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1. INTRODUCTION 

 ‘I am lying here, all day. No one comes in to see me, only if my bed or my diaper 

should be changed, they’ll come into my room. When I get spontaneous dieresis – it’s just 

as if they are crying: “Give the hell! Give a Damn!” And then they leave; they do not care 

about the person who is laying there…they just see the diaper, it is wet or it is not wet? 

Oh, what a treasure; they take the diaper and leave”.  

The interviewer asks: “How does this affect you?” 

“I feel like a thing, I am reduced to a thing, ohhh! There is nothing more than 

‘poor it is’, and we are fed and have to say ‘Thank you’! Thanks for every sentence…Yet, 

we are paying a lot for being here. ‘What is it called?’ she said. ‘Thank you’, we said 

obediently. Then you are reduced to a thing…. Ohhh, they are crazy! I get the urge to 

rebel - against the system. But they are doing the best they can, from whom they have got 

to be…’ 



10



11



12

1.1. THE NURSING HOME SETTING AND POPULATION 



13



14



15

2. THE “FOURTH AGE” AND THE “NINTH” PSYCHOSOCIAL 

DEVELOPMENT STAGE 

                                                



16



17



18

3. THE SELF-TRANSCENDENCE THEORY

3.1 THREE MAJOR PROPOSITIONS 



19

3.2 CONNECTEDNESS - THE ESSENCE OF SELF-TRANSCENDENCE



20

3.3 EMPIRICAL RESEARCH ON SELF-TRANSCENDENCE 

3.4 THE PARTICULAR CONTRIBUTION OF THE SELF-TRANSCENDENCE 

CONSTRUCT IN LONG-TERM NURSING HOME CARE



21



22

4. WELL-BEING/QUALITY OF LIFE IN NURSING HOMES 



23



24



25

 



26



27



28

5. NURSE-PATIENT-INTERACTION  

5.1 A HOLISTIC NURSING APPROACH 



29

5.2 THEORY OF HUMAN CARING 

5.3 CARING AND THE NURSE-PATIENT-INTERACTION 



30



31

6.0 SUMMING UP: WHAT IS KNOWN AND                             
WHAT IS YET UNKNOWN? 

6.1 WHAT IS ALREADY KNOWN 



32

6.2 WHAT IS YET UNKNOWN 



33

THE STUDY ’S FOUR PAPERS

7. AIMS AND RESEARCH QUESTIONS 

7.1 PAPER 1 – AN INVESTIGATION OF THE FACTOR STRUCTURE OF THE 

SELF-TRANSCENDENCE SCALE  



34

7.2 PAPER 2 – THE RELATIONSHIPS BETWEEN SELF-TRANSCENDENCE 

AND GENERAL WELL-BEING 



35

7.3 PAPER 3 – THE RELATIONSHIPS BETWEEN SELF-TRANSCENDENCE 
AND SPIRITUAL WELL-BEING  



36

7.4 PAPER 4 – THE RELATIONSHIPS BETWEEN NURSE-PATIENT-
INTERACTION AND SELF-TRANSCENDENCE  



37

.5 IN SUMMARY - HYPOTHESES TO BE TESTED IN THIS STUDY



38

 

 

 

 

 



39

8. MAIN METHODS 

8.1 DESIGN AND ETHICAL CONSIDERATIONS 

8.2 PARTICIPANTS 



40

8.3 MEASURES 

8.3.1 THE SELF-TRANSCENDENCE SCALE (PAPER 1-4)



41

8.3.2 GENERAL WELL-BEING – THE FACT-G QUESTIONNAIRE (PAPER 2) 



42

8.3.3 SPIRITUAL WELL-BEING - THE FACIT-SP QUESTIONNAIRE (PAPER 3) 



43

8.3.4 THE NURSE-PATIENT-INTERACTION SCALE (PAPER 4) 



44

8.3.5 BACKGROUND VARIABLES 

8.4 STATISTICS 



45

8.4.1 RELIABILITY AND VALIDITY 

Paper 2, 3 and 4

 (Paper 2)

Paper 3



46

Paper 4

8.4.2 VALIDITY AND RELIABILITY OF THE SCALES 



47



48

                                                
2



49

9. MAIN RESULTS  

9.1 PAPER 1 

A TWO-FACTOR STRUCTURE OF THE SELF-TRANSCENDENCE SCALE  



50

9.2 PAPER 2 

SELF-TRANSCENDENCE AFFECTS PHYSICAL, SOCIAL, EMOTIONAL, AND 

FUNCTIONAL WELL-BEING  



51

9.3 PAPER 3 

SELF-TRANSCENDENCE AFFECTS SPIRITUAL WELL-BEING



52

9.4 PAPER 4 

THE NURSE-PATIENT-INTERACTION AFFECTS SELF-TRANSCENDENCE  



53

9.5 DESCRIPTIVE ANALYSIS 



54

9.6 SPIRITUAL WELL-BEING AFFECTS EMOTIONAL AND FUNCTIONAL 

WELL-BEING 



55

9.7 SIGNIFICANT RELATIONSHIPS DISPLAYED IN THIS STUDY 



56



57

10. DISCUSSION 



58



59

10.1 THE FACTOR STRUCTURE OF THE SELF-TRANSCENDENCE SCALE

10.2 SELF-TRANSCENDENCE INFLUENCES                            
MULTIDIMENSIONAL WELL-BEING 

6

12



60

 

H25 Hypothesis 25: The nurse-patient-interaction positively affects intrapersonal self-

transcendence in cognitively intact NH patients. 

H26 Hypothesis 26: Intrapersonal self-transcendence positively affects intrapersonal self-

transcendence in cognitively intact NH patients. 

Since CFA revealed two self-transcendence factors (paper 1: interpersonal and intrapersonal), 

directing the attention to how the two self-transcendence dimensions might differ in their 

ways of relating to multidimensional well-being and nurse-patient-interaction would be of 

interest.

Figure 8 (p.61) portrays how interpersonal self-transcendence related to well-being;

interpersonal self-transcendence, comprising involvement with other people, sharing wisdom, 

and helping others, as well as an ongoing interest in learning, relates directly to NH patients’ 

social and emotional well-being. This is theoretically reasonable and in accordance with 

previous findings (Bickerstaff et al. 2003, Ellermann & Reed 2001, Reed 1991a).

Interpersonal self-transcendence comprises exactly the inter-dimension, respectively social 

relationships and interaction with other people. Experiences of connectedness and closeness 

to family and friends, which is usually important to an individual’s emotional well-being, are 

essential aspects of social well-being. Accordingly, interpersonal self-transcendence also 

related (statistically) directly to emotional well-being, comprising feelings such as sadness, 

nervousness, and discomfort. Therefore, involvement with others, sharing wisdom, helping, 

and learning are negatively associated with such negative feelings; hence, interpersonal self-

transcendence is related to positive feelings. The causality for this association might be 

reciprocal; people with positive feelings are more likely to engage with others, while 

engaging with others can make individuals feel better.  

The QoL domain of “belonging” with one’s environments (Raphael et al. 2010a,

Raphael et al. 2010b) seems closely related to interpersonal self-transcendence, which is 

essentially namely inter-connectedness. Belonging and connectedness are strongly 

interrelated. Therefore, offering and facilitating NH patients’ possibilities for “belonging”– 

thus, connecting and involving – are crucial to QoL in NH patients. Accordingly, 

interpersonal self-transcendence is vital for well-being in NH patients.
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ABSTRACT 
 
Title: Self-Transcendence in Cognitively Intact Nursing Home Patients: A Resource for Well-

Being. 

 

Aim: This paper reports an empirical study of self-transcendence in cognitively intact 

nursing-home patients. The aim was to investigate the interrelationships between self-

transcendence and nursing-home patients’ physical, social, emotional, and functional well-

being.  

 

Background: Finding new and alternative approaches to increase well-being among nursing-

home patients is highly warranted. Self-transcendence is considered a developmental process 

of maturity in adulthood and a vital resource for well-being at the end of life, thus self-

transcendence could be a useful approach.   

 

Method: A cross-sectional design using the self-transcendence scale and the FACT-G Quality 

of Life questionnaire was adopted. A sample of 202 cognitively intact nursing-home patients 

in Mid-Norway was selected to respond to the instruments in 2008 and 2009. Analysis was 

applied by means of LISREL 8.8 Structural Equation Modeling (SEM). 

 

Results: A two-factor-construct of self-transcendence showed that intrapersonal self-

transcendence directly affected functional well-being and indirectly influenced physical, 

emotional, and functional well-being. Interpersonal self-transcendence directly affected social 

and emotional well-being. Additionally significant influences were disclosed from functional 

to emotional and from emotional to physical well-being. 

 

Conclusion: Finding nursing interventions to enhance both intrapersonal and interpersonal 

self-transcendence might benefit nursing-home patients’ overall well-being. In a holistic 

perspective of body-mind-spirit, this research generates new research-questions about the 

pathways between the different dimensions of well-being in nursing-home patients’, which is 

important to holistic nursing practice. 

 

Keywords: elderly; nursing home; self-transcendence; SEM-analysis; spirituality; well-being.  
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SUMMARY STATEMENT 

What is already known about this topic 

 Self-transcendence is an inner developmental resource assisting individuals to achieve 

well-being by transcending self-boundaries. 

 Self-transcendence is important to vulnerable populations, particularly those who have 

experienced a life-changing diagnosis such as AIDS or cancer, have undergone stem-

cell transplantation, or who are homeless.  

 Self-transcendence has been explored in older adults and has been linked to higher 

levels of mental well-being. 

What this paper adds 

 This study involves a two-factor-construct of self-transcendence providing a more 

complex examination of the relationships between self-transcendence and well-being. 

 Evidence that interpersonal and intrapersonal self-transcendence influences physical, 

social, emotional, and functional well-being in cognitively intact nursing-home 

patients is provided. Thus, self-transcendence appears to be a potentially vital resource 

for cognitively intact nursing-home patients’ multidimensional well-being. 

 Specific information about the mechanisms involved in the relationships between 

well-being and interpersonal and intrapersonal self-transcendence is generated. Hence, 

this study provides more specific guidelines for nursing interventions promoting well-

being in nursing-home patients. This study suggests that finding ways to enhance both 

the individual’s intrapersonal and interpersonal self-transcendence might be beneficial. 

Implications for practice and/or policy 

 In nursing, self-transcendence is a means for facilitating well-being; the potential for 

self-transcendence and, thereby, well-being is an important consideration in nursing-

home care.  

 Nursing-home nurses should be aware of and focus on self-transcendence as a 

resource for patients’ multidimensional well-being. Finding ways to enhance 

interpersonal and intrapersonal self-transcendence may have benefits. 

 Nursing-home nurses should provide interventions that support patients in managing 

multiple challenges to their personal integrity and well-being.   
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INTRODUCTION 

The document An Aging World  (US Census Bureau, 2009) highlights a shift to an older 

population and its consequences. In the next 30 years, the number of people over 65 

worldwide will almost double to 1.3 billion. Within this shift, the most rapidly growing 

segment is people over 80 years old: by 2050 the percentage of those 80 and older would be 

31%, up from 18% in 1980 (OECD, 1988). These changes have produced the notions of the 

“third” and “fourth” ages in developmental literature (Baltes and Smith, 2003). This 

differentiation of the final part of the life-span into two separate phases is important because 

of the characteristic patterns of gains (growth) and losses (decline) seen in the “young old” 

and the “old old” (Kirkevold, 2010). For many of the “old old” (80+) issues such as loss, 

illness, and approaching mortality decimate functioning and subsequently lead to the need for 

care in nursing homes (NH). The NH patients’ loss of independence and privacy, feelings of 

isolation and loneliness, the ever-present death and grief, and a lack of meaningful activities 

are identified as risk factors for depression and thus for well-being (Konnert et al., 2009, 

Meeks et al., 2009, Namkee et al., 2008). Because of the numbers of elderly requiring 

advanced care and treatment, knowledge about Quality of Life (QoL) and well-being in NHs 

is becoming more important in research and practice. Finding new and alternative approaches 

to increase well-being is highly warranted. Self-transcendence (ST) is a vital resource for 

well-being that could offer a positive approach among vulnerable populations and at the end 

of life (Ellerman and Reed, 2001, Reed, 2009a, Baker, 2008, Hoshi, 2008, Hsu, 2009). 

Background 

The theoretical concept of ST addresses an enhanced understanding of well-being in late 

adulthood (Reed, 2008). In accordance with human developmental theory emphasizing 

maturity as the developmental task in later life (Erikson, 1950), ST is described as a major 
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psychosocial force toward personal maturity distinct from the more self-absorbed strivings for 

self-esteem or self-identity of earlier developmental phases (Reed, 2009a, Reed, 2008). ST 

allows one to overcome ego concerns and search for new perspectives, meaning, and thus 

well-being. Subjective well-being is described as a sense of feeling whole and healthy, in 

accordance with one’s own criteria for wholeness and health (Hunnibell et al., 2008), both a 

correlate to and an outcome of ST. The central core of ST is the expansion of self-boundaries 

through intrapersonal connectedness (self-acceptance and finding meaning in life), 

interpersonal connectedness (reaching out to others/connecting with nature), transpersonal 

connectedness (reaching out to a higher entity), and temporality (integrating one’s past and 

future into the present), all of which positively influence healing and well-being (Coward and 

Reed, 1996, Reed, 2008, Reed, 1997).  

As a general human dimension of personal maturity (Reed, 2008), ST has been related 

to spiritual as well as non-spiritual factors. Humans’ spirituality is expressed and experienced 

in the context of caring connections with oneself, others, nature, and a life force or God 

(Burkhardt and Nagai-Jakobsen, 1994, Buck, 2006, Pesut, 2008, Miner-Williams, 2006, Chiu 

et al., 2004). Accordingly, spirituality seems closely related to connectedness; the essence of 

ST (Haugan et al., 2012). ST is a process of change characterized by striving for new and 

deeper understandings of life, and acceptance of self, others and one’s life situation. This 

process of change is stimulated by the challenges of aging, and coming to terms with death 

(Dalby, 2006). 

ST is described as a powerful coping mechanism involving adaption to physical, 

emotional, and spiritual distress. Hence, ST can lead to personal transformation, a sense of 

well-being and improved QoL when experiencing difficulties and significant challenges 

(Reed, 1992, Runquist and Reed, 2007, Teixera, 2008). Studies link ST to well-being in 
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various populations (Reed, 1991, Mellors et al., 1997, Ellerman and Reed, 2001, Hunnibell et 

al., 2008, Bickerstaff et al., 2003). Previous research has considered vulnerable groups, 

particularly those who have experienced a life-changing diagnosis, such as AIDS (Mellors et 

al., 1997, Kausch and Amer, 2007), cancer (Coward, 1990, Coward and Kahn, 2005) or 

patients who have undergone stem cell transplantation (Williams, 2008), and the homeless 

(Runquist and Reed, 2007). ST has also been explored in healthy populations (Coward, 1996, 

Baker, 2008) and in older adults (Reed, 1991, Upchurch, 1999, Hoshi, 2008). Early studies by 

Reed (1986, 1991, 1989) involving people ages 80- to 100 indicate a significant inverse 

relationship between ST and depression,  results supported also in later and recent studies 

(Klaas, 1998, Hsu, 2009). Expressions of ST are positively related to emotional well-being, 

health, and functioning in adults confronting personal mortality because of advanced age 

and/or chronic illness (Coward and Reed, 1996, Neill, 2002, Baker, 2008, Nygren et al., 2005, 

Mellors et al., 1997, Upchurch and Muller, 2005).  

Still, there is a paucity of research on ST and well-being among NH patients, as well 

as research exploring the relationships between ST and well-being multidimensionally. The 

holistic-wellness model views individuals holistically as bio-psycho-social-spiritual units in 

whom the body, mind, and spirit are interconnected and affect one another (Quinn, 2005, 

Glaister, 2001, Narayanasamy et al., 2004, Guzzetta, 2005). The medical states of patients 

admitted to NHs are often complex with multiple diagnoses; they require different types of 

medical treatment, not to cure their illnesses, but for palliation. Disabilities, experiencing loss 

of functions and social relations, and approaching mortality lead to vulnerability and distress; 

in particular, loneliness and depression are identified as risks to the emotional well-being of 

older people (Savikko, 2008, Routasalo et al., 2006). Depression in NH patients is three to 

four times higher than in community-dwelling older adults (Jongenelis et al., 2004), and older 
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people lacking social and emotional support tend to be more depressed (Grav et al., 2012). 

NH care increasingly targets those elderly with the greatest needs in terms of personal daily 

activities, while services supporting their psychosocial and spiritual needs tend to be ignored 

(Vaarama and Tiit, 2007). Consequently, a multidimensional approach to NH patients’ well-

being seems necessary. Finding new and alternative nursing interventions to increase well-

being is highly warranted. 

A recent study demonstrates a two-factor construct of ST comprising “interpersonal 

ST” and “intrapersonal ST” as psychometrically superior to the one-factor construct in 

cognitively intact NH patients (Haugan et al., 2011). The two-factor construct allows a more 

complex examination of the relations between ST and well-being, which has not been 

reported earlier in this population.  

THE STUDY 

Aim 

By utilizing structural equation modelling (SEM), the present study investigated the 

interrelationships between ST (interpersonal and intrapersonal) and physical, social, 

emotional, and functional well-being in cognitively intact NH patients. Spiritual well-being is 

vital to NH patients, but was not included for reasons of simplification (N=190). Our research 

question was: Which specific dimensions of well-being are affected by interpersonal and 

intrapersonal ST? Based on the theoretical and empirical knowledge of the positive 

associations between ST and well-being, we hypothesized that interpersonal ST would affect 

social well-being, and that intrapersonal ST would affect emotional well-being. Possible 

indirect and total effects between the constructs seemed less than obvious. Additionally, since 

the previous ST-literature considers ST as one dimension, associated generally with mental 

well-being it seemed important to test all possible links between ST and well-being. We 
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assumed that social well-being, involving positive relationships with friends and family would 

have a positive influence on NH patients’ enjoyment of life and acceptance of their situation, 

both aspects of functional well-being as measured in the present study. Moreover, we 

expected that functional well-being, comprising enjoying life, etc. would relate to patients’ 

lack of negative feelings (sadness, nervousness, and discomfort) representing emotional well-

being. Finally, as it is well known that physical discomforts such as pain and fatigue 

negatively affect emotional well-being and vice versa (James, 2011), we supposed that 

emotional well-being would affect NH patients’ physical well-being. Hence, the following 

hypotheses were formulated:  

Hypotheses 1-4: Interpersonal self-transcendence (ST-1) positively affects physical, social, 

emotional, and functional well-being. 

Hypotheses 5-8: Intrapersonal self-transcendence (ST-2) positively affects physical, social, 

emotional, and functional well-being. 

Hypothesis 9: Social well-being positively affects functional well-being. 

Hypothesis 10: Functional well-being positively affects emotional well-being. 

Hypothesis 11: Emotional well-being positively affects physical well-being. 

We tested a hypothesized structural equation model with bases in existing theory and previous 

empirical research. Figure 1 shows the hypotheses representing the directional relationships 

implying the influences between the latent constructs in the model.  

Insert Figure 1 about here 

Design  

The data were collected during 2008 and 2009 from 250 potential participants representing 

44rural and urban NHs in Mid-Norway. Inclusion criteria were: (1) local authority’s decision 
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of long term NH care (2) 6 months or longer in NH (3) informed-consent competency 

recognized by responsible doctor and nurse, (4) and capable of being interviewed.  

Missing data frequency was 5.9% for the self-transcendence scale and 12% for the 

FACT-G QoL questionnaire; these were handled using the listwise procedure. In SEM there is 

no universal agreement about how large a sample is large enough, and no easy way to 

determine the sample size needed for confirmative factor analysis (CFA) (Harrington, 2009, 

Kline, 2005, Schumacker and Lomax, 2004). A sufficient power analysis is dependent on the 

ratio between the total number of variables (error measurements, observed and latent 

variables) and the sample size; one observed variable per 10 subjects is given as a rule of 

thumb, however a ratio of 5:10 has also been suggested (Bentler and Chou, 1987). A rough 

guideline is given; samples less than 100 are considered “small”,100 to 200 “medium”, and 

may be an acceptable minimum sample size if the model is not too complex, while greater 

than 200 is “large”, and probably acceptable for most models (Kline, 2005, Schumacker and 

Lomax, 2004, Harrington, 2009). Because of statistical power and study logistics we planned 

to include a minimum 200 patients. 

Because this population has difficulties completing questionnaires independently, 

three trained researchers conducted one-on-one interviews in private. To avoid introducing 

bias in the respondents’ reporting, researchers with identical professional backgrounds were 

chosen (RN, MA trained and experienced in communication with elderly and teaching 

gerontology at an advanced level); in addition, they were trained to conduct the interviews as 

identically as possible. The questionnaires used were part of a battery of nine questionnaires 

comprising 130 items. A large-print copy of the questions and possible responses were held in 

front of each participant to avoid misunderstandings. Statistical correlational analysis showed 

no significant difference between responses based on interviewers.  
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Participants 

The total sample comprised 202 (80.8%) of 250 long-term nursing-home patients; long-term 

care was defined as 24-hour care. Short-term care patients, rehabilitations residents and 

cognitively impaired patients were not included. 

Ethical considerations 

Approval by the Norwegian Social Science Data Services was obtained for a license to 

maintain a register containing personal data (Ref.no 16443); likewise, we attained approval 

from the Regional Committee for Medical and Health Research Ethics in Central Norway 

(Ref.no.4.2007.645) and the 44 NHs. Potential participants were approached by a head nurse 

whom they knew well. The nurse provided both oral and written information about their rights 

as participants and their right to withdraw at any time. Each participant provided informed 

consent. 

Data collection 

Self-transcendence was assessed by items from the Self-Transcendence Scale (STS, 

Appendix1), developed to identify intrapersonal, interpersonal, transpersonal, and temporal 

experiences characteristic of later life and reflecting expanded boundaries of the self (Reed, 

1986, Reed, 2008). The STS comprises 15 items representing the extent to which a person 

expands his personal boundaries. Each item is rated on a 4-point Likert-type scale from 1.0 

(not at all) to 4.0 (very much) (Appendix 1); higher scores indicate higher ST. In former 

studies, Cronbach’s  range was from .80 to .88 (Reed, 2009b, Reed, 1991, Runquist and 

Reed, 2007). Content validity is adequate, based on thorough review of empirical and 

theoretical literature (Reed, 2008). Support for construct validity has been found in the 

relationships of ST scores to other measures (Coward, 1990, Coward, 1996).  
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The STS was translated into Swedish and then back into English; the back-translated 

version was then approved by the instrument constructor (Nygren et al., 2005). The Swedish 

version demonstrated internal consistency of .70 to .85 (ibid.) and was translated into 

Norwegian for the purposes of the present study. Swedish and Norwegian language and 

culture are almost identical in all aspects that matters for this study. The ST questionnaire is 

virtually un-changed in the Norwegian version, but the words are spelled in Norwegian and 

meanings have been checked. Previous research considers ST as a one-dimensional construct 

(Reed, 1992, Coward and Reed, 1996, Coward and Kahn, 2005, Ellerman and Reed, 2001, 

Runquist and Reed, 2007, Hunnibell et al., 2008). However, the recently documented two-

factor construct of ST (Haugan et al., 2011) is used for the purpose of the present study. The 

measurement model for self-transcendence was established based on theoretical 

considerations, model complexity, and validity reliability concerns. Conversely, it is 

important to retain the theoretical substance and nuances of each latent variable; 

simultaneously, because of sample size the model complexity has to be moderated; however, 

3- to 5 indicators per latent variable is supposed to be sufficient (Marsh et al., 1998). The 

items “Having hobbies or interests I can enjoy”, “Being involved with other people”, “Sharing 

my wisdom or experience”, “Helping others in some way” and “Having an ongoing interest in 

learning” were indicators for interpersonal ST (ST-1). The items “Accepting myself as 

growing older”, “Adjusting well to my present life situation”, “Adjusting well to changes in 

physical abilities” and “Letting others help me” constituted intrapersonal ST (ST-2).  

Multidimensional well-being was assessed by the FACT-G (Appendix2) questionnaire 

(Webster et al., 2003, Cella et al., 1993) which is divided into four well-being domains: 

physical, social/family, emotional, and functional well-being. The FACT-G is a 27-item, 

general QoL-measure considered appropriate for use with patients who have cancer (Cella et 
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al., 1993), and has also been used and validated in other chronic-illness conditions (e.g. 

HIV/AIDS, multiple sclerosis) as well as in the general population (using a slightly modified 

version) (ibid.). Each item is rated on a 5-point Likert-type scale from 0 (not at all) to 4 (very 

much); higher scores indicate better QoL/well-being. A review of 78 published studies 

reporting Cronbach’s  reliability coefficient reported an average FACT-G reliability score as 

.88 (subscales ranged from .71 to .83); the FACT-G demonstrated acceptable reliability 

evidence across observed studies, without substantial variability due to scale or demographic 

characteristics (Victorson et al., 2008). In the present study, average FACT-G Cronbach’s  

was .80.  

Before examining the hypothesized relationships, the measurement models were tested 

by CFA. The FACT-G, comprising four latent constructs was tested and the number of items 

gradually reduced; three items (SWB11,13,14) involving partner, sexual life, and family 

acceptance together with items regarding work (FWB21,22) were irrelevant. Regarding 

physical well-being, the items “I have lack of energy”, “I have pain”, and “I feel ill” were 

used. Social well-being was measured by the indicators “I feel close to my friends”, “I get 

emotional support from my family”, and “I get support from my friends”. Further the items “I 

feel sad”, “I feel nervous” and “I worry that my conditions will get worse” constituted the 

emotional well-being factor. Concerning functional well-being, the items “I am able to enjoy 

life”, “I have accepted my life situation”, and “I am content with the quality of my life right 

now” were used.  

Reliability and Validity 

The CFA provided a good fit to the observed data for the latent constructs. The measurement 

models for the two-factor construct of self-transcendence ( 2=41.98, p<0.025, RMSEA=.056, 

SRMR=0.056, NFI=0.92, CFI=0.97, GFI/AGFI=0.94/0.90) and multidimensional well-being 
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( 2=54.57, p<0.024, RMSEA=.027, SRMR=0.058, NFI=0.91, CFI=0.99, 

GFI/AGFI=0.95/0.92) showed good fit. All parameter estimates were significant (p<0.05) and 

loaded positively and clearly on their intended latent variable with factor loadings between 

0.29-0.86. Cronbach’s  (Table 1) and composite reliability ( c) (Table 2) indicate acceptable 

reliability; values greater than .70 and 0.60 respectively, are desirable (Diamantopolous and 

Siguaw, 2008). 

Insert Table 1 about here. 

Data analyses 

A SEM-model of the hypothesized relations between the latent constructs of self-

transcendence and well-being was tested by means of LISREL 8.8 (Jøreskog and Sørbom, 

1995). By using SEM, random measurement error is accounted for, and psychometric 

properties of the scales in the model are more accurately derived. At the same time, all the 

direct, indirect, and total effects throughout the model are estimated. SEM-models combine 

measurement models (e.g., factor models) with structural models (e.g., regression); a major 

issue is evaluation of model fit. The conventional overall test of fit is the chi-square ( 2); a 

small 2 and a non-significant p-value corresponds to good fit (Jøreskog and Sørbom, 1995). 

In line with the rule of thumb given as conventional cutoff criteria (Schermelleh-Engel et al., 

2003), the following fit indices were used: the Root Mean Square Error of Approximation 

(RMSEA) and the Standardized Root Mean Square (SRMS) with acceptable/good fit 

respectively set to 0.08/0.05 (Hu and Bentler, 1998, Schermelleh-Engel et al., 2003), the 

Comparative Fit Index (CFI) and the Non-Normed Fit Index (NNFI) with acceptable/good fit 

respectively 0.95/0.97, the Normed Fit Index (NFI) and the Goodness-of-Fit Index (GFI) at 

0.90/0.95, and the Adjusted GFI (AGFI) 0.85/0.90 (ibid.). The frequency distribution of the 

data was examined to assess deviation from normality; both skewness and kurtosis were 
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significant. As normality is a premise in SEM, we corrected for the non-normality by 

applying the Robust Maximum Likelihood (RML) estimate procedure and stated the Satorra-

Bentler corrected 2 (Satorra and Bentler 1994).  

RESULTS 

Descriptive Analysis 

Participants’ age ranged from 65 to 104, with a mean of 86 years (SD=7.65). The sample 

comprised 146 women (72.3%) and 56 men (27.7%), the mean age for women was 87.3 years 

and 82 years for men. A total of 38 (19%) were married/cohabitating, 135 (67%) were 

widows/widowers, 11 (5.5%) were divorced, and 18 (9%) were single. Residential NH time 

when interviewed was a mean 2.6 years for both sexes (range 0.5-13 years); 117 were in rural 

NHs, and 85 were in urban NHs. Statistical correlational analyses (data not shown) showed no 

significant differences between rural and urban NHs. Our results indicate a lower ST score 

(mean=42.5) than previously reported among elderly populations, with means like 49 (Reed, 

1991), 48 (Upchurch, 1999), 47 (Nygren et al., 2005) and 46 (Klaas, 1998). The present study 

disclosed an inverse relationship between ST and age with ST mean score=45 for the group 

ages 65-75, which is more in line with those reported earlier, while groups ages 76-90 (ST-

mean 42.9) and 91-104 (ST-mean 41.25) reported considerably lower ST. 

SEM-analysis; Self-Transcendence related to well-being 

The SEM-model to be tested (Model-1) comprised 9 ST-items and 12 FACT-G-items 

representing 6 latent constructs. The measurement models are listed in Table 2. For scaling, 

the variances of the 4 latent dependent well-being-variables were set as 1.  

Insert Figure 2 and Table 2 about here 

Model-1 portrayed in Figure 2, yielded a reasonable fit; 2 (234.59; p=0.0024, df=177), RMSEA 

(0.041; p=0.84), CFI (0.96), NFI/NNFI (0.86/0.95), SRMR (0.071) and GFI/AGFI (0.88/0.85) 
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supporting the model (Table 3). However, NFI (0.86) and GFI (0.88) were low. The modification 

indices suggested adding a path from PWB4 (pain) to functional well-being (QoL/enjoying life), 

and letting error variances between the following pair of variables correlate; ST6-ST8, ST3-ST6 

and ST1-ST9, which all seem theoretically reasonable. Including these parameters in Model-1 

increases the fit: 2 (208.66; p=0.0333, df=173), RMSEA (0.033; p=0.97), CFI (0.98), NFI/NNFI 

(0.88/0.97), SRMR (0.067) and GFI/AGFI (0.90/0.86). However, correlated error terms are a 

step that should be taken with caution (Hooper et al., 2008, Boomsma, 2009, Diamantopolous 

and Siguaw, 2008), thus such correlations are not included in Model-1.   

Insert Table 3 about here 

To examine the stability of the relationships between ST and well-being, Model-2 

comprising 31 indicators (15 ST and 16 FACT-G) but based on sum scores, was estimated. 

Model-2 gave significant estimates, and the same significant paths between ST and well-being 

(Table 4), and between the well-being-factors as Model-1. The paths from ST-1 to social (H1: 

1,2) and emotional well-being (H3: 1,3) were significant, while ST-2 showed a significant 

path to functional well-being (H6: 2,4). Looking to the betas, significant paths existed from 

functional to emotional well-being (H10: 3,4) and from emotional to physical well-being 

(H11: 1,3).  

Insert Table 4 about here 

The effects of ST on well-being demonstrated stability throughout the estimated models (data 

not shown for Model-2). Table 5 lists the total effects of ST on well-being based in Model-1, 

showing statistically significant total effects of ST-1 on social well-being (0.42*) and of ST-2 

on physical (0.31*), emotional (0.59*), and functional well-being (0.68*).   

Insert Table 5 about here 
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DISCUSSION 

The aim of the present study was to investigate the interrelationships between self-

transcendence (interpersonal and intrapersonal) and physical, social, emotional, and 

functional well-being. By doing so we sought to contribute to a holistic nursing perspective of 

promoting well-being in NHs in four ways. First, by exploring the relationships between 

interpersonal and intrapersonal ST to well-being multidimensionally, the present study 

supplies empirical knowledge to the growing body of ST-knowledge. Second, research 

focusing on ST among NH patients is still in its infancy. The link between self-transcendence 

and well-being has formerly been identified in persons approaching end of life through 

normal aging (Reed, 1991, Coward and Reed, 1996), demonstrating the importance of self-

transcendence to well-being in older adults (Daaleman et al., 2001, Wachholtz et al., 2007). 

To the authors’ knowledge, the relationships between self-transcendence and physical, social, 

emotional, and functional well-being in NH patients are not previously documented. Thus, a 

notable strength of this research is the empirical examination of models and measures that 

previously have not been tested empirically. Third, by involving a two-factor-construct of ST, 

the present study provides a more complex examination of the relationships between ST and 

well-being. And fourth, by examining the relationships and the effects of interpersonal and 

intrapersonal self-transcendence on physical, social, emotional, and functional well-being in 

cognitively intact NH patients, new approaches to nursing interventions can emerge. By 

means of advanced statistical analyses, the present study could point out more specific 

information about the mechanisms involved in the relationships between well-being and self-

transcendence and provide more specific guidelines for nursing interventions promoting well-

being. The present study suggests that finding ways to enhance both the individual’s 

intrapersonal and interpersonal self-transcendence might be beneficial in this matter. 
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The level of Self-Transcendence 

Our results indicate an inverse relationship between ST and age, and a lower ST score (mean 

42.5) than previous reported among elderly populations. Although the participants in Reed’s 

study (1991) were ages 85-100, their reported ST-level was 49. Similarly Upchurch (1999) 

reported ST-level at 48 for adults ages 65-93, and Klaas (1998) studied elderly 75 years and 

older, reporting a mean of 46. This supports the idea that not age, but rather a poorer ST-

capacity, explains our findings. The NH setting might represent fewer possibilities for 

developing and preserving ST than are found among same-aged older adults living at home 

(Nygren et al., 2005, Reed, 1991). The present study includes older adults with NH residence 

of six months or longer; NH services and nursing care have tended to ignore the psychosocial 

needs (Haugan Hovdenes, 2002, Vaarama and Tiit, 2007) essential to ST. Moving to a NH 

results from numerous losses, illnesses, and functional impairments, all of which increase an 

individual’s vulnerability. The NH life is institutionalized, representing loss of social 

relationships, privacy, self-determination, and connectedness. Additionally, rates of 

depression in NH patients are three to four times higher than in community-dwelling older 

adults (Jongenelis et al., 2004), and the elderly who lack social/emotional support report more 

depression (Grav et al., 2012). These aspects might explain the lower ST scores in the present 

study compared to the community-based samples in previous studies. 

Self-Transcendence influences on well-being 

The research question aimed to investigate the relationships between interpersonal and 

intrapersonal ST and physical, social, emotional, and functional well-being. Some of the 

hypotheses tested, explicitly H1, H3, H6, and H10-H11 (Figure 1) were supported. 

Interpersonal ST, comprising involvement with other people, sharing wisdom, and helping 

others, as well as an ongoing interest in learning, relates directly to NH patients’ social and 
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emotional well-being. This is theoretically reasonable and in accordance with previous 

findings (Reed, 1991, Ellerman and Reed, 2001, Bickerstaff et al., 2003). Interpersonal ST 

comprises exactly the inter-dimension respectively social relationships and interaction with 

other people. Experiences of connectedness and closeness to family and friends, which is 

usually important to an individual’s emotional well-being, are essential aspects of social well-

being. Accordingly, interpersonal ST also relates (statistically) directly to emotional well-

being, comprising feelings such as sadness, nervousness, and discomfort. Thus, involvement 

with others, sharing wisdom, helping and learning (Interpersonal ST) are negatively 

associated with such negative feelings, while interpersonal ST is related to positive feelings. 

The causality for this association might be reciprocal; people with positive feelings are more 

likely to engage with others, while engaging with others can make individuals feel better.  

In accordance with previous research (Reed, 1992, Runquist and Reed, 2007, Teixera, 

2008) intrapersonal ST relates directly to functional well-being, comprising the patients’ 

experience of their overall QoL and their ability to enjoy life and accept their situation. 

Intrapersonal ST comprises aspects such as self-acceptance, adjustment to life situation and 

physical disabilities, and letting others help. Thus, the influence on functional well-being 

seems theoretically reasonable; acceptance, QoL, and the ability to enjoy life relate logically 

to the extent of self-acceptance, adjustment, and letting others help. If a NH patient doesn’t 

accept, adjust, and let others help, it seems reasonable that enjoying life in the NH will be 

difficult.  

Total effects of intrapersonal ST on physical, emotional, and functional well-being 

were disclosed. Directional effects from functional well-being, to emotional and physical 

well-being emerged, indicating that ST indirectly affects physical well-being, mediated by 

functional and emotional well-being. Accordingly, ST not only influences vulnerable patients’ 
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functional, social, and emotional well-being, but also their physical well-being, as portrayed 

in Figure 2. Intrapersonal ST comprises adjustment to changes in physical abilities/frailties, 

hence this influence is reasonable and comprehensible within the holistic perspective of body-

mind-spirit as a whole which is based on the premise that each of these elements is 

interconnected and that one affects the others (Quinn, 2005, Glaister, 2001, Narayanasamy et 

al., 2004, Guzzetta, 2005). The statistical stability of the influences of ST on well-being 

throughout the different estimated models supports the findings. In summary, the assessment 

of the measurement part of Model-1 did not reveal any crucial deficiencies as non-significant 

error variances and loadings, the indicators used loaded clearly and composite reliability 

revealed good evidence of reliability for the latent variables. 

Limitations 

Some limitations must be considered. Effective sample N=190 is considered as “medium”, 

near the limit for “large” samples (>200). A larger sample would significantly increase 

statistical power of the tests. Nevertheless, models with moderate sample sizes should be 

analysed if a greater sample is unavailable and if convergence problems or improper 

solutions, such as negative variances estimates or Heywood cases do not occur (Schermelleh-

Engel et al., 2003). Such problems did not arise here.   

The fact that researchers assisted participants completing the questionnaires might 

have introduced some bias into respondents’ reporting, although statistical tests showed no 

significant differences between responses based on interviewers.  

The STS and the FACT-G were part of a battery of nine questionnaires comprising 

130 items. Thus, frail NH patients might tire when completing the questionnaires, 

representing a possible bias in their reporting. To avoid this, experienced researchers were 
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carefully trained to conduct the interviews following a standardised procedure, including short 

breaks at specific points during the process.  

Although the FACT-G has been validated for other chronic-illness conditions as well 

as for the general population (Cella et al., 1993), it might not work so well for this NH 

population. Four items were excluded and the measurement model reduced accordingly, but 

still some items showed low R2. A cross-cultural validation of the FACT-G for the NH 

population is of great interest. In the present study NFI and GFI were lower than the 

recommended value of 0.90. This, together with the low ST-scores, indicates that causal 

connections cannot be made with certainty. However, both NFI and GFI are sensitive to small 

samples, underestimating fit for samples less than 200, and thus should not be relied on solely 

(Kline, 2005, Sharma et al., 2008). Moreover, the AGFI adjusts the GFI based upon degrees 

of freedom and shows acceptable fit. The CFI is a revised form of NFI, which takes into 

account sample size and performs well even when samples are small (Hooper et al., 2008); 

CFI .95 is presently recognized as indicative of good fit (Hu and Bentler, 1999).  CFI (0.96) 

in the present study supports Model-1. Furthermore, the relationships in Model-1 were 

supported by Model-2. 

CONCLUSION 

The aim of this study was to investigate the interrelationships between ST and physical, 

social, emotional, and functional well-being in NH patients. Our results indicate that ST 

relates to functional, emotional, and social well-being, and indirectly influences physical well-

being (mediated by functional and emotional). Hence, nursing interventions that facilitate 

interpersonal and intrapersonal ST are a potential resource for multidimensional well-being. 

The potential for ST and thus well-being are important considerations in NH care; most 

patients have suffered numerous losses that challenge their self-transcending and coping 
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capacities. Most are in need of care and assistance because of physical decline and other 

limitations. Self-acceptance and adjustment seem necessary for well-being. Facing with 

advanced age, few remaining social contacts, other losses, and physical decline requiring NH 

care, individuals may experience threats to their connectedness, representing life experiences 

that manifest existential suffering and feelings of loneliness and worthlessness.  

            Hence, the nurse-patient-interaction is a potential resource for connectedness, 

supporting NH patients’ self-acceptance and adjustment. Nurses may promote ST by 

facilitating patients’ connections with others, family, and friends, and by stimulating 

reflections and connection to patients’ inner thoughts and emotions. Facilitating hobbies, 

helping others, learning, and sharing wisdom could increase meaning in life and acceptance of 

the self, death, and the pace of life, which positively influence adjustment and well-being. 

Further research testing these relationships in greater samples (N 500) among NH patients 

and other chronically ill is warranted, as is an exploration of possible ST-based nursing 

interventions aimed at increasing well-being. 
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FIGURES AND TABLES 

 

 

Figure 1. The hypotheses between interpersonal and intrapersonal self-transcendence and 
physical, emotional, functional, and social well-being to be tested. 
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Figure 2.  SEM Model-1. Measurement models for the latent constructs and direct 
relationships between interpersonal and intrapersonal self-transcendence and physical, 
emotional, functional, and social well-being. 
 
Note.        Direct influence.       Indirect influence.  ST=Self-Transcendence. PWB=Physical Well-
Being. EWB=Emotional Well-Being. FWB=Functional Well-Being. SWB=Social Well-Being.  
Measurement models for Model-1: 
PWB: PWB1: “I have lack of energy”. 

PWB4: “I have pain”. 
PWB6: “I feel ill”. 

EWB: EWB15: “I feel sad”. 
EWB18: “I feel nervous”. 
EWB20: “I worry that my condition will be worse”. 

FWB: FWB23: “I am able to enjoy life” 
FWB24: “I have accepted my life situation” 
FWB27: I am content with the quality of my life right now”. 

SWB: SWB8: “I feel close to my friends”. 
SWB9: “I get emotional support from my family”. 
SWB10: “I get support from my friends” 

ST-1: ST1: “Having hobbies and interests I can enjoy”. 
ST3: “Being involved with other people or my community when possible”. 
ST6: “Sharing my wisdom or experience with others”. 
ST8: “Helping others in some way”. 
ST9: “Having ongoing interest in learning”. 

ST-2: ST2: “Accepting myself as I grow older”. 
ST4: “Adjusting well to my present life situation.” 
ST5: “Adjusting well to changes in my physical abilities.” 
ST13: “Letting others help me when I may need it” 
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Table 1. Instruments; Constructs in Model-1 and Cronbach’s Alpha 
 

Construct Items Cronbach’s Alpha 
ST-1 (Inter-personal Self-Transcendence) 5 0.76 
ST-2 (Intra-personal Self-Transcendence) 4 0.66 
PWB (Physical Well-being) 3 0.68 
SWB (Social Well-being) 3 0.65 
EWB (Emotional Well-being) 3 0.54 
FWB (Functional Well-being) 3 0.62 
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Table 2.  Model-1. Measurement models for ST and well-being. Completely 
Standardized Factor Loadings1 and t-values, Squared Multiple Correlations2 (R2), 
Composite reliability3 ( c).   

Items Parameter Lisrel Estimate1 t-value2 R2 
ST1 x1,1 0.55 6.83* 0.31 
ST2 x2,2 0.45 4.14* 0.20 
ST3 x3,1 0.70 10.48* 0.49 
ST4 x4,2 0.77 7.82* 0.60 
ST5 x5,2 0.69 7.72* 0.48 
ST6 x6,1 0.73 9.64* 0.53 
ST8 x8,1 0.59 7.03* 0.35 
ST9 x9,1 0.59 8.18* 0.34 
ST13 x13,2 0.37 3.30* 0.14 
PWB1 y1,1 0.59 - 0.35 
PWB4 y4,1 0.61 5.46* 0.37 
PWB6 y6,1 0.76 6.46* 0.57 
SWB8 y8,2 0.86 - 0.73 
SWB9 y9,2 0.29 3.34* 0.08 
SWB10 y10,2 0.78 6.20* 0.61 
EWB15 y15,3 0.64 - 0.41 
EWB18 y18,3 0.54 6.07* 0.29 
EWB20 y20,3 0.48 5.34* 0.23 
FWB23 y23,4 0.63 - 0.40 
FWB24 y24,4 0.55 5.26* 0.31 
FWB26 y26,4 0.67 5.90* 0.45 

cST-1 c 0.77  
cST-2 c 0.67   
cPWB c 0.64   
cSWB c 0.70   
cEWB c 0.60   
cFWB c 0.65   

Note. *Significant at the 5 % level. 1Completely Standardized Factor Loadings. 
2Squared Multiple Correlations (R2). Listwise, N=190, 21 items included. 
 3Composite reliability C =    

2

2



29 

 

 

  

Table 3. Goodness-of-fit measures for Model-1 and Model-2. 

 

Fit Measure Model-1  

9ST1+3PWB2+3EWB3 

+3SWB4+3FWB5 items,       

RML N=190 

Model-2 Sum score 

15ST+4PWB+4EWB 

+4SWB+4FWB items,      

OLS N=183 

2.99 

0.3900 

0.99667 

Df=3 

0.000 

0.57 

0.024 

0.98 

1.00 

1.00 

0.99 

0.96 

2  Satorra Bentler 234.59 

p-value 0.0024 

Satorra Bentler 
1.3253 

Df=177 

RMSEA 0.041 

p-value (close fit test) 0.84 

SRMR 0.071 

NFI 0.86 

NNFI 0.95 

CFI 0.96 

GFI 0.88 

AGFI 0.85 

Note. RMSEA=Root Mean Square Error of Approximation. SRMS=Standardized Root Mean 

Square Residual.  NFI=Normed Fit Index. NNFI=Nonnormed Fit Index. CFI=The Comparative 

Fit Index. GFI=Goodness-of-Fit Index. AGFI=Adjusted Goodness-of-Fit Index. 1ST=Self-

Transcendence. 2PWB= Physical Well-Being. 3EWB=Emotional Well-Being. 4SWB=Social well-

Being. 5FWB=Functional Well-Being. 

  
 

 

df
x 2
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Table 4. SEM-models of Self-Transcendence (ST) to well-being. Completely Standardized 
Beta1 and Gamma2.                                                                                                                          
 

 
 
 

Model-1 
N=190 

9 ST+12WB=21items 

Model-2  SUM score 
N=183 

15ST +16WB=31items 

Construct Parameter Lisrel Estimate t-value Lisrel Estimate t-value 
      
EWB3 to 
PWB4 

 1,3 0.75 3.65* 0.59 6.41* 

FWB5 to 
EWB 

 3,4 0.55 2.56* 0.30 4.99* 

SWB6 to 
FWB 

 2,4 0.07 0.57 0.07 1.25 

ST-17 to  
PWB,  
SWB,  
EWB,  
FWB 

 
 1,1 

 
0.18 

 
1.55 

 
0.14 

 
1.30 

 2,1 0.42 4.45* 0.68 5.58* 
 3,1 -0.24 -2.18* -0.19 -2.36* 
 4,1 0.15 1.38 0.24 2.25* 

ST-28 to  
PWB,  
SWB,  
EWB,  
FWB 

 
 1,1 

 
-0.14 

 
-0.78 

 
0.05 

 
0.29 

 2,1 -0.03 -0.30 0.28 1.22 
 3,1 0.22 1.09 0.33 2.69* 
 4,1 0.68 5.86* 0.78 5.03* 

Note. *Significant at the 5 % level 
1Beta; standardized regression coefficients representing directional relationships between the 
well-being-factors 
2Gamma; standardized regression coefficients representing directional relationships between 
Self-Transcendence and well-being.  
3EWB=Emotional Well-Being. 4PWB=Physical Well-Being. 5FWB=Functional Well-Being. 
6SWB=Social Well-Being. 7ST-1=Interpersonal Self-Transcendence. 8ST-2=Intrapersonal 
self-Transcendence. 
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Table 5. Model-1. Total1 and Indirect2 effects of Self-Transcendence (ST) on well-being; 
Completely standardized Lisrel estimates and t-values.  
 
Total Effects1 of Self-Transcendence on Well-Being 

   ST-17 ST-28

PWB3  0.08 0.31 
   0.78 2.54* 
SWB4   0.42 -0.03 
 4.45*** -0.30 
EWB5   -0.14 0.59 
   -1.32 3.91** 
FWB6   0.18 0.68 
   1.83 5.88*** 
    
 
Indirect Effects  of  Self-Transcendence  on Well-Being 
   
 ST-1 ST-2 
PWB -0.10 0.45 
 -1.27 2.67** 
SWB - - 
   
EWB 0.10 0.37 
 1.46 2.54* 
FWB 0.03 0.00 
 0.77 -0.26 

Note. *Significant at the 5 % level. 1Total Effects represent the total influence of the 
explanatory variable Self-Transcendence on well-being meaning direct + indirect effects. 
Indirect effects represent the influence of Self-Transcendence on well-being mediated by 
intervening variables (mediators). 3PWB=Physical Well-Being. 4SWB=Social Well-Being. 
5EWB=Emotional Well-Being. 6FWB=Functional Well-Being.                                        
7ST-1=Interpersonal Self-Transcendence. 8ST-2=Intrapersonal self-Transcendence. 
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ABSTRACT 

 
Title: The Relationships between Self-Transcendence and Spiritual Well-Being in Cognitively 
Intact Nursing-Home Patients 
 
 

Aims: The aim of the present study was to identify the relationships between self-

transcendence and spiritual well-being in cognitively intact nursing-home patients.  

 

Background: Self-transcendence is considered a developmental process of personal maturity 

and a vital resource of well-being in later adulthood. The measurement of the associations 

between self-transcendence and spiritual well-being in cognitively intact nursing-home 

patients has not been previously published.   

 

Methods: A cross-sectional design using the self-transcendence scale and the FACIT-Sp 

spiritual well-being questionnaire was adopted. A sample of 202 cognitively intact nursing-

home patients in mid-Norway was selected to respond to the questionnaires in 2008 and 2009. 

The statistical analyses were conducted using LISREL 8.8 and Structural Equation Modeling 

(SEM).  

 

Results: A hypothesized SEM-model comprising a two-factor construct of self-transcendence 

and a three-factor construct of spiritual well-being demonstrated significant direct 

relationships and total effects of self-transcendence on spiritual well-being.  

 

Conclusion and Implication for practice: Facilitating patients’ self-transcendence, both 

interpersonally and intrapersonally, might increase spiritual well-being among cognitively 

intact nursing-home patients, which is seen to be of great importance to nursing-home 

patients’ overall satisfaction and satisfaction with staff. The two-factor construct of self-

transcendence and the three-factor-construct of FACIT-Sp allow a more complex examination 

of the associations between the constructs, and prove more specific guidelines for nursing 

interventions promoting well-being in nursing-home patients. 

 

Keywords: FACIT-Sp, nursing-home; self-transcendence; SEM-analysis; spiritual well-being 
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INTRODUCTION 

Globally, the life expectancy of people is increasing. Western societies face a rapidly growing 

number of adults aged 80 and over, which has given rise to the notions of the “third” and 

“fourth” ages in the lifespan development literature (Baltes and Smith 2003). This 

differentiation of the last part of the lifespan into two separate phases is important because of 

the characteristic patterns of gains (growth) and losses (decline) seen in the “young old” and 

the “old old” (Kirkevold 2010).  For many of those in the fourth age (80+) issues like physical 

illness, disabilities, and experiences of loss of functions and social relations necessitate the 

need for long-term care in nursing-homes (NH). In transcending many losses, multi-diseases, 

frailty, and nearing death awareness, NH patients have lost essential and vital physical, social, 

and functional resources. Thus, promoting well-being is a fundamental and major nursing 

concern in long-term care (Drageset 2009; Nakrem, Vinsnes et al. 2011).  

Spirituality is of particular importance to well-being in the lives of many older adults 

(Knestrick and Lohri-Posey 2005; Wallace and O'Shea 2007) in NHs (Hicks 1999; Kane 

2001; Touhy 2001; Kane 2003; Touhy, Brown et al. 2005) and at the end of life (Touhy, 

Brown et al. 2005; Van Nordennen and Ter Meulen 2005; Hermann 2007; Mount, Boston et 

al. 2007; Daaleman, Williams et al. 2008). Spiritual well-being has also been described as a 

predictor of overall NH satisfaction (Burack, Weiner et al. 2012) and an important dimension 

of well-being in NH patients (McKinley and Adler 2005). 

While the role of spirituality may differ among NH patients, spirituality may provide 

self-transcendence, purpose, and meaning toward the end of life and provide a framework for 

coping with illness, losses, loneliness, despair, and death (Knestrick and Lohri-Posey 2005; 

Dwyer, Nordenfelt et al. 2008; Hou and Chen 2008; Thomas, Burton et al. 2010). Meaning in 

life and spiritual well-being is derived through relationships and connectedness; by 

communication with others, self-reflection on responsibilities, inner dialogue, and completing 
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unfinished business (Haugan Hovdenes 2002; Dwyer, Nordenfelt et al. 2008; Buck, Overcash 

et al. 2009; Mok, Wong et al. 2010).  

Peterman and colleagues’ (Peterman, Fitchett et al. 2002) contribution of the 

Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being (FACIT-Sp) measure 

has allowed much progress in this research area. They state a broad concept of spirituality 

described as a personal search for faith, meaning, and inner peace through connections with 

others, nature, and a transcendent dimension of existence, and the experiences and feelings 

associated with that search. Humans’ spirituality is expressed and experienced in the context 

of caring connections with oneself, others, nature, and a life force or God (Burkhardt and 

Nagai-Jakobsen 1994; Chiu, Emblen et al. 2004; Buck 2006; Miner-Williams 2006; Pesut 

2008). Accordingly, spiritual well-being seems closely related to connectedness. 

Individuals are capable of transcending and/or accepting experiences such as losses, 

disabilities, and facing death (O'Brien 2003). This ability to accept, and in some cases even 

embrace illness and suffering is primarily a function of the patient’s personal spiritual 

resources (ibid.). Faith represents the religious component of spiritual well-being. Religiosity 

is seen to increase well-being by providing social support via clergy, support groups, and 

integration in a social network (George, Ellison et al. 2002; Koenig, George et al. 2004; Ladd 

and McIntosh 2008); however, these resources are scarce in NHs and hardly available to NH 

patients. Nurses’ identification of patients’ spiritual resources is vital for supporting and 

strengthening well-being, as well as nursing research to test the relationships between spiritual 

well-being and other coping resources (O'Brien 2003). Self-transcendence is described as a 

powerful coping mechanism involving adaption to physical, emotional, and spiritual distress 

(Runquist and Reed 2007; Teixera 2008). Thus, spiritual care includes an integrative approach 

that includes facilitating self-transcendence (Reed 2008). 
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Pamela Reed (1992) presented a paradigm with which to explore spirituality in nursing 

by defining spirituality as “an expression of the developmental capacity of self-

transcendence” (p.350). The theory of self-transcendence (ST) addresses an enhanced 

understanding of well-being in late adulthood, stating ST as a “well-being maker” in 

vulnerable populations–and thereby a correlate and resource for well-being (Reed 2008). The 

core of ST is the expansion of self-boundaries through intrapersonal (within), interpersonal 

(between), and transpersonal (beyond) connectedness, besides temporality; all of which 

positively influence healing and well-being (Coward and Reed 1996; Reed 1997; Reed 2008). 

ST is considered a general human developmental process of maturity (Reed 2008) that has 

been related to spiritual as well as non-spiritual factors. The idea is inspired by human 

developmental theory emphasizing maturity as the developmental task in later life (Erikson 

1950). This developmental process of ST in NH patients is stimulated by the challenges of 

aging and coming to terms with death (Dalby 2006). ST is a process of change, characterized 

by striving for new and deeper understandings of life, meaning, and acceptance of the self, 

others, and the life situation.  

Previous research has examined ST in relation to well-being (Coward 1991; Coward 

2003; Runquist and Reed 2007; Hoshi 2008; Thomas, Burton et al. 2010; Sharpnack, Benders 

et al. 2011) and quality of life (QoL) (Mellors, Riley et al. 1997; Bean and Wagner 2006; 

Farren 2010) showing statistically significant positive correlations. Accordingly, ST might 

provide a framework for nursing interventions promoting well-being in NH patients.  

The original factor analysis of the FACIT-Sp supported two factors; meaning/peace 

and faith (Peterman, Fitchett et al. 2002). However, more recent investigations have shed new 

light. Results indicate that a three-factor construct, comprising meaning, peace, and faith, is 

psychometrically superior allowing a more complex examination of the construct; thus, the 

three-factor construct is more informative than the original two-factor model (Canada, 
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Murphy et al. 2008; Murphy, Canada et al. 2010; Lazenby, Khatib et al. 2011; Peterman, 

Reeve et al. 2011; Whitford and Olver 2011). A recent study (Haugan, Rannestad et al. 2011) 

demonstrates ST comprising two main dimensions: an outwardly labeled “interpersonal self-

transcendence” (ST-1), and an inward aspect entailing the intrapersonal, the transpersonal, 

and temporal ST dimensions, labeled “intrapersonal self-transcendence” (ST-2).  

A recent review on research using the FACIT-Sp measure suggests directions for 

future research (Bredle, Salsman et al. 2011), requesting strategies such as Structural Equation 

Modelling (SEM) to identify relationships among spiritual well-being and numerous variables 

(ibid). Hence, this study intends to investigate the relationships between ST and spiritual well-

being, by means of SEM-analysis. 

The hypotheses formulated are based in the literature review disclosing the following 

assumptions: 1. Spirituality is seen as an expression of the self-transcendence capacity. 2. 

Furthermore, spirituality is defined as that most human of experiences that seeks to transcend 

self and find meaning and purpose through connection with others, nature, and/or a Supreme 

Being, which may or may not involve religious structures or traditions (Buck 2006); 

accordingly, spiritual well-being seems closely related to connectedness.  3. The core of self-

transcendence is to transcend the self through connectedness, and 4. ST is a correlate and a 

resource for well-being in older adults. Thus, this study tested the relationship between ST 

(interpersonal and intrapersonal) and spiritual well-being in cognitively intact NH patients by 

utilizing SEM. Since a two-factor concept of self-transcendence in relation to spiritual well-

being has not been examined previously, we wanted to explore the possible associations 

between interpersonal ST (ST-1) and intrapersonal ST (ST-2) to spiritual well-being. Our 

research question was: Do the specific ST-dimensions relate to spiritual well-being in 

cognitively intact NH patients? The original factor structure of FACIT-Sp considers meaning 

and peace as one factor thus, we expected these factors to be correlated. Consequently, we 
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assumed that faith was positively associated to both meaning and peace which is in 

accordance to recent research (Dyess 2011). Further, we assumed that faith was positively 

associated to meaning (ibid.). Because social support via clergy, support groups, and 

integration in a social network (George, Ellison et al. 2002; Koenig, George et al. 2004; Ladd 

and McIntosh 2008) hardly is available to NH patients, we did not assume that faith would 

affect inner peace in this sample. Because meaning as an aspect of spiritual well-being is 

derived through relationships and connectedness (Haugan Hovdenes 2002; Dwyer, Nordenfelt 

et al. 2008; Buck, Overcash et al. 2009), we hypothesized that ST-1 comprising 

connectedness through involvement, learning, helping, and sharing would positively relate to 

meaning. Also, since inner peace and meaning are supposed to be clearly inter-related as they 

originally constituted one factor (Peterman, Fitchett et al. 2002), we supposed that also peace 

would positively relate to ST-1. Faith includes a relationship/connectedness to a divine and 

has been found to be related to a religious community providing relationships and 

involvement (Koenig, George et al. 2004; Ladd and McIntosh 2008). Thus, we hypothesized 

faith to be associated with ST-1 comprising various kinds of involvement. Furthermore, since 

inner peace has been seen as a result from self-acceptance, meaning (Mahlungulu and Uys 

2004; Cooney, Murphy et al. 2009), and adjustment (Ventura, Fitzgerald et al. 2007; 

Gijsberts, Echteld et al. 2011), we hypothesized intrapersonal ST, involving self-acceptance, 

adjustment, and meaning to be associated with peace and meaning, but also faith; since we 

expected faith in a loving and supporting divine/God might support acceptance of one’s self 

and life situation. Thus, the following hypotheses were formulated:  

Hypotheses 1-3: Interpersonal self-transcendence (ST-1) positively affects spiritual well-being 

(meaning, peace and faith).   

Hypotheses 4-6: Intrapersonal self-transcendence (ST-2) positively affects spiritual well-being 

(meaning, peace and faith).  
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Hypothesis 7: Faith positively affects meaning. 

Hypothesis 8: Inner peace positively affects meaning. 

Figure 1 portrays the specific hypotheses representing the relationships implying the 

influences between the latent constructs in the model.  

Insert Figure 1 about here 

METHODS 

Design and ethical considerations  

The data were collected during 2008 and 2009 from 250 potential participants representing 44 

NHs in Norway. Inclusion criteria were: (1) local authority’s decision of long term NH care 

(2) six months or longer in NH (3) informed consent competency recognized by responsible 

doctor and nurse and (4) capable of being interviewed. Potential participants were approached 

by a head nurse whom they knew well. The nurse provided oral and written information about 

their rights as participants and their right to withdraw at any time. Each participant provided 

informed consent. Because this population has problems completing a questionnaire 

independently, three trained researchers conducted one-on-one interviews in private. To avoid 

introducing bias into the respondents’ reporting, researchers with identical professional 

backgrounds were chosen (RN, MA trained and experienced in communication with older 

people, as well as teaching gerontology at an advanced level); in addition they were trained to 

conduct the interviews as identically as possible. The questionnaires used were part of a 

battery of nine questionnaires comprising 130 items. A large-print copy of questions and 

possible responses was held in front of the participants to avoid misunderstandings. Statistical 

correlational analysis showed no significant difference among responses based on 

interviewers. Approval by the Norwegian Social Science Data Services was obtained for a 

license to maintain a register containing personal data (Ref.no 16443); likewise we attained 
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approval from the Regional Committee for Medical and Health Research Ethics in Central 

Norway (Ref.no.4.2007.645) and the 44 actual NHs.  

Participants 

The total sample comprises 202 (80.8%) of 250 long-term-nursing home patients; long-term 

care was defined as 24-hour care. Short term care, rehabilitation, and cognitively impaired 

patients were not included. Participants’ age was 65 -104, with a mean of 86 years (SD=7.65).  

The sample comprised 146 women (72.3%) and 56 men (27.7%), the mean age was 87.3 

years for women and 82 years for men. A total of 38 (19%) were married/cohabitating, 135 

(67%) were widows/widowers, 11 (5.5%) were divorced and 18 (9%) were single. Regarding 

religiosity 58 (28.7%) perceived themselves as “very religious”, 106 (52.5%) as “somewhat 

religious” and 38 (18.8%) were “not religious at all”. Duration of time of NH residence when 

interviewed was at mean 2.6 years for both sexes (range 0.5-13 years); 117 were in rural NHs, 

and 85 were in urban NHs. Missing data frequency was 5.9% for the STS and 12% for the 

FACIT-Sp, and was handled using the listwise procedure.  

Measures 

Interpersonal ST (ST-1) and intrapersonal ST (ST-2) were assessed by items from the Self-

Transcendence Scale (STS). The STS was developed to identify intrapersonal, interpersonal, 

transpersonal, and temporal experiences characteristic of later life, reflecting expanded 

boundaries of self (Reed 2008). The STS comprises 15 items measuring the extent to which a 

person expands personal boundaries. Previous research considers ST as a one-dimensional 

construct (Reed 1992; Coward and Reed 1996; Ellerman and Reed 2001; Coward and Kahn 

2005; Runquist and Reed 2007; Hunnibell, Reed et al. 2008). However, a recent study 

demonstrates that ST forms a two-dimensional construct among cognitively intact NH 

patients (Haugan, Rannestad et al. 2011); this two-factor construct is applied in this study. 

Each item is rated on a four-point Likert-type scale from 1.0 (not at all) to 4.0 (very much), 
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with higher scores indicating higher ST (Appendix 1). In former studies Cronbach’s  range 

was between .80 and .88 (Reed 1991; Runquist and Reed 2007; Reed 2009). Support for 

construct validity has been found in the relationships of ST scores to other measures (Coward 

1990; Coward 1996).  

The STS was translated into Swedish and then back into English; the back-translated 

version was then approved by the instrument constructor (Nygren, Alex et al. 2005). The 

Swedish version demonstrated internal consistency of .70-.85 (ibid.) and was translated into 

Norwegian for the purpose of the present study. Swedish and Norwegian language and culture 

are almost identical in all aspects that matters for this study. The ST questionnaire is virtually 

un-changed in the Norwegian version, but the words are spelled in Norwegian and meanings 

have been checked. The two-factor-construct of self-transcendence (Haugan, Rannestad et al. 

2011) was used, but the number of items was reduced; the item “letting go of my past losses” 

(ST15) which is reversed scored, loaded extremely low ( =0.11) and demonstrated R2=0.02. 

This item was uncorrelated; therefore, there might be some translation problems and this item 

was dismissed. The items ”Having hobbies and interests I can enjoy,” “Being involved with 

other people,” “Sharing my wisdom or experience with others,” “Helping others in some 

way,” and “Having an ongoing interest in learning,” were indicators for interpersonal self-

transcendence, while the items “Accepting myself as growing older,” “Adjusting well to my 

present life situation,” “Adjusting well to changes in my physical abilities,” “Finding meaning 

in my past experiences, and “Enjoying my pace of life” constituted the intrapersonal ST 

construct. Cronbach’s  in current study was .72 (all 15 items), while  for interpersonal self-

transcendence (5 items) was .76 and .63 for intrapersonal self-transcendence (4 items) (Table 

1). Reliability for the latent constructs in this study is further investigated inside the 

confirmatory factor analysis (CFA). Composite reliability ( c) is reported in Table 2 
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displaying values .65 and .77, respectively; values greater than .60 are desirable 

(Diamantopolous and Siguaw 2008).   

Spiritual well-being was assessed by the Functional Assessment of Chronic Illness 

Therapy-Spiritual well-being scale (FACIT-Sp), which is part of the larger FACIT 

measurement system (Cella, Tulsky et al. 1993). The FACIT-Sp was developed to describe 

aspects of spirituality and/or faith that contributed to well-being (Peterman, Fitchett et al. 

2002). The original instrument comprises two subscales; one measuring a sense of meaning 

and peace, and the other assessing the role of faith during illness. The scale is designed to 

provide a measure of spiritual well-being that could be employed in research with people with 

chronic and/or life-threatening illnesses (ibid.). Each item is rated on a five-point Likert-type 

scale from 0 (not at all) to 4 (very much) (Appendix 2); higher scores indicated better spiritual 

well-being. Previous research demonstrates that the FACIT-Sp is a psychometrically sound 

measure of spiritual well-being for people with cancer or other chronic illnesses (Brady, 

Peterman et al. 1999; Cotton, Levine et al. 1999; Peterman, Fitchett et al. 2002). Recent 

studies (Canada, Murphy et al. 2008; Murphy, Canada et al. 2010; Lazenby, Khatib et al. 

2011; Peterman, Reeve et al. 2011; Whitford and Olver 2011) have demonstrated a three-

factor-solution comprising meaning, peace, and faith providing a psychometrically better fit 

than the two-factor-solution, besides being more informative in assessing the relationships 

between spiritual well-being and other related concepts (Canada, Murphy et al. 2008; 

Murphy, Canada et al. 2010; Peterman, Reeve et al. 2011; Whitford and Olver 2011). Hence, 

the present study applied the previous documented three-factor-solution. Sample items were 

for peace “I feel peaceful”, “I am able to reach down deep into myself for comfort”, and “I 

feel sense of harmony within myself”, whereas the items “I have a reason for living”, “I feel 

sense of purpose in my life”, and “my life lacks meaning and purpose” represented meaning. 

Regarding faith item9 “I find comfort in my faith or spiritual beliefs” and item10 “I find 
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strength in my faith and spiritual beliefs” displayed a high inter-item-correlation (r=.83) 

indicating these indicators measuring almost the same. Accordingly, item9 was removed. In 

addition to item10, the indicators “My illness has strengthened my faith or spiritual beliefs” 

and “I know that whatever happens with my situation, things will be okay” were indicators for 

the faith factor. Cronbach’s  was between .62-.72 and composite reliability between .61-.75 

(Table 2). 

Data analysis 

Descriptive statistics was applied by means of PASW Statistics, version 18 (SPSS Inc., 

Chicago, IL). By means of LISREL 8.8 (Jøreskog and Sørbom 1995) CFA was applied in 

order to test the fit of the measurement models for the constructs, while a SEM-model tested 

the relationships between ST and spiritual well-being measured by the FACIT-Sp. SEM 

typically contains latent variables that are hypothetical constructs that cannot be measured 

directly, but are measured by several observed variables that serve as indicators for the 

construct. Each indicator is predicted to “tap into” the latent variables; >0.30 is given as a 

desired loading (Harrington 2009). By using SEM, random measurement error is accounted 

for, and psychometric properties of the scales in the model are more accurately derived. At the 

same time, all the direct, indirect, and total effects throughout the model are estimated. SEM-

models combine measurement models (e.g., factor models) with structural models (e.g., 

regression); a major issue is evaluation of model fit.  

The conventional overall test of fit is the chi-square ( 2); a small 2 and a non-

significant p-value corresponds to good fit (Jøreskog and Sørbom 1995). The present study 

assessed model fit adequacy in line with the rules of thumb given as conventional cut-off 

criteria (Schermelleh-Engel, Moosbrugger et al. 2003). The following fit indices were used; 

the Root Mean Square Error of Approximation (RMSEA) and the Standardized Root Mean 

Square Residual (SRMS) with values below 0.05 indicating good fit, whereas values smaller 
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than 0.08 is interpreted as acceptable (Hu and Bentler 1998; Schermelleh-Engel, Moosbrugger 

et al. 2003). Further we used the Comparative Fit Index (CFI) and the Non-Normed Fit Index 

(NNFI) with acceptable fit set at 0.95, and good fit at 0.97 and above, the Normed Fit Index 

(NFI) and the Goodness-of-Fit Index (GFI) with acceptable fit at 0.90, and good fit at 0.95. 

For the Adjusted GFI (AGFI) acceptable fit was set to 0.85 and good fit at 0.90.  

The frequency distribution of the measurements was examined to assess deviation 

from normality; both skewness and kurtosis were significant. Since the standard errors are 

estimated under non-normality, the Satorra-Bentler scaled chi-square statistics were applied as 

goodness-of-fit statistics, which is the correct asymptotic mean even under non-normality 

(Jøreskog, Sørbom et al. 2000). In SEM there is no universal agreement about how large a 

sample is large enough, and there is no easy way to determine the sample size needed for 

CFA (Schumacker and Lomax 2004; Kline 2005; Harrington 2009). But some rough 

guidelines are given; samples less than 100 are considered “small”, 100 to 200 is “medium” 

and may be an acceptable minimum sample size if the model is not too complex, while greater 

than 200 is “large”, which is probably acceptable for most models (ibid.). Due to statistical 

power and practical concerns we planned to include a minimum of 200 participants. 

Before examining the hypothesized relationships in the SEM analysis, the 

measurement models were tested by confirmatory factor analysis (CFA). The CFA provided 

an acceptable to good fit to the observed data for the two-factor construct of self-

transcendence ( 2=46.90, df=26, p<0.0072, RMSEA=0.064, p=0.20, SRMR=0.067, NFI= 

0.91, NNFI/CFI=0.94/0.96, GFI/AGFI=0.93/0.88) and the three-factor construct of spiritual 

well-being ( 2=45.82, df=24, p<0.0047, RMSEA=0.070, p-value=0.14, SRMR=0.068, 

NFI=0.93, NNFI/CFI=0.94/0.96, GFI/AGFI=0.94/0.88). In accordance to the former 

published 3-factor-construct (Canada, Murphy et al. 2008) the item FACIT-Sp12 loaded on 

both the faith- and the peace-factor. Table 3 lists Cronbach’s Alpha and composite reliability 
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for the latent constructs involved in the SEM-analysis All parameter estimates were 

significant (p<0.05) and loaded positively and clearly on their intended latent variable. 

Standardized factor loadings were between 0.21-0.79, and squared multiple correlations (R2) 

were between 0.16 and 0.91.  

RESULTS 

Descriptive Analysis 

Means and standard deviations for ST and spiritual well-being are displayed in Appendix 1 

and 2, respectively. The alpha levels for the various constructs indicate a moderate inter-item 

consistency in the measures with Cronbach’s alpha coefficients between .62 and .76 (Table 

1). However, composite reliability ( c) displayed acceptable to good values (.61-.81, Table 1); 

values greater than .60 are desirable (Bagozzi and Yi 1988; Diamantopolous and Siguaw 

2008). T-tests for equality of means (data not shown) for the five latent constructs involved in 

this study showed no significant differences between rural and urban NHs, as well as between 

men and women.  

SEM-analysis; Model 1  

Considering the sample size (N=202) the model complexity had to be moderated; three to five 

indicators per construct is supposed to be sufficient (Marsh, Kit-Tai et al. 1998). Table 1 lists 

measurement models, Cronbach’s alpha, and composite reliability for the latent constructs 

involved in the SEM-analysis. Then Model 1 (Figure 2) was estimated; for scaling, the first 

factor loading of each dependent latent variable were set equal to 1. All loadings were 

significant (p<0.05), with standardized factor loadings from 0.26-0.79 with acceptable to 

moderate R2-values, while some were weak (Table 1). All fit-measures supported Model 1; 

2=157.72 (df=125); p=0.025, RMSEA=0.038; p=0.88, SRMR=0.061, NFI=0.92, NFFI=0.98, 

CFI=0.98, GFI=0.90 and AGFI=0.86 (Table 2).  

Insert Table 1 and Figure 3 about here 
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In order to investigate how ST-1 and ST-2 relate to spiritual well-being, the structural part of 

Model 1 was investigated (Table 2). Direct statistical significant paths revealed from ST-1 to 

meaning ( 1,1=0.34, t=3.44*), peace ( 1,2=0.27, t=2.42*), and to faith ( 3,1=0.32, t=2.92*). 

Additionally the path from ST-2 to peace ( 2,2=0.67, t=5.39*) was significant. The betas ( ) 

displayed a significant value at the 10%-level ( 1,3=0.15, t=1.70), indicating faith affecting 

on meaning. A scrutiny of the total effects (Table 2) indicated that ST-1 affected statistically 

significant on meaning (4.98*), peace (2.42*), and faith (2.92*), while ST-2 affected on 

meaning (3.68*) and peace (5.49*).  

Insert Table 2 about here 

DISCUSSION 

The aim of the present study was to explore the associations between self-transcendence and 

spiritual well-being. In all, eight hypotheses were tested, from which four (H1-H3 and H5) 

were supported at the 5%-level. By doing so we sought to contribute to a holistic nursing 

perspective of promotion well-being in NHs in three ways. First, research focusing on ST 

among NH patients is still in its infancy. The importance of self-transcendence to older adults’ 

has formerly been identified (Daaleman, Kuckelman Cobb et al. 2001; Wachholtz, Pearce et 

al. 2007; Burack, Weiner et al. 2012). However, to the authors’ knowledge, the fundamental 

relationships between self-transcendence and spiritual well-being in NH patients are not 

previously documented. Thus, a notable strength of this research is the empirical examination 

of models and measures that have not been empirically tested previously.  

Second, by examining the associations of interpersonal and intrapersonal self-

transcendence with meaning, peace, and faith, new approaches to nursing interventions can 

emerge. By means of advanced statistical analyses the present study could point out more 

specific information on the mechanisms involved in the relationships between spiritual well-

being and self-transcendence, and hence provide a more specific guideline to nursing 
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interventions promoting well-being. The present study suggests that finding ways to enhance 

both intrapersonal and interpersonal self-transcendence in individuals might be beneficial in 

this matter.  

In accordance with recent investigations (Canada, Murphy et al. 2008; Murphy, 

Canada et al. 2010; Lazenby, Khatib et al. 2011; Peterman, Reeve et al. 2011; Whitford and 

Olver 2011) a three-factor construct of the FACIT-Sp was used. Meaning and peace were 

highly inter-related, in accordance with previous reported results (Canada, Murphy et al. 

2008; Murphy, Canada et al. 2010; Peterman, Reeve et al. 2011; Whitford and Olver 2011). 

Self-Transcendence significantly relates to spiritual well-being (Model 1) 

More specifically, we found a significant impact of interpersonal ST on meaning, peace, and 

faith, while intrapersonal ST strongly related to the peace-factor. Thus, the hypotheses H1-H3 

and H5 (Figure 1) were supported. In addition, the relationship between faith and meaning 

(H8) was supported at the 10%-level.  

 The core of self-transcendence is expansion of the self-boundaries through 

connectedness with one’s self, others, a transcendent dimension of existence, and temporality 

(Reed 2008). Moreover, the essence of spiritual well-being is described as a personal search 

for faith, meaning, and purpose in life, through these connections (Peterman, Fitchett et al. 

2002). Also, the experiences and feelings associated with this personal search are essential.  

Interpersonal self-transcendence (ST-1) 

Significant relations between interpersonal ST and meaning, peace, and faith were displayed. 

Accordingly, interpersonal ST provides vital resources to spiritual well-being in NH patients. 

Interpersonal ST involving hobbies, interests, involvement, learning, helping, and sharing 

wisdom, might encourage experiences of meaning and reasons for living among NH patients 

(Haugan Hovdenes 2002). Moreover, involvement, shearing wisdom, and helping others 

appear to be meaningful ways of connecting with others (Haugan Hovdenes 2002; Reed 
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2008);  previous research has demonstrated that meaning and spiritual well-being are derived 

through relationships and connectedness (Hicks 1999; Haugan Hovdenes 2002; Dwyer, 

Nordenfelt et al. 2008; Whitford and Olver 2011).  

Furthermore, interpersonal ST seemed vital to NH patients’ inner peace, harmony, and 

comfort, which has been found to be of particular importance to health-related QoL, and to 

physical well-being in particular (Brady, Peterman et al. 1999; Cotton, Levine et al. 1999; 

Krupski, Kwan et al. 2006). Thus, involvement with others, learning, helping, and sharing 

wisdom are potential resources for inner peace. Individuals, who do not get involved, learn, 

help, and share might feel lonely, worthless, and useless representing negative impact on 

inner peace and harmony. By involvement etc., individuals in general feel more alive and 

vitalized, and perhaps feel that they are still growing; as an inner developmental resource ST 

implies a process of change and growth (Reed 2008; Teixera 2008). Hence, involvement, 

learning, helping, and sharing might facilitate personal growth toward new and deeper 

understandings of life, death, and ones’ life situation. When no challenges are offered, a sense 

of stagnation may well take over.   

Within Erikson’s model of human psychosocial development (Erikson 1950), the 

eighth and final developmental crisis entails integrity versus despair, which is resolved by the 

development of maturity and wisdom, qualities providing well-being (Erikson 1964). 

Consequently, participating in relationships for involvement and communication seem even 

more evident to NH patients’ self-transcendence and spiritual well-being. Self-transcendence 

(inter- and intrapersonal) constitutes a developmental process toward personal maturity and 

wisdom (Reed 2008). In accordance with Erikson (1998) wisdom rests in the capacity to see, 

look, and remember, as well as to listen, hear, and remember. Thus, NH patients’ well-being 

may require incentives in somewhat substantial terms, to see, hear, and remember.  
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A low mean score for faith was displayed in this study, in spite of demographic 

analysis revealing that only 18.8% were not religious at all; 28.7% were very religious and 

52.5% somewhat religious. This indicates that perceiving oneself as religious might be quite a 

different issue than finding strength in one’s faith, the latter  requiring an intimate relationship 

to a  divinity. However, interpersonal ST was clearly associated with faith, which probably 

embodies involvement with others in the church or the community of believers. Accordingly, 

patients’ faith or spiritual beliefs might provide relationships involving communication, 

support, helping, and sharing one’s wisdom; a sense of communion that is vital for well-

being. Thus, the experiences of strength derived from one’s faith are supposed to positively be 

related to one’s self-acceptance (intrapersonal ST) by experiences of self-worthiness. 

However, this relationship was not supported in the SEM-analysis. Surprisingly, faith did not 

even relate to peace and meaning. Previous research has demonstrated that the peace and 

meaning factors contributed to QoL, whereas the faith factor did not (Lazenby, Khatib et al. 

2011; Whitford and Olver 2011). Thus, our results might be in accordance with this previous 

research; nonetheless, further research exploring these relations is needed. Yet, faith related 

significantly to meaning at the 10%-level, indicating that NH patients’ spiritual faith might 

positively contribute to individuals’ sense of meaning.  

These results might indicate that opportunities for facilitating and supporting 

individuals’ faith are scarce in NHs. Moreover, it is possible that for elders at this stage of 

their lives, inner spiritual experiences might replace the more organizational aspects of 

religion (McKinley and Adler 2005). Additionally, faith associated significantly solely to 

interpersonal self-transcendence in rural NHs, while faith was significantly related to both 

interpersonal and intrapersonal self-transcendence in urban NHs. Hence, intrapersonal ST 

comprising acceptance and adjustment might be less related to faith in rural NHs, indicating 

that rural NHs include more possibilities for meaningful involvement, separately from the 
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church setting. Rural districts often comprise a single NH resulting in closer understanding 

between NH patients and their family/friends visiting the NH. Hence, meaningful 

involvement is more likely to happen.  

Intrapersonal self-transcendence (ST-2) 

Intrapersonal ST related significantly solely to peace (Figure 3). Intrapersonal ST represents 

connectedness with one’s self, comprising self-acceptance and adjusting well to one’s 

disabilities and one’s life situation, along with enjoying one’s pace of life, and related clearly 

to peace. Hence, facilitating positive self-acceptance and adjustment to the NH life situation 

and one’s pace of life, will contribute to inner harmony and peace. Accepting the self and 

adjusting well was supposed to support meaning in life, though the analysis did not support 

this hypothesis. However, a significant statistical total effect from intrapersonal ST on 

meaning and peace was displayed. Consequently, nursing interventions supporting NH 

patients’ intrapersonal ST via acceptance of one’s self and one’s life situation might support 

inner peace and meaning.  

Our results revealed no significant differences between rural and urban NHs, as well 

as between men and women. As formerly published (Haugan, Rannestad et al. 2012), a 

negative association between ST and age was found, and a noteworthy lower ST mean score 

(mean=42.5) than previous reported among elderly populations. This may signify a potential 

for increasing spiritual well-being by increasing both interpersonal and intrapersonal ST 

among NH patients. Nursing intervention supporting NH patients’ intrapersonal processes 

toward acceptance, maturity, and wisdom, might increase inner peace and meaning in life, and 

therefore well-being. These findings support the theoretical basis stating that self-

transcendence as a developmental inner resource of maturity, is related to well-being in 

vulnerable populations (Reed 2008). Consequently, these results support the work of culture 

change and the need to focus not only on physical health but also on spiritual and emotional 
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well-being in NHs (Rahman and Schnelle 2008). ST might serve as an indicator of successful 

aging among NH patients. 

IMPLICATION FOR NURSING PRACTICE 

Self-transcendence has significant implications for promoting spiritual well-being in NH 

patients. The present study demonstrates that connecting with oneself and others in 

meaningful ways is crucial to spiritual well-being in NH patients.  NH practices, policies, and 

milieus can make a facility a more or less pleasant place to be, and can influence the quality 

and duration of family/friends visit and hence patients’ well-being. Long-term care signifies 

that length of stay is long, hence much time is available to enter into meaningful relationships 

and communication with patients, pursuing appropriate interventions to promote self-

transcendence. Nurses may encourage self-transcendence by facilitating patients making 

connections with others, stimulating inner reflections and connection to their inner thoughts 

and emotions (intrapersonal ST), and further, by promoting spiritual faith, facilitating hobbies, 

helping others, and sharing wisdom (interpersonal ST).  When NH personnel are encouraged 

to think creatively about what they might do to improve self-transcendence and spiritual well-

being, imaginative ideas emerge. Nurses may enhance acceptance of the self, death, and one’s 

life situation (intrapersonal ST), which positively influence the ability to find meaning, 

harmony, and peace, and thus spiritual well-being. However, nursing interventions 

encouraging meaning and peace require a nurse-patient-interaction based in person-centered 

qualities. Nurse-patient-interaction entailing empathic awareness, active listening, 

unconditional acceptance, and tenderness is required (Rogers 1961; Medvene and Lann-

Wolcott 2010). Consequently, caregivers will need more human relationship skills and more 

assessment skills related to spiritual well-being when working with elders than with other 

populations. 
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CONCLUSION 

Self-transcendence is significantly related to NH patients’ spiritual well-being. The 

interpersonal self-transcendence positively is associated with NH patients’ inner feelings of 

meaning, peace, and faith, while intrapersonal self-transcendence positively relates to peace, 

and also exposes a mediated influence on meaning.  

LIMITATIONS 

The findings from this study should be interpreted in the light of some limitations. Effective 

sample in Model 1 is N=186 which is considered as “medium” sized, close to the limit for 

“large” samples (N 200). Considering the complexity of Model 1 comprising 18 items, the 

rule of 10 subjects per one variable is fulfilled. However, a larger sample would increase the 

statistical power of the tests.  

The fact that the researchers visited the participants to help fill in the questionnaires 

might have introduced some bias into the respondents’ reporting, though statistical tests 

showed no significant differences between responses based on interviewers. The 

questionnaires used were part of a battery of nine questionnaires comprising 130 items. Thus, 

frail, older NH patients might tire when completing the questionnaires; this represents a 

possible bias to their reporting. To avoid such bias, experienced researchers were carefully 

selected and trained in conducting the interviews following a standardized procedure, 

including taking small breaks at specific points during the process. This procedure worked out 

very well; in just three cases the interviews had to be completed the next day, due to 

respondent’s fatigue. Actually, most participants were even more vigorous after completing 

the interview.  
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Table 1. Constructs involved in Model 11; measurement models, Cronbach’s alpha, and composite reliability2.   

Items Parameter Lisrel 
Estimate 

t-value R2 Cronbach’s 
Alpha ( ) 

Composite        
reliability ( c) 

 Interpersonal self-transcendence (ST-1) 

ST1  x1,1 0.54 6.31*** 0.29  

 

.76 

 

 

.77 

ST3  x3,1 0.73 11.26*** 0.52 

ST6  x6,1 0.78 11.25*** 0.60 

ST8   x7,1 0.56 6.82*** 0.31 

ST9  x8,1 0.57 7.79*** 0.32 

 Intrapersonal self-transcendence (ST-2) 

ST2  x2,2 0.57 6.36*** 0.32  

 

.63 

 

 

.65 

ST4  x4,2 0.65 6.33*** 0.42 

ST5  x5,2 0.61 6.40*** 0.38 

ST14  x9,2 0.40 3.60*** 0.16 

                           Meaning (spiritual well-being) 

FACIT-Sp2 y2,1 0.79 - 0.61   

FACIT-Sp5 y3,1 0.79 9.72*** 0.69 .72 .75 

FACIT-Sp8 y6,1 0.52 6.87*** 0.26   

 Peace (spiritual well-being) 

FACIT-Sp1 y1,2 0.59 - 0.34  

.66 

 

.72 FACIT-Sp6 y4,2 0.60 6.54*** 0.44 

FACIT-Sp7 y5,2 0.68 7.62*** 0.50 

FACIT-Sp12 y9,2 0.33 3.67*** 0.21   

 Faith (spiritual well-being) 

FACIT-Sp10 y7,3 0.76 - 0.91  

.62 

 

.61 FACIT-Sp11 y8,3 0.67 4.76*** 0.28 

FACIT-Sp12 y9,3 0.26 2.92** 0.21 

Note. *Significant at the 5% level. **Significant at the 1% level. ***Significant at the 0.1% level.  1Model 1: 
comprising 9 ST-items and 9 FACIT-Sp-items. 

 2Composite Reliability    
2

2
c
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Table 2.  Model 1.  Standardized Beta1 and Gamma2.  Total3 and Indirect4 effects of 

Interpersonal ST (ST-15) and Intrapersonal ST (ST-26) on Spiritual Well-Being (Meaning7, 

Peace8 and Faith9). Standardized estimates.    

Constructs Model 1 Parameter Lisrel Estimate t-value 

ST-15 to Meaning7  1,1 0.34 3.44*** 
ST-1 to Peace8  1,2 0.27 2.42* 
ST-1 to Faith9  1,3 0.32 2.92** 
ST-26 to Meaning7  2,1 0.15 0.74 
ST-2 to Peace8  2,2 0.67 5.39*** 
ST-2 to Faith9  2,3 0.16 1.56 
Peace to Meaning 1,2 0.33 1.56 
Faith to Meaning 1,3 0.15 1.70 

Total effects of ST on Spiritual Well-Being, FACIT-Sp10 

ST-1 on Meaning  0.47 4.98*** 
ST-1 on Peace  0.27 2.42* 
ST-1 on Faith  0.32 2.92** 

ST-2 on Meaning  0.40 3.68*** 
ST-2 on Peace  0.67 5.39*** 
ST-2 on Faith  0.16 1.56 

Goodness-of-fit measures Model 1 

Satorra Bentler  2  157.72 p=0.02538 Df11 = 125 
RMSEA 0.038 p-value = 0.025  
CFI 0.98 -  
NFI/NFFI 092 0.98  
GFI/AGFI 0.90 0.86  
SRMR 0.061 -  
Note: 1Beta; standardized regression coefficients representing directional relationships between 
the FACIT-Sp-factors. 2Gamma; standardized regression coefficients representing directional 
relationships between ST and spiritual well-being. 3Total effects; represents the total influence of 
ST on spiritual well-being. 4Indirect effects; represents the influence of ST on spiritual well-
being mediated by intervening variables (mediators). 5ST-1=Interpersonal ST. 6ST-
2=Intrapersonal ST. 7Meaning= FACIT-Sp meaning. 8Peace= FACIT-Sp Peace. 9Faith=FACIT-
Sp Faith. 10FACIT-Sp=Spiritual well-being measure. 11Df=degrees of freedom. *Significant at 
the 5% level. **Significant at the 1% level. ***Significant at the 0.1% level 
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ABSTRACT. 

Title: Self-Transcendence and Nurse-Patient-Interaction in Cognitively Intact Nursing Home 

Patients. 

Aims and objectives: The aim of the present study was to test whether nurse-patient 

interaction affects cognitively intact nursing home patients’ interpersonal and intrapersonal 

self-transcendence, as well as testing the psychometric properties of the Nurse-Patient 

Interaction Scale. 

 

Background: Self-transcendence is considered a spiritual developmental process of maturity 

in adulthood, and a vital resource of well-being at the end of life. The concept of self-

transcendence has previously been explored in various populations; yet the nurse-patient-

interactions’ potential influence on self-transcendence in nursing home patients has not been 

published previously.   

 

Design and Method: A cross-sectional design employing the Self-Transcendence Scale and 

the Nurse-Patient-Interaction Scale was adopted. A sample of 202 cognitively well-

functioning nursing home patients in Norway was selected. The statistical analyses were 

carried out using LISREL 8.8 and Structural Equation Modeling (SEM).  

 

Results: SEM-analysis indicates statistical significant effect of nurse-patient-interaction on 

the patients’ self-transcendence. Direct influence on the intrapersonal and indirect influence 

on the interpersonal Self-Transcendence aspects was disclosed. 

 

Conclusion: Nurse-patient interaction significantly affected both interpersonal and 

intrapersonal self-transcendence among cognitively intact nursing home patients. Hence, 

facilitating caring interventions can be significantly beneficial to elderly patients’ self-

transcendence and thereby well-being, both emotional and physical.  

 

Relevance to clinical practice: Caring behaviour signifies the vital and ultimate qualitative 

nursing behaviour, which promotes self-transcendence and thereby well-being. These findings 

are important for clinical nursing which intends to increase patients’ well-being. 

 

Keywords: interpersonal; intrapersonal; nurse-patient interaction; nursing home; self-

transcendence; SEM-analysis.  
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BACKGROUND 

In modern societies life expectancy is increasing. As people age, experiences of physical, 

psychological and social losses, and reduced involvement occur. For some, this leads to the 

need for long-term care in a nursing home (NH). In Norway 19% of people aged 80 and over 

are living their last years in NHs. As experiencing many losses, illnesses, and facing death, 

NH patients are considered a particular vulnerable population. Loneliness and physical health 

problems in older people correlate highly; physically disabled elderly and older people 

suffering from visual or auditory problems tend to be lonelier than people without disability 

(Luleci et al. 2008, Murphy 2006). In long-term care, loneliness and decreased emotional 

well-being have been included together with helplessness and boredom as plagues that are 

running out of control (Thomas 1996); thus NH patients’ emotional health has been marked 

by loneliness and depression (Krohn & Bergman-Evans 2000, Scocco et al. 2006).  

Self-transcendence (ST) is a general human dimension of personal maturity, which is found to 

be a correlate and a resource for well-being among vulnerable populations (Reed 2008, 

Teixera 2008). The central substance of ST is described as connectedness within the 

individual, the environment, and with a transcendent being (Reed 2008). ST is characterized 

by a profound awareness of one’s wholeness manifested by looking inward 

(intraconnectedness), reaching out toward others (interconnectedness), and an ever-changing 

inner experience of time where past, present, and future are one (Reed 1997). ST represents a 

mature approach to life and death, and is expressed through various behaviours and 

perspectives such as sharing wisdom with others, integrating the physical changes of ageing, 

accepting death as a part of life, and finding meaning in life in spite of many losses (Reed 

1991b, 2008). Adults with higher levels of ST do not seek absolute answers to questions in 

life but rather seek meaning in life events as integrated within a moral, social, and historical 

context (Reed 2008). ST has been studied in various disciplines, but is found to be of 
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particular interest to nursing. A recent study demonstrated statistically significant positive 

influence of ST on physical, social, emotional, and functional well-being among NH patients 

(Author et al. 2011). Former research examining the relations between ST and well-being has 

showed statistically significant positive correlations (Bean & Wagner 2006, Coward 1991, 

2003, Hoshi 2008, Mellors et al. 1997). Empirical support for the importance of ST for those 

at the end of life and facing their own mortality has been well documented (Bean & Wagner 

2006, Coward & Reed 1996, Coward 1990, 1991, 1995, 2003, Williams 2008). The reviewed 

literature of ST provides support for Reed’s proposition that ST is related to indicators of 

well-being in older adults, as well as at the end of life. 

The framework of clinical nursing research has shifted from an illness to a wellness model of 

health care (Guzzetta 2005). Nursing is not necessarily based upon a reversal of a disease 

process, but more upon a moving forward, to gain a sense of well-being in the absence or 

presence of disease. Reed (2009b) argues that good nursing involves a process that is 

developmental, progressive, and sustaining, and by which well-being occurs. This perspective 

of promoting health and well-being is fundamental in nursing and a major nursing concern in 

long-term NH care (Drageset 2009, Nakrem et al. 2011).  

Furthermore, the nursing discipline’s understanding of how a nursing process is manifested 

has shifted. The mid-20th century’s rather mechanistic conception of nursing as a process 

external to patients and conducted by the nurse, has been replaced by the view of nursing as a 

relational process and practice (Reed 2009b). Through the last decades, the importance of 

establishing the nurse-patient relationship as an integral component of nursing practice has 

been well documented (Appleton 1993, Nåden & Eriksson 2004, Nåden & Sæteren 2006, 

Rchaidia et al. 2009). International well accepted nursing theorists describe nursing as a 

participatory process that transcends the boundaries between patient and nurse and can be 
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learned and knowingly deployed to facilitate well-being (Eriksson 1995a, b, 2001, Martinsen 

1993, Neuman 1995, Reed 2009b, Travelbee 1979, Watson 1988, 1995).  

Nursing consists of interwoven relational, moral, and practical aspects (Martinsen 1989) 

where nursing care encompasses the patient’s fundamental needs as well as the patient’s 

values and experiences. Excellent nursing care is characterized by a holistic view with 

inherent human values and moral; thus, excluding the patient as a unique human being, should 

be regarded as noncaring and amoral practice (Austgard 2008, Haugan Hovdenes 2002, 

Nåden & Eriksson 2004, Watson 1988). NH patients are in general extremely vulnerable, 

characterized by frailty, mortality, disability, powerlessness, and dependency; hence the 

relationships with the nursing staff are critical to their self-respect, feelings of self-worth, 

dignity, and thereby well-being (Clarke et al. 2003, Heliker 2009, Pipe et al. 2010). Caring 

nurses engage in person-to-person relationships with the patients as unique persons. Good 

nursing care is defined by the nurses’ way of “being present” together with the patient while 

performing nursing activities, in which attitudes and competence are inseparably connected. 

The caring nurse is present and respectful, sincere, friendly, sensitive, and responsive to the 

patient’s feelings of vulnerability; she understands the patient’s needs, is compassionate to 

patients’ different sufferings, and provides emotional support and confirmation (Appleton 

1993, Asmuth 2004, Haugan Hovdenes 2002, Nåden & Eriksson 2004, Rchaidia et al. 2009). 

Thus, nursing care as a moral relational practice increases patients’ well-being (Gastmans et 

al. 1998, Hollinger-Samson & Pearson 2000, Nakrem et al. 2011, Rchaidia et al. 2009); 

qualitatively good nurse-patient interaction helps patients gain a sense of trust, comfort, 

safety, confirmation, and enhanced well-being (op.cit). The experience of being listened to is 

crucial to long-term care patients, since this is how they experience feeling good, satisfied, 

and cared about (Finch 2005, 2006). If experiencing not being attended to or treated with 
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indifference, NH patients describe frustration and suffering (Haugan Hovdenes 2002, Jonas-

Simpson et al. 2006), which has a negative impact on their well-being.  

In sum, the literature reviewed suggests that; 1. ST is a profound resource for patients’ well-

being. 2. Promoting well-being is the fundamental concern in long-term NH care 3. Nurse-

patient interaction is crucial to patients’ well-being. Since ST is characterized by inter- and 

intraconnectedness, patients’ experiences of connecting and communicating with the staff 

nurses might be vital to their ST. This raises question about the relations between the nurse-

patient interaction and NH patients’ ST. 

Aims 

The main aim of this study was to investigate the relationships between nurse-patient 

interaction and self-transcendence among cognitively intact NH patients. A subsequent aim 

was to test the psychometric properties of the Nurse-Patient Interaction Scale. Based on the 

theoretical and empirical knowledge of ST as connectedness and nursing as a moral relational 

practice, we hypothesized that patients’ experiences of the nurse-patient interactions would 

affect ST among cognitively intact NH patients. Our research questions were: 1. To what 

degree does the NPIS demonstrate sound psychometric properties in cognitively intact NH 

patients? 2. In which ways is the nurse-patient interaction related to ST? 3. Does the nurse-

patient interaction influence cognitively intact NH patients’ ST? Figure 1 portrays the 

hypotheses creating the basis for the SEM-parameters reported in the results.  

Insert Figure 1 about here  

METHODS 

Sampling 

The study employed a cross-sectional design; 250 potential participants were approached by a 

head nurse, whom they knew well. Due to study logistics and other practically concerns we 

planned to include a minimum of 200 NH patients.  
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Procedure 

Because this population has problems completing a questionnaire independently, three trained 

researchers conducted one-on-one interviews in private. To avoid introducing bias into the 

respondents’ reporting, researchers with identical professional background were chosen (RN, 

MA, trained and experienced in communication with elderly, as well as teaching gerontology 

at an advanced level); they were trained to conduct the interviews as identically as possible. 

Statistical tests showed no significant differences between responses based on interviewers. 

The questionnaires relevant for the present study were part of a battery of questionnaires 

comprising 130 items. A large-print copy of questions and possible responses was held in 

front of the participants to avoid misunderstandings.  

Ethical considerations 

Approval by the Norwegian Social Science Data Services was obtained for a license to 

maintain a register containing personal data (Ref.no 16443) and likewise we attained approval 

from The Regional Committee for Medical and Health Research Ethics in Central Norway 

(Ref.no. 4.2007.645) as well as the directory of the 44 NHs. Both oral and written information 

about their rights as participants and their right to withdraw at any moment, were given by the 

nurse. Each participant provided informed consent. 

Participants 

About 70-80% of the Norwegian NH patients are cognitively impaired; consequently a great 

number of NHs had to be included. The total sample comprised 202 (80.8%) of 250 long-term 

NH patients who met the inclusion criteria, representing 44 different rural and urban 

Norwegian NHs. Participants’ age was 65-104, with a mean of 86 years (Sd=7.65). The 

sample comprised 146 women (72.3%) and 56 men (27.7%), where the mean age was 87.3 

years for women and 82 years for men. A total of 38 (19%) were married/cohabitating, 135 

(67%) were widows/widowers, 11 (5.5%) were divorced and 18 (19%) were single. Duration 
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of time of NH residence when interviewed was at mean 2.6 years for both sexes (range 0.5-13 

years); 117 were in rural NHs, while 85 were  in urban NHs. Long-term NH care was defined 

as 24-hour care; short term care patients, rehabilitation patients, and patients having dementia 

were not included. Inclusion criteria were as follows: (1) local authority’s decision of long 

term NH care (2) residential time 6 months or longer (3) informed consent competency 

recognized by responsible doctor and nurse, and (4) capable of being interviewed.  

Data collection 

The data were collected during 2008 and 2009, using the Self-Transcendence Scale (STS) and 

the Nurse-Patient-Interaction Scale (NPIS). The STS was developed from the 36-item 

Developmental Resources of Later Adulthood Scale (Reed 1986, 2008), which intended to 

identify intrapersonal, interpersonal, transpersonal, and temporal experiences characteristic of 

later life, reflecting expanded boundaries of self (Reed 2009a). The STS comprises 15 items 

measuring characteristics of a matured view of life representing the extent to which a person 

expands personal boundaries. Each item is rated on a 4-point Likert-type scale from 1.0 (not 

at all) to 4.0 (very much) (Appendix 1); higher scores indicating higher ST. In previous 

studies Cronbach’s  range from .80 to .88 (Reed 1991a, 2009b, Runquist & Reed 2007). 

Content validity is adequate, based on a thorough literature review of empirical and 

theoretical literature (Reed 2008). Support for construct validity has been found in the 

relationships of ST scores to other measures (Coward 1990, 1991, 1996).  

The STS was translated into Swedish and then back into English: the back-translated 

version was then approved by the instrument constructor (Nygren et al. 2005). The Swedish 

version demonstrated an internal consistency of .70-.85 (ibid.) and was translated into 

Norwegian for the purpose of the present study. Swedish and Norwegian language and culture 

are almost identical in all aspects that matters for this study. The STS is virtually un-changed 

in the Norwegian version, but the words are spelled in Norwegian and meanings have been 
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checked. Cronbach’s  in this study was 0.72; while  for ST-1 (Interpersonal) was 0.80 and 

0.82 for ST-2 (Intrapersonal). Composite reliability ( c) is reported in Table 3; values greater 

than 0.60 are desirable (Diamantopolous & Siguaw 2008). A previous investigation of the 

dimensionality of ST revealed one interpersonal (ST-1) and one intrapersonal (ST-2) factor 

(Haugan et al. 2012a). This two-factor construct was used in the structural equation model 

(SEM) to be tested here. 

The Nurse Patient Interaction Scale (NPIS) was developed for the present study to identify 

important characteristics of NH patients’ experiences of communicating and interacting with 

the staff nurses, and covers domains that identify essential relational qualities stressed in the 

nursing care literature (Eriksson 1995a, b, Levy-Malmberg et al. 2008, Martinsen 1993, 

Nåden & Eriksson 2004, Nåden & Sæteren 2006, Watson 1988). The items were developed to 

measure the NH patients’ ability to derive a sense of well-being and meaningfulness through 

the nurse-patient relationships (Haugan Hovdenes 1998, 2002, Hollinger-Samson & Pearson 

2000, Rchaidia et al. 2009); examples of NPIS-items include having confidence in the staff 

nurses, experiences of being respected and recognized as a person; being listened to and taken 

seriously; nurse-patient-interaction makes patients feel well, satisfied, cared about and 

included in decisions, and they demonstrate satisfaction with the nurses’ communication. 

Content validity is based on a thorough literature review of empirical and theoretical literature 

to specify the domains and the items. As part of instrument development, all items were 

scrutinized for content and face validity by a panel of six experts in the areas of NH care and 

instrument development. Additionally, the instrument was pilot tested with three nursing 

students, then with three older retired nursing teachers (aged 73-75 years), and finally with 

three NH patients for content validity resulting in minor word changes for some items. The 

NPIS is a 10-points scale ranging from 1 (not at all) to 10 (very much); higher numbers 
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indicating better nurse-patient interaction (Appendix 2). The Nurse Patient Interaction Scale 

(NPIS) has not been previously validated. 

Analysis 

Data were analysed by descriptive and correlational statistics using the PASW Statistics, 

version 18 (SPSS Inc., Chicago, IL). The NPIS was exposed to exploratory factor analysis 

(EFA) to explain as much of the total variance as possible with as few factors as possible. A 

good rule of thumb for the minimum loading is 0.32 (Tabachnick & Fidell 2001) which 

equates to approximately 10% overlapping variance with the other items in that factor. A 

“crossloading” item loads at 0.32 or higher on two or more factors. A structural equation 

model (SEM) of the hypothesized relations between the latent constructs of ST-1, ST-2 and 

NPIS was tested using LISREL 8.8 for Windows. SEM provides a comprehensive method for 

the quantification and testing of relations between latent variables, which are not measured 

directly, but are estimated from several measured variables (indicators) each of which is 

predicted to “load into” the latent variables; 0.30 is given as a desirable loading (Harrington 

2009). By using SEM, random measurement error is accounted for, and psychometric 

properties of the scales in the model are more accurately derived. At the same time, all the 

direct, indirect, and total effects throughout the model are estimated. To evaluate model fit we 

used the chi-square ( 2) which measures the distance (discrepancy) between the sample 

covariance matrix and the fitted covariance matrix (Jøreskog & Sørbom 1995). Besides, in 

line with the rules of thumb given as conventional cut-off criteria (Schermelleh-Engel et al. 

2003) the following fit indices were used; the Root Mean Square Error of Approximation 

(RMSEA) and the Standardized Root Mean Square Residual  (SRMS) with values below 0.05 

indicating good fit, whereas values smaller than 0.08 is interpreted as acceptable (Hu & 

Bentler 1998, Schermelleh-Engel et al. 2003). Further we used the Comparative Fit Index 

(CFI) and the Non-Normed Fit Index (NNFI) with acceptable fit at 0.95, and good fit at 0.97 
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and above, the Normed Fit Index (NFI) and the Goodness-of-Fit Index (GFI) with acceptable 

fit at 0.90, while good fit was set to 0.95. For the Adjusted GFI (AGFI), acceptable fit was set 

to 0.85 and good fit at 0.90 (ibid.). At a significant level 0.05, the test statistics need to be  

1.96 or  -1.96 before the hypothesis can be rejected. Missing data was low in frequency; for 

the STS 5.9% and for the NPIS 4.0% had some missing data, which were handled by means 

of the listwise procedure. The frequency distribution of the items was examined to assess 

deviation from normality; both skewness and kurtosis were significant. As normality is a 

premise in SEM, we corrected for the non-normality by applying the Robust Maximum 

Likelihood (RML) estimate procedure and stated the Satorra-Bentler corrected 2 (Satorra & 

Bentler 1994).  

RESULTS 

The Nurse-Patient-Interaction Scale (NPIS) – psychometric properties 

The 14 NPIS-items were subjected to explorative factor analysis (EFA). The Kaiser-Meyer-

Olkin measure of sampling adequacy exceeded the recommended value of 0.60 (0.924) and 

Bartlett’s test of Sphericity reached statistical significance (p<0.0001), supporting the 

factorability of the correlation matrix. EFA using principal component analysis and varimax 

rotation extracted one factor with eigenvalue 1.0, explaining 49.2% of the variance (Table 

1). Intern consistency was calculated by Cronbach’s  to 0.91. The component matrix 

revealed only one component, and factor loadings between 0.43-0.80 (Table 1).  

Running the data setting two extracting factors and oblique rotation gave only two loadings 

>0.32 for the second factor; both were crossloadings, loading substantially on both factors. 

Thus the EFA supported a one-dimensional structure. However, substantive conclusions 

based solely on EFA should not be drawn; consequently we applied confirmative factor 

analysis (CFA) as well to test the dimensionality and the psychometric properties of the NPIS. 

CFA testing the one-factor model of the NPIS (Model-1) gave significant estimates with 
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standardized factor loadings from 0.40-0.79. The R2-values were good, except from two items 

(Table 2). The Satorra Bentler 2 (92.32, df=77; p-value=0.11236), RMSEA (0.032) and all 

the goodness-of-fit indices NFI (0.97), NNFI (0.99), CFI (1.00), GFI (0.90), AGFI (0.86) and 

the SRMR (0.045) showed good fit (Table 4) – supporting the one-dimensionality of the 

NPIS. Composite reliability was 0.82 (Table 2), conveniently exceeding the desirable 0.60 

threshold (Diamantopolous & Siguaw 2008).  

Insert Table 1 and Table 2 about here 

Structural Equation Modeling (SEM) – Model-2 

For the intention of testing the hypotheses portrayed in Figure 1, the measurement models for 

the NPIS and STS were established. Identification of the model was based on theoretical 

considerations, model complexity, and validity-reliability concerns. The three-indicator rule 

applies that each latent variable should be measured by three or more observed indicators. The 

two-factor construct of ST (Haugan et al. 2012a) was used, but the number of indicators was 

reduced. The most valid (significant t-values) and reliable (R2-values) indicators were chosen; 

the items “Having hobbies or interests I can enjoy” (ST1), “Being involved with other people 

or my community when possible” (ST3), “Sharing my wisdom or experience with others” 

(ST6), “Helping others in some way” (ST8), “Having an ongoing interest in learning” (ST9) 

and “I am able to move beyond things that once seemed so important” (ST10) represented ST-

1, while the items “Accepting myself as I grow older” (ST2), “Adjusting well to my present 

life situation” (ST4), “Adjusting well to changes in my physical abilities” (ST5) and “Finding 

meaning in my past experiences” (ST7) constituted the ST-2-construct. The NPIS comprising 

14 items was assessed, and 8 items were selected; “The staff nurses takes me seriously” 

(NPIS2), “Interaction with the staff nurses makes me feel good” (NPIS3), “The staff nurses 

understand me” (NPIS4), “The staff nurses treat me respectfully” (NPIS7), “The staff  nurses 

are listening interestingly to me” (NPIS9), “Interaction with the staff nurses contributes to 
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meaning in my life” (NPIS11), “The staff nurses pay attention to me as a unique person” 

(NPIS12) and “I am satisfied with the communication with the staff nurses” (NPIS13). These 

in all 18 observed indicators (6ST-1; 4ST-2; 8NPIS) showed good validity and reliability 

(Table 3). Each item loaded on only one of the factors, which were not allowed to correlate. 

Correlations between residual variances and crossloadings were not included. For scaling the 

variances of the dependent latent variables were set at 1. Figure 2 portrays the SEM-model 

(Model-2) testing the hypotheses, and displays the measurement models for the latent 

constructs. Table 3 lists the loadings, t-values, R2, and composite reliability.  

Insert Table 3 and Figure 2 about here 

In Model-2 all estimates were significant; the factor loadings ranged between 0.41-0.81 and 

composite reliability ranged from 0.64-0.91 indicating strong reliability. The hypothesized 

Model-2 demonstrated good fit. Table 4 lists the goodness-of-fit indices, which all exceeded 

the recommended cut-values; 2 (147.98; p=0.1619, df=132), RMSEA (0.025; p=0.99), 

SRMR (0.059), NFI (0.94), CFI (0.99), GFI (0.90) and AGFI (0.87). Thus Model-2 (Figure 2) 

was supported. 

Insert Table 4 about here 

The nurse-patient-interaction is related to self-transcendence  

Table 5 shows the standardized regression coefficients of the directional relationships, besides 

the total and indirect influences between the latent variables in Model-2. Significant paths 

revealed from NPIS to ST-2 ( 2,1=0.33*) and from  ST-2 to ST-1 ( 1,2=0.37*), while the 

path from NPIS to ST-1 was non-significant ( 1,1=-0.05). However, one might expect 

patients with upper ST-levels to utilize their ST-capacity transcending difficulties, and 

accordingly report nurse-patient interactions exclusively positively. Therefore, as a causality 

check, an alternative model was tested (Model-3) reversing the paths to show an impact from 
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ST-1 and ST-2 on the NPIS in the model. This Model-3 was found to be a poor fit (Table 4); 

consequently the causality constituted in Model-2 was supported. 

Insert Table 5 about here 

The nurse-patient interaction affecting self-transcendence 

An investigation of the effects of NPIS on ST revealed statistical significant total effect on 

ST-2 (0.33, t=3.07*) and significant indirect effect on ST-1 (0.12, t=2.22*), listed in Table 5. 

A scrutiny of the total effects of NPIS on each ST-item indicated that the NPIS significantly 

influenced the intrapersonal ST-items ST2 (accepting myself, t=3.07**), ST4 (adjusting well 

to present situation, t=3.38**), ST5 (adjusting well to physical abilities, t=3.39**) and ST7 

(finding meaning in past experiences, t=2.73**). 

DISCUSSION 

The Nurse-Patient-Interaction Scale - psychometric properties 

NH patients’ relations to the staff nurses have occurred to be a powerful influence on patient’s 

meaning in life and well-being (Clarke et al. 2003, Finch 2006, Haugan Hovdenes 2002, 

Heliker 2009, Hollinger-Samson & Pearson 2000, McGilton & Boscart 2007, Pipe et al. 

2010). Thus, access to reliable questionnaires measuring NH patients’ experience of the 

nurse-patient-interaction is fundamental. The NPIS was developed for use in the present 

study; we intended to specify items representing nurses’ caring behavior that could increase 

patients’ sense of well-being, derived through interaction with the staff nurses. Both EFA and 

CFA support a 1-dimensional structure and the CFA reveals good fit with the data. The NPIS-

items showed strong reliability, except for item NPIS10:”I often get hurt or sad from how the 

nurses interact with me” ( =0.43; R2=0.19; the item is reversed) and item 

NPIS14:“Interaction with nurses is the most important to my thriving” ( =0.40; R2=0.17). 

Item NPIS10 (mean=8.29; Appendix 2) indicates that to some extent the nurses hurt patients’ 

feelings, while item NPIS14 (mean 8.86) reveals the highest mean-score displaying that 
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patients’ interaction and relationships to staff nurses are extremely important for the patients’ 

thriving. The low R2-values for item NPIS10 and NPIS14 suggest that these items are less 

relevant in explaining the variance in ST; probably because they are too obvious. Frail and 

disabled NH patients’ might feel vulnerable and dependent in relation to the staff nurses; most 

NH patients experience great dependency as well as great gratitude to the staff nurses. The 

mean age in the present study was 86 years, representing the NH patients’ great amount of life 

experience, which they realize that the younger staff nurses do not yet possess. Rather than 

being critical, the patients may want to focus on sympathy, acceptance, tolerance, gratitude, 

and understanding towards the staff nurses; and hence, transcending the self-boundaries. 

However, internal consistence measured by Cronbach’s  and composite reliability was 

strong; besides factor loadings and the R2-values were good. The NPIS demonstrated sound 

psychometric properties in our study population; good content validity and internal 

consistency. 

The nurse-patient-interaction influences self-transcendence 

The nurse-patient-interaction reveals statistically significant influence on the intrapersonal 

ST-2 and an indirect mediated influence on the interpersonal self-transcendence. Additionally, 

ST-2 significantly and strongly affects interpersonal self-transcendence. Thus, the hypotheses 

H1-H3 (Figure 1) are supported. Intrapersonal self-transcendence comprises items covering 

the NH patients’ acceptance of him-/herself as growing older, adjusting well to changes in 

physical abilities and present situation, besides finding meaning in past experiences; the staff 

nurses’ interaction with NH patients affects these intrapersonal ST-aspects, which previously 

have been found to be of particular significance to NH patients’ well-being (Haugan et al. 

2012c). Statistically significant indirect influence of the NPIS on the patients’ interpersonal 

ST were shown, suggesting that qualitative good and caring nurse-patient interaction could 

influence the interpersonal ST-dimension as well. Thus, caring nurse-patient interactions 
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might vitalize and encourage both inter- and intrapersonal ST among NH patients. A former 

study (ibid.) revealed statistical significant influences of both  intrapersonal and interpersonal 

ST to physical, emotional, functional, and social well-being among cognitively intact NH 

patients. Significant impact of self-transcendence on spiritual well-being is also recently 

demonstrated (Haugan et al. 2012b). Accordingly, advancing the staff nurses way of being 

present with the patient, such as listening, empathic understanding, respecting, accepting, and 

acknowledging the resident as a person who is to be taken seriously, can contribute to 

increased ST and thereby increased well-being. This finding is in accordance with previous 

research (Asmuth 2004, Finch 2006, Haugan Hovdenes 2002, Hollinger-Samson & Pearson 

2000, Jonas-Simpson et al. 2006, Rchaidia et al. 2009). Facilitating and supporting self-

transcendent patient behaviors like being involved with other people, having hobbies and 

interests as well as helping others, sharing their wisdom, reflecting, and learning, also appear 

to be vital to cognitively intact NH patients’ ST (Haugan et al. 2012c).  

The statistical tests suggest that Model-2 comprising ten ST-items and eight NPIS-items fits 

well. The items ST11-ST15 were dismissed due to low loadings and R2. This insinuates that 

accepting death as a part of life (ST11), letting others help when one may need it (ST13), and 

enjoying one’s pace of life (ST14) are less relevant issues in cognitively intact NH patients’ 

daily life. Death and end-of-life issues might be so evident in NH patients’ everyday life, as it 

is impossible not accepting death as a part of life. Actually, many NH patients do express a 

longing for death (Haugan Hovdenes 2002). Letting others help does also seem as given in 

this life situation, whereas enjoying ones pace of life possibly seems less relevant to many, 

since the routines and the staff nurses strongly impact the patients’ rhythm and pace of life in 

the NH. We were surprised that letting go of past losses (item ST15; R2=0.02) and finding 

meaning in one’s spiritual beliefs (item ST12; R2=0.10) seemed less relevant. Further research 

is needed to explore these phenomena. In summary, the assessment of the measurement part 
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of Model-2 did not reveal any crucial deficiencies as nonsignificant values; good validity and 

reliability with factor loadings from 0.41-0.81 were displayed (Table 3).  

The sample in this study was N=193 for Model-1 and N=192 for Model-2, which are 

considered “medium”–toward large sized samples (Harrington 2009, Kline 2005, Schumacker 

& Lomax 2004). However, considering the model complexity, a rule of thumb is one variable 

per ten subjects (ibid.). Model-2 comprises 18 variables, indicating a desirable N=180, thus 

N=192 exceeds this threshold. Information input to the SEM estimation increases both with 

more indicators per latent variable, as well as with more sample observations (Westland 

2010). The latent variables in the model are measured by four, six, and eight indicators which 

strengthen the reliability. In this respect, the sample size in the present study is suitable. 

Nevertheless, a larger sample would significantly increase statistical power of the tests. The 

present sample included fewer men than women, reflecting the gender composition among the 

population of that age in NHs.  

Strengths and limitations of the study 

A notable strength of this research is the empirical examination of models and measures that 

have not been tested previously, and the new insights into ST associated to nurse-patient- 

interaction. Furthermore the present study provides validation of the NPIS showing high 

internal reliability and content validity. Development of a nurse-patient interaction scale 

reliable and valid to a NH population is of great importance. Nevertheless, the findings from 

this study must be interpreted in the light of some limitations. The fact that the researchers 

visited the participants to help fill in the questionnaires might have introduced some bias into 

the respondents’ reporting. Participants might feel vulnerable and embarrassed when asked to 

evaluate and report their personal experiences of the staff nurses’ caring behaviour. The STS 

and the NPIS were part of a battery of questionnaires comprising 130 items. Thus, frail, older 

NH patients might tire when completing the questionnaires; this represents a possible bias to 
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their reporting. To avoid such a bias, experienced researchers were carefully selected and 

trained in conducting the interviews following a standardised procedure, including taking 

small breaks at specific points during the process. Additionally, the STS is translated into 

Swedish, and then to Norwegian; thus translating bias might influence the results, especially 

regarding item 15, which shows low reliability.  

CONCLUSION  

The NPIS shows sound psychometric properties. Although limited by a cross-sectional 

design, the present study provides evidence that the nurse-patient interaction positively and 

significantly affects ST in cognitively intact NH patients. Both the intrapersonal and the 

interpersonal ST aspects were significantly influenced by the staff nurses’ communication and 

relational behaviour. Consequently, the quality of the staff nurses’ interaction with their 

patients has a great impact on patient’s ST and thereby on their well-being.  

RELEVANCE TO CLINICAL NURSING 

The present study suggests that nurses’ interactional behaviour affects NH patients’ ST and 

thereby well-being  multidimensionally (Haugan et al. 2012c). Consequently, NH staff nurses 

need to be aware of and focus on their interaction behaviour as a resource for facilitating ST 

and well-being; physically, emotionally, functionally, spiritually, and socially (ibid.). Nurses 

are increasingly aware that good nursing care consists of more than the competent 

performance of a number of nursing activities. However, for many nurses it is much less clear 

what this “more” means and what importance it has in nursing. The present study reveals that 

nurses contribute to NH patients’ ST, when listening interestingly to the resident, 

communicating, and treating the patients with respect, by empathic understanding, and 

acknowledging the resident as a human person who is to be taken seriously and being 

attended to. Accordingly, facilitating nursing intervention to provide patients’ ST would 

promote well-being and prevent frustration and suffering. Educational nursing curricula 
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should underline and facilitate nurse-patient interaction and caring behaviour. Nursing 

research and education should pay more attention to NH patients’ perceptions of good nursing 

to develop a more comprehensive and practice-based view on good nursing care that really 

inspires NH staff nurses as they perform their daily care practices.  
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Figure 1. SEM-model and hypotheses to be tested 

Note: H1=Hypothesis 1, H2=Hypothesis 2, H3=Hypothesis 3 
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Figure 2. SEM Model-2. Measurement models and relationships between nurse-patient 

interaction and interpersonal and intrapersonal self-transcendence 

 
Note: Measurement models:  
NPIS: NPIS2: “The nurses take me seriously” 
NPIS3: “Interaction with the nurses makes me feel good”  
NPIS4: “The nurses understand me” 
NPIS7: “The nurses treat me respectfully”  
NPIS9: “The nurses are listening interestingly to me”  
NPIS11: “Interaction with the nurses contributes to meaning in my life”  
NPIS12: “The nurses pay attention to me as a unique person”  
NPIS13: “I am satisfied with the communication with the nurses”  
ST-1: ST1: “Having hobbies and interests I can enjoy”  
ST3: “Being involved with other people or my community when possible”  
ST6: “Sharing my wisdom or experience with others”  
ST8: “Helping others in some way”  
ST9: “Having ongoing interest in learning something new”  
ST10: “Able to move beyond things that once seemed so important.”  
ST-2: ST2: “Accepting myself as I grow older” 
ST4: “Adjusting well to my present situation”  
ST5: “Adjusting well to changes in my physical abilities”  
ST7: “Finding meaning in my past experiences.” 
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Table 1. Exploratory Factor Analysis of the Nurse-Patient-Interaction Scale (NPIS).                          

Model-1(1 factor) and Model-2 (2 factors). 

NPIS items Model-1     Model-2

 

NPIS1 Having confidence and trust in the nurses. 

 

.667 

 

.682 

 

-.191 

NPIS2 The nurses take me seriously.                                                       .762 .769 -.089 

NPIS3 Interaction with nurses makes me feel good. .755 .764 -.100 

NPIS4 The nurses understand how I feel. .801 .799 .026 

NPIS5 The nurses make all possible effort to relieve my plagues. .680 .684 -.040 

NPIS6 The nurses involve me in decisions regarding my daily life. .609 .608 .010 

NPIS7 The nurses treat me with respect. .760 .767 -.079 

NPIS8 The nurses ask me how I am. .682 .672 .130 

NPIS9 The nurses are listening interestingly to me. .800 .786 .175 

NPIS10 I often get hurt or sad from how the nurses interact with me.  -.468 .521 -.650 

NPIS11 Interactions with the nurses contribute to meaning in my life.              .780 .763 .220 

NPIS12 The nurses pay attention to me as a person. .705 .699 .073 

NPIS13 I am satisfied with the communication with the nurses. .790 .785 .062 

NPIS14 Interaction with nurses is the most important to my thriving. .427 .375 .640 

 

Cumulative variance explained          

  

49.176 

  

49.176 

  

56.279 

    

Cronbach’s  NPIS 14 items    0.91   

Note: Extraction Method: Principal Component Analysis. Model-1: Only one component was 

extracted. Model-2: Extraction Method: Principal Component Analysis Rotation Method: Promax 

with Kaiser Normalization. Rotation converged in 3 iterations. 
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Table 2.  Confirmative Factor Analysis. Nurse-Patient-Interaction Scale (NPIS); 

standardized factor loadings and t-values. Squared Multiple Correlations (R2) and 

composite reliability1 ( c). 

Items Parameter Lisrel Estimate t-value R2 

NPIS1 x1 0.63 6.28*** 0.39 

NPIS2 x2 0.73 8.90*** 0.54 

NPIS3 x3 0.73 9.98*** 0.53 

NPIS4 x4 0.79 11.99*** 0.62 

NPIS5 x5 0.65 6.24*** 0.42 

NPIS6 x6 0.57 9.95*** 0.32 

NPIS7 x7 0.73 8.69*** 0.53 

NPIS8 x8 0.65 9.94*** 0.42 

NPIS9 x9 0.78 15.10*** 0.61 

NPIS10 x10 0.43 5.02*** 0.18 

NPIS11 x11 0.76 11.50*** 0.58 

NPIS12 x12 0.69 8.14*** 0.47 

NPIS13 x13 0.77 9.40*** 0.59 

NPIS14 x14 0.40 4.30*** 0.16 

  

c NPIS 14 items c 0.82 - - 

Note. ***p< 0.01;  1Composite Reliability
2

2
c    
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Table 3.  SEM-analysis. Model-2. Measurement models for the Nurse-Patient-Interaction Scale 

(NPIS), Interpersonal ST (ST-1) and Intrapersonal ST (ST-2); standardized factor loadings and t-

values, squared multiple correlations (R2). Composite reliability1 ( c) and Cronbach’s alpha. 

Items Parameter Lisrel Estimate t-value R2 

NPIS2 x2 0.73 8.90*** 0.54 

NPIS3 x3 0.73 9.98*** 0.58 

NPIS4 x4 0.79 11.99*** 0.66 

NPIS7 x7 0.73 8.69*** 0.49 

NPIS9 x9 0.78 15.16*** 0.36 

NPIS11 x11 0.76 11.50*** 0.57 

NPIS12 x12 0.69 8.14*** 0.47 

NPIS13 x13 0.77 9.40*** 0.62 

ST1 y1 0.53 - 0.28 

ST2 y2 0.47 - 0.22 

ST3 y3 0.65 4.98*** 0.42 

ST4 y4 0.81 3.76*** 0.65 

ST5 y5 0.60 4.09*** 0.36 

ST6 y6 0.75 5.38*** 0.56 

ST7 y7 0.41 3.61*** 0.17 

ST8 y8 0.56 4.63*** 0.32 

ST9 y9 0.58 5.07*** 0.34 

ST10 y10 0.42 4.05*** 0.18 

c NPIS 8 items 
c 0.91 - - 

c ST-1 6 items c 0.75 - - 

c ST-2 4 items c 0.64 - - 

Cronbach’s  NPIS 8 items 0.91 - - 

Cronbach’s  ST-1 6 items 0.76 - - 

Cronbach’s  ST-2 4 items 0.64 - - 

Note. ***p< 0.01;  1 Composite Reliability
2

2
c    
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Table 4. Goodness-of-fit indices for the 1-factor-model (Model-1) of the Nurse-Patient 

Interaction Scale (NPIS) and the two SEM-models of NPIS to ST: Model-2 and Model-3.  

Fit Measure 
Model-11   
N=193 

Model-22  

N=192 
Model-33    

N=192  

2 Satorra Bentler 92.32 147.98 272.45 

p-value 0.0110 0.1619 0.0000 

df
x 2

Satorra Bentler 
1.1989 

Df=77 

1.1211 

Df=132 

2.0642 

Df=132 

RMSEA 0.032     0.025 0.075 

p-value (close fit test) 0.90 0.99 0.001 

SRMR 0.045 0.059 0.110 

NFI 0.97 0.94 0.88 

NNFI 0.99 0.99 0.92 

CFI 1.00 0.99 0.93 

GFI 0.90 0.90 0.83 

AGFI 0.86 0.87 0.78 

Note. RMSEA=Root Mean Square Error of Approximation. SRMS=Standardized Root Mean 

Square Residual. NFI=Normed Fit Index. NNFI=Non-Normed Fit Index. CFI=The Comparative 

Fit Index. GFI=Goodness-of-Fit Index. AGFI=Adjusted Goodness-of-Fit Index.  Df=Degrees of 

freedom 1Model-1: 1-factor-model of the Nurse-Patient Interaction Scale (NPIS), 14 items. 
2Model-2: comprising 10ST-items and 8NPIS-items. 3Model-3: comprising 10ST-items and 

8NPIS-items, but causality reversed.  
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Table 5.  SEM-analysis.  Model-21. Standardized Beta2 and Gamma3. Total4 and Indirect5 

effects of Nurse-Patient-Interaction (NPIS) on NH patients’ Self-Transcendence (ST).              

 
Construct Parameter Lisrel Estimate t-value 
    
    
NPIS to ST-1  1,1 -0.05 -0.56 

NPIS to ST-2  2,1 0.33 3.07** 

ST-2 to ST-1  1,2 0.37 2.98** 

Total effects of NPIS on ST    

NPIS on ST-1  0.07 0.77 

NPIS on ST-2  0.33 3.07** 

Indirect effects of NPIS on ST    

NPIS on ST-1  0.12 2.22* 
NPIS on ST-2  - - 

Note. *Significant at the 5 % level. **Significant at the 0.1% level. 1Model-2: comprising 
10ST-variables and 8NPIS-variables. 2Beta; standardized regression coefficients 
representing directional relationships between the ST-factors. 3Gamma; standardized 
regression coefficients representing directional relationships between NPIS and ST. 4Total 
effects; represents the total influence of the explanatory variable on ST.  5Indirect effects; 
represents the influence of NPIS on ST mediated by intervening variables (mediators).  
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APPENDIX 
 
 

Appendix 1. Measurement instrument; Self-Transcendence (ST) means score and standard deviation. 
 

 
Total 

N=190
Men         
N=53 

Women 
N=137

ST item  Mean Sd Mean Sd Mean Sd 

ST1 Having hobbies and interests I can enjoy. 2.42 .066 2.34 .893 2.45 .901 

ST2 Accepting myself as I grow older. 3.10 .039 3.13 .581 3.09 .537 

ST3 Being involved with other people or my community when possible. 2.65 .063 2.79 .894 2.60 .868 

ST4 Adjusting well to my present life situation. 3.11 .043 3.21 .508 3.07 .624 

ST5 Adjusting well to changes in my physical abilities. 2.89 .045 2.92 .640 2.88 .615 

ST6 Sharing my wisdom or experience with others. 2.49 .057 2.45 .705 2.50 .829 

ST7 Finding meaning in my past experience. 3.08 .047 3.13 .640 3.06 .669 

ST8 Helping others in some way. 2.66 .059 2.75 .774 2.62 .832 

ST9 Having ongoing interest in learning. 2.36 .069 2.57 .915 2.28 .971 

ST10 Able to move beyond things that once seemed so important. 2.79 .056 2.74 .849 2.82 .765 

ST11 Accepting death as a part of life. 3.11 .044 3.06 .621 3.12 .592 

ST12 Finding meaning in my spiritual beliefs. 2.54 .073 2.36 1.001 2.61 .998 

ST13 Letting others help me when I may need it. 3.24 .036 3.30 .548 3.21 .497 

ST14 Enjoying my pace of life. 2.88 .045 2.91 .519 2.88 .653 

ST15 Letting go of my past losses. 3.37 .059 3.20 .894 3.43 .758 

ST: total means score 2.83 .352 2.85 .345 3.04 .355 

Note: The STS is based on a 4-point scale ranging from 1 (not at all), 2 (very little), 3 (somewhat) to 4 (very much).  
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Appendix 2. Measurement instrument; Nurse-Patient-Interaction (NPIS) means score and standard deviation. 
 

 Total 
N=199 

Men 
N=56 

Women 
N=143 

NPIS item  Mean Sd Mean Sd Mean Sd 

NPIS1 Having confidence and trust in the nursesa. 8.75 1.948 8.84 1.886 8.71 1.977 

NPIS2 The nursesa take me seriously. 8.44 2.185 8.43 2.214 8.44 2.181 

NPIS3 Interaction with the nursesa makes me feel good. 8.02 2.252 8.21 2.230 7.94 2.264 

NPIS4 The nursesa understand me. 7.65 2.419 7.71 2.341 7.63 2.457 

NPIS5 The nursesa make all possible effort to relieve my plagues. 8.80 1.969 9.02 1.753 8.71 2.047 

NPIS6 The nursesa involve me in decisions regarding my daily life. 6.96 2.984 6.45 2.923 7.16 2.993 

NPIS7 The nursesa treat me with respect. 8.68 2.175 8.70 2.097 8.68 2.213 

NPIS8 The nursesa ask me how I am. 7.70 2.959 7.82 2.924 7.66 2.981 

NPIS9 The nursesa are listening interestingly to me. 7.47 2.743 7.74 2.474 7.37 2.840 

bNPIS10 I often get hurt or sad from how the nursesa interact. 8.29 2.510 8.15 2.825 8.35 2.386 

NPIS11 Interaction with the nursesa contributes to meaning in my life. 7.83 2.531 8.04 2.449 7.75 2.567 

NPIS12 The nursesa pay attention to me as a person. 8.07 2.266 8.13 2.281 8.05 2.268 

NPIS13 I am satisfied with the communication with the nursesa. 8.32 2.126 8.54 2.097 8.23 2.138 

NPIS14 Interaction with nursesa is the most important to my thriving. 8.86 2.066 9.09 1.890 8.78 2.131 

NPIS: total means score 8.13 1.630 8.21 1.654 8.11 1.626 

Note: The NPIS is based on a 10-point scale ranging from 1 (not at all) to 10 (very much). aNurses: the concept 

nurses involve all of the staff nurses. bThe item NPIS10 is reversed 
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