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Abstract Background: Compassion has also been defined as acknowledgment and engagement with one's own
suffer and the suffering of others, together with a deep commitment to work towards alleviating and preventing that
suffering. This definition highlights two psychological components of compassion that provide a direction for the
therapy. Aim: This study aims to evaluate the correlation and predictors of nurses’ and patients’ opinions about
compassion in Beni-Suef city. Design: A descriptive cross-sectional design was used in conducting the study.
Setting: This research was conducted at Beni-Suef University Hospital, General Hospital, as well as
Continuing/Long-term care and Home Health Care (HHC) services. Sample: 140 nurses being employed in the
current health care facility for at least one year were eligible for inclusion in the study sample and all elderly (140)
patients receiving care in the above-mentioned settings. Tools: Two tools have been used to gather data;
1) Structured questionnaire interview sheet included data related to socio-demographic characteristics for nurses and
patients. 2) Compassionate Care Scale. Results: Statistically significant moderate positive correlations were
identified among nurses’ scores of compassionate care attitude, practice, and confidence. Nurses’ scores of
compassionate care confidence and practice had statistically significant weak positive correlations with their
qualification, and negative correlations with their age and experience. The unmarried status of the nurse was the only
statistically significant independent negative predictor of the compassionate care attitude score. A strong statistically
significant negative correlation between patients’ scores of opinions about patient expectations and nurses’ attitude
toward compassionate care (r=-0.900). Conclusion: The study findings concluded a strongest correlation between
the scores of nurse competence and caring attributes. A strong statistically significant negative correlation between
patients’ scores of opinions about patient expectations and nurses’ attitude toward compassionate care was found.
Recommendations: Replication of this study on a large representative probability sample is highly recommended to
achieve more generalization of the results for further research. The impact of such training interventions on elderly
patients’ opinions about compassionate care should also be investigated.
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Compassion has been defined in different ways.
described compassion as a deep feeling of connectedness

1. Introduction

Healthcare professionals have been praised for their
outstanding levels of compassion. Moreover, the nursing
profession prides itself on being compassionate. However,
feels that the heart has gone out of nursing and that
today’s professionals are not as caring as those of the past.
With the ever-increasing scrutiny on the nursing
profession surrounding the area of compassionate care,
there has been a notable increase in reporting
uncompassionate care of older adults in care settings Thus,
the long deep-rooted image of the compassionate nurse
may be at risk. [1,2,3,4]

with the experience of human suffering that requires
personal knowledge of the suffering of others evokes a
moral response to the recognized suffering and that
results in caring that brings comfort to the sufferer, and
argued that ‘compassion involves noticing another
person's vulnerability. Compassionate care offers comfort
to suffering others and the component of acting upon
feeling compassion differentiates compassion from other
emotions such as sympathy or empathy. [5,6,7]

To add further complexity, the term ‘compassion’ is
also used interchangeably with ‘caring’, ‘empathy’,
‘kindness,” and ‘sympathy’. Perhaps incontestably, it has
been argued that until compassion is clearly defined,
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nurses will not be able to truly claim it as an integral
dimension of professional practice. Not surprisingly,
given the subjective and complex nature of compassion,
its measurement is difficult. Compassion manifests
differently in different contexts and means different things
to different people, therefore there is a danger of simply
measuring what is easy to quantify in compassionate care,
rather than what is important. [8]

Compassion has also been defined as acknowledgment
and engagement with one's own suffer and the suffering of
others, together with a deep commitment to work towards
alleviating and preventing that suffering. This definition
highlights two psychological components of compassion
that provide a direction for the therapy. Firstly,
compassion involves motivation and intention to approach,
tolerate, and engage with suffering. Secondly, there is a
corresponding commitment to try to alleviate suffering
and seek to prevent future suffering. [9]

Compassionate care is defined as a set of four
attributes: wisdom, humanity, love, and empathy, where
these attributes may be expressed as awareness of a
situation when a person is vulnerable and suffering. It is
the inner feeling of another person’s suffering with
the motivation to help and alleviate the suffering.
Compassionate  healthcare  is  characterized by
relationships based on empathy, concern, and respect for
persons contextualized knowledge of the patient as an
individual within a network of relationships at home and
in his or her communities, effective communication within
interactions, over time, and across settings, and facilitation
of patients’ and families’ participation in decisions and
care. [10,11]

From an evolutionary approach, compassion is
considered an advantageous competency that evolved
from attachment and caring motivation and responses.
According to this perspective, compassion is
conceptualized as a combination of motives, emotions,
thoughts, and behaviors, and involves two dimensions:
compassionate attributes (i.e. an intentional sensitivity to
suffering, ability to tolerate distress in an accepting and
non-judgmental way, and motivation to engage with
suffering) and compassionate actions (i.e. motivation and
commitment to take helpful actions to prevent or deal with
one’s self and others’ distress, in a kind, supportive and
accepting manner). [9]

Different attributes such as sensitivity, dignity, and
respect, listening and responding, attentiveness,
confronting, involvement, helping, presence and
understanding, and genuine connection have been
associated with compassion. [12] On the other hand,
compassionate nursing care from the patient’s point of
view is featured with being considerate and accurate in
dealing with patient’s problems, being committed to
realize and work to soothe the patient’s pain while
keeping a respectful relationship with the patient. [13]

To develop a compassionate self, one must adopt two
mindsets or ‘psychologies, encompassing a multitude of
compassionate attributes and skills. The first mindset
involves the motivation and ability to notice, engage with,
and make sense of the suffering of self and others
(i.e., sensitivity to suffering). Six attributes are
distinguished in this dimension. These are (1) care for

wellbeing, the motivation/willingness to address suffering
and/or facilitate flourishing; (2) sensitivity, or ability to
recognize suffering; (3) sympathy, to feel emotionally
connected to suffering; (4) distress tolerance, ability to
stay with and tolerate rather than avoid or deny emotions
evoked by suffering; (5) empathy, ability to stand back
from and understand suffering; and (6) non-judgment,
ability to take an accepting, non-critical, and non-
condemning approach. [14,15]

The second mindset of compassion involves the skills
and wisdom to undertake actions towards preventing or
alleviating the suffering of self and others. This requires
six transformative skills, including (1) compassionate
attention, the ability to pay attention to what is helpful and
supportive; (2) compassionate reasoning, ability to use
supportive thought patterns; (3) compassionate behavior,
ability to act upon suffering in a way that alleviates
distress and facilitates development and growth;
4) compassionate imagery, ability to apply imagery and
meditation - like practices to cultivate affiliated emotions;
5) compassionate feeling, ability to experience emotions
linked to compassion; and 6) compassionate sensation,
ability to generate physical states conducive to
compassion. [16]

The literature identifies compassion in healthcare as
comprising of five defining attributes (Figure 1). Although
these occur sequentially and each attribute needs to occur,
the individual who is to display compassion may need to
move between the attributes depending on the situation.
[17]

1-

Recognition

5- - - 2-
Action A sequentlal Connection
attributes of
compassion and
compassionate
response
4- 3-

Humanistic Altruistic
Response Desire

Figure 1. Five sequential attributes of compassion and compassionate
response [17]

Recognition is cognitive recognition of another’s
adverse circumstances, physical, psychological or
emotional wellbeing. Personal connection with another is
based on automatic, authentic, and genuine thought.
Altruistic desire is to aid another. Humanistic, person-to-
person, is understanding of what it is to be human.
Action is an undertaking of an act or responsive behavior.
[17]
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Figure 2. Conceptual framework of compassionate care [18]

Nurses defined and characterized compassionate care as
a phenomenon not standing on its own, but closely related
to and connected to other concepts which represent key
values in nursing practice. Nurses described compassionate
care as a phenomenon centered on empathy which forms
the moral drive for the nurse to exercise his or her humane
caring behavior. It is directly connected with and
operationalized along with other components including the
desire for alleviation of patients” suffering, addressing
individualized care needs, using therapeutic communication,
and recognizing and promoting mutual benefits. [18]

Nurses further described compassionate care as a
phenomenon that occurs within the clinical practice
environment where a therapeutic relationship between a
nurse and a patient can be initiated. Factors such as role
modeling by staff nurses, the leadership of administrative
nurses, and the workload of the unit can influence this
relationship and shape the compassionate caring behavior
of a nurse as illustrated in Figure 2. [18]

1.1. Significance of the Study

People are living longer; however, they are not
necessarily experiencing good health and well-being as
they age. Older adults are at a significant risk of having
Multiple Chronic Conditions (MCC), also known as
multi-morbidity, and associated functional impairment.
[19] As they continue to age, many older adults live with a
growing number of complex health issues that adversely
affect their day-to-day functioning and overall quality of
life. For some individuals, and groups of older adults,
these issues are further compounded by factors related to
social and structural determinants of health. [20,21,22]

Data demonstrate that being able to age at home or in
an environment of one’s choice in the community, and
maintaining functional independence are key priorities for
older adults. For persons with MCC, living with complex
health issues that hinder their day-to-day functioning,
aging at home can be significantly more challenging and
these individuals frequently rely on the support of friends
and/or family caregivers to complete activities of daily
living. [23,24,25]

The caregivers of older adults with MCC often face
challenges to their own financial, emotional and
psychological well-being, and also require social and
medical support. Meanwhile, older adults’ experiences of
aging can vary widely and those diverse individuals and
groups of older adults with MCC and their caregivers have
unique health and social care needs. [26]

1.2. Aims of the Study

This study aims to evaluate the correlation and
predictors of nurses’ and patients’ opinions about
compassion in Beni-Suef city.

1.3. Research Objectives

1. Assess nurses’ confidence in compassionate care

2. Assess correlation and predictors of nurses’
compassionate care

3. Assess correlation and predictors of patients’
opinions about compassionate care

4. Find out the relationship between nurses’ and
elderly patients’ views about compassionate care.

1.4. Research Questions

1. What about nurses’ confidence in compassionate care?

2. What about correlation and predictors of nurses’
compassionate care?

3. What about correlation and predictors of patients’
opinions about compassionate care?

4. Is there a relation relationship between nurses’
and elderly patients’ views about compassionate
care?

2. Subjects and Methods

2.1. Research Design

A descriptive cross-sectional design was used in
conducting the study.
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2.2. Setting

This research was conducted at Beni-Suef University
Hospital, General Hospital, as well as Continuing/Long-
term care and Home Health Care (HHC) services.

2.3. Sampling

Sample size: 140 nurses being employed in the current
health care facility for at least one year were eligible for
inclusion in the study sample and all elderly (140) patients
receiving care in the above-mentioned settings who fulfill
the following criteria were eligible for being selected in
the study sample

Sample technique: The required sample size was
estimated based on an expected high perception rate of 50%
or higher among nurses with 4% standard error, and 95%
level of confidence, taking into account the finite
population correction and an expected non-response rate
of approximately 15%. Accordingly, and through the use
of the Open-Epi software package.

2.4. Tools of Data Collection

2.4.1. Tool (1): A Structured Interviewing Questionnaire
Sheet for Nurses Included Two Parts

Part 1: Included data related to socio-demographic
characteristics and job characteristics of nurses: such as
age, gender, residence, nursing qualification, marital status,
years of experience, training courses attended, as well as
the work department.

Part 2: Included Compassionate Care Scale: This was
adapted and translated by the researcher based on Kemper
et al (2006). [27] It was translated into Arabic using the
translate-back-translate technique to preserve its validity.
The scale consists of three sections as follows:

1. Compassionate care attitude: This included 15 statements
categorized into attitudes related to:

a) Nurse role (5 items) such as “the nurse-patient ratio
in my unit helps in the provision of compassionate care;”

b) Hospital leadership role (5 items) such as “The
hospital leaders are role models in the provision of
compassionate care;”

c¢) Individual (5 items) such as “compassionate care
provision is not affected by age, sex, or nationality.”

Scoring: Each statement’s response was on a
4-point-Likert scale ranging from “strongly agree” to
“strongly disagree.” These were scored respectively from
4 to 1. The negatively stated items were inversely scored
so that a higher score indicates a more positive attitude.
The scores of each section and the total scale were
summed up and divided by the corresponding numbers of
items. These were converted into percent scores. A score
of 60% or more was considered as a positive attitude,
whereas a lower score was considered as a negative
attitude.

2. Compassionate care practice: This consisted of three
statements as follows:

a) Self-training to be calm;

b) Trust own intuition;

¢) Use non-drug therapies to help a patient feel better.

Scoring: For each statement, the nurse had to provide a
percentage ranging from zero to 100%. The scores of each
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statement and of the total scale were considered adequate
practice if 60% or more, and inadequate if <60%.

3. Self-confidence in compassionate care:

This consisted of 7 statements measuring nurse’s
confidence in the provision of compassionate care, such as
“Keep peaceful and focused when moving or in noise”
and “Can describe major risks of mind-body therapies for
patients.”

Scoring: The response to each statement was on a
numeric scale ranging from 0 = no confidence to 10 =
total confidence. The scores of the seven statements were
summed up and converted into a percent score, and a
higher percentage reflected more self-confidence. The
nurse confidence was considered high if the percent score
was 60% or more, and low if <60%.

2.4.2. Tool (2): A Structured Interviewing Questionnaire
Sheet for Elderly Patients Included Three Parts

e Part 1: Included data related to socio-demographic
characteristics such as age, gender, education,
marital status, job, residence, income, crowding
index, etc., in addition to the department where the
patient care is provided.

e Part 2: Health/medical history: such as admission
diagnosis, comorbid chronic diseases, medication
intake, previous surgery, disability, as well as the
length of stay in the health care setting, etc.

e Part 3: Included Compassionate Care Scale: This
was developed by Burnell and Agan (2013) to assess
elderly patient’s perception of the compassionate
care provided. [28] It was translated into Arabic
using the translate-back-translate technique to preserve
its validity. The scale consisted of two sections:

1. Priorities in compassionate care: This comprised 5
statements asking about the importance of “understanding
problems”, “Competence”, “Skill in using equipment”,
“Helping control pain” and “No prejudice.” The patient
was asked to give a ranking from 1 to five for each
statement so that 1 means the highest priority and 5 means
the lowest priority. The sums of the ranking of each
statement were calculated, and means, standard deviations,
medians, and quartiles were computed. The statement with
the lowest mean/median was ranked first, and the highest-
ranked last.

2. Opinions about compassionate care: This section
consisted of 20 statements on a 4-point Likert type scale
ranging from “extremely important” to “not important.”
They were categorized into 4 dimensions as follows.

a) Meaningful connection: 8 items such as humor,
respect, and dignity, etc.

b) Patient expectations: 5 items such as pain control,
care plan, etc.

c) Caring attributes: 4
encouragement, etc.

d) Nurse competence: 3 items such as self-confidence,
competence, etc.

Scoring: Each item’s response from “extremely
important” to “not important” was scored from 4 to 1
respectively, so that a higher score indicates a higher
opinion about compassionate care. The scores of each
section and the total scale were summed up and divided
by the corresponding numbers of items. These were
converted into percent scores. A score of 60% or

items such as empathy,
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more was considered high, whereas a lower score was
considered low.

2.4.3. Tools Validity and Reliability

The scales used in this study have proved validity and
reliability. [28,29] Moreover, they were translated using a
translate-back-translate process to preserve their validity
as recommended by Sireci et al. (2006). [30] The prepared
tools were presented to a panel of experts from nursing
faculty members in the community and geriatric nursing
for final review. The tools were modified according to
their minor suggestions. The reliability was achieved by
Cronbach's Alpha coefficient test which revealed
moderate to the high reliability of each tool. The reliability
of the scales was assessed by testing their internal
consistency. They mostly demonstrated good levels of
reliability as shown below.

Scales (':lfu;:lt:s; Cronbach's Alpha
Nurse:
Compassionate care attitude 15 0.42
Compassionate care practice 3 0.80
Compassionate care confidence 7 0.66
Scales (l:lfulrt\lk:s; Cronbach's Alpha
Patient compassionate care view 20 0.72

2.4.4. Pilot Study

Applicability of the study tools was tested through a
pilot study that was carried out on 10% (14 nurses & 14
elderly patients) to ensure clarity, and understandability of
the tool. Based on the results of the pilot study,
modifications and omissions of some details were done
and then the final forms were developed, so the pilot study
was excluded from the study sample

2.4.5. Administrative Issue

Official permissions were obtained from the directors
of the mentioned hospitals, as well as from the nursing
managers as authorized personnel in the study settings.
This was achieved through official letters addressed from
the Dean of the Faculty of Nursing, Beni-Suef University,
explaining the aim of the study and its procedures.

2.4.6. Ethical Issue

Before embarking on study conduction, approval was
obtained from the scientific research and ethics committee
of the Faculty of Nursing, Beni-Suef University. Oral
informed consents were obtained from each nurse and
elderly patient after a full explanation of the aim of the
study and the data collection procedure. They were
informed that they can refuse participation or withdraw at
any stage of the data collection. They were also reassured
that any information collected would be strictly
confidential and only used for research purposes.

2.4.7. Fieldwork

The execution of the study was through three phases
namely assessment, implementation and evaluation. This

lasted for 6 months from the beginning of July 2019 till
the end of December 2019.

Once permissions were obtained, the researcher started
the process of data collection. She visited each of the
study settings, met with the nursing director, and arranged
a schedule for data collection. Then, the eligible nurses
were recruited after giving their oral consent. They were
handed the data collection form and instructed in filling it.
The researcher was present all-time for any clarification,
collected the filled forms, and checked for their
completion. Then, for each nurse, a patient under her/his
care was recruited. The researcher met with each selected
patient, explained the aim of the work, and obtained
his/her oral informed consent to participate. Those who
gave their consent were interviewed using the designed
interview questionnaire form. The fieldwork started in
January and ended in June 2019. The work was done three
days per week, from 9:00 am to 1:00 pm. The filling of
the nurse form consumed 20-30 minutes. The interview
with each patient took 25-40 minutes.

2.4.8. Statistical Analysis

Data entry and statistical analysis were done using
SPSS 20.0 statistical software package. Data were
presented using descriptive statistics in the form of
frequencies and percentages for qualitative variables,
means, standard deviations, medians, and interquartile
ranges for quantitative variables. Cronbach alpha
coefficient was calculated to assess the reliability of the
scales through their internal consistency. Qualitative
categorical variables were compared using the chi-square
test. Whenever the expected values in one or more of the
cells in a 2x2 table were less than 5, Fisher's exact test was
used instead. In larger than 2x2 cross-table, no test could
be applied whenever the expected value in 10% or more of
the cells was less than 5. Spearman rank correlation was
used for the assessment of the inter-relationships among
quantitative variables and ranked ones. To identify the
independent predictors of compassionate care scores,
multiple linear regression analysis was used and analysis
of variance for the full regression models was done.
Statistical significance was considered at a p-value <0.05.

3. Results

The sample of nurses consisted of 140 staff nurses
whose age ranged between 20 and 65 years, median 28.5
years, mostly females (63.6%) as presented in Figure 3.
More than two-thirds of them were diploma degree nurses
(68.6%), married (70.7%), from rural areas (77.1%), and
having sufficient income (82.9%). Their medians'
experience was 5.0 years. Moreover, a sample of patients
(140) equal to the sample of nurses was recruited. As
shown in Figure 3 their age ranged between 60 and 88
years, median 65 years, with slightly more females
(52.9%). The great majority were from rural areas (90.7%).
More than two-thirds of them were illiterate (77.9%),
married (70.7%), having sufficient income (72.1%), and
having a crowding index <2 (70.5%).

As illustrated in Table 1, statistically significant
moderate positive correlations were identified among
nurses’ scores of compassionate care attitude, practice,
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and confidence. The strongest of the correlations was
between the scores of confidence and practice (r=0.642).
Additionally, statistically significant weak to moderate
positive correlations were identified among patient’s
scores of compassionate care domains of opinions. The
strongest correlation was between the scores of nurse
competence and caring attributes (r=0.445). Meanwhile,
no correlation was revealed between meaningful connection
and nurse competence.

Table 2 demonstrates that nurses’ scores of compassionate
care confidence and practice had statistically significant
weak positive correlations with their qualification, and
negative correlations with their age and experience.
Meanwhile, their attitude had no significant correlations
with any of their characteristics. The same table points to
no statistically significant correlations between patients’
scores of opinions of compassionate care and any of their
characteristics.

Socio-demographic characteristics of the study samples
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Figure 3. Socio-demographic characteristics of the studied nurses and patients
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Table 1. Correlation matrix of nurses’ and patients' scores of compassionate care dimensions

Compassionate care domains Spearman's rank correlation coefficient
Attitude Practice Confidence
Nurses’ Scores Amtl{de
Practice 0.417**
Confidence 0.414** 0.642**
1 2 3 4
1. Meaningful connection
Nurses’ Scores 2. Patient expectations 0.315**
3. Caring attributes 0.167* 0.241**
4. Nurse competence 0.102 0.231** 0.445**

(*) Statistically significant at p<0.05, (**) statistically significant at p<0.01.

Table 2. Correlation between nurses’ and patients’ scores of compassionate care and their personal characteristics

Spearman's rank correlation coefficient
Compassionate care domains
Items Attitude Practice Confidence
Age -.003 -.215* -.246**
Nurses’ Scores Qualification 157 274%* .230**
Income .028 -.102 -.071
Experience .030 -.250** -179*
Items 1 2 3 4 Total
Age -132 .043 .068 .079 .033
Education -112 -.023 -117 -.151 -133
patients’ Scores Income -.068 -.044 -.046 -.031 -.083
Crowding index -.077 117 .026 107 .004
Duration of illness 117 -.045 -.028 -121 -.018
Length of hospital stay .050 -.084 -.060 -.018 -.091
(*) Statistically significant at p<0.05, (**) statistically significant at p<0.01.
Table 3. Best fitting multiple linear regression model for nurses’ and patients' view scores of compassionate care attitude
Unstandardized . 95% Confidence
Items Coefficients Ségggg;?;‘:g t-test p-value Interval for B
B Std. Error Lower Upper
NUrses® Scores Constan-t 76.81 1.38 55.753 <0.001 74.09 79.54
Unmarried -2.39 1.01 -0.20 2.376 0.019 -4.38 -0.40
Constant 75.64 2.53 29.883 <0.001 70.63 80.64
patients’ Scores Education -5.20 1.55 -0.29 3.352 0.001 -8.27 -2.13
Length of hospital stay -0.08 0.04 -0.18 2.177 0.031 -0.16 -0.01
For nurses: r-square = 0.03
Model ANOVA: F=5.47, p=0.02
Variables entered and excluded: age, gender, qualification, experience, residence, income
For patents: r-square=0.08
Model ANOVA: F=5.23, p=0.002
Variables entered and excluded: age, gender, marital status, job status, income, residence, duration of illness, chronic diseases, disability.
Table 4. Best fitting multiple linear regression model for nurses’ scores of practice of compassionate care
Unstandardized . 95% Confidence
Items Coefficients Sézg?f"’i‘;?;‘ig t-test p-value Interval for B
B Std. Error Lower Upper
Constant 83.13 7.47 11.126 <0.001 68.35 97.90
Age -0.41 0.16 -0.21 2.594 0.011 -0.72 -0.10
Urban residence -8.30 3.56 -0.19 2.333 0.021 -15.33 -1.26
Qualification 13.30 3.16 0.33 4214 <0.001 7.06 19.54

r-square = 0.18
Model ANOVA: F=9.66, p<0.001

Variables entered and excluded: gender, experience, marital status, income.
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Table 5. Best fitting multiple linear regression model for nurses’ scores of confidence in compassionate care
Unstandardized . 95% Confidence
ltems Coefficients Séig?gg?;‘ig t-test p-value Interval for B
B Std. Error Lower Upper
Constant 82.24 3.68 22.330 <0.001 74.96 89.52
Age -0.50 0.15 -0.51 3.296 0.001 -0.81 -0.20
Qualification 4.83 1.64 0.24 2.942 0.004 1.58 8.07
Experience 0.43 0.18 0.36 2.333 0.021 0.07 0.80

r-square = 0.13
Model ANOVA: F=6.76, p<0.001
Variables entered and excluded: gender, marital status, residence, income.

Table 6. Ecologic correlation between nurses’ and patients’ scores of compassionate care

Ecologic spearman’s rank correlation coefficient

Patients view of compassionate care

Nurses’ compassionate care

Attitude Practice Confidence
Meaningful connection -.500 .500 .600
Patient expectations -.900* -.200 .100
Caring attributes -.100 .200 -.100
Nurse competence -.300 .600 .500
Total -.300 .600 .500

(*) Statistically significant at p<0.05.

In multivariate analysis (Table 3), the unmarried status
of the nurse was the only statistically significant
independent negative predictor of the compassionate care
attitude score. However, it explained only 3% of the
variation in this score. The same table demonstrates that
the patient education level and the length of hospital
stay were statistically significant independent negative
predictors of their score. However, they explain only 8%
of the variation in this score.

As displayed in Table 4, the nurse age and urban
residence were the statistically significant independent
negative predictors of the compassionate care practice
score, whereas the higher nursing qualification was a
positive predictor. These factors explain 18% of the
variation in the practice score.

Table 5 demonstrates that the nurses' age was a
statistically significant independent negative predictor of
the compassionate care confidence score. On the other
hand, a higher nursing qualification and longer experience
were positive predictors. These factors explain 13% of the
variation in the confidence score.

An ecologic analysis, Table 6 shows a strong
statistically significant negative correlation between
patients’ scores of opinions about patient expectations and
nurses’ attitude toward compassionate care (r=-0.900).

4. Discussion

Compassionate has an important role in nursing care.
Compassion is a profound feeling, which is brought about
by witnessing the pain or distress of others. This seems
to hold regardless of the discipline of nursing.
The majority of nurses work in an environment where
they are surrounded by adults and children, who are
affected by pain or distress, be that physical or emotional.
[31,32]

The nurses in the present study sample were mostly
females, in younger age groups, diploma degree nurses,
with less than ten-year experience. More than two-thirds
were married, and living in rural areas. Yet, the ranges of
their age and experience years were very wide, so that the
sample includes a wide spectrum of these two
characteristics that would certainly influence their view
and practice of compassionate care.

On the other hand, for patients, their mean age was
66.3+9.6 years. The great majority were from rural areas.
Most of them were illiterate, married, and having
sufficient income. Yet, the majority of the patients were
suffering from chronic diseases, mostly diabetes or
hypertension, and on regular medication.

Regarding the factors influencing nurses’ compassionate
care practice, the bivariate analyses revealed that male
nurses and those residing in rural areas had significantly
more adequate practice. However, in the multivariate
analysis, nurse’s gender had no significant influence, but
the rural residence persisted as a positive predictor of
the score of compassionate practice. The finding might
be attributed to the more close relationships in the
rural community leading to a more intense sense of
compassion among them. A similar finding was reported
by Ruiz-Fernandez et al. (2020) in a study of compassion
satisfaction among nurses in Spain. Their results
demonstrated that urban residence was a negative
predictor of their compassion. [32]

Nurses’ age and experience were also factors having a
significant impact on their compassionate care practice in
the current study. Thus, the scores of compassionate care
practice had significant negative correlations with nurses’
age and experience. Meanwhile, only age persisted in the
multivariate analysis as a significant negative predictor of
the score of compassionate care practice. This might
be attributed to the increasing low tolerance to stressors
with increasing age, thus leading to less adequate
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compassionate care. The finding is in congruence with
Kolthoff and Hickman (2017) whose study in the United
States demonstrated that nurses’ compassionate care had
an inverse relationship with their age. [33]

The present study has also demonstrated that the nurses
having a bachelor/master degree in nursing had
significantly more adequate compassionate practice.
Moreover, nurses’ score of compassionate care practice
had significant positive correlations with their
qualification, and in the multivariate analysis, a higher
qualification was identified as a positive predictor of this
score. This might be attributed to the higher emphasis
given to this subject in the curricula of these higher
degrees. The result is in line with previous studies that
reported a positive impact of a higher level of education
on nurses’ confidence in compassionate care. [34,35]
Moreover, a systematic review provided strong evidence
of education on nurses’ compassionate care. [36]

As for the factors affecting nurses’ confidence in
compassionate care practice, the results of the current
study revealed that this confidence significantly decreased
with increasing age and experience, and was higher
among those having bachelor/master degrees. Moreover,
the scores of compassionate care confidence had significant
positive correlations with nurses’ qualifications and
negative correlations with their age and experience. These
findings were confirmed in multivariate analysis. The
same explanations provided before regarding the effect of
age and nursing qualification on compassionate care practice
also apply to nurses’ confidence in compassionate care. In
agreement with this, a study in Spain demonstrated that
nurses’ emotional and compassionate skills increased with
their age. [37]

The present study has also investigated elderly patients’
opinions about compassionate care. The sample of patients
had a median age of 65 years, with slightly more females,
and the majority was from rural areas, married, and
illiterate. These are typical characteristics of patients in a
rural Egyptian community. Seeking patients’ opinions
about compassionate care is quite important for a wider
scope view. In line with this, a systematic review
concluded that compassionate care research is lacking the
viewpoints of the patients and their families. [38]

More than half of the patients in the present study
sample were from medicine departments, which might
influence their receiving compassionate care as shown
above where the nurses’ practice of compassionate care
was less in surgical departments. The majority of the
patients in the current study sample were having chronic
diseases (mostly diabetes and/or hypertension, and were
on regular medication, with a long duration of illness).
Such patients might be in more need of sympathy and
compassionate care. In congruence with this, a study in
Australia revealed that the long duration of chronic
diseases as well as their complexity and multiplicity make
these patients in more need of support and compassionate
care. [39]

Clarke et al. (2014) reported that the older adults
wanted the primary care provider to build a good trusting
relationship with them and to have a more person-centered
approach to decision making. Older adults wanted to build
and maintain connections and relationships with trusted
providers and sought to end relationships with providers

they did not trust. Many persons felt that they were not
being heard, which led to distrust in the relationship and
feeling powerless. [40]

Lastly, the ecologic analysis of the present study
showed a strong significant negative correlation between
patients’ scores of opinions about patient expectations and
nurses’ attitudes toward compassionate care. Thus, as
nurses’ attitudes tend to be more positive, patients’
expectations are less. This is quite plausible since the
nurses with a positive attitude do meet the patients’ needs
and thus their expectations are less. Nonetheless, there is
still a need for a unified instrument to be able to compare
nurses' and patients’ views of compassionate care as
concluded by a systematic review by Sinclair et al.
(2017a). [41]

5. Conclusion

The study findings concluded the strongest correlation
between the scores of nurse competence and caring
attributes. Meanwhile, no correlation was revealed
between meaningful connection and nurse competence.
The patient education level and the length of hospital stay
were statistically significant independent negative predictors
of their score. Nurses' age and residence were the
statistically significant independent negative predictors of
the compassionate care practice score, whereas the higher
nursing qualification was a positive predictor. A strong
statistically significant negative correlation between
patients’ scores of opinions about patient expectations and
nurses’ attitude toward compassionate care was found.

6. Recommendations

1. Replication of this study on a large representative
probability sample is highly recommended to
achieve more generalization of the results for
further research.

2. In-service training programs should be applied on a
wide scale for nurses to improve their practice and
self-confidence related to compassion care.

3. The impact of such training interventions on elderly
patients’ opinions about compassionate care should
also be investigated.
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