviews from
their observations
of caring & noncaring behaviours
of nurses

Senior level
baccalaureate
nursing studentsyear four
(n = 19)

Nursing
students’
reports and
interviews
were analyzed
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Students & Faculty:
Purpose of study was to
discover nursing students’
perceptions of caring
interactions with faculty.
Caring encounters were
uplifting events through which
self-confidence and self-esteem
were enhanced. Uncaring
interactions were described as
devastating events that eroded
students' self-esteem, selfworth and self-confidence, left
them feeling discouraged and
hurt.
Student-Student:
Purpose of study was to
discover nursing students’
perceptions of caring with
peers. Students described a
milieu of peer caring where
there was a close supportive,
cohesive, trusting relationship
that encouraged mutual
reciprocity.
Students & Education:
Purpose of study was to
identify and discover nursing
students’ perceptions of what is
the image of caring prior to
having any education on
caring. The phenomena of
caring and the caring process
was perceived through three
themes: hand (doing), heart
(being) and brain
(professionalism).
Students & Nurses:
The purpose of the study was to
discover nursing students’
perceptions of caring and noncaring behaviours of nurses. In
the helping/professional
relationship between nurses
and patients, students believed
respect, compassion, concern
and communication were basic
relationship. Technical
competency, while very
important, was perceived as a
non-caring behaviour if
conducted with lack of
knowledge, skill and judgment.

4/6

4/6

5/6

5/6

Kelly (1992)
(USA)

Qualitative
Grounded theory

Senior level
baccalaureate
nursing students
(n = 23)

Audiotaped
interviews
analyzed
through the
constant
comparative
method

Kosowski
(1995) (USA)

Qualitative
Critical
phenomenological
approach

Junior & senior
baccalaureate
nursing students
(n = 18)

In-depth,
unstructured,
individual
face-to-face
interviews

Landers, et al.
(2014)
(Ireland)

Qualitative
written narratives

Baccalaureate
nursing students
(n = 21)

Three broad
open ended
narratives
during 45 to 90
minutes.
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Students & Faculty:
Purpose of study was to
examine nursing students’
perceptions and influences on
their professional self-concept.
Themes of caring qualities and
competence were pervasive.
Students described influential
caring role models as faculty &
clinical instructors. Caring
qualities included: being
cheerful, friendly, good
listeners, happy, good sense of
humour empathetic,
compassionate, being
supportive and involved with
patients while practicing with
thoroughness and safety.
Uncaring behaviours of faculty
and clinical instructors as
perceived by students included:
intimidation, negative
feedback, fear provoking, and
feelings of inadequacy.
Students & Clinical Instructors:
The purpose of study was to
discover how nursing students’
perceive, learn and practice
caring. Two patterns emerged,
the first, creating caring
included seven themes,
connecting, sharing, being
holistic, touching, advocating,
being competent, and feeling
good. These actions instilled
within the students a sense of
well-being and positive selfperception. A second pattern
emerged: learning caring
through role modeling,
reversing, imagining, sensing,
and constructing through
connections with clinical
instructors.
Students & Nurses:
Purpose of study was to
explore the perceptions of
caring in the clinical setting.
The findings revealed the
meaning of caring, descriptions
of caring encounters and how
caring made a difference to
patients. Three major
categories were thematically
discovered: altruism, authentic
presence, and therapeutic care
and five subcategories: being
with, connecting, promoting
trust, promoting a positive
experience, and consistency.

6/6

6/6

5/6

Mackintosh
(2006)
(United
Kingdom)

Qualitative
Descriptive
longitudinal design

Baccalaureate
nursing students
(n = 16)

MacKayGreer, &
Holmes
(1995)
(Canada)

Qualitative
Phenomenological
descriptive
methodology

Incoming
baccalaureate
nursing students
(n = 15)

Qualitative
InquiryDescriptive

Baccalaureate
nursing students
(n = 60)

Nelms, et al.
(1993) (USA)

Two semistructured
interviews took
place. The first
occurred when
the students
were between 6
and 9 months
into their
nursing
program. The
second 18
months later
when students
had 6–9
months left
prior to
completion of
their program.
Students were
asked to
describe all
feelings they
could
remember
about a
situation in
which they had
helped another
human being in
a caring
manner.

Videotaped
scenario &
open-ended
questionnaire
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Students & Nurses:
Purpose of study was to
explore the impact of
socialization into the nursing
profession and nursing
students’ perceptions of caring.
As students progressed through
a nursing curriculum they were
exposed to negative role
modeling encounters with
practicing nurses, and their
descriptions of caring were
more disillusioned and cynical.

6/6

Nursing students & Faculty:
Purpose of study was to
explore nursing students’
perceptions of their own caring
behaviours. Responses
indicated students entered into
nursing education with
established patterns of caring
behaviours and distinct
attitudes and beliefs about
caring that must be
acknowledged and supported
by faculty. Empathy, presence,
and listening were identified by
the students as caring
behaviours.
Students & Faculty:
Purpose of the study was to
explore nursing students’
perceptions as to whether they
had learned caring behaviours
through role modeling by
faculty members in the
classroom and clinical settings.
Findings indicated role models
are important for learning and
also for visible care images,
and students learn caring from
faculty role models as well as
practicing nurses, furthermore,
caring begets caring. They were
also influenced by nursing staff
and perceived lack of caring
behaviours.

6/6

6/6

Pearcey &
Draper (2008)
(United
Kingdom)

Qualitative
Inductive,
exploratory
approach

First year
baccalaureate
nursing students
(n = 12)

Semistructured
interviews
were
conducted

Petrou, A., et
al. (2017)
(Greece)

QualitativeExploratory
approach

Baccalaureate
nursing students
(n = 122)

Open-ended
questionnaire

Phillips, et al.
(2015)
(United
Kingdom)

Qualitative
Longitudinal
approach

Baccalaureate
nursing students
(n = 24)

Individual
semi-structured
interviews
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Students & Nurses:
Purpose of the study was to
explore the clinical nursing
environment through the
perceptions of first year student
nurses. Nursing students’
‘disillusionment’ with nursing
focused on the dissonance
between technical competence
and caring values. The practice
setting plays a pivotal role in
shaping students’ experiences.
When caring principles were
not reaffirmed in clinical
placements, or if insufficient
examples of caring practice
were observed, students were
surprised as they had envisaged
nurses should express caring
and communication with their
patients at all times.
Students & Education:
Purpose was to explore nursing
students’ perception of caring
and provide useful information
for nursing education.
The participants provided a
description of their perception
of caring which included the
meaning of care as: help,
nursing someone, health
maintenance and disease
prevention, provision of
services, psychological and
emotional support.
Students & Nurses
The purpose of this study was
to explore nursing students’
personal values, beliefs and
perceptions around caring and
nursing at the start of their
program. Several caring
attributes emerged through the
interviews: first year nursing
students were enthusiastic
about wanting to care and
aspired to make a difference in
the lives of their patients and
their families. Caring was
perceived as doing or
demonstrating skills with
patients, communicating an
understanding of another’s
needs; and caring is a personal
quality. They also articulated
what they perceived as
uncaring behaviours-being
patronizing or ‘speaking down’
to the patients.

4/6

5/6

4/6

Redmond &
Sorrell (1996)
(USA)

Qualitative
Heideggerian
hermeneutic
research approach

Baccalaureate
nursing students
(n = 23)

Interviews
were
audiotaped,
transcribed
verbatim, and
analyzed to
identify themes
and patterns.

Simonson
(1996) (USA)

Qualitative
Classroom
observation and
semi--structured
interviews

Baccalaureate
nursing students
(n = 12)

Observation
and semistructured
interviews

Sitzman &
Leners (2006)
(USA)

Qualitative
Six open ended
descriptive
questions

Baccalaureate
nursing students
(n = 11)

Written
responses to
open-ended
questions.

Sorrell &
Redmond
(1997) (USA)

Qualitative
Phenomenological
Heideggerian
hermeneutical
study

Baccalaureate
nursing students
(n = 23)

Interviews
audiotaped and
transcribed
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Students & Faculty
Purpose of study was to
explore perceptions of caring as
experienced by students in their
nursing curriculum. The
nursing students were asked to
describe caring or not-so-caring
experiences with faculty. Major
themes included (a) faculty
power (either empowering the
student or created a sense of
powerlessness), and (b)
learning environments (caring,
supportive, communicating
authentically, and being
encouraging).
Students & Faculty
Purpose was to explore
undergraduate nursing
students’ perceptions of caring
traits in nurse educators.
Results of the study revealed
six traits believed by nursing
students to indicate caring of
nurse educators: (a) being
genuinely concerned about
what happens to other people,
(b) being sensitive to individual
student needs, (c) promoting
awareness of individuality of
self, (d) cultivating an
awareness and acceptance of
individual differences, (e)
sharing life and professional
experiences, and (f) providing a
supportive emotional,
sociocultural and spiritual
environment.
Students & Faculty
Purpose of study was to
investigate how students’
perceive and experience caring
in online education.
Nursing students’ felt cared for
by the online nursing educators
when they perceived the
educators were sensitive, open,
warm, responsive, reaffirming,
patient, genuine, supportive,
insightful, thought provoking,
and inspiring. Students’
perceptions of the caring
educator included behaviours
such as empathetic presence,
clarity, expertise, timeliness,
full engagement and
accessibility.
Students & Faculty
The purpose of the study was to
uncover students’ experiences
representing caring and

6/6

4/6

4/6

6/6

Wilkes &
Wallace
(1998)
(Australia)

Qualitative
Phenomenological
study

Baccalaureate
nursing students
in years 1, 2, & 3
(n = 150) at two
universities

Written, openended
questions.

uncaring encounters during
their academic experience.
Themes related to caring
experiences included "caring as
offering" where faculty and
nurses shared their own stories;
"leaps ahead caring” where
faculty and others intuitively
knew what the students needed
before they knew themselves;
and "creating a caring place”
where students were provided
with a safe haven for personal
and professional learning and
growth. A recurrent pattern of
"power inherent in teaching"
was identified across student
narratives, suggested teachers
senses the vulnerability and
powerlessness of the students
and uses his/her power to
empower students.
Students & Curriculum
Purpose of study was to
determine patterns in
descriptions of caring across
the curriculum in two
undergraduate nursing
programs. Students were asked
to respond to 2 open-ended
questions and then 10 students
were randomly selected for an
interview. Six concepts were
considered by the nursing
students to be key attributes of
caring in nursing: (a)
compassion, (b)
communication, (c) concern,
(d) competence, (e)
commitment, (f) confidence,
(g) conscience, and (h)
courage. Compassion was
considered a basic and key
attributed to caring, while
communication was considered
the first action of caring that
connects compassion and all
other caring actions.

6/6

Quantitative research-What are baccalaureate nursing students’ perceptions of caring?
Author,
Citation
Year &
Country

Design
(Cross sectional,
Longitudinal,
Experimental,
Observational,
Grounded theory,
Case study,
Phenomenological,
Narrative)

Sample
Population

Data
Collection
(Survey,
Interview,
Focus Group,
Observation)
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Aim of study/
Findings/themes

Quality
Score
rigour/data
relevance

Benson, et al.
(2012)
(Canada)

Quantitative
Correlational,
repeat measurelongitudinal study
(2006, 2008, 2010)

Baccalaureate
nursing students
(n = 52)

Surveys usingCaring Ability
Inventory
(CAI), and
Caring
Dimensions
Inventory
(CDI),
Emotional
Intelligence
Survey & SelfAssessment
Leadership
Survey

Quantitative
Descriptive
comparative
design

Baccalaureate
nursing students
in first week of a
nursing program
(n = 676)

Survey:
Qualities of
Nursing Scale
(QoN).

Grainger &
Bolan (2006)
(Canada)

Quantitative
Longitudinal
descriptive study

Baccalaureate
nursing students
(n = 213)
beginning and
(n = 150)
graduating
students

Nursing
Attitude
questionnaire
and Nursing
Orientation
Tool

HollandWade &
Kasper (2006)
(USA)

Quantitative
Development and
testing of an
instrument.

Baccalaureate
nursing
students
(n = 133)

Testing
Nursing
Students’
Perceptions of
Instructor
Caring
(NSPIC)
instrument

Cowin &
Johnson
(2011)
(Australia)
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Nursing students & Curriculum
Purpose of study was to
examine the association of EI
with leadership ability and
caring perceptions
(psychosocial, professional,
technical, and organizational
aspects) in undergraduate
nursing students as they entered
the nursing program, after their
first clinical experiences and at
the exit (year four) of their
nursing program. Significant
increases in some aspects of
caring and EI adaptability
(p<0.01) occurred in nursing
students during and after their
educational programs.
Students & Nurses
Purpose of this study was to
explore nursing students’
perceptions of the qualities of
nurses. The most important
qualities included; good
listening skills communication;
being professional;
knowledgeable; trustworthy;
able to advocate. Least
important quality was caring &
helping.
Students & Education
Purpose of study was to
measure nursing students’
perceptions towards nursing
roles, values, responsibilities,
characteristics of nurses,
nursing professionalism,
aspects of caring and nursing
expertise. First year nursing
students perceived
nurses/nursing as being kind,
compassionate and feeling
good about helping others.
Fourth year nursing students
perceived caring and nursing
in more professional terms such
as advocacy, independent
practitioners and resources for
patients.
Students & Faculty
Purpose was to develop and
test an instrument to measure
nursing students’ perceptions
of clinical instructor caring.
Five factors were identified in
relation to transpersonal caring
in nursing education and
included: 1) instills confidence
through caring, 2) supportive
learning climate, 3)
appreciation of life’s meanings,

6/6

6/6

6/6

5/6

Khademian &
Vizeshfar
(2008) (Iran)

Quantitative
Cross-sectional
comparativedescriptive design

Baccalaureate
nursing students
(n = 90)

Survey-using
Caring
Assessment
Questionnaire
(Care-Q)
instrument

Labrague, et
al. (2015)
(Oman)

Quantitative
Descriptive,
nonexperimental
design

Baccalaureate
nursing students
in years two,
three and four
from four
countries
(Greece, the
Philippines,
India, and
Nigeria)
(n = 586)

Self-reporting
questionnairesNursing
Students’
Perception of
Instructor
Caring
(NSPIC) and
the Caring
Behavior
Inventory
(CBI).

Labrague, et
al. (2016)
(Oman)

Quantitative,
cross-sectional,
comparative
approach

Baccalaureate
nursing students
in years two,
three and four
from four
countries
(India, Greece,
Nigeria, and
Philippines)
(n = 450)

Self-reporting
questionnaireNursing
Students'
Perceptions of
Instructor
Caring
(NSPIC).

Mlinar (2010)
(Slovenia)

Quantitative,
Cross-sectional,
comparative
approach

First year
baccalaureate
nursing students
(n = 117) and
third-year
baccalaureate
nursing students
(n = 49)

Self-reporting
questionnaireCaring
Behaviors
Inventory
(CBI)
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4) control versus flexibility,
and 5) respectful sharing.
Students & Education
Purpose of study was to
determine nursing students’
perceptions of the importance
of caring behaviours. Students’
perceived practical and
cognitive caring behaviours
(technical skills) as the most
important importance while
emotional caring behaviours
(trusting relationships and
comfort caring) as the least
important.
Students & Faculty.
Purpose of study was to
identify students’ perceptions
of the impact caring faculty had
on their own caring behaviours.
Caring interactions were
described as mutual
simultaneous dimensions of
intimacy, connectedness,
sharing, and respect. Being
cared for helped students
nurture their own caring
abilities.
Students & Faculty
Purpose of study was to
explore students’ perceptions
of caring behaviours of faculty
and instructors in four
countries. Students valued
caring especially instillation of
confidence through caring,
however the findings indicated
the faculty caring behaviours
were lower than expected.
Students & Nurses:
Purpose of study was to
investigate perceptions of
caring between first-year and
third-year nursing students.
Many of the nursing students in
both groups strongly agreed
with the CBI items that
described the caring behaviours
of nurses, but caring
behaviours were more
important to the students in
year three. Important caring
behaviours included being
respectful to patients, helping
them, being appreciative of
them and teaching them. Nurse
educators must demonstrate
caring to nursing students
through their own behaviour.

5/6

5/6

5/6

5/6

MohamedNabil,
MohamedNabil
Aboushady,
& Eswi
(2016).
(Egypt)

Quantitative,
descriptive,
correlational study

Second year
baccalaureate
nursing students
(n = 162);
third year
baccalaureate
nursing students
(n = 95);
fourth year
baccalaureate
nursing students
(n = 76)

Self-reporting
questionnaireThe Nursing
Clinical
Teacher
Effective
Inventory
(NCTEI)

Murphy et al.
(2009)
(United
Kingdom)

Quantitative,
Single crosssection survey

First year
baccalaureate
nursing students
(n = 80) and
third year
baccalaureate
nursing students
(n = 94)

Self-reporting
questionnaireCaring
Behaviors
Inventory
(CBI)

Raines (2007)
(USA)

Quantitative
Descriptive,
pre/post-survey
design with two
data collection
points

Baccalaureate
nursing students
at the beginning
of nursing
program
(n = 60)
Baccalaureate
nursing students
at end of the
program
(n = 63)

Simmons &
Cavanaugh
(2000) (USA)

Quantitative
Correlational study

Junior and senior
baccalaureate
nursing students
(n = 495)

The objective
was to measure
and compare
the individual's
caring abilities
at the
beginning (T-l)
and at the end
(T-2) of an
intensive year
of study using
the Caring
Abilities
Inventory
(CAI) survey.
The Caring
Ability
Inventory
(CAI), Parental
Bonding
Instrument
(PBI) and the
School Climate
Profile (SCP)
surveys were
administered.
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Students & Clinical Instructors:
Purpose of study was to assess
clinical instructor behaviours
and nursing students’
perceptions about how these
behaviours facilitated learning
in the clinical setting. Findings
revealed the most important
behaviour reported by students
was the clinical instructors’
ability to teach, being
competent, supportive and
encouraging.
Students & Nurses
Purpose of study was to
examine whether nursing
students’ perceptions of caring
behaviours within the context
of nursing practice changed
over the course of their
undergraduate nursing
program. Analysis of data
found that measurements of
caring in nursing students
surveyed in their first year and
again in their third year of
nursing study were
significantly lower in the third
year of study.
Students & Education
Purpose of the study was to
measure and compare nursing
students’ caring abilities at the
beginning and the end of their
nursing program. The findings
of this study provided evidence
that students' caring abilities, as
measured by the CAI were
enhanced as an outcome of the
program of study grounded in
the philosophy of caring.

6/6

Students & Education
Purpose of this study was to
investigate potential predictors
of caring ability in nascent
nursing professionals, initially
as upper-level baccalaureate
nursing students and years later
after their graduation and entry
into clinical practice. Outcomes
suggested a lack of caring in
the learning environment had a
major impact on students'
development of caring as a
professional nurse. The
longitudinal study indicated the
measures of professional caring
ability to be statistically related
to the presence of caring

6/6

5/6

5/6

Watson,
Deary, & Lea
(1999).
(United
Kingdom)

Vanhanen &
Janhoven
(2000).
(Finland)

Quantitative
Longitudinal
investigation

Baccalaureate
nursing students
at the beginning
of nursing
program
(n = 168)
Baccalaureate
nursing students
at end of the
nursing program
(n = 124)
(Same students
over the course of
program).

Nursing
students’
perceptions of
caring over the
course of their
nursing
program used
Nursing
Dimensions
Inventory
(NDI) and the
Caring
Dimensions
Inventory
(CDI) surveys.

behaviours and attitudes in the
professional school learning
environment.
Students & Curriculum
Purpose of study was to
investigate the perceptions of
caring among nursing students
and how they develop
throughout the course of a
nursing program. At the outset
of the students’ nursing
program, nursing and caring
are not perceived as being
synonymous. However as
students progressed through
their program they perceived
nursing and caring more
synonymously. Nursing
students were able to perceive
both professional and technical
dimensions of caring. In
addition, nursing student’s
caring perceptions increased
over time, however they lost
some of their idealism over the
course of their program.

Mixed method research-What are baccalaureate nursing students’ perceptions of caring?
Mixed Method
Baccalaureate
Individual
Students & Faculty
Qualitative
nursing students
interviews
Purpose of this study was to
Interviews
(n = 19)
conducted at
describe the changes that took
followed by
the beginning
place in students’ orientations
quantitative
and at the end
to nursing during nursing
analysis of
of their nursing education and then quantify the
categories
studies, which
changes between the beginning
lasted for 3.5
and the end of their program.
years. Data
With regard to caring, human
were analyzed
well-being and health
by quantifying
promotion were seen as
categories and
important aspects of nursing by
students at every phase of
education. Nursing students
described both caring and
uncaring experiences in nursing
practice and education.
Students’ caring experiences
during education were
described as empowering while
uncaring experiences were
described as humiliating and
frustrating.
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Appendix D
Information letter and invitation to participate in research:
You are invited to participate in the research study entitled: Attachment, empathy, and caring in
nursing students: What is the relationship?
This study has been reviewed and approved by Queen’s University Health Sciences Research
Ethics Board (HSREB) with approval REB #602144. The study has been reviewed and
approved by the University Of Ontario Institute Of Technology Research Ethics Board
REB#14256. Finally this study has been reviewed and approved by the Durham College
Research Ethics Board REB #14256.
Researchers
This study is conducted by Arlene de la Rocha, a PhD student in the School of Nursing at
Queen’s University, Kingston, Ontario and Dr. Kevin Woo, PhD supervisor, School of Nursing
at Queen’s University, Kingston, Ontario.
Description of the Research
The purpose of this study will be to explore the relationship of attachment, empathy, and caring
in nursing students.
Collaborative UOIT/DC BScN students enrolled in the fall semester of 2017 and are in years
one, two, three and four will be invited to participate in research that will explore the relationship
between attachment, empathy and caring in nursing students.
A brief description of the research will be provided to nursing students in each of the four years
of the nursing program by a research assistant. Each of these sessions will last approximately 1015 minutes. After the brief description, students will be directed to the Qualtrics® link via the
learning management system BlackBoard.
A URL link will open the questionnaire. Students will be invited to complete one online
questionnaire that consists of three instruments. The questionnaire will be completed on
Qualtrics®. It will take approximately 30-40 minutes to complete the questionnaire. Completing
the survey implies the students’ consent to participate in this study.
Consent: Students will be asked to read the consent form explaining the study process and to
note that all information received will be confidential. At no time will information be identified
to any student by name, and they cannot not be recognized by any likeness of an identifier such
as a student number. After completing on Qualtrics® and submitting their online questionnaire a
new URL will appear asking the students click on the link and invite the students to enter their
name and student number into a draw for $100 at the UOIT/DC bookstore. This link cannot be
tied to any student’s questionnaire ensuring confidentiality.
Potential Benefits
Expected benefits of the research are that the results of the study may provide information about
the need for curriculum changes/modifications; and/or the need for nursing students to receive
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specific types of support and mentoring during their nursing education. Participation in this study
will help nurse educators to better understand nursing students’ attachment, empathy and caring
ability while in a degree nursing program.
Potential Risk or Discomfort
Participation in the study is voluntary and there is no connection between participation in the
study, course evaluations and student outcomes in the program. There are no right answers and
participants may choose to respond only to questions only comfortable answering. Some of the
questions may stimulate some thoughts and feelings that may have not been recalled in a while.
It is not the study’s purpose to make you feel emotionally uncomfortable, but only to gain your
perception of the statements in the instrument.
Storage of Data- as per the REB guidelines Queen’s University.
No personal identifying information will be collected from the students. All identifiers will be
removed from raw data, which will be kept as per Queen’s University HSREB guidelines. The
data will be stored in a password protected UOIT/DC computer. The information that is shared
will be held in strict confidence and discussed only by the principle investigator (Arlene Burla de
la Rocha, RN, PhD student) and her thesis supervisor (Kevin Woo, RN, PhD) at Queen’s
University.
Confidentiality
Data collected through the online survey will be kept confidential. The questionnaire is
confidential and no record will be kept of the location of any computer from which a
questionnaire was completed. Students’ email addresses will not be tracked in any way. Data will
be analyzed on a group/aggregate basis only. Only references to group/aggregate information
will be used when discussing and reviewing this project. Although the results will be published
and used only for educational purposes or presentations, no information about your identity will
be shared or published without your permission, unless required by law. Confidentiality will be
provided to the fullest extent possible by law, professional practice, and ethical codes of conduct.
Right to Withdraw
Student participation in this research is completely voluntary and questions about the research
may be asked in the future and students may withdraw at any time, for any reason from the
study. Student participation or withdrawal will have no impact on success in the Nursing
Program. Participant responses to research questions will not have any impact on course grades
or program success. Participants may choose to leave the study without any consequences or
penalties. As there will be no identifying information on each survey, the information submitted
will be completely anonymous, and no connection can be made to your withdrawal from the
research.
Only the Research Assistant (RA) will know who completed the online survey, but not be able to
connect your questionnaire to any personal identifier. The request for the student number will be
important to ensure student numbers are entered in a draw for $100 at the UOIT/DC bookstore.
Mail Back To Research Assistant: If you would like to participate in the research and are
unable to complete the online questionnaire, a hardcopy may be completed and returned it to the
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researcher’s assistant while you are on campus. The hardcopy questionnaire will be provided to
you at your orientation day during the first week of September 2017.
The research plan is to obtain all participant volunteer completed questionnaires by December 1,
2017.

Participant Concerns and Reporting:
This research project was approved by Queen’s University HSREB on August 4, 2017 where the
researcher is a PhD student in Nursing; the University of Ontario Institute of Technology
Research Ethics Board on August 28, 2017 and the Durham College Research Ethics Board on
August 28, 2017. If you have any questions concerning this research study, or experience any
discomfort related to the study please contact the researcher Arlene Burla de la Rocha at 905721-2000 ext.3293 or email 13abdl@queens.ca OR you may contact Kevin Woo, RN, PhD
(thesis supervisor), 613-533-6000, ext. 74747 or email: kevin.woo@queensu.ca
If you have questions regarding your rights as a research subject you can contact Dr. Albert
Clark, Chair, and HSREB Email: clarkaf@queensu.ca (613)-533-6000.
Debriefing and Dissemination of Results:
Participants will be invited to attend a summary of research findings in April 2019.
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Appendix E
Qualtrics® Survey
Attachment, empathy, and caring in nursing students: What is the relationship?

Start of Block: Block 1
Q1 Attachment, empathy, and caring in nursing students: What is the relationship?
This research is being conducted by Arlene Burla de la Rocha, R.N., MEd., MScN, PhD (student), Queen’s
University, Kingston, Ontario. The results of this study will be used to fulfill a dissertation requirement
necessary for the Doctor of Philosophy in Nursing degree for the student investigator. Research Ethics
approval Queen's University #602144; and Research Ethics approval UOIT & Durham College#14526.

Q2 Letter of invitation to participate in research study
Dear Nursing Students:
You are being invited to participate in a research study entitled: Attachment, empathy, and caring in
nursing students: What is the relationship? This research is being conducted by Arlene Burla de la
Rocha, R.N., MEd. MScN, PhD (student), Queen’s University, Kingston, Ontario. The results of this study
will be used to fulfill a dissertation requirement necessary for the Doctor of Philosophy in Nursing
degree for the student investigator. All nursing students enrolled in the University of Ontario Institute
of Technology/Durham College Baccalaureate Nursing Program (UOIT/DC) and RPN-BScN Bridging
students are invited to participate. Students participating in the research study are invited to complete
this online questionnaire (approximately 20-30 minutes). All information related to the specific project
data obtained during this study will be kept strictly confidential. While a few demographic questions will
be asked, for example, year in the nursing program, no individually identifying information will be
collected and tied to the online questionnaire. The questionnaire is confidential and no record will be
kept of the location of any computer from which a questionnaire was completed. Students’ email
addresses will not be tracked or attached to individual responses in any way. Participation in this study is
voluntary and you may withdraw at any time by not clicking the final submit button on the online
survey.
If you would like to participate in this study please click the "Next" button at the bottom of this page and
you will be taken to the survey.
Thank you very much for your willingness to participate in this research.
Sincerely, Arlene de la Rocha, RN, PhD (student)
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Page Break

Q3 Attachment, empathy, and caring in nursing students
If you are in the Collaborative Four Year Nursing Program, in what year are you?

o First (1)
o Second (2)
o Third (3)
o Fourth (4)
o In RPN to BScN program (5)
Q4 If you are in the in the RPN-BScN nursing program, in what year are you? If you are in the 4 year
collaborative program please click on the last box.

o First year Bridging Program (1)
o Second year Bridging Program (2)
o Third year Bridging Program (3)
o In the Four Year Collaborative Program (4)
Q5 Please indicate the extent of your level of feeling competent with each of the following statements
by marking the appropriate circle to the right of each statement. Please use the following 5-point
scale from (not at all competent to extremely competent). Mark only one response for each
statement.
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How competent or at ease do you feel in the area of clinical care, specifically, knowing how to give
treatments (e.g. through IV administer of medication; aseptic technique (dressing changes, etc.)?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

Extremely
competent (5)

o

o

Q6 How competent or at ease do you feel in the area of clinical care, specifically, knowing how to
operate specialized equipment (e.g. pumps, monitors)?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

Extremely
competent (5)

o

o

Q7 How competent or at ease do you feel in the area of clinical care, specifically, checking if
medication soothes a patient's symptoms (e.g. nausea, pain, constipation, anxiety, etc.)?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q8 How competent or at ease do you feel in the area of clinical care, specifically, giving indications
and means to treat or prevent certain side effects of their medications or treatments?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q9 How competent or at ease do you feel in the area of clinical care, specifically, knowing what to do
in situations where one must act quickly?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q10 How competent or at ease do you feel in the area of clinical care, specifically, helping patients
with the care they cannot administer themselves?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q11 How competent or at ease do you feel in the area of clinical care, specifically, showing your
ability and skill when intervening with patients?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q12 How competent or at ease do you feel in the area of clinical care, specifically, closely monitoring
patients' health condition?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q13 How competent or at ease do you feel in the area of clinical care, specifically, providing patients
with opportunity to practice self-administered care?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q14 How competent or at ease do you feel in the area of relational care, specifically, helping patients
to look for certain equilibrium/balance in their lives?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q15 How competent or at ease do you feel in the area of relational care, specifically, helping patients
to explore what is important in their lives?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q16 How competent or at ease do you feel in the area of relational care, specifically, helping patients
to clarify which things they would like significant persons to bring to them?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q17 How competent or at ease do you feel in the area of relational care, specifically, helping patients
to explore the meaning that they give to their health condition?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q18 How competent or at ease do you feel in the area of relational care, specifically, helping patients
to recognize the means to efficiently resolve their problems?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q19 How competent or at ease do you feel in the area of relational care, specifically, helping patients
to see things from a different point of view?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q20 How competent or at ease do you feel in the area of relational care, specifically, trying to identify
with the patients the consequences of their behaviour?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q21 How competent or at ease do you feel in the area of humanistic care, specifically, considering the
patients as complete individuals, showing them that I am interested in more than their health
problems?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q22 How competent or at ease do you feel in the area of humanistic care, specifically, encouraging
the patients to be hopeful when it is appropriate?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q23 How competent or at ease do you feel in the area of humanistic care, specifically, emphasizing
the patients' efforts?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q24 How competent or at ease do you feel in the area of humanistic care, specifically, not having an
attitude of disapproval?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o

A lot
competent (4)

o

Extremely
competent (5)

o

Q25 How competent or at ease do you feel in the area of comforting care, specifically, respecting the
patients' privacy (e.g. do not expose them needlessly)?
Not at all
competent (1)
Response (1)

o

A little
competent (2)

Moderately
competent (3)

o

o
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A lot
competent (4)

o

Extremely
competent (5)

o

Q26 How competent or at ease do you feel in the area of comforting care, specifically, taking their
basic needs into account (e.g. sleeping, hygiene)?
Not at all
competent (1)
Response (1)

A little
competent (2)

o

Moderately
competent (3)

o

A lot
competent (4)

o

Extremely
competent (5)

o

o

Q27 How competent or at ease do you feel in the area of comforting care, specifically, doing
treatments or giving medications at the scheduled time?
Not at all
competent (1)
Response (1)

A little
competent (2)

o

Moderately
competent (3)

o

A lot
competent (4)

o

Extremely
competent (5)

o

o

Q28 Please indicate the extent of your agreement or disagreement with each of the following
statements by marking the appropriate circle to the right of each statement. Please use the following
7-point scale (a higher number on the scale indicates more agreement): Mark only one response for
each statement. The health care provider is the nursing student/nurse.
Health care providers' understanding of their patients' feelings and the feelings of their patients'
families does not influence treatment outcomes.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q29 Patients feel better when their health care providers understand their feelings.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q30 It is difficult for a health care provider to view things from the patients' perspectives.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q31 Understanding body language is as important as verbal communication in health care providerpatient relationships.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q32 A health care provider's sense of humor contributes to a better clinical outcome.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q33 Because people are different, it is difficult to see things from patients' perspectives.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q34 Attention to patients' emotions is not important in a patient interview.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q35 Attentiveness to patients' personal experiences does not influence treatment outcomes.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q36 Health care providers should try to stand in their patients' shoes when providing care to them.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q37 Patients value a health care provider's understanding of their feelings which is therapeutic in its
own right.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q38 Patients' illnesses can be cured only by targeted treatment; therefore, health care providers'
emotional ties with their patients do not have a significant influence in treatment outcomes.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q39 Asking patients about what is happening in their personal lives is not helpful in understanding
their physical complaints.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q40 Health care providers should try to understand what is going on in their patients' minds by paying
attention to their non-verbal cues and body language.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q41 I believe that emotion has no place in the treatment of medical illness.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q42 Empathy is a therapeutic skill without which a health care provider's success is limited.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q43 Health care providers' understanding of the emotional status of their patients, as well as that of
their families is one important component of the health care provider-patient relationship.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q44 Health care providers should try to think like their patients in order to render better care.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q45 Health care providers should not allow themselves to be influenced by strong personal bonds
between their patients and their family members.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q46 I do not enjoy reading non-medical literature or the arts.
Strongly
disagree
(1)
Response
(1)

o

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o
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Somewhat
agree (5)

o

Agree (6)

o

Strongly
agree (7)

o

Q47 I believe that empathy is an important factor in patients' treatment.
Strongly
disagree
(1)
Response
(1)

Disagree
(2)

o

Neither
agree nor
disagree
(4)

Somewhat
disagree
(3)

o

o

Somewhat
agree (5)

o

o

Agree (6)

o

Strongly
agree (7)

o

Q48 I feel confident that people will be there for me when I need them.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q49 I prefer to depend on myself rather than other people.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q50 I prefer to keep to myself.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q51 Achieving things is more important than building relationships.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q52 Doing your best is more important than getting on with others.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q53 If you've got a job to do, you should do it no matter who gets hurt.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q54 It's important to me that others like me.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q55 I find it hard to make a decision unless I know what other people think.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q56 My relationships with others are generally superficial.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q57 Sometimes I think I am no good at all.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q58 I find it hard to trust other people.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q59 I find it difficult to depend on others.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q60 I find that others are reluctant to get as close as I would like.
Totally
disagree (1)
Response
(1)

Strongly
disagree (2)

o

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q61 I find it relatively easy to get close to other people.
Totally
disagree (1)
Response
(1)

Strongly
disagree (2)

o

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q62 I find it easy to trust others.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q63 I feel comfortable depending on other people.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q64 I worry that others won’t care about me as much as I care about them.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q65 I worry about people getting too close.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q66 I worry that I won't measure up to other people.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

Slightly
agree (4)

o

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q67 I have mixed feelings about being close to others.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

Slightly
agree (4)

o

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q68 I wonder why people would want to be involved with me.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q69 I worry a lot about my relationships.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

Slightly
agree (4)

o

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q70 I wonder how I would cope without someone to love me.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q71 I feel confident about relating to others.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q72 I often feel left out or alone.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

Strongly
agree (5)

o

o

Totally
agree (6)

o

Q73 I often worry that I do not really fit in with other people.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o

Slightly
agree (4)

Strongly
agree (5)

o

o

Totally
agree (6)

o

Q74 Other people have their own problems so I don’t bother them with mine.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

o
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Slightly
agree (4)

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q75 If something is bothering me, others are generally aware and concerned.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

Slightly
agree (4)

o

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q76 I am confident that other people will like and respect me.
Totally
disagree (1)
Response
(1)

o

Strongly
disagree (2)

o

Slightly
disagree (3)

Slightly
agree (4)

o

o

Strongly
agree (5)

o

Totally
agree (6)

o

Q77 Thank you very much for participating in my research. As a way of thanking all of you for taking
the time to complete the questionnaire-Attachment, empathy and caring in nursing students: What is
the relationship? I am inviting you to click on box below, which will take you to another survey where
you will be asked to enter your student number to be entered into a draw for a $100.00 gift certificate
to the Durham College/UOIT bookstore. This second survey is unable to tie together any identifying
information of any of the respondents with the questionnaire that was just completed. You may chose
not to enter your student number. The winner will be notified when the survey is closed.
Good luck and thank you, Arlene de la Rocha, RN, PhD (student)

End of Block: Block 1
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From: researchethics@uoit.ca [mailto:researchethics@uoit.ca]
Sent: Monday, August 28, 2017 10:32 AM
To: Arlene De La Rocha <Arlene.DeLaRocha@durhamcollege.ca>
Cc: researchethics@uoit.ca
Subject: Approval Notice - REB File #14526

Date:
To:
From:
File # & Title:
Status:
Current Expiry:

August 28, 2017
Arlene De La Rocha
Shirley Van Nuland, REB Chair
14526 - Attachment, empathy and caring in nursing students: What is the
relationship?
APPROVED
August 01, 2018

Notwithstanding this approval, you are required to obtain/submit, to UOIT’s Research Ethics Board,
any relevant approvals/permissions required, prior to commencement of this project.
The University of Ontario, Institute of Technology Research Ethics Board (REB) has reviewed and
approved the research proposal cited above. This application has been reviewed to ensure compliance
with the Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans (TCPS2 (2014))
and the UOIT Research Ethics Policy and Procedures. You are required to adhere to the protocol as last
reviewed and approved by the REB.
Always quote your REB file number (14526) on future correspondence. We wish you success with your
study.
Dr. Shirley Van Nuland
REB Chair
shirley.vannuland@uoit.ca

Janice Moseley
Research Ethics Coordinator
researchethics@uoit.ca

NOTE: If you are a student researcher, your supervisor has been copied on this message.
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Appendix G
Attachment Style Questionnaire-Short Form (ASQ-SF)
Show how much you agree with each of the following items by rating them on this scale:
1 = totally disagree; 2 = strongly disagree;
4 = slightly agree;

5 = strongly agree;

3 = slightly disagree
6 = totally agree

__________________________________________
Confidence

3. I feel confident that people will be there for me when I need them.

Discomfort

4. I prefer to depend on myself rather than other people.

Discomfort

5. I prefer to keep to myself.

R as S

8. Achieving things is more important than building relationships.

R as S

9. Doing your best is more important than getting on with others.

R as S

10. If you've got a job to do, you should do it no matter who gets hurt.

N for A

11. It's important to me that others like me.

N for A

13. I find it hard to make a decision unless I know what other people
think.

R as S

14. My relationships with others are generally superficial.

N for A

15. Sometimes I think I am no good at all.

Discomfort

16. I find it hard to trust other people.

Discomfort

17. I find it difficult to depend on others.

Preoccupation

18. I find that others are reluctant to get as close as I would like.

Confidence

19. I find it relatively easy to get close to other people.

Discomfort (R)

20. I find it easy to trust others.

Discomfort (R)

21. I feel comfortable depending on other people.

Preoccupation

22. I worry that others won’t care about me as much as I care about them.

Discomfort

23. I worry about people getting too close.

N for A

24. I worry that I won't measure up to other people.
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Discomfort

25. I have mixed feelings about being close to others.

N for A

27. I wonder why people would want to be involved with me.

Preoccupation

29. I worry a lot about my relationships.

Preoccupation

30. I wonder how I would cope without someone to love me.

Confidence

31. I feel confident about relating to others.

Preoccupation

32. I often feel left out or alone.

Confidence (R)

33. I often worry that I do not really fit in with other people.

Discomfort

34. Other people have their own problems so I don’t bother them with
mine.

Confidence

37. If something is bothering me, others are generally aware and
concerned.

Confidence

38. I am confident that other people will like and respect me.

Note: R as S = Relationships as Secondary
N for A = Need for Approval
Items marked (R) need to be reverse-scored.

The ASQ-SF Scoring:
16 items (from Confidence, Discomfort with Closeness, and Relationships as Secondary)
(specifically items: 3, 4, 5, 8, 9, 10, 14, 16, 17, 19, 20, 21, 23, 25, 34, 37) will be calculated by
averaging each of the 16 questions that respectively measure attachment avoidance and 13 items
(from Confidence, Need for Approval, and Preoccupation with Relationship) (specifically items:
11, 13, 15, 18, 22, 24, 27, 29, 30, 31, 32, 33, 38) will be calculated by averaging each of the 13
questions that respectively measure attachment anxiety. Higher scores on the avoidance
dimension will indicate a negative view of others and avoidance of closeness and dependence in
relationships. Higher scores on the anxiety dimension will indicate a negative model of self and
interpersonal anxiety or fearful preoccupation with relationships.
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Reference: Karantzas, G. C., Feeney, J. A., & Wilkinson, R. (2010). Is less more? Confirmatory
factor analysis of the Attachment Style Questionnaires. Journal of Social and Personal
Relationships, 27(6), 749-780. doi: 10.1177/0265407510373756
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Appendix H
Jefferson Scale of Empathy for Health Profession Student Version (JSE-HPS)
For each question select one of the following:
Strongly disagree 1 Disagree 2 Somewhat disagree 3 Neither agree or disagree 4
Somewhat agree 5 Agree 6 Strongly agree 7
1. Health care providers' understanding of their patients' feelings and the feelings of their
patients' families does not influence treatment outcomes.
2. Patients feel better when their health care providers understand their feelings.
3. It is difficult for a health care provider to view things from the patients' perspectives.
4. Understanding body language is as important as verbal communication in health care
provider-patient relationships.
5. A health care provider's sense of humor contributes to a better clinical outcome.
6. Because people are different, it is difficult to see things from patients' perspectives.
7. Attention to patients' emotions is not important in a patient interview.
8. Attentiveness to patients' personal experiences does not influence treatment outcomes.
9. Health care providers should try to stand in their patients' shoes when providing care to
them.
10. Patients value a health care provider's understanding of their feelings which is therapeutic
in its own right.
11. Patients' illnesses can be cured only by targeted treatment; therefore, health care providers'
emotional ties with their patients do not have a significant influence in treatment outcomes.
12. Asking patients about what is happening in their personal lives is not helpful in
understanding their physical complaints.
13. Health care providers should try to understand what is going on in their patients' minds by
paying attention to their non-verbal cues and body language.
14. I believe that emotion has no place in the treatment of medical illness.
15. Empathy is a therapeutic skill without which a health care provider's success is limited.
16. Health care providers' understanding of the emotional status of their patients, as well as
that of their families is one important component of the health care provider-patient
relationship.
17. Health care providers should try to think like their patients in order to render better care.
18. Health care providers should not allow themselves to be influenced by strong personal
bonds between their patients and their family members.
19. I do not enjoy reading non-medical literature or the arts.
20. I believe that empathy is an important factor in patients’ treatment.
Reference: Hojat, M., Gonnella, J., & Maxwell, K. (2009). Jefferson scales of empathy (JSE):
Professional manual and users guide. Jefferson Medical College Center for Research in Medical
Education and Health Care. Philadelphia: PA.
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Appendix I
Caring Nurse-Patient Interaction Scale (CNPI-Short Scale, CNPI-23)
Caring Nurse-Patient Interactions Scale: 23-item Version—Nurse (CNPI-23)
# How competent or at ease do you
feel about the attitudes and
behaviours of each of the following
statements?
A-Clinical Care with patients
1 Know how to give treatments (e.g.
IV injections, bandages, etc.).
2 Know how to operate specialized
equipment (e.g. pumps, monitors).
3 Check if their medication soothe
their symptoms (e.g. nausea, pain,
constipation, anxiety, etc.).
4 Give them indications and means to
treat or prevent certain side effects
of their medications or treatments.
5 Know what to do in situations
where one must act quickly.
6 Help them with the care they
cannot administer themselves.
7 Show ability and skill in my way of
intervening with them.
8 Closely monitor their health
condition.
9 Provide them with the opportunity
to practice self-administered care.
B-Relational Care with patients
10 Help them to look for certain
equilibrium/balance in their life.
11 Help them to explore what is
important in their life.
12 Help them to clarify which things
they would like significant persons
to bring to them.
13 Help them to explore the meaning
that they gave to their health
condition.
14 Help them to recognize the means
to efficiently resolve their
problems.

Rating Scale

Not at
all
1

A
little
2

Moderately

Extremely

3

A
lot
4

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Not at
all
1

A
little
2

Moderately

Extremely

3

A
lot
4

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

248

5

5

15 Help them to see things from a
different point of view.
16 Try to identify with them the
consequences of their behaviour.
C-Humanistic Care with patients
17 Consider them as complete
individuals, show that I am
interested in more than their health
problems.
18 Encourage them to be hopeful,
when it was appropriate.
19 Emphasize their efforts.
20 Do not have an attitude of
disapproval.
D-Comforting care with patients
21 Respect their privacy (e.g. do not
expose them needlessly).
22 Take their basic needs into account
(e.g. sleeping, hygiene, etc.).
23 Do treatments or give medications
at the scheduled time.

1

2

3

4

5

1

2

3

4

5

Not at
all
1

A
little
2

Moderately

Extremely

3

A
lot
4

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

Not at
all
1

A
little
2

Moderately

Extremely

3

A
lot
4

1

2

3

4

5

1

2

3

4

5

5

5

Reference:
Cossette, S., Cote, J.K., Pepin, J., Ricard, N., & D’Aoust, L.X. (2006). A dimensional structure
of nurse-patient interactions from a caring perspective: Refinement of the Caring NursePatient Interaction Scale (CNPI-Short Scale). Journal of Advanced Nursing, 55(2), 198214. doi: 10.1111/j.1365-2648.2006.03895.x
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Appendix J
The one-way analysis of variance (ANOVA)

The one-way analysis of variance (ANOVA) was used to determine whether there were any
statistically significant differences between the means of two or more independent (unrelated)
groups.
The Test of Homogeneity of Variances
To interpret this output, look at the column labeled Sig. This is the p value. If the p value is less
than or equal to your α (.05) level for this test, then you can reject the H0 that the variances are
equal. If the p value is greater than α (.05) level for this test, then we fail to reject H0 which
increases our confidence that the variances are equal and the homogeneity of variance
assumption has been met. The p value is .918. Because the p value is greater than the α (.05)
level, we fail to reject H0 implying that there is little evidence that the variances are not equal
and the homogeneity of variance assumption may be reasonably satisfied.

AttachAnxiety

Test of Homogeneity of Variances
Levene
Statistic
df1
Based on Mean
.181
Based on Median
.151
Based on Median
.151
and with adjusted df
Based on trimmed
.168
mean

3
3
3

df2
188
188
183.632

Sig.
.909
.929
.929

3

188

.918

ANOVA
AttachAnxiety

Between Groups
Within Groups
Total

Sum of
Squares
309.247
9096.420
9405.667

df
3
188
191

Mean
Square
103.082
48.385

F
2.130

Sig.
.098

The one-way, between-subjects analysis of variance revealed F (3, 188) = 2.13, p = .098, MSerror
= 48.38, α = .05.
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The 3 is the between-groups degrees of freedom, 188 is the within-groups degrees of freedom,
2.130 is the F ratio from the F column, .098 is the value in the Sig. column (the p value), and
48.38 is the within-groups mean square estimate of variance.
Test of Homogeneity of Variances
Levene
Statistic
df1
df2
Sig.
AttachAvoidance Based on Mean
.495
3
188
.687
Based on Median
.497
3
188
.685
Based on Median
.497
3 181.757
.685
and with adjusted df
Based on trimmed
.499
3
188
.683
mean
Decide whether to reject H0: If the p value associated with the F ratio is less than or equal to the
α (.05) level, then you can reject the null hypothesis. In this case, the p value equals .098, which
is greater than the α level (.05), so we fail to reject H0.

Homogeneity of Variances
To interpret this output, look at the column labeled Sig. This is the p value. If the p value is less
than or equal to your α (.05) level for this test, then you can reject the H0 that the variances are
equal. If the p value is greater than α (.05) level for this test, then we fail to reject H0 which
increases our confidence that the variances are equal and the homogeneity of variance
assumption has been met. The p value is .683. Because the p value is greater than the α (.05)
level, we fail to reject H0 implying that there is little evidence that the variances are not equal
and the homogeneity of variance assumption may be reasonably satisfied.
ANOVA
AttachAvoidance

Between
Groups
Within Groups
Total

Sum of
Squares
265.318
9446.598
9711.917

df

Mean Square
3
88.439

188
191

F
1.760

Sig.
.156

50.248

The one-way, between-subjects analysis of variance revealed, F (3, 188) = 1.76, p = .156, MSerror
= 50.24, α = .05.
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The 3 is the between-groups degrees of freedom, 188 is the within-groups degrees of freedom,
1.76 is the F ratio from the F column, .156 is the value in the Sig. column (the p value), and
50.24 is the within-groups mean square estimate of variance.
Decide whether to reject H0: If the p value associated with the F ratio is less than or equal to the
α (.05) level, then you can reject the null hypothesis that all the means are equal. In this case, the
p value equals .156, which is greater than the α level (.05), so we fail to reject H0.

Test of Homogeneity of Variances
Levene
Statistic
df1
1.166
3
Empathy Based on Mean
Based on Median
1.072
3
Based on Median and
1.072
3
with adjusted df
Based on trimmed
1.132
3
mean

df2
188
188
172.722

Sig.
.324
.362
.362

188

.337

The Test of Homogeneity of Variances
To interpret this output, look at the column labeled Sig. This is the p value. If the p value is less
than or equal to your α (.05) level for this test, then you can reject the H0 that the variances are
equal. If the p value is greater than α (.05) level for this test, then we fail to reject H0 which
increases our confidence that the variances are equal and the homogeneity of variance
assumption has been met. The p value is .337. Because the p value is greater than the α (.05)
level, we fail to reject H0 implying that there is little evidence that the variances are not equal
and the homogeneity of variance assumption may be reasonably satisfied.
ANOVA
Empathy

Between
Groups
Within Groups
Total

Sum of
Squares
538.595

df
3

21831.150
22369.745

188
191

Mean
Square
179.532

F
1.546

Sig.
.204

116.123

The one-way, between-subjects analysis of variance revealed F (3, 188) = 1.546, p = .204,
MSerror = 116.12, α = .05.
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The 3 is the between-groups degrees of freedom, 188 is the within-groups degrees of freedom,
1.546 is the F ratio from the F column, .204 is the value in the Sig. column (the p value), and
116.12 is the within-groups mean square estimate of variance.
Decide whether to reject H0: If the p value associated with the F ratio is less than or equal to the
α (.05) level, then you can reject the null hypothesis that all the means are equal. In this case, the
p value equals .204, which is greater than the α level (.05), so we fail to reject H0.

Test of Homogeneity of Variances
Levene
Statistic
dfl
14.890
3
Caring Based on Mean
Based on Median
14.758
3
Based on Median and
14.758
3
with adjusted df
Based on trimmed
14.889
3
mean

df2
188
188
143.149

Sig.
.000
.000
.000

188

.000

The Test of Homogeneity of Variances
To interpret this output, look at the column labeled Sig. This is the p value. If the p value is less
than or equal to your α (.05) level for this test, then you can reject the H0 that the variances are
equal. If the p value is greater than α (.05) level for this test, then we fail to reject H0 which
increases our confidence that the variances are equal and the homogeneity of variance
assumption has been met. The p value is .000. Because the p value is less than the α (.05) level,
we reject H0.
ANOVA
Caring

Between Groups
Within Groups
Total

Sum of
Squares
13448.871
39447.108
52895.979

df

Mean Square
3
4482.957
188
209.825
191

F
21.365

Sig.
.000

The one-way, between-subjects analysis of variance revealed, F (3, 188) = 21.36, p = .204,
MSerror = 209.82, α = .05.
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The 3 is the between-groups degrees of freedom, 188 is the within-groups degrees of freedom,
21.36 is the F ratio from the F column, .000 is the value in the Sig. column (the p value), and
209.82 is the within-groups mean square estimate of variance.
Decide whether to reject H0: If the p value associated with the F ratio is less than or equal to the
α (.05) level, then you can reject the null hypothesis that all the means are equal. In this case, the
p value equals .000, which is less than the α level (.05), so we reject H0.
A Scheffe Post-Hoc test was conducted and the findings indicated there is a significant
difference in caring from year one to year two; year one to year three; and, year one to year four.
There is no significant difference in caring between years two and three; two and four; and,
between years three and four.

Dependent Variable: Caring
Scheffe
(I) Year of
program
1

2

3

4

(J)
Year of Mean Difference
program
(I-J)
2
-15.85191*
3
-18.76787*
4
-20.05147*
1
15.85191*
3
-2.91596
4
-4.19956

95% Confidence Interval
Std. Error
3.10418
3.29890
2.65112
3.10418
3.50575
2.90447

1
2

18.76787*
2.91596

3.29890
3.50575

.000
.875

9.4617
-6.9737

28.0740
12.8056

4
1

-1.28360
20.05147*

3.11172
2.65112

.982
.000

-10.0617
12.5727

7.4945
27.5302

2.90447
3.11172

.555
.982

-3.9939
-7.4945

12.3930
10.0617

2
4.19956
3
1.28360
*The mean difference is significant at the 0.05 level.
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Sig.
Lower Bound Upper Bound
.000
-24.6087
-7.0951
.000
-28.0740
-9.4617
.000
-27.5302
-12.5727
.000
7.0951
24.6087
.875
-12.8056
6.9737
.555
-12.3930
3.9939

Appendix K
Histograms-Skewness and Kurtosis
Caring, Empathy, Attachment Avoidance, and Attachment Anxiety

Clinical Care

Perspective-Taking

Confidence-Avoidance

Confidence-Anxiety

Histograms-Caring
Relational Care
Comforting Care

Histograms- Empathy
Compassionate
Standing in Patient’s
Care
Shoes

Histograms- Attachment-Avoidance
Discomfort with
Relationships as
Closeness
Secondary

Histograms-Attachment-Anxiety
Need for Approval
Preoccupation with
Relationships
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Humanistic Care

Appendix L
Results of EFA and CFA for each scale
Caring
Exploratory factor analysis, output from SPSS.
KMO and Bartlett’s Test
Kaiser-Meyer-Olkin Measure of Sampling Adequacy

.744

Bartlett’s Test of Sphericity

Approx. Chi-Square
df
Sig.

Total Variance Explained
Initial Eigenvalues
Component

Total

Extraction Sums of Squared Loadings

% of Variance Cumulative%

Total

1
3.003
75.066
75.066
3.003
2
.558
13.962
89.028
3
.260
6.507
95.534
4
.179
4.466
100.00
Extraction Method: Principal Component Analysis

% of Variance

Model
Default model
Saturated model
Independence Model

RMR
.068
000
.498

NFI
Delta1
.885
1.000
.000

GFI
.825
1.000
.146

AGFI PGFI
.772 .000
.069

RFI
IFI
Rho1 Delta2
.862
.940
1.000
.000
.000
256

.134

TLI
Rho2
.927
.000

Cumulative %

75.066

Confirmatory factor analysis-output from AMOS
Model
NPAR
CMIN
DF
P
Default model
65
417.068
211 .000
Saturated model
276
.000
0
Independence Model
23
3628.97
253 .000
Model
Default model
Saturated model
Independence Model

481.828
15
.000

CFI
.939
1.000
.000

75.066

CMIN/DF
1.977
14.344

Model
Default model
Independence Model

RMSEA
.072
.264

L0 90
.061
.257

Hi 90 PCLOSE
.082
.000
.272
.000

Empathy
Exploratory factor analysis, output from SPSS.
KMO and Bartlett’s Test
Kaiser-Meyer-Olkin Measure of Sampling Adequacy

.538

Bartlett’s Test of Sphericity

Approx. Chi-Square
df
Sig.

Total Variance Explained
Initial Eigenvalues
Component

Total

105.557
3
.000

Extraction Sums of Squared Loadings

% of Variance Cumulative%

Total

% of Variance

1
1.743
58.099
58.099
1.743
2
.887
29.556
87.655
3
.370
12.345
100.000
Extraction Method: Principal Component Analysis

Cumulative %

58.099

Empathy- Confirmatory factor analysis-output from AMOS
Model
NPAR
CMIN
DF
P
CMIN/DF
Default model
44
228.043
166 .001
1.374
Saturated model
210
.000
0
Independence Model
20
1032.464
190 .000
5.434

Model
Default model
Saturated model
Independence Model

Model
Default model
Saturated model

RMR
.071
000
.271

NFI
Delta1
.804
1.000

GFI
.896
1.000
.466

AGFI PGFI
.869 .708
.410

RFI
IFI
Rho1 Delta2
.771
.928
1.000
257

.421

TLI
Rho2
.916

CFI
.926
1.000

58.099

Independence Model

.000

.000

Model
Default model
Independence Model

RMSEA
.044
.152

L0 90
.029
.143

.000

.000

.000

Hi 90 PCLOSE
.058
.754
.162
.000

Attachment Avoidance
Exploratory factor analysis, output from SPSS.
KMO and Bartlett’s Test
Kaiser-Meyer-Olkin Measure of Sampling Adequacy

.594

Bartlett’s Test of Sphericity

Approx. Chi-Square
df
Sig.

Total Variance Explained
Initial Eigenvalues
Component

Total

102.569
3
.000

Extraction Sums of Squared Loadings

% of Variance Cumulative%

Total

% of Variance

1
1.806
60.201
60.201
1.806
2
.783
26.085
86.286
3
.411
13.714
100.000
Extraction Method: Principal Component Analysis

Cumulative %

60.201

Attachment Avoidance-Confirmatory factor analysis-output from AMOS
Model
NPAR
CMIN
DF
P
CMIN/DF
Default model
42
154.361
94 .000
1.642
Saturated model
136
.000
0
Independence Model
16
1010.983
120 .000
8.425

Model
Default model
Saturated model
Independence Model

Model
Default model
Saturated model

RMR
.069
000
.333

NFI
Delta1
.847
1.000

GFI
.910
1.000
.437

AGFI PGFI
.870 .629
.362

RFI
IFI
Rho1 Delta2
.805
.934
1.000
258

.386

TLI
Rho2
.914

CFI
.932
1.000

60.201

Independence Model

.000

.000

Model
Default model
Independence Model

RMSEA
.058
.197

L0 90
.041
.186

.000

.000

.000

Hi 90 PCLOSE
.074
.205
.208
.000

Attachment Anxiety
Exploratory factor analysis, output from SPSS.
KMO and Bartlett’s Test
Kaiser-Meyer-Olkin Measure of Sampling Adequacy

.670

Bartlett’s Test of Sphericity

Approx. Chi-Square
df
Sig.

Total Variance Explained
Initial Eigenvalues
Component

Total

279.187
3
.000

Extraction Sums of Squared Loadings

% of Variance Cumulative%

Total

1
2.317
77.237
77.237
2.317
2
.475
15.845
93.083
3
.208
6.917
100.000
Extraction Method: Principal Component Analysis

% of Variance

77.237

Cumulative %

77.237

Attachment Anxiety
Exploratory factor analysis, output from SPSS.
KMO and Bartlett’s Test
Kaiser-Meyer-Olkin Measure of Sampling Adequacy

.670

Bartlett’s Test of Sphericity

Approx. Chi-Square
df
Sig.

Total Variance Explained
Initial Eigenvalues
Component

1

Total

2.317

Extraction Sums of Squared Loadings

% of Variance Cumulative%

77.237

279.187
3
.000

77.237
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Total

% of Variance

2.317

77.237

Cumulative %

77.237

2
.475
15.845
93.083
3
.208
6.917
100.000
Extraction Method: Principal Component Analysis
Attachment Anxiety-Confirmatory factor analysis-output from AMOS
Model
NPAR
CMIN
DF
P
CMIN/DF
Default model
29
152.092
62 .000
2.453
Saturated model
91
.000
0
Independence Model
13
1101.153
78 .000
14.117
Model
Default model
Saturated model
Independence Model
Model

RMR
.117
000
.590

Default model
Saturated model
Independence Model

NFI
Delta1
.862
1.000
.000

Model
Default model
Independence Model

RMSEA
.080
.262

GFI
.894
1.000
.343

AGFI PGFI
.845 .609
.234

RFI
IFI
Rho1 Delta2
.826
.913
1.000
.000
.000
L0 90
.070
.248

.294
TLI
Rho2
.889
.000

CFI
.912
1.000
.000

Hi 90 PCLOSE
.105
.000
.276
.000

Principal Component Analysis/ Factor Analysis
The 72 items of Clinical Care (23); Empathy (20) and Attachment (29) were subjected to
principal component analysis (PCA) using SPPS, version 24. Before performing PCA
(exploratory factor analysis) for investigating test validity of the variable relationships of the
variables in the complex relationship of attachment, caring and empathy, the suitability of the
data for exploratory factor analysis (hypothesis creating) was determined using Kaiser-MeyerOlkin measure of sampling adequacy and Bartlett’s test of sphericity. The former is a measure of
the proportion of variance among variables. Bartlett’s test of sphericity determines
homoscedasticity. A value ≥ .6 in the KMO measure of sampling adequacy suggests adequate
sampling and a statistical significance of Bartlett’s test of sphericity confirms uniformity of
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variance (Table below). Both tests indicate that the 72 data items (factors) are suitable for PCA
(exploratory factor analysis). The theory behind factor analytic methods is that the information
gained about the interdependencies between observed variables can be used later to reduce the
set of variables in a dataset.
KMO and Bartlett's Test
Kaiser-Meyer-Olkin Measure of Sampling
Adequacy.
Bartlett's Test of
Sphericity.

Approx. Chi-Square

.873

10788.812

df

2556

Sig.

.000

Principal component analysis revealed the presence of seventeen components with
eigenvalues exceeding 1. These components contributed to 69.06 % of the total variance. Close
inspection of the scree plot revealed a slight angulation after the second component, however it’s
clear that there are six components above the scree plot’s elbow thus, deciding, according to
Catell’s (1966) scree test, to retain these six components for further investigation. Determining
the number of factors to extract in exploratory factor analysis is of critical importance. Many
authors have demonstrated that both over and under-extractions may have deleterious effects. It
is important to note that Parallel Analysis criterion to retain or reject factors is a more precise
method over the scree test that may be influenced by subjective assessment of the plot.
Generating random eigenvalues in a set of Monte Carlo simulations, inputting the number of
variables, respondents and replications and comparing the eigenvalues in the exploratory factor
analysis to the random eigenvalues randomly generated, a clear mathematically distinction to
eliminate or retain factors is obtained. In this study, the eigenvalue table between the PCA and
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Monte Carlo simulation defines factor 7 as the first value exceeded by the randomly generated
eigenvalue thus, rejecting it (The eigenvalue is a measure of how much of the variance of the
observed variables a factor explains. Any factor with an eigenvalue ≥1 explains more variance
than a single observed variable).

Parallel Analysis
Component

Eigenvalue PCA

Randomly generated

number

Decision

Eigenvalue

1

14.708

2.2649

Accept

2

7.563

2.1570

Accept

3

5.643

2.0728

Accept

4

3.203

2.0069

Accept

5

2.564

1.9485

Accept

6

2.037

1.8947

Accept

7

1.829

1.8466

Reject

8

1.582

1.7955

Reject

9

1.453

1.7453

Reject
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10

1.346

1.7000

Reject

Principal components analysis revealed the presence of seventeen components with eigenvalues
exceeding 1, explaining 60.5% of the variance, ranging from 20.1% for the first component to
1.4% for the 17th component. Using Cattel’s scree plot and Parallel Analysis criteria it was
decided to retain four components for further investigation.

Initial Eigenvalues
% of
Cumulative
Variance
%

Extraction Sums of Squared Loadings

Rotation Sums
of Squared
Loadingsa

% of
Variance

Total

Compo
nent

Total

1

14.448

20.066

20.066

14.448

20.066

20.066

13.339

2

7.968

11.066

31.132

7.968

11.066

31.132

7.862

3

5.630

7.820

38.952

5.630

7.820

38.952

6.879

4

3.444

4.783

43.735

3.444

4.783

43.735

5.514

5

2.699

3.749

47.484

6

2.023

2.810

50.294

7

1.795

2.494

52.788

8

1.544

2.144

54.932

9

1.429

1.985

56.917

10

1.363

1.893

58.810

11

1.212

1.684

60.494

12

1.170

1.625

62.119

13

1.117

1.551

63.669

14

1.082

1.503

65.173

Total
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Cumulative
%

15

1.063

1.476

66.649

16

1.024

1.422

68.071

17

1.009

1.402

69.473

The four-component solution explained a total of 43.75% of the variance with component
1 contributing 20.1%, component 2 contributing 11.1%, component 3 contributing 7.8% and
component 4, 4.78%. To aid in the interpretation of these four components, Oblimin rotation
was performed.
A pattern matrix and structure matrix tables, unique to the Oblimin output provided a
correlation between variables and factors.

Pattern Matrixa
Component
1
Relational Care

.842

Clinical Care

.840

Clinical Care

.831

Clinical Care

.827

Clinical Care

.800

Relational Care

.794

Relational Care

.794

Clinical Care

.792

Relational Care

.782

Relational Care

.772

2

3
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4

Relational Care

.765

Relational Care

.755

Comforting Care

.748

Clinical Care

.737

Clinical Care

.702

Clinical Care

.698

Humanistic care

.664

Clinical Care

.650

Comforting Care

.650

Humanistic care

.641

Humanistic care

.641

Comforting Care

.586

Humanistic care

.461

.382

Preoccupation with
relationship

.758

Preoccupation with
relationship

.757

Need for approval

.743

Confidence

-.680

Need for approval

.675

Preoccupation with
relationship

.672

Preoccupation with
relationship

.662

Need for approval

.638

Need for approval

.549

.314

-.302
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Preoccupations with
relationship

.531

Discomfort with
closeness

.518

-.333

Discomfort with
closeness

.497

-.353

Need for approval

.409

.380

Discomfort with
closeness

.398

Relationships as
secondary

.394

-.376

Stand in shoes
Compassionate

.692

Compassionate

.622

Compassionate

.606

Compassionate

.600

Compassionate

.595

Compassionate

.578

Perspective take

.571

Perspective care

.540

Perspective take

.503

Perspective take

.500

as secondary

.318

-.496

Relationships as
secondary

-.493

Perspective take

.451

Perspective take

.446
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Compassionate

.440

Perspective take

.412

Perspective take

.388

Perspective take

.353

Relationships as
secondary
Stand in shoes
Perspective take
Stand in shoes
Discomfort with
closeness

-.751

Discomfort with
closeness

-.735

Confidence

.718

Discomfort with
closeness

-.583

Confidence
Discomfort with
closeness

.544
.433

-.535

Confidence

.508

Confidence

.504

Confidence

.494

Discomfort with
closeness
Discomfort with
closeness

-.478

.336

-.431

Extraction Method: Principal Component Analysis.
Rotation Method: Oblimin with Kaiser Normalization.
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Rotation converged in 14 iterations.

This analysis confirmed a relatively simple structure with four components showing a
number of strong loadings with a fairly consistent distribution of loading in the four
compartments. Caring items loading strongly on component 1; Attachment items loading on
component 2; and Empathy items loading strongly on component 3. Some Attachment items
loaded on component 4 together with a smattering of Attachment items showing negative
loadings on components 2, 3 and 4.
Exploratory factor analysis with extraction of three components was repeated obtaining a
Pattern and Structure Matrices (Oblimin rotation method) among the three components, with a
tighter and more uniform distribution of loading among the three components and lesser number
of negative loadings, albeit most of them from the Attachment domain, particularly the items of
confidence, in component 2 and relationships as secondary in component 3. With this rotational
3 component extraction, seven items did not load in any of the 3 components: four from empathy
and three from attachments. The results of these analysis support the use of the Attachment,
Empathy and Caring scales to further study the hypothesis that Attachment is a significant
exogenous variable contributing to Empathy and Caring.
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Appendix M Structural Model
AMOS output based on BScN students in years 1-4

Model Fit Summary
CMIN

Model
Default model
Saturated model
Independence model

NPAR
34
91
13

CMIN
129.305
.000
1263.473

DF
57
0
78

P
.000

CMIN/DF
2.269

.000

16.198

RMR, GFI

Model
Default model
Saturated model
Independence model

RMR
.083
.000
.318

GFI
.961
1.000
.439

AGFI
.868

PGFI
.571

.345

.376

NFI
Delta1
.898
1.000
.000

RFI
rho1
.894

IFI
Delta2
.940
1.000
.000

TLI
rho2
.917

Baseline Comparisons

Model
Default model
Saturated model
Independence model

.000

.000

Parsimony-Adjusted Measures

Model
Default model
Saturated model
Independence model

PRATIO
.731
.000
1.000

PNFI
.656
.000
.000

PCFI
.686
.000
.000

NCP
72.305
.000
1185.473

LO 90
43.069
.000
1074.019

NCP

Model
Default model
Saturated model
Independence model

HI 90
109.267
.000
1304.331

FMIN
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CFI
.939
1.000
.000

Model
Default model
Saturated model
Independence model

FMIN
.677
.000
6.615

F0
.379
.000
6.207

LO 90
.225
.000
5.623

HI 90
.572
.000
6.829

RMSEA

Model
Default model
Independence model (null modelRMSEA cannot be <0.158

RMSEA
.074

LO 90
.063

HI 90
.100

PCLOSE
.004

.282

.268

.296

.000

AIC

Model
Default model
Saturated model
Independence model

AIC
197.305
182.000
1289.473

BCC
202.684
196.395
1291.529

BIC
308.060
478.432
1331.820

ECVI

Model
Default model
Saturated model
Independence model

ECVI
1.033
.953
6.751

LO 90
.880
.953
6.168

HI 90
1.227
.953
7.373

HOELTER

Model
Default model
Independence model

HOELTER
.05
112
16

HOELTER
.01
126
17
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MECVI
1.061
1.028
6.762

CAIC
342.060
569.432
1344.820

Maximum Likelihood Estimates
Regression Weights: (Group number 1 - Default model)

Empathy_latent
Empathy_latent
Caring_latent
Caring_latent
Caring_latent
ConfidenceAnxiety
NeedForApproval
Standinptsshoes
ClinCare
PreoccWithRelationshps
RelationshpsSecond
DiscomfrtCloseness
ConfidenceAvoid
PerspectiveTaking
CompassnteCare
RelationalCare
HumanisticCare
ComfortingCare

<--<--<--<--<--<--<--<--<--<--<--<--<--<--<--<--<--<---

Attachment_Anxiety
Attachment_Avoidance
Attachment_Avoidance
Empathy_latent
Attachment_Anxiety
Attachment_Anxiety
Attachment_Anxiety
Empathy_latent
Caring_latent
Attachment_Anxiety
Attachment_Avoidance
Attachment_Avoidance
Attachment_Avoidance
Empathy_latent
Empathy_latent
Caring_latent
Caring_latent
Caring_latent

Estimate
.177
-.323
.021
.284
-.117
-.383
.682
.191
1.538
1.000
.200
1.000
-.236
1.000
1.458
1.526
1.000
.827

Standardized Regression Weights: (Group number 1 - Default model)

Empathy_latent
Empathy_latent
Caring_latent
Caring_latent
Caring_latent
ConfidenceAnxiety
NeedForApproval
Standinptsshoes
ClinCare
PreoccWithRelationshps
RelationshpsSecond
DiscomfrtCloseness
ConfidenceAvoid
PerspectiveTaking

<--<--<--<--<--<--<--<--<--<--<--<--<--<---

Attachment_Anxiety
Attachment_Avoidance
Attachment_Avoidance
Empathy_latent
Attachment_Anxiety
Attachment_Anxiety
Attachment_Anxiety
Empathy_latent
Caring_latent
Attachment_Anxiety
Attachment_Avoidance
Attachment_Avoidance
Attachment_Avoidance
Empathy_latent
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Estimate
.234
-.522
.042
.355
-.193
-.710
.793
.277
.588
.954
.421
.832
-.629
.649

S.E.
.098
.103
.071
.074
.074
.033
.051
.053
.185

C.R.
1.794
-3.147
.290
3.842
-1.574
-11.541
13.346
3.609
8.327

P
.073
.002
.771
***
.115
***
***
***
***

.038

5.207

***

.031

-7.555

***

.251
.127

5.805
11.971

***
***

.061

13.618

***

CompassnteCare
RelationalCare
HumanisticCare
ComfortingCare

<--<--<--<---

Empathy_latent
Caring_latent
Caring_latent
Caring_latent
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Estimate
.955
.764
.870
.874

