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A B S T R A C T   

Patient attachment styles may inform how patients react differently to the stress of being diagnosed with cancer, 
as well as how patients may desire to interact and be supported by their provider. The objectives of this study 
were two-fold: 1) to conduct a systematic scoping review to clarify how attachment theory is utilized and applied 
within the current body of research on the patient-provider relationship within cancer care, and 2) add to the 
existing body of literature by introducing an integrated model of patient attachment styles and patient-provider 
relationships for use in clinical and scholarly work. A systematic search of multiple databases including PubMed, 
Google Scholar, PsychInfo, and WorldCat was conducted using variations and combinations of keywords related 
to patient-provider relationship, attachment style, and cancer. The nine studies included in the review were 
published from 2011 to 2019. The majority of studies had participant samples with multiple cancer diagnoses 
(n ¼ 5) and examined attachment as an independent or predictor variable (n ¼ 6). Results suggest that a secure 
attachment was predictive of a better working alliance, more perceived support, less general distress, higher 
levels of trust and satisfaction with healthcare providers when compared to patients with an insecure attachment 
style. Data from the current review suggest that using an attachment theory framework can improve the un
derstanding of the patient-provider relationship. We propose a conceptual model that aligns patient attachment 
style and patient-provider relationship types to be utilized in clinical practice in future research to tailor patient- 
centered cancer care.   

1. Introduction 

A strong, therapeutic patient-provider relationship is crucial for 
effective and optimal patient-centered care (PCC). This relationship may 
be particularly important in the management of chronic-illness such as 
cancer, due to the length and development of the patient-provider 
relationship [1]. Within the context of cancer, the patient-provider 
relationship is unique due to the intensity and duration of care [2,3]. 
As such, the patient-provider relationship within patient-centered can
cer care is particularly important and nuanced. Patients who are diag
nosed with cancer experience a profoundly stressful circumstance and 
often need comfort and security from their provider. Unfortunately, the 
health system in the United States faces enormous challenges delivering 
PCC, and patient-centered processes may occur in less than half of 
clinical encounters [4–6]. 

There are multiple barriers to PCC in cancer care for both the patient 
and the provider. For example, patient difficulty in processing infor
mation may be compounded by treatment side effects, while provider 
underpreparedness and discomfort may lead to difficulty in discussing 
emotionally charged topics like prognosis [7–10]. To date, improve
ments in patient-centered cancer care have largely focused on devel
oping models-of-care and curriculum that address provider 
communication and engagement of patients in their healthcare [11,12]. 
While these factors are undoubtedly important to PCC, it is also possible 
that these approaches oversimplify the distinct and essential roles the 
patient and provider play in their relationship. Specifically, patients 
often view their provider as an “expert” in medical knowledge with the 
skills to extend the quality and quantity of their life [13]. In turn, the 
provider considers the patient as the “expert” relative to their own 
preferences and values related to treatment [14]. Patients may, 
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however, have very divergent expectations regarding the role that they 
and their providers should play within their relationship relative to 
decision-making. Therefore, true PCC requires adapting the clinical 
relationship in a way that is most comfortable and engaging for the in
dividual patient rather than generalizing the patient role or “standard
izing” every patient-provider relationship. 

Applying a theoretical framework from relational science to the 
patient-provider relationship in the context of cancer care may facilitate 
an understanding of interpersonal patterns to help tailor PPC to unique 
patient needs [15–19]. To this end, there has been an increased interest 
in the application of Attachment Theory to health behavior and out
comes [17,20–23]. Attachment theory and attachment styles can be 
defined as working models or patterns of how individuals function and 
interact within significant relationships [18]. The theory is most well 
known for its application to the bonds that form between an infant and 
their parent. Infants are dependent on their primary caregivers for sur
vival and engage in behaviors (e.g., crying, reaching) that signal an 
unmet need. The caregiver responds to that need by providing feelings of 
safety and acts as a “secure base” for the infant as they explore their 
environment. However, the caregiver may be inconsistent, harsh or 
neglectful in their response to an infant’s unmet needs. Based on the 
response of the caregiver and the developmental stage of the child, 
original primal behaviors evolve as the child attempts to maintain 
proximity to the caregiver and regain feelings of safety/security. This 
interpersonal dynamic can be classified as an “attachment style” and 
serves as a “template” or working model for how significant relation
ships function, even into adulthood [24–28]. 

Adult attachment styles are most commonly assessed in two di
mensions: attachment anxiety and attachment avoidance. These di
mensions classify self-regulation strategies of an individual to seek 

emotional proximity to an attachment figure while under duress. In
dividuals who are high on the anxiety deminsion fear abandonment and 
rejection and thus, exhibit “clingy” and “controlling” behaviors to feel 
safe and secure. High scores on the avoidance dimension denote mistrust 
of others and are characteristic of individuals who would rather cut-off a 
relationship, or avoid one entirely, so as to not feel hurt or disappointed 
by an unavailable attachment figure [29]. An individual can be char
acterized as high or low relative to these dimensions and subsequently 
classified as securely or insecurely attached, with secure individuals 
scoring low on both avoidance and anxiety (vs 3 insecure subtypes: 
preoccupied/anxious, dismissing/avoidant, fearful/avoidant)(Fig. 1) 
[27,30–33]. 

In the field of Psychotherapy, there is a well-established connection 
between attachment styles, as well as invidiual-level (e.g. early termi
nation) and dyadic (e.g. working alliance) outcomes [34,35]. Specif
ically for working alliance, a recent meta-analysis revealed that 
individuals with greater attachment security reported stronger alliance 
(weighted effect size: r ¼ 0.17, p < 0.001), which may be due in-part to 
the development of trust and bonds being an important component of 
both concepts [35]. Insecurely attached patients may have difficulty 
forming an alliance, which is important as the quality of alliance is one 
of the strongest predictors of positive treatment outcomes [34,36,37]. 
Similar patterns have emerged within the healthcare context; secure 
attachments have been associated with better treatment outcomes 
among patients with other chronic illnesses such as diabetes, including 
adherence to treatment, and fewer negative affective symptoms like 
depression [17,38,39]. In contrast, insecure attachment has been 
correlated with a higher risk of negative physical symptoms, comorbid 
diagnoses, healthcare utilization, and increased challenges within the 
patient-provider relationship [17,18,23,40]. 

Fig. 1. Adult attachment styles using dimensions of anxiety and avoidance adapted from Fraley & Shaver, 2000.  
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Attachment behaviors are often triggered when an individual at
tempts to seek comfort and security to cope with triggering stressful 
situations such as a cancer diagnosis [41]. As the “expert” in the room, 
the provider often fulfills the role of attachment figure for the patient 
[42,43]. An understanding of the varied patient attachment styles may 
inform how patients may react differently to the stress of being diag
nosed with cancer, as well as how patients may desire to interact and be 
supported by their provider [23,44,45]. As such, applications of 
attachment theory to patient-provider alliance within cancer care may 
be particularly important, as well as inform the provider’s tailored 
approach to patient behaviors to ensure optimal patient-centered 
treatment. Therefore, the objective of the current study was to 
conduct a scoping systematic review to define the impact of attachment 
theory on the patient-provider relationship within cancer care. We also 
sought to propose an integrated model of patient attachment and 
patient-provider relationship styles for use in clinical and scholarly 
work. 

2. Methods 

2.1. Search strategy 

A scoping systematic review was conducted in accordance with the 
recommendations established by Peters and colleagues, as well as the 
Preferred Reporting Items for Systematic reviews and Meta-Analyses 
extension for Scoping Reviews (PRISMA-ScR) [46,47]. Scoping sys
tematic reviews are appropriate to address broad research questions and 
summarize literature that has a variety of methodological designs and 
cuts across disciplines. Scoping systematic reviews are also useful to 
identify current gaps in the literature to inform future research [46]. 
Therefore, a scoping systematic review was the best methodological 
approach to meet the objective of the current study. 

Preliminary searches were conducted using a broad range of data
bases including Google Scholar and WorldCat. Databases included in 
WorldCat comprise Academic OneFile, Academic Search Complete, 
MasterFILE Complete, Newspaper Source Plus, OAIster, Oxford Schol
arship Online, and WorldCat.org. Content specific databases including 
PubMed and PsychInfo were also searched. Variations and combinations 
of keywords related to the patient-provider relationship (e.g., “interac
tion”, “dynamic”, “patient-provider”, “relationship”, “alliance”), 
attachment style (e.g., “attachment theory”), and cancer (e.g., 
“oncology”, “malignancy”, “cancer”) were used in the search strategy. 
Articles that discussed attachment in a colloquial sense and not directly 
related to attachment theory were not included. Articles that were 
empirical, published between 1990 and 2019, published in or translated 
to English in a peer-reviewed publication, as well as articles focused on 
adults diagnosed with cancer were included. Articles that passed the 
initial screening procedure were further reviewed for inclusion and 
exclusion criteria. Articles without a sample that included patients 
diagnosed with cancer or if the chronic illness diagnosis within the 
sample was not specified were excluded; articles that did not examine 
attachment theory within the context of the patient-provider relation
ship were also excluded. Eleven articles were identified that were 
reviewed and discussed by EPK and JMH to obtain agreement on in
clusion and data extraction. One article was excluded because the 
concept of attachment was discussed, yet not actually examined in the 
study. 

2.2. Data analysis 

The final 10 articles were uploaded to NVivo software for data 
extraction. Each article was uploaded as an individual case and nodes 
were created for each variable of interest including the year of publi
cation, cancer diagnosis, stage of treatment, country of research, 
attachment measurement, attachment variable type (e.g., outcome, 
predictor), and summary of findings. Each article was coded for the 

variables of interest by the first author (EPK). A framework matrix (i.e., 
aggregated results table) was exported from NVivo to facilitate exami
nation and discussion of the coded data by other members of the 
research team. Coded data were clarified as needed until the study team 
reached agreement. The original framework matrix was then consoli
dated into a summary table (Table 1). 

3. Results 

3.1. Study characteristics 

All ten studies were published after 2010, with the most recent study 
published in 2019 [48]. Half of the articles did not examine a singular 
malignancy type (n ¼ 6). Instead, the studies included patients with 
various tumor types, including prostate (n ¼ 3), intestinal (n ¼ 4), brain 
(n ¼ 1), gynecologic (n ¼ 3), and “mixed” or non-specified diagnoses 
(n ¼ 2) [48–52]. Four studies focused solely on breast cancer patients 
[53–56]. Attachment theory was utilized across the cancer treatment 
continuum; two studies focused on patients at the end of life (e.g., 
hospice, end-stage), while a other studies examined patients before or 
after cancer treatment including pre- or post-surgery (n ¼ 4) and after 
radiation therapy (n ¼ 1). Studies were conducted in Italy (n ¼ 1), 
United Kingdom (n ¼ 3), France (n ¼ 1), the Netherlands (n ¼ 3), Israel 
(n ¼ 1), and Poland (n ¼ 1). 

3.2. Attachment theory and measures 

Most studies examined attachment theory as a predictor or inde
pendent variable (n ¼ 6) [48,53,54,56–58]. No study examined attach
ment as an outcome or dependent variable, whereas three studies 
assessed attachment as a mediator or moderator variable [51,52,55]. 
Various measures of attachment were utilized in the included studies. 
The most common measurement of attachment was the Relationship 
Questionnaire (n ¼ 4), followed by the Relationships Scales Question
naire (n ¼ 3), and the Experiences in Close Relationships Measure 
(n ¼ 4) [32,59,60]. One study utilized the Attachment Style Interview 
and one used the Revised Adult Attachment Scale – Close Relationships 
[61,62]. 

3.3. Impact of attachment style in perception of empathy, trust and 
working alliance with caregiver 

Calvo et al. reported an improvement in patient-caregiver empathy, 
as well as patient-physician alliance relative to attachment style [49]. 
Specifically, the authors noted that patient attachment style impacted 
perception of reciprocal empathy among the caregiver and patient, as 
well as improved the working alliance. Indeed, patients with a secure 
attachment had a greater capacity to show empathic closeness with their 
caregivers and enjoyed a better working alliance with their physicians 
compared with patients characterized by a preoccupied attachment or 
dismissing-avoidant and fearful avoidant patients [57]. Bar-Sela and 
colleagues also examined the association between attachment orienta
tion and working alliance for both physicians and nurses using 
self-reported questionnaires. Patient (n ¼ 52) scores indicating an 
avoidant attachment style were correlated with perception of a working 
alliance with the nurse (p < 0.05), but not the physician (p-value not 
reported). Additionaly, patient scores indicating anxious attachment 
style were associated with patient desire to discuss specific topics with 
both the nurse and physician including concerns regarding death (both 
p < 0.05), daily routine (p < 0.05, p < 0.01, respectively), future 
suffering (both p < 0.05), and life expectancy (both p < 0.01) [63]. 

Among patients with breast (n ¼ 76, 58.5%), prostate (n ¼ 37, 
28.5%), intestinal (n ¼ 8, 6.2%) and cervical cancer (n ¼ 9, 6.9%), 
Holwerda et al. reported that patients with insecure attachment (n ¼ 45, 
35%) had less satisfaction and trust in the relationship with their 
physician, as well as more general distress compared with securely 
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attached patients [50]. In a separate study, Harding et al. noted that 
breast cancer patients with a more positive attachment model of “self” (i. 
e. a positive appraisal of self worth, contributing to secure attachment) 
perceived more support from nurses compared with patients with a less 
positive model of “self.” [53] In another study of patients cared for at 
hospice, patients who were securely attached developed better re
lationships with their caregivers versus insecure patients [48]. In 
contrast, no difference in the perception of patient-doctor relationship 
was noted among dismissive versus preoccupied or fearful patients [48]. 

In one study, Hillen et al. created 8 videotaped scenarios of oncologic 
consultations, after which 345 patients were asked to view the videos 
and report their level of trust related to their encounters with their own 
oncologists. Of note, patients with a stronger external health locus of 
control tended to trust their oncologist more (p < 0.001). In contrast, 
attachment avoidance or attachment anxiety were not related to trust in 
the oncologist; attachment avoidance did, however, decrease the posi
tive effect of the oncologist communication on caring, honesty, and 
trust. High attachment avoidance (p ¼ 0.003) and attachment anxiety 
(p < 0.001) were related to lower trust in caregivers [51]. In turn, lower 
levels of trust in caregivers may lead to more distress and axiety during 
the treatment course among cancer patients [52]. 

Pegman et al. have suggested a greater alliance between patients and 
provider among securely rather than non-securely attached patients. 
Nevertheless, the authors concluded that patient attachment style 
contributed modestly to the variability in the alliance between breast 
cancer patients and their surgeons, thus suggesting further research on 
other potentially relevant individual patient characteristics [56]. For 
example, Clark et al. reported that history of childhood abuse was 
associated with higher chance of feeling incompleted supported by 
surgeons, as well as a greater difficulty in the patient-provider in
teractions as reported by caregivers [55]. Of interest, attachment styles 
mediated these associations. 

3.4. Summary of findings 

Overall, data from several studies have demonstrated that patients 
with secure attachment had a better working alliance with their physi
cian and perceived more support from their provider than patients with 
an insecure attachment [48,53,56,57]. Of note, 
Zaporowska-Stachowiak, Stachowiak, and Stachnik reported a differ
ence in the therapeutic alliance among secure and insecure patients, yet 
there were no differences detected among the three insecure subtypes 
[48]. Patients with insecure attachment reported less trust and satis
faction with their physician and higher levels of general distress than 
insecure patients [52,54,64]. These results were observed both in 
cross-sectional and longitudinal studies. Lastly, attachment style medi
ated the connection of patients who recalled abuse in their childhood 
and the perception of incomplete support from their cancer surgeon 
[55]. 

4. Discussion 

Data from the current scoping systematic review suggest attachment 
theory is a useful framework to help understand the patient-provider 
relationship across the course of cancer care. Within the current re
view, a secure attachment was predictive of a better working alliance, 
more perceived support, less general distress, higher levels of trust and 
satisfaction with healthcare providers compared with patients who had 
an insecure attachment style [48,52–54,56,57,64]. While the current 
body of literature is promising, the data were limited. Using data from 
the current review, we offer a conceptual model that aligns attachment 
styles in patient-provider relationship types to be utilized in clinical 
practice, as well as future research. 

Emanuel and Emanuel (1992) described four models of the patient- 
provider relationship that are widely accepted and cited within the 
scholarly literature; paternalistic, informative, interpretive, and 

deliberative [65]. The first relationship type is the traditional “pater
nalistic” approach. Within the paternalistic model, the provider is very 
active and directive; this person is often seen as the expert, and thus, 
patients often follow the recommendations. The physician may not 
present all viable treatment options for consideration. For the infor
mative model, the provider is more passive; the physician provides the 
patient with all of the information and options, often serving as an 
educator, while waiting for the patient to make a decision. Within the 
interpretive model, providers take an advising position to help patients 
understand their values and give patients the information they need to 
facilitate decision-making for the patient. The provided attempt to helps 
the patient determine “what they actually want” based on their 
perceived values. Finally, the “deliberative” model is characterized by 
patients and providers that openly engage in a mutual discussion of 
treatment options and exploration of the patients moral and value sys
tems associated with treatment. Within this context, the patient de
termines the best decision for him/herself [65]. 

To create a model of how attachment styles can inform PCC relative 
to the patient-provider relationship, the four relationship types were 
organized on an axis with two dimensions to mirror the dimensions of 
avoidance and anxiety associated with attachment styles (Fig. 1). For 
patient-provider relationship styles, the dimensions in Fig. 2 include 
information giving, knowledge sharing and provider involvement. The 
relationship types are distributed on the axis based on their original 
description in Emanuel and Emanuel (1992). For example, the pater
nalistic model is low in information giving, high in provider involve
ment; informative is high information giving, low provider involvement; 
interpretive is high information giving, high provider involvement; and 
deliberative is low information giving, low provider involvement [65]. 
By organizing the patient-provider relationship styles in this manner, 
the styles can be transposed and aligned with patient-provider styles. 
For example, a patient who has a secure attachment style may be the 
best candidate for a deliberative patient-provider relationship. As such, 
the model provides an accessible visual for use in clinical care. Addi
tionally, the model allows for tangible examples of patient 
attachment-related behaviors that providers can use in the clinical 
encounter, which may increase provider awareness of potential chal
lenges with the patient [19,23]. In turn, such a tool may support pro
vider understanding of difficult or resistant patients [19,23]. 

To this point, a patient with an insecure preoccupied attachment 
style (high anxiety, low avoidance) may more often report symptoms of 
distress and seek care from the provider versus other patients with 
different attachment styles. Such patients may benefit from the provider 
setting clear boundaries with regards to their therapeutic relationship. 
In turn, in this setting, the physician should considering be more 
directive, without overwhelming the patient. Thus, patients with an 
insecure preoccupied/anxious attachment style may benefit from a 
patient-provider relationship that is more paternalistic. The attachment 
behaviors may also signal to the provider that the insecure attachment 
behavior may be attributable to patient anxiety and fear, which could 
impede communication in treatment-related discussions [40]. The pro
vider may act as a “secure base” for the patient by recognizing and 
attending to the patient anxiety to improve the collaborative conversa
tion [43]. Fig. 3 demonstrates the alignment patient attachment styles 
with patient-provider relationship types. This mental model describes 
potential attachment-related behavior and how the potential caregiver 
can tailor their approach to better engage the patient to provide optimal 
PCC. 

Connecting attachment styles to patient-provider relationships ad
dresses current gaps in the literature. For example, previous research 
aimed to assess patient decision-making preferences to inform 
treatment-related conversations [6,66,67]. Many patients are not, 
however, cognisant of and/or have not considered their decisional 
preferences. Screening for attachment instead of decision preferences 
could give providers a roadmap of behaviors that their patient may 
exhibit. In turn, these attachment styles may suggest how providers can 
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alter their approach to meet best the needs of the patient. Indeed, 
attachment and decision-making styles have been related and, depend
ing on the attachment style, some patients may prefer their physician to 
have a more directive approach when making treatment-related de
cisions [10,20,68]. 

The premise behind Maunder and Hunter’s original work highlighted 
how “Healthcare is better, and ultimately the health of patients is better, 
when it is provided in a way that is well matched to each patient’s 
interpersonal style.“(p.182) [69] In the work by Maunder and Hunter, 
the authors described prototypic patterns of adult attachment across 
seven dimensions: key behavioral observations, patterns in intimate 
relationships, patterns of social support, affect regulation, trait de
scriptors, patterns of mentalization, and narrative coherence [70]. While 
this conceptualization can be helpful for clinicians, the alignment of 
attachment style and patient-physician relationship styles is both 
descriptive and prescriptive for clinicians, meaning it provides a model 
for how to adapt their patient-centered approach to match the patient’s 
interpersonal style, including their individual strengths and vulnera
bilities. This simplicity is particularly important in the cancer treatment 
decision making context-where patients and providers often have 
limited time to make life-altering decisions. The current model was also 
inspired by Emotionally-Focused Therapy (EFT), one of the most 
empirically-supported theories of change in the field of couple and 
family therapy that is rooted in the principles of attachment theory [71]. 
In EFT, it is important that the provider is well-trained and knows how to 
shift their interpersonal approach so they do not engage in the negative 
interaction styles that may be inhibiting the inter/intrapersonal growth 
of their client, while still meeting their needs and developing a strong 
working alliance [72]. The current model could help providers tailor 
PCC specifically in the cancer context. Although PCC is the current “gold 
standard” of cancer care, current evidence suggests that PCC, including 

shared-decision making, are rarely utilized in oncologic care [14]. 
Providers cite feelings of being ill-equipped to engage the patient in 
SDM. The current proposed conceptual model provides caregivers a 
simple framework with tangible, concrete suggestions regarding how to 
address patient needs without focusing on additional communication 
training for the provider. Identification of patient attachment style by 
providers may also inform their understand of the role of the spouse/
caregiver across the cancer continuum. For example, roman
tic/significant other relationships can predict healthcare utilization, 
symptom reporting and other health-related outcomes important in 
cancer care [23,73,74]. An attachment framework can help researchers 
and clinicians understand why that may occur. 

The current study has several limitations that should be considered 
when interpreting the summary and description of the data. Articles that 
were included needed to be in the English language, which could have 
limited the search. There was, however, no other geographical exclusion 
criteria and all of the included articles were published outside of the 
United States. Some topics that overlapped with attachment theory (e.g. 
trust) were not included in this review. The exclusion of these topics may 
have limited the understanding of relationships between these impor
tant components within the patient-provider relationship. In addition, 
there were other areas of healthcare in which an attachment lens had 
been applied, which were also excluded from the scoping review (e.g., 
family practice, endocrinology). While attachment theory has been used 
as a framework for developing psychotherapeutic interventions, 
including those to support couples coping with cancer, these studies 
were beyond the scope of this review. 

5. Conclusion 

To improve PCC within the context of cancer, providers need to 

Fig. 2. Adapted conceptual model of attachment styles applied to Emanuel & Emanuel’s models of patient-provider relationships.  
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Table 1 
Summary of published articles applying attachment theory to the patient-provider relationship in the context of cancer care.  

Authors Year Journal Cancer stage Cancer type Country Sample 
size 

Methods Attachment 
style variable 
type 

Attachment 
measure 

Covariates Outcome(s) Key findings 

Pegman et al. 2011 Patient 
Education and 
Counseling 

Patients to 
receive 
mastectomy or 
wide local 
excision* 

Breast United 
Kingdom 

133 Cross-sectional 
survey 

Independent RQ & RSQ None Patient- 
surgeon 
relationship 
(alliance) 

Securely attached 
patients reported 
stronger total alliance 
than non-secure patients 

Bar-Sela et al. 2018 Oncology 
Nursing 
Forum 

Advanced, 
receving active 
treatment 

“Cancer” Israel 52 Descriptive 
survey 

Neither- 
descriptive/ 
correlational 
study 

ECR None Working 
alliance with 
nurse, 
physician, and 
type of 
sharing** 

Anxious and avoidant 
attachment styles were 
significantly correlated 
with the working 
alliance for nurses but 
not physicians and with 
type of topics patients 
want to discuss with the 
staff 

Clark et al. 2011 General 
Hospital 
Psychiatry 

Patients to 
receive 
mastectomy or 
wide local 
excision* 

Breast United 
Kingdom 

100 Cross-sectional 
survey 

Mediator RQ &RSQ Age, general health, 
maternal and 
paternal care 

Physician 
perception of 
relationship 
difficulty 

Attachment mediated 
the relationship of abuse 
with patient perceptions 
of incomplete support, 
but not the relationship 
with surgeon ratings of 
difficulty 

Harding et al. 2015 Journal of 
Advanced 
Nursing 

Diagnosed< 3 
years 
Underwent 
wide local 
excision or a 
mastectomy 

Breast United 
Kingdom 

153 Between- 
subjects cross- 
sectional 

Independent RQ &RSQ Patient age and 
distree 

Patient 
perception of 
nurse support 

Patients with a more 
secure attachment felt 
more supported by 
nurses 

Br�edart et al. 2015 Psycho- 
oncology 

Stage 0/ 
noninvasive to 
stage III/with 
axillary nodes 
involvement 

Breast France 283 Longitudinal 
survey 
(baseline, 8 
months) 

Independent ECR Sociodemographic 
variables, clinical 
data, distress 

Health 
information 
needs 

Attachment style was not 
a significant predictor of 
health information needs 

Holwerda 
et al. 

2012 Acta Oncologica Recently 
diagnosed 
Expected 
survival> 1 
year 

Breast, GI, 
cervical, 
prostate 

Netherlands 130 Longitudinal 
survey 
(baseline, 9 
months) 

Independent Attachment 
Style 
Interview 

Physical stats, 
comorbidity 

Trust, 
satisfaction, 
distress 

Insecurely attached 
patients had less trust/ 
satisfaction with their 
physician, and more 
general distress than 
securely attached 
patients. 

Zaporowska- 
Stachowiak 
et al. 

2019 Journal of 
Health 
Psychology 

Advanced “Cancer" Poland 110 Cross-sectional 
survey 

Independent Revised 
Adult 
Attachment 
Scale 

None Patient-doctor 
relationship 
quality 

Securely attached 
patients had better 
relationships with 
doctors than insecure 
patients. 
There was no difference 
in the quality of the 
patient–doctor 
relationship among 
insecure attachment 
types. 

Hillen et al. 2013 All survivors GI, breast, 
enitourinary, 

Netherlands 344 2 � 2 � 2 
factorial 

Independent 
/Moderator 

ECR Sociodemographic 
variables 

Trust Attachment avoidance/ 
anxiety were not related 

(continued on next page) 
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Table 1 (continued ) 

Authors Year Journal Cancer stage Cancer type Country Sample 
size 

Methods Attachment 
style variable 
type 

Attachment 
measure 

Covariates Outcome(s) Key findings 

Journal of 
Psychosomatic 
Research 

gynecologic, 
lymph nodes/ 
bone marrow 

vignette 
design 

to trust. 
Attachment avoidance 
moderated the positive 
effect of the oncologists’ 
communication on trust. 
High attachment 
avoidance/anxiety were 
related to weaker trust. 

Hinnen et al. 2014 General 
Hospital 
Psychiatry 

Recently 
diagnosed 
Expected 
survival> 1 
year 

Prostate, 
breast, GI, 
cervical 

Netherlands 119 Longitudinal 
survey 
(baseline, 9, 
15 months) 

Independent ECR Age, gender 
comorbidity 

Emotional 
distress, 
physical 
limitations 

Lower levels of trust 
were associated with 
more emotional distress 
and more physical 
limitations in more 
anxiously attached 
patients. 

Calvoa et al. 2014 Journal of 
Psychosocial 
Oncology 

End-stage Skin, brain, GI, 
prostate, breast, 
colon, 
pancreatic, 
lung 

Italy 37 Longitudinal 
survey 
(baseline, 1 
week) 

Independent RQ None Empathy, 
alliance 

Secure patients reported 
the highest scores of 
alliance, followed by the 
preoccupied, fearful, and 
avoidant. 

Note. RQ ¼ Relationship Questionnaire; RSQ ¼ Relationship Scales Questionnaire; GI ¼ gastrointestinal; ECR ¼ Experiences in close relationships inventory; *-Excluding patients with recurrence/metastases, **- 
descriptive/correlational study, so variables may not be interpreted as outcomes. 
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understand patient preferences for interpersonal interactions, yet this 
information may not be easily obtained from simply asking patients 
about their preferences. Attachment styles offer a framework for pro
viders to understand patient behaviors and needs, thereby allowing for 
adjustment of the approach to developing a therapeutic relationship 
with the patient. Attention to varying attachment styles may help 
improve PCC, as well as increase the chance of a successful patient- 
provider relationship, which will can positively impact the medical 
encounter and treatment outcomes. 

Funding 

None. 

Declaration of competing interest 

The authors have no conflicts of interest to disclose. 

Acknowledgements 

None. 

References 

[1] M.C. Beach, T. Inui, Relationship-centered care. A constructive reframing, J. Gen. 
Intern. Med. 21 (S1) (2006) S3–S8, https://doi.org/10.1111/j.1525- 
1497.2006.00302.x. 

[2] E. Palmer Kelly, A. Meara, M. Hyer, N. Payne, T.M. Pawlik, Characterizing 
perceptions around the patient-oncologist relationship: a qualitative focus group 
Analysis, J. Cancer Educ. (2019), https://doi.org/10.1007/s13187-019-1481-6. 

[3] S. Hawighorst, G. Schoenefuss, C. Fusshoeller, et al., The physician-patient 
relationship before cancer treatment: a prospective longitudinal study, Gynecol. 
Oncol. 94 (1) (2004) 93–97, https://doi.org/10.1016/j.ygyno.2004.03.033. 

[4] L a McCormack, K. Treiman, D. Rupert, et al., Measuring patient-centered 
communication in cancer care: a literature review and the development of a 
systematic approach, Soc. Sci. Med. 72 (7) (2011) 1085–1095, https://doi.org/ 
10.1016/j.socscimed.2011.01.020. 

[5] C. Braddock, P.L. Hudak, J.J. Feldman, et al., "Surgery is certainly one good 
option": quality and time-efficiency of informed decision-making in surgery, 
J. Bone Joint Surg. Am. 90 (9) (2008) 1830–1838, https://doi.org/10.2106/JBJS. 
G.00840. 

[6] B.J. Zikmund-Fisher, M.P. Couper, E. Singer, et al., Deficits and variations in 
patients’ experience with making 9 common medical decisions: the DECISIONS 
survey, Med. Decis. Mak. 30 (5) (2010), https://doi.org/10.1177/ 
0272989X10380466. 

[7] C.N. Lee, Y. Chang, N. Adimorah, et al., Decision making about surgery for early- 
stage breast cancer, J. Am. Coll. Surg. (2011), https://doi.org/10.1016/j. 
jamcollsurg.2011.09.017. 

[8] C.M. Gaston, G. Mitchell, Information giving and decision-making in patients with 
advanced cancer: a systematic review, Soc. Sci. Med. 61 (10) (2005) 2252–2264, 
https://doi.org/10.1016/J.SOCSCIMED.2005.04.015. 

[9] R.M. Epstein, P.R. Duberstein, J.J. Fenton, et al., Effect of a patient-centered 
communication intervention on oncologist-patient communication, quality of life, 
and health care utilization in advanced cancer: the VOICE randomized clinical 
trial, JAMA Oncol. 3 (1) (2017) 92–100, https://doi.org/10.1001/ 
jamaoncol.2016.4373. 

[10] M. Winner, A. Wilson, S. Ronnekleiv-Kelly, T.J. Smith, T.M. Pawlik, A singular 
hope: how the discussion around cancer surgery sometimes fails, Ann. Surg. Oncol. 
24 (1) (2017) 31–37, https://doi.org/10.1245/s10434-016-5564-x. 

[11] M. State, I. Briceag, B. Popescu, R. Sc�aunașu, P. Armean, Ups and downs in 
physician - cancer patient relationship, J. Med Life 8 (1) (2015) 37–40. htt 
p://www.ncbi.nlm.nih.gov/pubmed/25914736%5Cnhttp://www.pubmedcentral. 
nih.gov/articlerender.fcgi?artid¼PMC4397517. 

[12] K.M. Mazor, B. Gaglio, L. Nekhlyudov, et al., Assessing patient-centered 
communication in cancer care: stakeholder perspectives, J. Oncol. Pract. 9 (5) 
(2013) e186–e193, https://doi.org/10.1200/JOP.2012.000772. 

[13] H. Beesley, S. Goodfellow, C. Holcombe, P. Salmon, The intensity of breast cancer 
patients’ relationships with their surgeons after the first meeting: evidence that 

Fig. 3. Aligned patient attachment style and patient-provider relationship model, example attachment-related behavior, potential provider approach.  

E. Palmer Kelly et al.                                                                                                                                                                                                                          



Surgical Oncology 31 (2019) 101–110

109

relationships are not “built” but arise from attachment processes, Eur. J. Surg. 
Oncol. 42 (5) (2016) 679–684, https://doi.org/10.1016/j.ejso.2016.02.001. 

[14] Institute of Medicine, Crossing the quality chasm: a new health system for the 21th 
century, Iom (2001), https://doi.org/10.17226/10027. 

[15] E.P. Kelly, N. Payne, T.M. Pawlik, Understanding patient expectations around 
therapeutic benefits, risks, and the chance of cure, Am. J. Surg. (August 2018), 
https://doi.org/10.1016/J.AMJSURG.2018.08.012. 

[16] E. Palmer Kelly, J.L. Agne, M. Hyer, A. Meara, G. Olsen, T.M. Pawlik, A systematic 
review of the methods utilised to measure the relationship between cancer patients 
and oncologists: implications for future research and practice, Eur. J. Cancer Care 
(Engl). (December 2018), e12981, https://doi.org/10.1111/ecc.12981. 

[17] P.S. Ciechanowski, W.J. Katon, J.E. Russo, E.A. Walker, The patient-provider 
relationship: attachment theory and adherence to treatment in diabetes, Am. J. 
Psychiatry 158 (1) (2001) 29–35, https://doi.org/10.1176/appi.ajp.158.1.29. 

[18] L.M. Hooper, S. Tomek, C.R. Newman, Using attachment theory in medical 
settings: implications for primary care physicians, J. Ment. Health 21 (1) (2012) 
23–37, https://doi.org/10.3109/09638237.2011.613955. 

[19] A. Tan, C. Zimmermann, G. Rodin, Interpersonal processes in palliative care: an 
attachment perspective on the patient-clinician relationship, Palliat. Med. 19 (2) 
(2005) 143–150, https://doi.org/10.1191/0269216305pm994oa. 

[20] P. Salmon, B. Young, A new paradigm for clinical communication: critical review 
of literature in cancer care, Med. Educ. 51 (3) (2017) 258–268, https://doi.org/ 
10.1111/medu.13204. 

[21] K. Scheffold, R. Philipp, S. Koranyi, et al., Insecure attachment predicts depression 
and death anxiety in advanced cancer patients, Palliat. Support. Care 16 (3) (2018) 
308–316, https://doi.org/10.1017/S1478951517000281. 

[22] N.L. Tuck, N.S. Consedine, Breast cancer screening: the role of attachment, 
Psychol. Health Med. 20 (4) (2015) 400–409, https://doi.org/10.1080/ 
13548506.2014.955035. 

[23] H.F. Cassedy, R.A. Enander, R.C. Robinson, et al., Attachment theory as a model of 
doctor-patient interaction, J. Appl. Biobehav. Res. 20 (4) (2015) 151–178, https:// 
doi.org/10.1111/jabr.12036. 

[24] J. Cassidy, J.D. Jones, P.R. Shaver, Contributions of attachment theory and 
research: a framework for future research, translation, and policy, Dev. 
Psychopathol. 25 (4 Pt 2) (2013) 1415–1434, https://doi.org/10.1017/ 
S0954579413000692. 

[25] M.S. Ainsworth, J. Bowlby, An ethological approach to personality development, 
Am. Psychol. (1991), https://doi.org/10.1037/0003-066x.46.4.333. 

[26] J. Bowlby, A Secure Base: Clinical Applications of Attachment Theory, 1988. 
[27] C. Hazan, P. Shaver, Romantic love conceptualized as an attachment process, 

J. Personal. Soc. Psychol. (1987), https://doi.org/10.1037/0022-3514.52.3.511. 
[28] P.R. Shaver, M. Mikulincer, Attachment theory and research: resurrection of the 

psychodynamic approach to personality, J. Res. Personal. (2005), https://doi.org/ 
10.1016/j.jrp.2004.09.002. 

[29] L.A. McWilliams, Relationships between adult attachment dimensions and patient- 
physician relationship quality, J. Relatsh. Res. 9 (2018) e15, https://doi.org/ 
10.1017/jrr.2018.13. 

[30] J.A. Feeney, P. Noller, Attachment style as a predictor of adult romantic 
relationships, J. Personal. Soc. Psychol. (1990), https://doi.org/10.1037/0022- 
3514.58.2.281. 

[31] K. Bartholomew, Avoidance of intimacy: an attachment perspective, J. Soc. Pers. 
Relatsh. (1990), https://doi.org/10.1177/0265407590072001. 

[32] K. Bartholomew, L.M. Horowitz, Attachment styles among young adults: a test of a 
four-category model, J. Personal. Soc. Psychol. (1991), https://doi.org/10.1037/ 
0022-3514.61.2.226. 

[33] R.G. Maunder, A. Panzer, M. Viljoen, J. Owen, S. Human, J.J. Hunter, Physicians’ 
difficulty with emergency department patients is related to patients’ attachment 
style, Soc. Sci. Med. 63 (2) (2006) 552–562, https://doi.org/10.1016/j. 
socscimed.2006.01.001. 

[34] S.L. Bernecker, K.N. Levy, W.D. Ellison, A meta-analysis of the relation between 
patient adult attachment style and the working alliance, Psychother. Res. 24 (1) 
(2014) 12–24, https://doi.org/10.1080/10503307.2013.809561. 

[35] V. Eames, A. Roth, PATIENT Attachment orientation and the early working 
ALLIANCE-A study OF patient And therapist reports OF alliance quality and 
ruptures of a beginning phase concentrating on the development of an alliance, a 
middle or "work, Phase, and an End Phase Character Vol 10 (2000). Tracey, http 
s://pdfs.semanticscholar.org/ac9f/fc5d6c9fc0eb2cda4c77242c195cb5be9574.pdf. 
Accessed August 27, 2019. 

[36] K.D. Fergus, The rupture and repair of the couple’s communal body with prostate 
cancer, Fam. Syst. Health 29 (2) (2011) 95–113, https://doi.org/10.1037/ 
a0023413. 

[37] J.N. Fuertes, P. Anand, G. Haggerty, M. Kestenbaum, G.C. Rosenblum, The 
physician-patient working alliance and patient psychological attachment, 
adherence, outcome expectations, and satisfaction in a sample of rheumatology 
patients, Behav. Med. 41 (2) (2015) 60–68, https://doi.org/10.1080/ 
08964289.2013.875885. 

[38] A.G. Yilmaz €Ozpolat, T. Ayaz, €O. Konaǧ, A. €Ozkan, Attachment style and perceived 
social support as predictors of biopsychosocial adjustment to cancer, Turk. J. Med. 
Sci. 44 (1) (2014) 24–30, https://doi.org/10.3906/sag-1210-28. 

[39] L.S. Porter, F.J. Keefe, D. Davis, M. Rumble, C. Scipio, J. Garst, Attachment styles in 
patients with lung cancer and their spouses: associations with patient and spouse 
adjustment, Support. Care Cancer 20 (10) (2012) 2459–2466, https://doi.org/ 
10.1007/s00520-011-1367-6. 

[40] D. Thompson, P.S. Ciechanowski, Attaching a new understanding to the patient- 
physician relationship in family practice, J. Am. Board Fam. Med. 16 (3) (2009) 
219–226, https://doi.org/10.3122/jabfm.16.3.219. 

[41] I. Bretherton, The origins of attachment theory: john bowlby and mary ainsworth, 
Dev. Psychol. (1992), https://doi.org/10.1037/0012-1649.28.5.759. 

[42] R.G. Maunder, J.J. Hunter, Can patients be “attached” to healthcare providers? An 
observational study to measure attachment phenomena in patient-provider 
relationships, BMJ Open 6 (5) (2016), https://doi.org/10.1136/bmjopen-2016- 
011068. 

[43] P. Gerretsen, J. Myers, The physician: a secure base, J. Clin. Oncol. 26 (32) (2008) 
5294–5296, https://doi.org/10.1200/JCO.2008.17.5588. 

[44] K. Weihs, D. Reiss, L. Baider, C.L. Cooper, A. Kaplan De-Nour, Family 
reorganization in response to cancer: a developmental perspective, Can. Fam. 
(February) (1996) 3–29. http://search.ebscohost.com/login.aspx?direct¼true 
&db¼psyh&AN¼1996-98700-001&site¼ehost-live. 

[45] A.M. Tac�on, Attachment and cancer: a conceptual integration, Integr. Cancer Ther. 
1 (4) (2002) 371–381, https://doi.org/10.1177/1534735402238188. 

[46] M.D.J. Peters, C.M. Godfrey, H. Khalil, P. McInerney, D. Parker, C.B. Soares, 
Guidance for conducting systematic scoping reviews, Int. J. Evid. Based Healthc. 
13 (3) (2015) 141–146, https://doi.org/10.1097/XEB.0000000000000050. 

[47] A.C. Tricco, E. Lillie, W. Zarin, et al., PRISMA extension for scoping reviews 
(PRISMA-ScR): checklist and explanation, Ann. Intern. Med. 169 (7) (2018) 467, 
https://doi.org/10.7326/M18-0850. 

[48] I. Zaporowska-Stachowiak, K. Stachowiak, K. Stachnik, Two is a perfect number: 
patient–doctor relationship and patient attachment style in palliative care, 
J. Health Psychol. (2017), https://doi.org/10.1177/1359105317721307. 

[49] V. Calvo, A. Palmieri, S. Marinelli, F. Bianco, J.R. Kleinbub, Reciprocal empathy 
and working alliance in terminal oncological illness: the crucial role of patients’ 
attachment style, J. Psychosoc. Oncol. 32 (5) (2014) 517–534, https://doi.org/ 
10.1080/07347332.2014.936651. 

[50] N. Holwerda, R. Sanderman, G. Pool, et al., Do patients trust their physician? the 
role of attachment style in the patient-physician relationship within one year after 
a cancer diagnosis, Acta Oncol. (Madr.) 52 (1) (2013) 110–117, https://doi.org/ 
10.3109/0284186X.2012.689856. 

[51] M.A. Hillen, H.C.J.M. De Haes, L.J.A. Stalpers, et al., How attachment style and 
locus of control influence patients’ trust in their oncologist, J. Psychosom. Res. 76 
(3) (2014) 221–226, https://doi.org/10.1016/j.jpsychores.2013.11.014. 

[52] C. Hinnen, G. Pool, N. Holwerda, M. Sprangers, R. Sanderman, M. Hagedoorn, 
Lower levels of trust in one’s physician is associated with more distress over time in 
more anxiously attached individuals with cancer, Gen. Hosp. Psychiatry 36 (4) 
(2014) 382–387, https://doi.org/10.1016/j.genhosppsych.2014.03.005. 

[53] R. Harding, H. Beesley, C. Holcombe, J. Fisher, P. Salmon, Are patient-nurse 
relationships in breast cancer linked to adult attachment style? J. Adv. Nurs. 71 
(10) (2015) 2305–2314, https://doi.org/10.1111/jan.12693. 

[54] A. Br�edart, J.L. Kop, C. Fiszer, B. Sigal-Zafrani, S. Dolbeault, Breast cancer 
survivors’ perceived medical communication competence and satisfaction with 
care at the end of treatment, Psycho Oncol. 24 (12) (2015) 1670–1678, https://doi. 
org/10.1002/pon.3836. 

[55] L. Clark, H. Beesley, C. Holcombe, P. Salmon, The influence of childhood abuse and 
adult attachment style on clinical relationships in breast cancer care, Gen. Hosp. 
Psychiatry 33 (6) (2011) 579–586, https://doi.org/10.1016/j. 
genhosppsych.2011.07.007. 

[56] S. Pegman, H. Beesley, C. Holcombe, N. Mendick, P. Salmon, Patients’ sense of 
relationship with breast cancer surgeons: the relative importance of surgeon and 
patient variability and the influence of patients’ attachment style, Patient Educ. 
Couns. (2011), https://doi.org/10.1016/j.pec.2010.04.023. 

[57] V. Calvo, A. Palmieri, S. Marinelli, F. Bianco, J.R. Kleinbub, Reciprocal empathy 
and working alliance in terminal oncological illness: the crucial role of patients’ 
attachment style, J. Psychosoc. Oncol. (2014), https://doi.org/10.1080/ 
07347332.2014.936651. 

[58] K. Kafetsios, K. Hantzara, F. Anagnostopoulos, D. Niakas, Doctors’ attachment 
orientations, emotion regulation strategies, and patient satisfaction: a multilevel 
analysis, Health Commun. 31 (6) (2016) 772–777, https://doi.org/10.1080/ 
10410236.2014.993497. 

[59] Horowitz Bartholomew, Relationship Scales Questionnaire, Trent Univ, 1991. 
[60] R.C. Fraley, M.E. Heffernan, A.M. Vicary, C.C. Brumbaugh, The experiences in 

close relationships-relationship structures Questionnaire: a method for assessing 
attachment orientations across relationships, Psychol. Assess. (2011), https://doi. 
org/10.1037/a0022898. 

[61] N.L. Collins, Working models of attachment: implications for explanation, emotion, 
and behavior, J. Personal. Soc. Psychol. (1996), https://doi.org/10.1037/0022- 
3514.71.4.810. 

[62] G.I. Roisman, A. Holland, K. Fortuna, R.C. Fraley, E. Clausell, A. Clarke, The adult 
attachment Interview and self-reports of attachment style: an empirical 
rapprochement, J. Personal. Soc. Psychol. (2007), https://doi.org/10.1037/0022- 
3514.92.4.678. 

[63] G. Bar-Sela, R. Gruber, I. Mitnik, D. Lulav-Grinwald, D. Koren, Attachment 
orientation and relationships with physicians and nurses among israeli patients 
with advanced cancer, Oncol. Nurs. Forum (2018), https://doi.org/10.1188/18. 
ONF.631-638. 

[64] N. Holwerda, R. Sanderman, G. Pool, et al., Do patients trust their physician? the 
role of attachment style in the patient-physician relationship within one year after 
a cancer diagnosis, Acta Oncol. (Madr.) 52 (1) (2013) 110–117, https://doi.org/ 
10.3109/0284186X.2012.689856. 

[65] Ezekiel J. Emanuel, L. Linda, Four models of the physician-patient relationship, 
JAMA Res. Libr. pg 267 (16) (1992). http://www.imgwf.uni-luebeck.de/fileadmin 
/oeffentlich/Emanuel_4models_1992.pdf. (Accessed 5 April 2018). 

[66] A. Wilson, M. Winner, A. Yahanda, N. Andreatos, S. Ronnekleiv-Kelly, T.M. Pawlik, 
Factors Associated with Decisional Regret Among Patients Undergoing Major 

E. Palmer Kelly et al.                                                                                                                                                                                                                          



Surgical Oncology 31 (2019) 101–110

110

Thoracic and Abdominal Operations, Surgery (St Louis) (2017), https://doi.org/ 
10.1016/j.surg.2016.10.028. 

[67] D.W. Shin, J. Cho, D.L. Roter, et al., Preferences for and experiences of family 
involvement in cancer treatment decision-making: patient-caregiver dyads study, 
Psycho Oncol. 22 (11) (2013) 2624–2631, https://doi.org/10.1002/pon.3339. 

[68] N.K. Janz, P.A. Wren, L.A. Copeland, J.C. Lowery, S.L. Goldfarb, E.G. Wilkins, 
Patient-physician concordance: preferences, perceptions, and factors influencing 
the breast cancer surgical decision, J. Clin. Oncol. 22 (15) (2004) 3091–3098, 
https://doi.org/10.1200/JCO.2004.09.069. 

[69] R. Maunder, J. Hunter, Fear Love, Health, How Our Attachments to Others Shape 
Health and Health Care, University of Toronto Press, Buffalo, 2015. 

[70] J.J. Hunter, R.G. Maunder, Using attachment theory to understand illness 
behavior, Gen. Hosp. Psychiatry (2001), https://doi.org/10.1016/S0163-8343(01) 
00141-4. 

[71] S.M. Johnson, Attachment theory and emotionally focused therapy for individuals 
and couples. Attach theory Res Clin with adults, 2009, pp. 1–42. 

[72] S. Johnson, Emotionally focused couples therapy: status and challenges, Clin. 
Psychol. Sci. Pract. (1999), https://doi.org/10.1093/clipsy/6.1.67. 

[73] P.R. Pietromonaco, B. Uchino, C. Dunkel Schetter, Attachment theory for health 
and disease, Health Psychol. 32 (5) (2014) 499–513, https://doi.org/10.1037/ 
a0029349.Close. 

[74] B. Nausheen, Y. Gidron, R. Peveler, R. Moss-Morris, Social support and cancer 
progression: a systematic review, J. Psychosom. Res. 67 (5) (2009) 403–415, 
https://doi.org/10.1016/j.jpsychores.2008.12.012. 

E. Palmer Kelly et al.                                                                                                                                                                                                                          


	Understanding the use of attachment theory applied to the patient-provider relationship in cancer care: Recommendations for ...
	1 Introduction
	2 Methods
	2.1 Search strategy
	2.2 Data analysis

	3 Results
	3.1 Study characteristics
	3.2 Attachment theory and measures
	3.3 Impact of attachment style in perception of empathy, trust and working alliance with caregiver
	3.4 Summary of findings

	4 Discussion
	5 Conclusion
	Funding
	Declaration of competing interest
	Acknowledgements
	References


