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 Foreword 

 Joanne Duffy’s work in theory-guided caring and issues of quality caring, 
in education, practice, and research, spans more than two decades of 
scholarship and sustained focus. Her scholarship in this area has deep-
ened and expanded with each turn of her career, culminating in this com-
prehensive book, which demonstrates her unique contributions to this 
fi eld of increasing importance. Her book offers a coherent, theoretical, 
and research-guided framework for quality nursing caring in practice, 
education, and leadership; a foundational, timeless, yet transformative 
framework of substance related to caring and quality, for which systems 
and society yearn at this point in the history of nursing and health care. 

 Here, Duffy’s classic model, Quality Caring and Quality Nursing 
Practice (The Quality-Caring Model©), is revisited and reconsidered. It 
is grounded in a comprehensive framework that addresses and encom-
passes caring for self, patients, families, each other, and communities. 
The power of relationships, the teaching and learning of caring, and car-
ing leadership are addressed in such a way that the reader is invited 
both into conceptual and theoretical ideas along with an opportunity to 
engage in specifi c skills of evaluating and researching caring. In this way, 
the book offers the most contemporary literature on caring as well as ac-
tion steps for informed engagement by students and scholars alike. 

 Duffy’s book brings coherence and congruence between and among 
professional values, knowledge, and behaviors of caring in nursing and 
health care generally. In the end, Duffy’s “quality caring” brings new 
meaning to quality  and to  caring . At the same time, the book is both 
power-fi lled in its focus as well as empowering. Any reader of the work is 
invited into an open space that reconnects the heart of nursing with the 
heart of caring science scholarship. As a signifi cant and timely contribu-
tion to nursing and caring science, Duffy incorporates into the book a 
new level of values, philosophical and ethical orientations, along with 
knowledge and understanding if not wisdom. Indeed, Joanne Duffy’s 



work and life career in this area continue to advance and elevate nurs-
ing and quality caring to a new place in the maturity of nursing as both a 
discipline and profession. 

Jean Watson, PhD, RN, AHN-BC, FAAN 
 Distinguished Professor of Nursing 

 Murchinson-Scoville Endowed Chair in Caring Science 
 University of Colorado, Denver 

 College of Nursing 
and

 Founder/Director 
 Watson Caring Science Institute 

 Boulder, Colorado 
 www.uchsc.edu/nursing/caring 
 www.watsoncaringscience.org 

 jean.watson@uchsc.edu 
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 Preface 

 Patients and families are suffering today not only from their illnesses 
but from the health care system itself. Fragmented processes, medical 
errors, and lack of caring relationships with their health care providers 
create uncertainty, unnecessary stress, discomfort, functional decline, 
dissatisfaction with care, and unnecessary fi nancial burdens. Evidence 
of this can be found in conversations in hospital waiting rooms, newspa-
per articles, consumer magazines, and professional journals. Dedicated 
time spent with patients and families at the bedside, in medical offi ces, 
at nursing homes, or schools is limited and often rushed and impersonal. 
Patients and families, at some of the most vulnerable times of life, are 
frequently left to wonder if they are safe and who will be there for them 
when they need it most. The foundational caring value of health profes-
sionals has been marginalized as modern health care, with its emphasis 
on diagnostic testing, medications, and procedures, has shifted its atten-
tion to tasks, technology, and costs. 

 This incongruity between the professional values and behaviors of 
health care professionals is serious and may be linked to poor health 
care outcomes. Not only has the reduced time spent “in relationship” 
challenged patients and families but health care providers themselves, 
particularly professional nurses, who may be jeopardizing their profes-
sional integrity (acting in accordance with the core values of one’s pro-
fession, such as the value of caring in nursing) leading to dissatisfaction 
and lack of motivation surrounding work. This is particularly diffi cult for 
the new graduate nurse who has been educated “to care” and then fi nds 
himself / herself working in a department that is rushed, has little sup-
portive infrastructure, is focused on throughput and staffi ng, and offers 
few incentives for professional development. 

 Nurses, who are the largest group of health care providers and are 
with patients and families for the longest periods, are in a unique position 
to advance a more relationship-oriented health care system. Through 



theory-based practice models, values-based curricula, and relationship-
centered leadership (including redesigned patient care delivery systems 
and governance models focused on the primacy of relationships), the 
gap between professional values and professional practice can be nar-
rowed. Never has it been more important to advance this agenda, for 
nursing itself may be in jeopardy. 

 This book provides an overview of the quality crisis in health care, a 
theoretical foundation for action, and application at several levels. The 
intent of the book is to raise awareness of nursing’s signifi cance in im-
proving the quality of the health care system. Additionally, it is a call to 
professional nurses, all nurses,  to action. Safe, quality health care and 
meaningful work are at stake. 

 Through exploration of theoretical concepts drawn from multiple 
sources, a model is revealed that has the capacity to honor nursing’s most 
deeply held value: caring. The important relationships with self, com-
munity, patients and families, and the health care team are illuminated 
and redefi ned for current practice. Applying the model in practice, edu-
cation, and leadership offers possibilities for caring-healing-protective 
environments where genuine professional nursing can fl ourish. Using 
the model as a foundation for research may point to new evidence of 
nursing’s contribution to quality health care. 

 Part 1 focuses on nursing’s unique contribution to health care and 
highlights the value of nursing to the current quality crisis. It reviews the 
original Quality-Caring Model©, a postmodern middle range theory of 
caring. Part 2 concentrates on those relationships necessary for quality 
caring. Relationships with self, patients and families, members of the 
health care team, and the community are described using great detail 
and examples. Part 3 centers on the application of quality caring in clini-
cal practice, nursing education, research, and leadership. Finally, the 
future of nursing and health care is forecasted as complex, interactive, 
and integrative. Using this background, the Quality-Caring Model© is 
revised.

 HOW TO USE THIS BOOK 

 The text is intended for use by nursing students, particularly graduate 
students, and nursing scholars as well as clinical nurses, nurse educa-
tors, nurse researchers, and those in nursing leadership positions. Each 
chapter contains an introductory section followed by specifi c narratives 

x Preface



holding new information or applications. Areas of special emphasis are 
boxed to highlight their importance while specifi c Calls to Action are 
included at the end of each chapter. The text offers multiple case exam-
ples and includes refl ective questions and applications for use in formal 
education programs, continuing education, workshops and conferences, 
and general clinical practice. Although these additions are organized for 
students, educators, and nurse leaders, they are not mutually exclusive 
and may be used by nurses in many different roles. The Appendices pro-
vide additional resources for those interested in caring clinical practice, 
education, and leadership. 

 The text begins with disturbing facts about quality and the state of 
professional nursing practice particularly in hospitals; yet, the value of 
professional nursing to quality health care and society is repeatedly em-
phasized. Using this period of disillusionment in health care as an oppor-
tunity for growth, professional nurses at all levels are called to remember 
and renew their commitment to caring relationships as the cornerstone 
of their practice. 

Preface xi



This page intentionally left blank 



xiii

 To the fi ve men in my life . . . my husband, Steve, who embodies caring 
and has lovingly cared for me during our long marriage; my son, Kevin, 
who values history and the arts and who uses humor to lighten my world; 
and my three baby grandsons—Matthew, Brian, and Jake—who delight 
me with their smiles and hugs. And to my two daughters . . . Erin, who 
now shares the wonder of motherhood with me; and Meghan, who ap-
preciates the French heritage of her grandmother, my mother, who is 
with God, watching over us all. 

 Acknowledgments 



This page intentionally left blank 



PART 
 I 

 Nursing’s Unique 
 Contribution 
to Health Care 



This page intentionally left blank 



3

 1  Quality and Nursing Practice 

 Quality in a product or service is not what the provider puts in. It is 
what the customer gets out. 

— Peter F. Drucker 

 Keywords: quality, health care, nursing 

 THE CRISIS OF QUALITY IN HEALTH CARE 

 In the now famous Institute of Medicine (IOM) reports, health care 
quality and safety threats were widely acknowledged (IOM, 1999, 2001). 
In fact, it was estimated that almost 100,000 Americans die annually in 
hospitals due to errors. In another report, it was recognized that 18% 
of hospitalized patients experience a serious medication error (Davis 
et al., 2004). Furthermore, using the Centers for Disease Control (CDC) 
 reported health care–associated infections, an estimated 1.7 million in-
fections and 99,000 associated deaths occur each year (Klevens et al., 
2007). A landmark RAND corporation study completed in 2006 re-
ported that Americans only receive half of recommended medical care 
and that having health insurance was not a ticket to quality care (Asch et 
al., 2006). Reports of Americans choosing hospitals in other countries are 
rising (Corchado & Iliff, 2007), and in one northeastern state, a  teaching 
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 hospital was fi ned for operating on the wrong side of patients’ heads 
for the third time  (Associated Press, 2007b). A surprise Joint Commis-
sion check at another prominent northeastern hospital found numerous 
problems with medication safety and inconsistent handwashing (Kowal-
czyk, 2007). And, in long-term care, “serious problems concerning quality 
of care . . . continue to affect residents of this country’s nursing homes” 
(IOM, 2001, p. 2). On November 29, 2007, the U.S. federal government 
publicly listed 54 nursing homes as the worst in their states in order to 
stimulate improvement in their services (Associated Press, 2007a). 

 Needless pain, disability, anxiety, and additional costs attributed 
to poor-quality health care threaten Americans as they age, attempt to 
manage chronic illness, and deal with issues such as violence, obesity, 
and substance abuse. What is even worse is that several years after these 
reports highlighted the rising health care quality crisis, many Americans 
say they do not believe the nation’s health care has improved; in fact, 
40% believe it has gotten worse (Clancy, Farquhar, & Sharp, 2005). 

 Since 2001, quality improvement initiatives and research have doc-
umented that while many indicators of quality are improving, many 
more remain problematic. For example, in a recent supplement to the 
Joint Commission Journal of Quality and Patient Safety  (Institute for 
Healthcare Improvement, 2007), authors cited fatigue, inadequate 
nurse staffi ng levels, and emergency department crowding as persistent 
threats to patient safety, and the 2007  Health Grades Hospital Study
reported that “signifi cant variation in the quality of care provided by 
the nation’s hospitals has persisted over the last eight years despite nu-
merous quality initiatives at the hospital, local, state and federal levels” 
(p. 4). For example, among the 18 conditions studied during the prior 
year, 266,604 potentially preventable deaths occurred among Medicare 
recipients (Health Grades, Inc., 2007). Additionally, hospitals located 
in the East North Central region (Illinois, Indiana, Michigan, Ohio, 
and Wisconsin) had the best performance, while hospitals located in 
the East South Central (Alabama, Kentucky, Missouri, and Tennessee) 
had the worst performance with respect to risk-adjusted mortality. And 
in the Joint Commission on Accreditation of Healthcare Organizations’ 
(JCAHO) annual report, although measurable improvement in quality 
and safety was noted, much room for improvement remained (JCAHO, 
2007). In this report, consistent performance in several quality mea-
sures was less than expected, and continued variability in performance 
of hospitals by state was noted. In long-term care, the problem is much 
worse. In a government report of nursing home inspections, more than 
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22% actually caused harm to their residents (General Accounting Of-
fi ce, 2003). 

 Although the Agency for Healthcare Research and Quality (AHRQ), 
the JCAHO, the Institute for Healthcare Improvement (IHI), and the 
National Quality Forum (NQF) are making great strides through funding 
research and setting quality standards, the value of the American health 
care system has declined. It suffers from an older industrialized model, 
lack of communication and coordination, major safety concerns, incon-
sistent follow-up, insuffi cient numbers and education of workers, poor 
reimbursement systems, and lack of concern for the individual being 
treated. Most disturbing is this last component. In a recent account of 
his hospitalization, a national radio talk show host said, “the nurse didn’t 
help, he just stood there and drummed his fi ngers against the door, made 
no eye contact, and walked in front of me.” And when the same patient 
expressed his fear about his inability to breathe, another nurse replied, 
“you look like you’re breathing fi ne to me” (Beck, 2008). The radio host 
went on to describe his fear of the night, the constant messages that he 
didn’t matter, and his loss of dignity as his wife was forced to clean him 
in a dirty shower stall. While admitting that he was taking several pain 
killers, the radio host called this lack of patient-centeredness a “compas-
sion pandemic” and went on to say that he experienced the health care 
system at its very worse. 

 Health care today is rushed, impersonal, and often stress-provoking. 
For example, it is still the norm to see a health care provider in a busy 
offi ce/clinic for a few minutes at best and leave without questions an-
swered, adequate knowledge, lack of understanding in self-care, or pre-
vention of future illness. Hospital emergency department overcrowding 
and long delays are common (Trzeciak & Rivers, 2003), and access to 
inpatient beds often requires multiple phone calls and often painfully 
long waits in hallways. Sick persons are expected to obey the rules set 
by hospital staff; for example, the timing of procedures. A male patient 
recovering from thoracic surgery recently relayed that he was awakened 
at 3:15 A.M.  on his second postoperative night for a chest X-ray because 
“we had time to do it.” Communications and handoffs between hospital 
departments and nursing shifts are often inaccurate or untimely resulting 
in missed or lost information, many times infl uencing errors (Hughes & 
Clancy, 2007). The individualized human concern and relationship 
 context one would expect from health care professionals is frequently 
forgotten in the busyness of modern health care systems. Further-
more, mutual decision making about the care received or alternatives to 
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 suggested care are almost nonexistent. In the business world, such lack 
of attention to customer expectations and needs would most certainly 
lead to bankruptcy and eventual collapse! 

 So, despite the most costly health care system in the world, the U.S. 
health care enterprise underperforms and, some would say, even causes 
harm to patients and families. The reality is that American health care 
professionals remain in denial about the quality of care they provide and 
the somewhat overt problems that plague the system. The education of 
physicians and nurses, while slowly changing, remains fact-based and 
rule-dominated; providers themselves are overworked and do not regu-
larly practice their own self-caring; hospitals and long-term care facilities 
are slow to change; and reimbursement pressures plague the system. 

 QUALITY AND PROFESSIONAL NURSING PRACTICE 

 As the largest group of health care professionals, nurses contribute in 
positive and negative ways to the health care quality problem. Nurses 
have intimate knowledge of patient needs, and the continuous interac-
tions nurses maintain with patients and families uniquely position them 
to positively infl uence their hospital experiences and resultant outcomes. 
In fact, the IHI’s  Transforming Care at the Bedside  initiative supports 
that “RNs play a central role in ensuring the quality of hospital care” 
(Rutherford, Lee, & Greiner, 2004, p. 2). While few reports were found 
in the professional literature regarding poor nurse quality, perceptions 
of a decline in quality among hospital nurses and patients have risen in 
recent years. 

 In 2001, the Milbank Memorial Fund published a report by Dr. Claire 
Fagin of the University of Pennsylvania to document these perceptions.
The report synthesized research studies, newspaper and magazine ar-
ticles, and personal experience to conclude that “there is considerable 
evidence that nurses and families are very concerned about the erosion 
of care and fearful about hospital safety” (Fagin, 2001, p. 3). One as-
pect of the report suggested that the reduction in the amount of time 
professional nurses spend in direct patient care was a cause. The grow-
ing use of unlicensed assistive personnel (UAP) since the mid-90s has 
contributed to this perception. Coupled with the nursing shortage 
(Beurhaus, Donelan, Ulrich, Norman, & Dittus, 2005), the perception 
persists that professional nurses are less involved with direct care and 
more often observed administering medications or supervising others in 
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direct care (Duffy, Baldwin, & Mastorovich, 2007). Personal experience 
by this author and others substantiates that hospital professional nurses 
have little time to spend listening to patients’ concerns, coming to know 
them as unique human beings, educating them about their illnesses, and 
attending to their needs for comfort, support, and security. In fact, some 
health care providers advise taking another health professional or reli-
able family member to the hospital during admissions to ensure high-
quality care  (Consumer Reports, 2003; Trafford, 2001). 

 A doctorally prepared nurse speaking at a national conference re-
cently recounted her experience with her mother who was admitted to 
an acute care hospital for a surgical procedure (Amendolair, 2008). The 
mother was limited in her hearing, and the nurses, who used a computer 
to document assessment data, faced the computer rather than the pa-
tient each time they inquired about her last bowel movement. The pa-
tient could not hear them so she didn’t respond, and the nurses did not 
validate the patient’s answer, so they charted seven times over the course 
of three days that she had a bowel movement when, in fact, she had not. 
Eventually, the patient became impacted. 

 Another nurse wrote of her experiences receiving nursing care after 
major surgery for uterine cancer in a major teaching hospital. “From ad-
mission through discharge, I was appalled with the lack of knowledgeable 
and compassionate care . . . unfortunately, I had to provide the knowl-
edge component for my own care. For example, I diagnosed my paralytic 
ileus, since not one nurse placed a stethoscope on my belly to assess for 
bowel sounds after major abdominal surgery, and I kept track of my own 
intake and output and determined when I was dehydrated” (Todaro-
Franceschi, 2007, p. 230). She went on to say it took her a long time to 
heal, and she was saddened by the state of nursing she experienced.

 In one grounded theory approach to better understanding patients’ 
experiences of “not so good” nursing care, the author found that care de-
livered routinely, that was unrelated to patient needs and performed in 
an impersonal manner, was considered by patients to be of lower quality 
(Attree, 2001). Using a convenient sample of 80 patients and 30 nurses 
in acute care, a descriptive study in Sweden found that “RNs had consid-
erable diffi culty identifying the needs of their patients,” and emotions/
spirituality and nutrition had the lowest ratings (Florin, Ehrenberg, & 
Ehnfors, 2005, p. 9). In another Swedish descriptive study, patients re-
ported care quality in the emergency department as fairly good with 
several areas needing improvement (Muntlin, Gunningberg, & Carls-
son, 2006). 
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 An important U.S. study of the quality of nursing care found signifi -
cant variations in nursing care quality (Chang et al., 2002). Using a ret-
rospective medical records peer review process, 291 heart failure (HF) 
and 283 stroke patients’ records were randomly selected from 5 states. 
Trained nurse peer-reviewers used a quality rating scale based on the 
nursing process to evaluate the overall quality of nursing care. Findings 
revealed that systematic variations in nursing care were linked to hos-
pital type (smaller hospitals provided signifi cantly worse nursing care) 
and geography (more rural locations were associated with worse nursing 
care); furthermore, variations in care were more pronounced in HF pa-
tients than those patients with strokes. Although the sample of records 
is from the 1980s, this study is important because it documents nursing 
variation in care for the fi rst time and demonstrates the inconsistent ap-
plication of the nursing process. With the current approach to assigning 
some clinical responsibilities to unlicensed assistive personnel, the nurs-
ing shortage, and higher acuity in American hospitals, one would suspect 
that these problems persist and may even be worse. 

 Kalisch (2006) used a qualitative approach to determine whether 
opportunities for nursing care were regularly overlooked and the rea-
sons for such missed care on American hospital medical-surgical units. 
Using two hospitals and focus group interviews with nurses and nurs-
ing assistants, Kalisch found nine areas of regularly missed nursing care. 
They were: ambulation, turning, feeding, patient teaching, discharge 
planning, emotional support, hygiene, intake and output documentation, 
and surveillance. Although limited by the sample, this study’s results are 
profound in that the reasons for missed care were often related to the 
nurses themselves. For example, ineffective delegation, “it’s not my job 
syndrome,” habit, the amount of time involved, and denial were cited as 
some reasons for missed care. Furthermore, these areas of omitted nurs-
ing care may have untoward effects on patient outcomes. This study’s 
results point out that, in this sample, behaviors traditionally associated 
with good nursing care were often overlooked or not completed and that 
nurses failed to follow up on delegated tasks and used denial as a coping 
mechanism to deal with missed care. 

 In another qualitative study in Iceland, subjects who experienced 
nurses who provided bad quality care described the nurses as indifferent, 
having no initiative, or having a negative attitude (Thorsteinsson, 2002). 
Those subjects also described poor quality nursing care as producing neg-
ative effects such as anger or stress. Newspaper accounts of poor qual-
ity nursing care in hospitals and nursing homes are abundant, and many 
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have been attributed primarily to the recent nursing shortage. However, 
experiences with noncaring nurses have been documented for a long 
time. As early as 1986, noncaring behaviors by nurses were cited in the 
professional literature (Reiman, 1986). In this report, Reiman described 
a nurse’s interaction with a 21-year-old woman with lupus erythemato-
sus as discouraging. She went on to say, “it is frightening to realize that 
at a time when patients are so vulnerable, nurses are perceived as doing 
those very things that make patients even more vulnerable” (p. 33).   Kelly 
(1988) reported that noncaring behaviors by hospital nurses existed and 
accounted for needless patient and family anxiety. The descriptions of 
nursing behaviors as rough, causing unnecessary pain, and void of con-
cern resulted in loss of human dignity for the patients in this sample. 
Lastly, Proudfoot (1983) spoke to nurses as having “hurry sickness.”

One would have to ask, “Has anything changed?” Despite almost 
three decades of study of the essential caring behaviors required for ex-
pert nursing practice (Benner & Wrubel, 1989; Boykin & Schoenhofer, 
1993; Leininger, 1998; Roach, 1984; Swanson, 1991; Watson, 1979, 1985), 
caring practices by professional nurses remain problematic. They are 
present but hidden in daily practice by some nurses, kept separated from 
the “doing” aspect of nursing, and seemingly absent in others. Along with 
the decrease in numbers of professional nurses and the rushed, task-
 oriented, impersonal nature of health care, it seems as if caring in nursing 
has been devalued. In reality, the very foundation of the profession may 
be broken (see Figure 1.1). 

 So, while solid evidence about inadequate nursing care is limited, 
perceptions exist among nurses, physicians, and patients and families 
about the declining professional nurse role particularly in hospitals. 
Quantitative evidence from which to judge the nature of nursing quality 
or its relationship to patient outcomes has been scarce. 

 INDICATORS OF NURSING QUALITY 

 Indicators, or measures, that specifi cally refl ect nursing care are con-
sidered nursing-sensitive and are used to evaluate and demonstrate to 
the public how nursing contributes to the quality and safety of health 
care recipients, particularly those who are hospitalized. Dr. Norma Lang 
pioneered the quality assurance effort in nursing beginning in the early 
1970s, developing a model of nursing quality assessment, publishing in 
peer-reviewed journals, and conducting numerous workshops advocating 
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for a standardized nursing language and consulting in both nursing edu-
cation and nursing service (Lang, 2003). She helped enhance the knowl-
edge of evidence-based nursing and provided a lens from which to view 
and improve nursing quality. 

 In 1995, the American Nurses Association (ANA) embarked on a 
study of nursing-sensitive indicators from which they could track data 
linked to nursing care. Using a series of focus groups and a Delphi ap-
proach, the ANA identifi ed 10 indicators for acute care while an addi-
tional 10 indicators for community-based nursing were added in 2000 
(Gallagher, 2005; Gallagher & Rowell, 2003). (See Tables 1.1 and 1.2 for 
a list of the ANA indicators.) 

 The ANA’s investment in the program  Patient Safety Nurse Qual-
ity,  a national comparative database of nursing-sensitive quality indica-
tors intended to measure the impact of professional nurses on health 
care outcomes, is used by hospitals to improve the quality of their nurs-
ing services. The database, known as the National Database of Nursing 
Quality Indicators (NDNQI), uses the structure, process, and outcomes 
indicators that refl ect nursing’s contribution to patient care (ANA, 2000; 

  Figure 1.1 Nursing’s fractured foundation. 
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AMERICAN NURSES ASSOCIATION’S ACUTE CARE 
NURSING-SENSITIVE INDICATORS

Nursing hours

Nosocomial infections

Nurse satisfaction

Patient injuries (falls)

Pressure ulcers

Staff mix

Patient satisfaction (overall)

Patient satisfaction (education)

Patient satisfaction (nursing care)

Patient satisfaction (pain management)

From “Claiming the Future of Nursing Through Nursing-Sensitive Quality Indicators,” 
by R. M. Gallagher and P. Rowell, 2003, Nursing Administration Quarterly, 27(4),
273–284.

Table 1.1

COMMUNITY-BASED, NONACUTE  CARE INDICATORS 

Pain management

Consistency of communication

Staff mix (use of services)

Client satisfaction

Prevention of tobacco use (risk reduction)

Cardiovascular prevention (risk reduction)

Caregiver activity (protective factors)

Identifi cation of primary caregiver (protective factors)

ADL/IADL (level of function)

Psychosocial interaction (level of function) 

From “Claiming the Future of Nursing Through Nursing-Sensitive Quality Indicators,” 
by R. M. Gallagher and P. Rowell, 2003, Nursing Administration Quarterly, 27(4),
273–284.

Table 1.2



12 Quality Caring in Nursing

Donabedian, 1966). This initiative has led to the Nursing Care Report 
Card for Acute Care  with standardized data submission forms and rou-
tine reporting (ANA, 1995). More than 1,200 U.S. hospitals participate 
in the project, now housed within the ANA’s National Center for Nurs-
ing Quality, and annual conferences are held to assist users and showcase 
the latest research. 

 In 2004, the NQF published a landmark report documenting a set of 
15 nursing-sensitive performance measures endorsed through consen-
sus. The voluntary standards were intended to be used by providers to 
identify opportunities for improvement so that consumers and purchas-
ers of care could assess the quality of nursing care in hospitals (NQF, 
2004). (See Table 1.3 for the complete list of performance standards.) 

 In a review of these standards three years later, the NQF found that 
several of the standards are in use, but because of some of the chal-
lenges they pose in collection and reporting, the extent to which they 
are used is not clear. Although the sample size was small and the results 
not generalizable, fi ndings from this NQF report revealed 50% of the 
respondents adopted 7 (or half of the standards), while only 13 of 31 (or 
42%) collected all 15 (Kurtzman & Corrigan, 2007). One recommenda-
tion from these results that purports to refl ect nursing’s impact on high-
quality care through public reporting and incentive systems has led to a 
revision of Medicare reimbursement for patients with hospital-acquired 
adverse outcomes. Beginning in October 2008, Medicare will eliminate 
additional payments for several inpatient conditions that are tradition-
ally associated with high-quality nursing care (Robert Wood Johnson 
Foundation, 2007). This ruling promises to affect hospital organizational 
priorities and the work lives of professional nurses. It will also showcase 
indicators of nursing quality that for the fi rst time will be tied to reim-
bursement and may be publicly available. 

 Nursing research and the measurement of nursing quality in acute 
and nonacute settings have increased considerably over the last few years. 
For example, evidence now exists linking nurse staffi ng and selected 
 quality indicators (Aiken, Clarke, & Sloane, 2002a, 2002b; Aiken, Sochal-
ski, & Lake, 1997; Dunton, Grajewski, Taunton, & Moore, 2004; Needle-
man & Buerhaus, 2003; Needleman, Buerhaus, Mattke, Stewart, & 
Zelevinsky, 2002), the educational level of hospital nurses and selected 
patient outcomes (Aiken, Clarke, Cheung, Sloane, & Silber, 2003), the 
nurse work environment and patients’ satisfaction with their nursing care 
(Vahey, Aiken, Sloane, Clarke, & Vargas, 2004), nurse staffi ng and the 
quality of nursing care in hospitals (Sochalski, 2004), and the working
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hours of nurses and patient safety (Rogers, Hwang, Scott, Aiken, & 
Dinges, 2004). In the nonacute environment, evidence points to special-
ized advance practice interventions and improved patient outcomes and 
health care costs (Brooten, Brooks, Madigan, & Youngblut, 1998; Broo-
ten et al., 2001; Brooten, Youngblut, Deatrick, Naylor, & York, 2003; 
Brooten, Youngblut, Kutcher, & Bobo, 2004; Naylor et al., 1999). While 
this research is signifi cant, much more needs to be done to demonstrate 
nursing’s link to quality health care, including more widespread dissemi-
nation (Naylor, 2003). 

NATIONAL QUALITY FORUM’S VOLUNTARY CONSENSUS 
STANDARDS FOR NURSING-SENSITIVE CARE

  1.  Death among surgical in-patients with treatable serious complications 
(failure to rescue)

  2.  Pressure ulcer prevalence

  3.  Falls prevalence

  4.  Falls with injury

  5.  Restraint prevalence (vest and limb only)

  6.  Urinary catheter–associated urinary tract infection for intensive care unit 
(ICU) patients

  7.  Central line catheter–associated bloodstream infection rate for ICU and 
high-risk nursery (HRN) patients

  8.  Ventilator-associated pneumonia for ICU and HRN patients

  9.  Smoking cessation counseling for acute myocardial infarction

10. Smoking cessation counseling for heart failure

11. Smoking cessation counseling for pneumonia

12. Skill mix (RN, LVN/LPN, UAP, and contract)

13. Nursing care hours per patient day (RN, LPN, and UAP)

14. Practice Environment Scale–Nursing Work Index (composite and fi ve 
subscales)

15. Voluntary turnover

 From  National Voluntary Consensus Standards for Nursing-Sensitive Care: An Initial 
Performance Measure Set. A Consensus Report,  by the National Quality Forum, 2004, 
Washington, DC: National Quality Forum. 

Table 1.3
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 From the patient’s point of view, quality nursing care is primarily 
process-oriented, most notably “being with.” In their study of 1,470 
acute care patients, Lynn, McMillen, and Sidana (2007) found that tech-
nical competence was assumed and the process aspects of care were 
most often cited as indicators of nurse quality. However, current evi-
dence shows that registered nurses (RNs) spend less than half their work 
time in direct patient care at a time when patients are living longer with 
cyclical chronic diseases and are expected to engage in self-care (Duffy, 
2005; Hendrickson, Doddato, & Kovner, 1990; Linden & English, 1994; 
Urden & Roode, 1997). While staffi ng may be a factor in nursing quality, 
other factors such as motivation, leadership, educational preparation, the 
work environment, or culture may also contribute to nursing quality. The 
focus on task-completion, documentation, and technical competence 
has curbed the processes of nursing, such as mutual problem-solving, 
encouragement, continuous monitoring, ongoing evaluation, teaching-
learning, coordination, and intervening in a compassionate manner. 

 THE VALUE OF PROFESSIONAL NURSING PRACTICE 

 The word  value  connotes worth, and as such, the question being asked 
today is, “in an economically constrained system, what is the signifi cance 
of professional nursing?” After all, other professionals are often seen pro-
viding aspects of health care such as respiratory care, physical therapy, 
occupational therapy, and social work services. Patient care technicians 
have been trained to provide hygienic care and even ambulate postop-
erative patients. When posed the question in a recent graduate class of 
practicing RNs, the answer was “we spend the shift passing meds” (per-
sonal communication, The Catholic University of America, 2006). When 
reminded that medication techs could be trained in that behavior, the 
RNs in the class were astounded! On the face of it, it appeared as if profes-
sional nursing was almost nonexistent in acute care. In some cases, it is. 

 The reality today is that nursing is in crisis. Not only is the profes-
sion suffering from a worker shortage, some would say it has lost its 
soul (Duffy & Hoskins, 2003). As more and more of its traditional 

(continued)
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activities have been progressively given away to other health 
 professionals and increasing reliance on tasks has emerged, nursing 
seems to lack a unique function. The very essence of nursing (car-
ing) (Watson, 1979, 1985) is not routinely honored in the day-to-day 
activities of professional nurses. Yet, nursing remains the primary 
reason patients come to hospitals; their roles in assessing and con-
tinuous monitoring, clinical decision making, providing comfort, 
educating patients and families about their illness, and maintaining 
a safe and therapeutic environment are paramount. 

 Aiken (2005b) states that the two most important functions of nurses, 
that of surveillance for early detection of adverse events, complications, 
and medical errors as well as mobilizing institutional resources for timely 
intervention and rescue, are keys to safe and quality health care out-
comes. Furthermore, professional nurses are often the “coordinators” 
of services between multiple members of the health care team. In this 
function, nurses collaborate with others and often negotiate diffi cult 
relationships. Yet, sadly, professional nurses are often observed doing 
countless tasks such as administering medications, supervising others, 
and documenting. And while these are certainly aspects of the role, the 
unique characteristics of initiating, cultivating, and sustaining caring re-
lationships with patients and families as a foundation for clinical decision 
making are oftentimes lacking (Duffy & Hoskins, 2003). 

 A public opinion survey sponsored by the Robert Wood Johnson 
Foundation (RWJF; 2006) found that “Americans consider nursing a 
vital component of quality health care” (p. 1). Recent research has re-
newed the interest in professional nursing as an important contributor 
to safe and quality care. More specifi cally, the risks of death and failure 
to rescue patients from complications increase by 7% every time one 
patient is added to a hospital nurse’s workload (RWJF, 2006). Addition-
ally, a 10% increase in a hospital’s proportion of nurses with bachelor’s 
degrees decreases mortality and failure to rescue by 5% (RWJF, 2006). 
These data provide important quantitative evidence of the value of 
professional nursing and ensure that nursing remains on the national 
health care agenda (Aiken, 2005a). While the numbers and educational 
credentials of nurses seem to be linked to important health outcomes, 
understanding how the processes of nursing or specifi c nursing actions 
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infl uence patient outcomes will enhance the knowledge base regarding 
the value of professional nursing care. 

 Preliminary research has indicated positive relationships between 
caring nurse–patient relationships and specifi c patient outcomes (Burt, 
2007; Duffy, 1992; Latham, 1996; Swan, 1998; Wolf, Colahan, & Costello, 
1998; Yeakel, Maljanian, Bohannon, & Coulombe, 2003). Although these 
studies are limited by sample size and methodology, there is a grow-
ing group of hospital and nursing administrators who have adopted car-
ing professional practice models as the foundation for nursing practice 
(Dingman, Williams, Fosbinder, & Warnnick, 1999; Duffy, Baldwin, & 
Mastorowich, 2007; Watson, 2006). These models emphasize nursing’s 
primary role as relationship-building and provide the infrastructure to 
facilitate the authentic work of nursing. Patient, nurse, and system out-
comes in institutions using a nurse caring model will demonstrate nurs-
ing’s unique value to the health care system. 

 OPPORTUNITIES FOR ENHANCING THE 
QUALITY OF NURSING PRACTICE 

 The increasing evidence that nursing is a worthy contributor to safe and 
quality health care is long overdue. While nurses have always known that 
they are the frontline advocates for high quality and safe care, evidence 
supporting this link was weak. Continued, methodologically strong re-
search is crucial for enhancing the quality of nursing practice. For ex-
ample, testing theory-based professional practice models and nursing 
interventions focused on patient safety and quality in various patient 
populations is urgently needed to showcase the efforts of professional 
nursing. Dedicated nursing research teams with expertise in differing 
populations who are committed to safety and quality questions working 
effi ciently could expedite such studies. Participatory action research and 
demonstration projects involving practicing staff nurses using academic/
service partnerships may facilitate more creative solutions that can be 
implemented and evaluated sooner. 

 Strengthening the nursing workforce through education by provid-
ing meaningful experiential opportunities that enable practicing staff 
nurses to complete baccalaureate degrees effi ciently will add to the pro-
portion of more educated nurses. Certifi cation credentials and continu-
ing education in information technology and research skills will enable 
RNs to capitalize on existing evidence. Although presently underfunded, 
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more nursing educational research will be needed to build a portfolio 
demonstrating how nurses learn best and what personal characteristics 
of nurses most impact safe and quality health care (National League for 
Nursing, 2007). 

 Migrating away from fact-based learning to values-based learning 
will help nursing students examine their own values and those of their 
chosen profession. Caring, as the most often described value associated 
with nursing, must remain a major thrust of nursing education. A strong 
liberal arts foundation combined with caring competencies and experi-
ential learning methods will strengthen tomorrow’s professional nurses. 
Frequent opportunities for critical refl ection (both individual and group) 
will enhance self-awareness and contribute to more caring practice (Bul-
man & Schutz, 2004). Strong student–faculty relationships of a caring 
nature will demonstrate to students the essential core value of nursing. 
Using caring student–faculty relationships as the core of learning may 
decrease student anxiety and create more cohesive learning (Pullen, 
Murray, & McGee, 2001; Schaffer & Juarez, 1996). This includes caring 
in Web-enhanced environments. While the use of technology offers op-
portunities for effi ciency (Simpson, 2008), it can best do so when applied 
within a caring framework. Finally, educational program evaluation in-
cluding student caring competencies will better inform faculty how to 
revise curricula to meet the caring learning needs of students (Duffy, 
2005).

 Nurses holding leadership positions (at all levels) must ask them-
selves on a daily basis if they are staffi ng for safe and quality care. Rou-
tine involvement in overseeing the quality of nursing care, including 
making assignments based on competency for specifi c clinical situations, 
rounding, and actively seeking to improve nursing care, must become 
the primary focus of nurse leaders. Within this primary focus of continu-
ously seeking to improve quality, nursing leaders must value nurse car-
ing by ensuring that the majority of nursing time is spent in direct care 
activities. According to Aiken (2005b), “good nurse–patient relationships 
are at the heart of safe and effective hospital care” (p. 186). Redesign-
ing the work environment to provide more time for direct RN–patient 
interaction is vital. According to the Institute for Healthcare Improve-
ment’s  Transforming Care at the Bedside , a goal of clinicians is to spend 
70% of time in direct patient care (Rutherford, Lee, & Greiner, 2007). 
Such redesign requires rethinking the work content of RNs so that pa-
tient needs are primary. Enhancing the work environment to include 
focused reminders for centering, creating places for refl ection and 



18 Quality Caring in Nursing

 regrouping, and innovative opportunities for on-the-spot problem reso-
lution will boost nurses’ autonomy and position them to more effectively 
infl uence decisions. Finally, stimulating career development activities 
that incentivize caring praxis are long overdue. 

 At the practice level, nursing is at a crossroads in its professional 
evolution. In one respect, it has become devalued and relegated to task-
oriented service. On the other hand, professional nursing is on the brink 
of reclaiming caring as the basis of practice, questioning how care is 
delivered, and assuring that nursing care is grounded in scientifi c evi-
dence. It is within this realm of nursing that its future can be secured 
and its recipients honored. The relational aspect of nursing is highly val-
ued by patients and families; it must receive equal if not more priority in 
the workplace (Bikker & Thompson, 2006). With the patient and family 
at the core, nurses who practice from a caring base will advance the 
vital relationship between patient and nurse. Such an emphasis fosters a 
sense of “feeling cared for” from which safe and quality health outcomes 
can fl ourish. 

 According to Ponte et al. (2007), professionals who acknowledge 
their unique role, commit to continuous learning, demonstrate profes-
sional demeanor, and strive to be inspirational enjoy the benefi ts of a 
powerful practice. Taking the risk to renew the commitment to caring 
and center nursing practice on relationships offers the high road toward 
an infl uential practice that will prevail. 

 SUMMARY 

 In this chapter, the far-reaching crisis of health care quality has been 
reviewed. Of particular concern is the slow progress toward its improve-
ment despite the added attention by research and accreditation agen-
cies. Health care quality in the United States has declined in value over 
the years, and many are in disagreement about its future. Professional 
nursing, the major health care discipline, is increasingly perceived as 
less engaged with those they care for; in fact, regularly missed nursing 
care was described and rationalized in one study, and noncaring nurs-
ing behaviors have been detailed since the 1980s. Reporting of nursing-
sensitive health care indicators has assisted in generating evidence of 
nurse quality, and recently, reimbursement systems (Medicare) have 
added some of them to their incentive procedures. It is only a matter 
of time until other payors do the same. Professional nursing is in a posi-
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tion to signifi cantly impact the health care system. Through relationship-
centered practice, education, and leadership, the amount of time spent 
in caring interactions can profoundly benefi t the quality and safety of 
American health care. 

 CALLS TO ACTION 

Nursing’s future is dependent on a spirit of caring inquiry—
 practicing from its caring base while simultaneously grounding it 
in empirical evidence.   Notice  what you are doing and what you 
are NOT doing. 

 Refl ective Questions/Applications for Students 

   1.  What is your perception of nurse quality? 
   2.  Discuss the state of quality in your health care institution. 
   3.  Are there opportunities for missed nursing care in your institu-

tion? What are they? How can these missed opportunities be 
embraced by the nursing staff ? 

   4.  Does professional nursing remain a signifi cant force in today’s 
health care system? How? 

   5.  Describe a noncaring nursing situation you have encountered. 
What happened? How did you react? What would you do now 
given the same situation? 

   6.  What nursing-sensitive quality indicators does your organiza-
tion report? Who is responsible for data collection? Analysis? 
Report dissemination? Use in practice? 

   7.  Defi ne participatory action research. 

 Refl ective Questions/Applications for Nurse Educators 

   8.  What is values-based learning? 
   9.  What nursing educational research is being conducted at your 

university?
 10.  Refl ect on the nature of student-faculty relationships at your 

university. How does it inform your teaching? 
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 11.  What learning outcomes are regularly reported by your univer-
sity? How are they used to refi ne curricula? 

 12.  How do you assess caring competence in nursing students? 

 Refl ective Questions/Applications for Nurse Leaders 

 13.  How would you rate nursing quality at your institution? 
 14.  What must be implemented at your facility to ensure that RNs 

spend more time in direct patient care? How would you start? 
Who would you include? 

 15.  What career development activities/programs are utilized at 
your institution to recognize and renew nursing’s caring core? 
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 2  A Framework for Quality 
Nursing Practice 

 Relationships are where it all comes together . . . or comes apart. 
— Philip Crosby 

  Keywords: nursing theory, caring, relationships

 PHILOSOPHICAL AND THEORETICAL UNDERPINNINGS 

 In general, the word  quality  has connotations of superiority and excel-
lence. It represents a characteristic or attribute of a service or product 
that demonstrates its worth. Quality of products and services has a long 
history dating back to the middle ages where groups of skilled craftsmen 
organized in guilds to ensure standards were met (History Learning Site, 
2008). During World War II, the quality of products manufactured in 
the United States, particularly related to ammunition, became an im-
portant priority. Emphasis on quality continued as the Japanese used the 
input of W. Edwards Deming (1966, 1986, 2000) and Joseph M. Juran 
(2003; Juran & Godfrey, 1999) to incite a quality revolution that even-
tually became noticed by the U.S. industrial sector. Utilizing statistical 
techniques, strong leadership, and process improvement, American 
companies gradually embraced the concept of total quality management 
(TQM; Williams, 1994). The term  total quality management  has evolved 
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to performance improvement  (PI) and is now a routine component of 
all industries including nonprofi ts such as governments, education, and 
health care. 

 In health care, quality has been defi ned as “the degree to which 
health services . . . increase the likelihood of desired health outcomes 
and are consistent with current professional knowledge” (Lohr, et al., 
1990). Furthermore, health care is considered to be of a high quality 
“when it is safe, effective, patient-centered, timely, effi cient, and equi-
table” (Naylor, 2003, p. 381). Dr. Avedis Donabedian, considered the 
father of health care quality, provided the health care community with a 
defi nition and theoretical framework for quality that continues to provide 
the foundation for performance improvement activities today (Donabe-
dian, 1966, 1980, 1986, 1992). In his notion of expert health care, quality 
included scientifi c or technical aspects as well as interpersonal aspects. 
The three major components of his framework include: structure, pro-
cess, and outcomes. Structure  refers to the context or conditions under 
which care is provided. Factors such as institutional resources, organiza-
tional culture, provider credentials, and patient characteristics comprise 
this component. Process  refers to activities done for the patient, includ-
ing both the technical and interpersonal aspects of care (Donabedian, 
1980). Specifi c interventions and activities based on appropriate stan-
dards and evidence-based guidelines, as well as interpersonal aspects of 
care, are included in the process of care component. Outcomes  refer to 
the consequences of the health care process including clinical param-
eters and patient perceptions of the experience, such as patient satisfac-
tion. This framework has been and continues to be the basis for the Joint 
Commission on Accreditation of Healthcare Organizations’ (JCAHO) 
review process. 

 Dr. Norma Lang (1976) introduced a nursing approach to measur-
ing quality that included the formation of values informed by society, 
professional beliefs, and scientifi c knowledge. Next, criteria for nursing 
care standards were established. Measuring the degree of discrepancy 
between the standards and criteria and the current level of nursing prac-
tice was then evaluated. Revising or improving nursing care based on the 
data completed the process. Dr. Lang also advocated for a standardized 
language for nursing so measuring and improving care could be com-
pared across settings in an effi cient manner. 

 In 1998, Mitchell, Ferketich, and Jennings, members of the Ameri-
can Academy of Nursing’s (AAN) Expert Panel on Quality Health 
Care, criticized Donabedian’s (1966) structure, process, and outcomes 
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 framework as too linear and offered a more vibrant approach toward 
understanding quality health care. In their model, recognition of the dy-
namic reciprocal relationships between the system, intervention, client, 
and outcome components is explicated. Thus, interventions are medi-
ated by client and system characteristics and outcomes are infl uenced by 
and interact with all the variables. 

 With a more nursing-oriented slant, Irvine, Sidani, and McGillis 
Hall (1998) developed the Nursing Role Effectiveness Model based on 
Donabedian’s earlier work, with the addition of nursing-specifi c roles. 
In this model, the independent, dependent, and interdependent roles 
of nurses are clarifi ed highlighting the contribution of nursing to health 
care outcomes. 

 Nursing’s theoretical/philosophical pioneers also provide some 
foundational context for quality. Many spoke to nursing quality in 
terms of improving patients’ health. In particular, Nightingale (1859) 
viewed nursing as crucial to the health and safety of its recipients. 
Nightingale was committed to her patients’ needs and relentless in 
her approach to quality health care. She searched for “root causes” 
and led improvements in effi ciency. Although not known as such at the 
time, Nightingale role-modeled evidence-based practice, by collect-
ing data and compiling statistics for use in improving the health care 
of her patients (Meyer & Bishop, 2007). Then, using her fi ndings, she 
presented mortality data to her superiors as the basis for revisions in 
services. 

 Most nursing theorists speak to quality as an important aspect of 
nursing. Although not included as a metaparadigm concept per se, qual-
ity is an implicit concept common to many nursing theories. It is most 
often related to the concept of health,  one of the metaparadigm concepts. 
Health  is patient-defi ned and connotes well-being, comfort, holism, and 
optimal functioning. Based on the theorist, there is often an interme-
diate objective that contributes to health, such as coping, adaptation, 
self-care, transactions, or feeling cared for. Furthermore, the role of the 
nurse as stated in various nursing theories speaks to “assisting, interact-
ing, intervening, advocating, and educating” all in an effort to promote 
health (King, 1981; Orem, 2001; Peplau, 1988; Roy, 1980; Travelbee, 
1966). Interestingly, a common theme among many nursing theorists is 
the therapeutic characteristics of nursing, particularly the nurse–patient 
relationship. In fact, Chinn and Kramer (2004) describe human inter-
action as the primary focus of nursing that distinguishes it from other 
health care disciplines. 
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 RELATIONSHIPS AND HEALTH CARE 

 It is through relationships that individuals live, learn, work, change, 
and grow beginning in the earliest stages of life. Such relationships 
exist in one dimension with other humans, such as family members and 
friends, as well as with nonhumans, such as pets or the environment. 
Some might say another form of relationship exists in a higher dimen-
sion that is spiritual or universal. Relationships are complex, nonlinear 
experiences that mature over time. Relationships are unique to persons 
and throughout life function as points of reference; thus, relationships 
become supportive to persons so much so that often they go unnoticed. 
During the health/illness continuum, relationships continue to be re-
quired to meet the human challenges of uncertainty, fi nding meaning, 
fi nancial and social welfare, dependency, lifestyle changes, and modi-
fi cation of social roles. But as all too many people who are hospitalized 
know, loved ones are often precluded from visiting and participating 
in care decisions, leaving them to bear their diffi culties in lonely iso-
lation. As early as 1994, researchers studying the effects of personal 
connections on health called attention to the healing effects of fam-
ily and friends’ visitation on hospitalized patients (Cohen, Kaplan, & 
Manuck, 1994). 

 Research is beginning to demonstrate that relational variables are 
important in improving health care outcomes. Evidence concerning the 
link between relationships and physical health has established that peo-
ple with deep personal connections—that is, who are married, have close 
family and friends, are active in social and religious groups— recover 
more quickly from disease and live longer. A case in point is the study on  
relationship stress and the healing ability of the human body (Kiecolt-
Glaser, et al., 2005). 

 In this study of 42 married couples, the researchers focused on those 
who had been together an average of at least 12 years. Each couple was 
admitted into the university’s clinical research center for two, 24-hour 
visits. The visits were separated by a two-month interval. At the begin-
ning of the study, the subjects completed questionnaires to assess their 
stress levels. During each visit, both the husband and wife were fi tted 
with suction devices that created eight identical blisters on their arms. 
The skin was removed from each blister and another device placed di-
rectly over each small wound, forming a protective bubble, from which 
researchers could extract the fl uids that normally fi ll such blisters. And 
fi nally, each subject had a catheter inserted through which blood could 
be drawn for analysis. 
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 During the fi rst visit, each spouse was asked to talk for several min-
utes about some characteristic or behavior that he or she would like to 
change. This was a supportive, positive discussion. At the second visit, 
however, the subjects were asked to talk about an area of disagreement. 
This typically was a topic that was emotionally charged. Both discussions 
were videotaped, and those tapes were used to gauge the level of hostility 
present between the couples. Fluid accumulating at the individual wound 
sites and peripheral blood samples were also taken from each participant. 

 The study results showed that wounds took a day longer to heal 
after the arguments than they did after the initial supportive discussion; 
and couples who showed high levels of hostility needed two days longer 
for wound-healing compared to couples whose hostility appeared low. 
Blood samples from those highly hostile couples showed differences as 
well. The levels of one cytokine—interleukin-6 (IL-6)—increased one-
and-a-half times over those in couples considered less hostile. The fact 
that a simple marital disagreement could delay healing for a day was a 
profound fi nding in this study. 

 In another study, marital quality and survival from heart failure were 
investigated. Patients who had more negative relationships with their 
spouses were 1.8 times as likely to die within 4 years compared to those 
who had less negative ratings (Coyne, Rohrbaugh, Shoham, & Sonnega, 
2001). In addition to marital relationships, individuals who had ongoing 
religious/spirituality practices were found to have better health outcomes, 
including less pain (Rippentrop, Altmaier, Chen, Found, & Keffala, 2005). 
At the National Center for Complementary and Alternative Medicine 
(NCCAM), a part of the National Institutes of Health, funded projects 
on body–mind connections have “focused on the interactions among the 
brain, mind, body, and behavior, and on the powerful ways in which emo-
tional, mental, social, spiritual, and behavioral factors can directly affect 
health. It regards as fundamental an approach that respects and enhances 
each person’s capacity for self-knowledge and self-care, and it emphasizes 
techniques that are grounded in this approach” (NCCAM, 2007). 

 In 1994, the Fetzer Institution, a private foundation, in partnership 
with the Pew Charitable Trust, published a document titled  Relationship-
Centered Care  (Tresolini, 1994) in which an integrated approach to health 
professional curricula was examined. In this monograph, relationships as 
the central component of health care were acknowledged. Interestingly, 
it was noted that “despite nursing’s long history emphasizing caring rela-
tionships in its practice and ethos, this focus has not become a defi ning 
force in health care” (p. 11). So, to forge a reformed health care future, 
the task force developed a health care curriculum that was founded on 
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several important relationships: (1) patient–practitioner relationships, 
(2) community–practitioner relationships, and (3) practitioner–practi-
tioner relationships. Knowledge and skills in self-awareness and continu-
ing self-growth, the patient’s experience of health and illness, developing 
and maintaining relationships with patients, and communicating clearly 
and effectively were considered crucial. As a result of this work, the In-
diana University School of Medicine (2005) began a three-year process 
in January 2003 of self-study and organizational development known as 
the Relationship-Centered Care Initiative (RCCI). They restructured 
the medical curriculum around relationships and have gone on to pro-
vide workshops for others interested in educating physicians this way 
(Indiana University School of Medicine, 2005)  . Finally, in the Institute 
of Medicine (IOM) report, Crossing the Quality Chasm  (2001), “care 
based on continuous, healing relationships” was listed as the fi rst rule of 
redesign for the fractured health care system of today (p. 61). 

 The foundation for care provided by health professionals is the per-
sonal relationship between the clinician and the patient. It is through 
this relationship that information is exchanged, feelings and concerns 
are shared, interventions are provided, and outcomes are attained. For 
nursing, it has been cited as a moral imperative (Hartman, 1998). Re-
cently, Suchman (2006) offered theoretical support for shared relation-
ships in health care by discussing the complex responsive processes of 
relating  (CRPR), a new theoretical perspective on human interaction. 
Drawing on complexity theory (Stacey, 2001), patterns of meaning and 
relating are continuously formed through ongoing reciprocal interac-
tions; these multifaceted, nonlinear patterns are self-organizing and 
over time result in emerging new patterns. 

 In this light, a health care organization is a complex system com-
posed of several smaller complex systems, such as individual units 
or departments and the people, structures, and processes who 
compose them. There is no outside control in a complex system 
(hence no need for hierarchy) because the multiple interdepen-
dent interactions “teach” the system how to adapt to changing 
conditions. This repetitive sequence of taking in and then doing 
enables the system to self-advance. The attention to and quality of 
relationships in complex systems are keys to progression. 
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 Relationships among health care professionals caring for specifi c 
pa tients have also been demonstrated to be associated with improved 
health outcomes (Brewer, 2006). Safran, Miller, and Beckman (2006) 
described seven qualities essential for “interdependent and mutually re-
inforcing” (p. S11) collaborative relationships. They are: mindfulness, 
diversity of mental models, heedful interrelating, a mix of rich and lean 
communication, a mix of social and task-related interactions, mutual 
respect, and trust. In this paper, Safran et al. (2006) present empirical 
evidence for such relationships as essential to specifi c patient (reduced 
mortality, improved functional health), system (decreased lengths of 
stay), and provider (workforce moral and turnover) outcomes. 

 As the mounting evidence is suggesting the importance of rela-
tionships to quality of care, the health care system is beginning 
to notice, and nursing, in particular, has renewed its interest in 
caring relationships  as the essence of its profession. The Quality-
Caring Model© places relationships at the heart of the health care 
process, particularly the caring relationships that are integral to 
nursing practice (Duffy & Hoskins, 2003). It speculates that car-
ing relationships not only improve patient care but also advance 
nurses’ individual and collective professional growth. 

 DEFINITIONS, CONCEPTS, AND ASSUMPTIONS 
OF THE QUALITY-CARING MODEL 

Assumptions  are beliefs we hold to be true based on any number of cul-
tural, biological, intellectual, and experiential infl uences. That being said, 
the assumptions related to the Quality-Caring Model center around the 
critical components of participants, caring relationships, feeling “cared 
for,” and health.  The participants in this model are the individuals in-
cluded in the health care experience and can be identifi ed as patients, 
providers, or the system (the organization) itself. Individuals are inher-
ently worthy and function “in relationship” to others. They are biopsycho-
socioculturalspiritual beings who have characteristics (certain descriptive 
features), attitudes and behaviors, and life experiences that are unique. 
The whole of an individual’s characteristics, attitudes and behaviors, and 
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life experiences provide the basis for a phenomenal fi eld that releases 
energy and is continually interacting and changing with the environment 
(Rogers, 1961). Individuals’ subjective reality or phenomenal fi eld infl u-
ences the meaning of their experiences, including health and illness. 

 Caring relationships are human interactions grounded in caring fac-
tors. They are nonlinear and characterized by mutuality among the par-
ticipants. Caring relationships comprise specifi c activities (doing) as well 
as specifi c attitudes (being with). 

 Assumptions about caring relationships include: 

 ■  Caring relationships are essential for well-being and growth 
 ■  Interaction is necessary for caring relationships 
 ■  Caring relationships are grounded in beliefs about individuals 
 ■  Caring relationships consist of factors or processes 
 ■  Caring relationships are tangible and can be measured 
 ■  Caring relationships are essential to the practice of nursing 
 ■  Caring relationships require knowledge, self-awareness, and skill 

 A consequence of caring relationships as espoused in the Quality-
Caring Model is feeling “cared for.” This emotion is important because 
it is associated with contentment, met needs, acceptance, and validation 
(Mashek & Aron, 2004). As individuals perceive being “cared for” by 
their health care providers, they experience ease, protection from harm, 
and maintenance of their human dignity. In this state, “a sense of secu-
rity develops that makes it easier to learn new things, change behaviors, 
take risks, and follow guidelines” (Duffy & Hoskins, 2003, p. 83). As-
sumptions about feeling “cared for” are: 

 ■  Feeling “cared for” is a positive concept 
 ■  Feeling “cared for” occurs as a result of caring interaction/s 
 ■  Feeling “cared for” is desired by recipients of the health care 

process 

 Assumptions concerning health in the Quality-Caring Model focus 
on its multidimensional nature, which, when attained, connotes 
quality. Health is generally considered a positive concept that is 
regarded as valuable by society. While society deems health to be 
valuable, it is defi ned at the individual level as a more subjective 
and holistic perception that infl uences how an individual interacts 

(continued)
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 Some assumptions about health include: 

 ■  Health is dynamic 
 ■  Health is a state of physical, emotional, and spiritual integration 
 ■  Health is contextual 

 THE QUALITY-CARING MODEL 

 The Quality-Caring Model (see Figure 2.1) was developed in 2003 to 
“preserve the essence of nursing within the realities of modern health-
care” (Duffy & Hoskins, 2003). It was designed as a middle-range theory 
to support the understanding of the connections between quality health 
care and caring. As a middle-range theory, it seeks to describe and explain 
concepts important to quality health care as well as to guide research. 
Most importantly, however, it was intended to support nursing by focus-
ing on the important caring relationships that undergird its practice. 

 The Quality-Caring Model evolved over time and was built on the 
work of others. Through deductive processes, research, and borrowing 
from the disciplines of medicine, sociology, and psychology the model 
explains how nursing links to quality. It is grounded in the works of Do-
nabedian (1966) and Watson (1979, 1985) and infl uenced by contribu-
tions from King (1981), Mitchell et al. (1998), and Irvine et al. (1998). 

with his/her environment and uncovers meaning in his/her life. 
In this model, health refers to all participants including patients, 
providers, and systems. 

 The Quality-Caring Model integrates biomedical and psychoso-
cioculturalspiritual factors associated with quality health care. It 
specifi es the types and attributes of relationships that contribute to 
quality health care. Thus, the major concepts are measurable and 
can be empirically validated. The major proposition of the model 
is that caring relationships infl uence attainment of positive health 
outcomes for patients/families, health care providers, and health 
care systems (Duffy & Hoskins, 2003). Inherent in the model is 
the continuous search for evidence of quality. 
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 The fi rst main construct,  structure,  refers to the composition of in-
dividuals or systems (participants) involved in delivering quality health 
care. For this purpose, patients, providers, and the system itself are high-
lighted. Each are inherently worthy and have unique characteristics and 
life experiences that together comprise their “phenomenal fi eld” or sub-
jective reality. Patients are those individuals who have health care needs 
and have attributes such as specifi c demographics, severity of illness, 
and comorbidities that can infl uence both the processes and outcomes 
of health care. Providers have unique characteristics such as credentials, 
attitudes, and behaviors that can affect the processes of care and, indi-
rectly, health care outcomes. Regarding the health care system, charac-
teristics such as resources, organizational culture, and others unique to 
the setting are subconcepts. 

Process of care,  the second major construct, is the main focus of 
this model. The process of care is relationship-centered and grounded 
in caring factors. Although these factors were initially theorized to be 
grounded in Watson’s 10 Carative Factors (1979, 1985), recent evidence 

Figure 2.1 The Quality-Caring Model©.
From “The Quality-Caring Model©: Blending Dual Paradigms,” by J. Duffy and L. M. Hoskins, 
2003, Advances in Nursing Science, 26(1), 77–88.
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suggests that 8 caring factors comprise caring relationships (Duffy, 
Hoskins, & Seifert, 2007). Examples of these factors include mutual 
problem solving, such as negotiating the living arrangements of an el-
derly relative or attending to human needs by gently providing mouth 
care to a ventilator-dependent patient. (See Table 2.1 for a complete list 
of caring factors.) 

 Using the caring factors as the foundation for nursing practice en-
sures that professional encounters are of a caring nature. 

EIGHT CARING FACTORS

Mutual problem solving

Attentive reassurance

Human respect

Encouraging manner

Appreciation of unique meanings

Healing environment

Affi liation needs

Basic human needs

From “Dimension of Caring: Psychometric Evaluation of the Caring Assessment Tool,” by 
J. Duffy, L. M. Hoskins, and R. F. Seifert, 2007, Advances in Nursing Science, 30(3),
235–245.

Table 2.1

 Caring relationships emphasize reverence for persons and the 
meanings associated with health and illness. The ability of profes-
sional nurses to put themselves in another’s context, to perceive 
their way of being in the world is the fundamental nature of caring 
relationships.

 King (1981) called this phenomenon  perceptual accuracy,  which is a 
process that requires knowledge that may not come naturally. Through 
human interaction, nurses choose to recognize persons in need of health 
care, view them as unique individuals with preferences who can make 



38 Quality Caring in Nursing

appropriate decisions, and use interventions in a caring manner that are 
known to be benefi cial. 

 In the Quality-Caring Model, the caring relationships that are estab-
lished with patients and families are independent functions of nurses. 
Included are those attitudes and behaviors that nurses implement au-
tonomously and are solely held accountable for. Independent relation-
ships facilitate discipline-specifi c interventions, such as managing pain, 
and lead to nursing-sensitive patient outcomes. They may affect other 
outcomes of care as well. Specifi c caring factors should be used to guide 
the nurse as he/she assists the patient and family. It is through such 
relationships that outcomes such as increased knowledge, safety, com-
fort, adherence, and anxiety may be affected. Within the independent 
patient/family–nurse relationship, the focus is on the needs of patients 
and their families. Yet, feelings of being “cared for” can also occur and 
affect the nurse. 

 Both independent (discipline-specifi c) relationships as well as collab-
orative (interprofessional) relationships comprise the concept, relationship-
centered professional encounters. Collaborative relationships include 
those activities and responsibilities that nurses share with other mem-
bers of the health care team. Such relationships are shared, and all the 
professionals working together in unity form a new relationship that is 
collectively more than the sum of the individuals. This new relationship 
would be characterized by Watson (1979, 1985) as transpersonal, that is, a 
shared experience that creates its own phenomenal fi eld. Research in the 
aviation industry has consistently demonstrated that the way profession-
als work together for a common purpose has a profound impact on out-
comes (Thomas, Sherwood, and Helmreich, 2003).   In fact, airline safety 
measured as accident rates has remained relatively constant over the last 
two decades despite increased traffi c and worldwide travel. In the health 
care industry, the national Acute Physiology and Chronic Health Evalu-
ation (APACHE) study found that the distinguishing feature between 
hospitals with exceptional outcomes from intensive care and those with 
poor outcomes was the collaborative working relationship between the 
nurses and physicians (Knaus, Draper, Wagner, & Zimmerman, 1986). 

 Interprofessional collaborative relationships are enhanced when 
mutual partnerships exist among the various professionals focused on 
the best interests of patients and their families. Nurses’ use of caring 
factors facilitates cooperation and coordination among the varied mem-
bers of the health care team. Examples of this include viewing all team 
members as partners with valuable input to share, actively participating
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during team rounds, facilitating team problem solving, teaching new 
members, and coordinating care conferences. When teams function co-
hesively, continuity is maintained and patients and families as well as 
team members feel “cared for.” 

 To maximize independent and collaborative relationships, nurses 
must be experts in initiating, cultivating, and sustaining caring relation-
ships. Human caring requires nurses to value and commit to relationship-
building. It also requires the capability to conceptualize the whole rather 
than fragmented parts. Becoming more knowledgeable about clinical car-
ing and demonstrating it in relationships demand the courage to proudly 
affi rm that caring is the dominant focus of nursing. Caring relationships 
are uniting; they provide the context through which specifi c interventions 
are implemented or teams make decisions. While independent relation-
ships with patients and families are primary, collaborative relationships 
are essential to quality care. Balancing the two relationships in the best 
interests of the patient and family is outcome-enhancing for the patient, 
the provider, and the health care system. “The role of the nurse is to 
be the link between the patient/family, the healthcare team and . . . out-
comes” (Duffy & Hoskins, 2003, p. 83). In fact, Duffy and Hoskins (2003) 
consider it nursing’s primary work. 

 This blended approach to enhancing health care quality emphasizes 
the centrality of caring relationships and provides a practical way 
to generate evidence of its value. The core of this patient-driven 
model is human beings in relationships; practicing this core may 
lead to improved health outcomes for patients and families and en-
ergized health care professionals who, along with the systems they 
are working in, are remembering daily why they chose to care. 

 SUMMARY 

 This chapter reviewed the concept of  quality,  including its defi nition and 
theoretical understanding. The human interactions pertinent to health 
care are considered infl uencing factors in quality. Evidence linking rela-
tional variables to health care outcomes was described as was the quality 
of relationships between health care professionals. The Quality-Caring 
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Model was introduced as a blended framework for improving patient 
outcomes and advancing professional nursing. Its defi nitions, concepts, 
and assumptions were presented, and its description as a middle-range 
(practical) theory was illustrated. Independent and collaborative rela-
tionships inherent in the model were defi ned and their consequences 
analyzed. Finally, the role of the professional nurse as the link between 
patients and families and health care outcomes was emphasized. 

 CALLS TO ACTION 

Noticing the others’ perspective or worldview along with appreci-
ating the impact of health and illness on his/her holistic nature is 
an underlying premise of caring relationships.   Observe  how ill-
ness is affecting the physical, emotional, social, cultural, and spiri-
tual dimensions of your next patient. 

Building caring relationships starts by valuing the phenom-
enon of human creation, acquiring knowledge in clinical caring, 
and then courageously expressing caring through ongoing human 
connection/s.   Refl ect  on the beauty of the human person as he/she 
lives in relation to the universe. 

 Refl ective Questions/Applications for Students 

 1.  Describe Donabedian’s (1966) Quality Medical Care Model; in-
clude each of the major concepts. 

 2.  Discuss how nursing’s many theorists contributed to the notion 
of quality health care. 

 3.  Provide at least three sources of evidence for the infl uence of 
relationships on health. 

 4.  What are the assumptions and major proposition/s of the 
 Quality-Caring Model? 

 5.  What comprises caring relationships? 
 6.  Describe the independent function of nursing as stated in the 

Quality-Caring Model. 
 7.  Develop a paper on the “Quality Gurus.” Analyze their thoughts 

and processes of quality and synthesize how their work contrib-
uted to the American business world. Then, extrapolate from 
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  their work specifi c recommendations for health care that can 
be realistically applied. 

 8.  On the Internet, examine the Fetzer Foundation and Univer-
sity of Indiana School of Medicine’s Relationship Centered 
Caring Initiative (RCCI) Web sites. What activities are identi-
fi ed on these sites that enhance health professionals’ knowl-
edge and skills in relationship-building? 

 Refl ective Questions/Applications for Educators 

  9.  How is quality defi ned in education? 
 10.  What teaching strategies would you use to effectively help stu-

dents learn about human relationships? 
 11.  Consider the assumption, “Caring relationships are tangible 

and can be measured.” Do you agree or disagree? 

 Refl ective Questions/Applications for Nurse Leaders 

 12.  Refl ect on the many interdependent relationships that exist in 
your complex systems. How do they shape the system? 

 13.  Describe a situation in which you cultivated a caring interpro-
fessional relationship. What happened? What was your role? 
What did you learn from this experience? 

 REFERENCES 

 Brewer, B. (2006). Relationships among teams, culture, safety, and cost outcomes.  West-
ern Journal of Nursing Research, 28 (6), 641–653. 

 Chinn, P. L., & Kramer, M. K. (2004).  Integrated knowledge development  (6th ed.). 
St. Louis, MO: CV Mosby. 

 Cohen, S., Kaplan, J. R., & Manuck, S. B. (1994). Social support and coronary heart 
disease: Underlying psychologic and biologic mechanisms. In S. A. Shumaker & 
S. M. Czajkowski (Eds.), Social support and cardiovascular disease.  New York: 
Plenum. 

 Coyne, J. C., Rohrbaugh, M. J., Shoham, J. S., & Sonnega, J. M. (2001). Prognostic im-
portance of marital quality for survival of congestive heart failure. American Journal 
of Cardiology, 88,  526–529. 

 Deming, W. E. (1966).  Some theory of sampling.  New York: Dover Publications. 
 Deming, W. E. (1986).  Out of the crisis.  Boston, MA: MIT Press. 
 Deming, W. E. (2000).    The new economics for industry, government, education  (2nd 

ed.). Boston, MA: MIT Press. 
 Donabedian, A. (1966). Evaluating the quality of medical care.  The Milbank Memorial 

Fund Quarterly, 44 (Pt. 2), 166–203. 
 Donabedian, A. (1980). Methods for deriving criteria for assessing the quality of care. 

Medical Care Review, 37,  653–698. 



42 Quality Caring in Nursing

 Donabedian, A. (1986). Criteria and standards for quality assurance and monitoring. 
Quarterly Review Bulletin, 12,  99–108. 

 Donabedian, A. (1992). The role of outcomes in quality assessment and assurance.  Qual-
ity Review Bulletin, 18,  356–360. 

 Duffy, J., & Hoskins, L. (2003). The Quality-Caring Model©: Blending dual paradigms. 
Advances in Nursing Science, 26 (1), 77–88. 

 Duffy, J., Hoskins, L. M., & Seifert, R. F. (2007). Dimensions of caring: Psychomet-
ric properties of the Caring Assessment Tool.  Advances in Nursing Science, 30 (3), 
235–245.

 Hartman, R. L. (1998). Revisiting the call to care: An ethical perspective.  Advanced
Practice Nursing Quarterly, 4 (2), 14–18. 

 History Learning Site. (2008). Medieval guilds. Retrieved February 2, 2008, from http://
www.historylearningsite.co.uk/medievalguilds.htm 

 Indiana University School of Medicine. (2005).  The RCCI Newsletter, 2 (1, Winter). Re-
trieved December 5, 2007, from http://meca.iusm.iu.edu/Resources/RCCI%20Winter
%202005%20Newsletter.pdf 

 Institute of Medicine. (2001).  Crossing the quality chasm: A new health system for the 
21st century.  Committee on Quality of Health Care in America. Washington, DC: 
National Academy Press. 

 Irvine, D. M., Sidani, S., & McGillis Hall, L. (1998). Linking outcomes to nurses’ roles 
in health care. Nursing Economics, 16 (2), 58–64. 

 Juran, J. M. (2003).  Architect of quality.  New York: McGraw-Hill. 
 Juran, J. M., & Godfrey, A. B. (1999).  Juran’s quality handbook.  New York: McGraw-Hill. 
 Kiecolt-Glaser, J. K., Loving, T. J., Stowell, J. R., Malarkey, W. B., Lemeshow, S., Dickinson, 

S. L., et al. (2005). Hostile marital interactions, proinfl ammatory cytokine production, 
and wound healing. Archives of General Psychiatry, 62 , 1377–1384. 

 King, I. M. (1981).  A theory for nursing: Systems, concepts, process.  New York: John 
Wiley & Sons. 

 Knaus, W. A., Draper, E. A., Wagner, D. P., & Zimmerman, J. E. (1986). An evaluation of 
outcome from intensive care in major medical centers. Annals of Internal Medicine, 
104,  410– 418. 

 Lang, N. M. (1976). Issues in quality assurance in nursing.  Issues in Evaluation Research 
[ANA Publication, ANA Publ. No. G-124],  45–56. 

 Lohr, K. N. (Ed.), and the Committee to Design a Strategy for Quality Review and As-
surance in Medicare. (1990). Medicare: A strategy for quality assurance.  Washington, 
DC: Institute of Medicine, National Academy of Sciences, National Academy Press. 

 Mashek, D. J., & Aron, A. (2004).  Handbook of closeness and intimacy.  Philadelphia, PA: 
Lawrence Erlbaum. 

 Meyer, B., & Bishop, D. S. (2007). Florence Nightingale: Nineteenth century apostle of 
quality.  Journal of Management History, 13 (3), 240–253. 

 Mitchell, P., Ferketich, S., & Jennings, B. M. (1998). American Academy of Nursing 
Expert Panel on Quality Health Care—Quality Health Outcomes Model. Journal of 
Nursing Scholarship, 30 (1), 43–46. 

 National Center for Complementary and Alternative Medicine. (2007). Retrieved De-
cember 4, 2007, from http://nccam.nih.gov/health/backgrounds/mindbody.htm 

 Naylor, M. (2003). Nursing intervention research and quality of care: Infl uencing the 
future of healthcare. Nursing Research, 52 (6), 380–385. 

http://www.historylearningsite.co.uk/medievalguilds.htm
http://www.historylearningsite.co.uk/medievalguilds.htm
http://meca.iusm.iu.edu/Resources/RCCI%20Winter%202005%20Newsletter.pdf
http://meca.iusm.iu.edu/Resources/RCCI%20Winter%202005%20Newsletter.pdf
http://nccam.nih.gov/health/backgrounds/mindbody.htm


 Chapter 2 A Framework for Quality Nursing Practice 43

 Nightingale, F. (1859).  Notes on nursing: What it is and what it is not.  Philadelphia, PA: 
J. B. Lippincott. 

 Orem, D. (2001).  Nursing concepts of practice  (6th ed.). Wilkes Barre, PA: CV Mosby. 
 Peplau, H. E. (1988).  Interpersonal relations in nursing.  New York: Springer Publishing. 
 Rippentrop, E. A., Altmaier, E. M., Chen, J. J., Found, E. M., & Keffala, V. J. (2005). The 

relationship between religion/spirituality and physical health, mental health, and pain 
in a chronic pain population. Pain, 116 (3), 311–321. 

 Rogers, C. (1961). On becoming a person: A therapist’s view of psychotherapy.  Archives
of General Psychiatry, 62,  1377–1384. 

 Roy, C. (1980). The Roy Adaptation Model. In J. P. Riehl & C. Roy (Eds.),  Conceptual
models for nursing practice  (2nd ed., pp. 179–188). New York: Appleton-Century-
Crofts.

 Safran, D. G., Miller, W., & Beckman, H. (2006). Organizational dimensions of  relationship-
centered care: Theory, evidence, and practice.  Journal of General Internal Medicine, 
21 (S1), S9–S15. 

 Stacey, R. (2001).  Complex response process in organizations: Learning and knowledge 
creation.  London: Routledge. 

 Suchman, A. S. (2006). A new theoretical foundation for relationship-centered care com-
plex responsive processes of relating. Journal of General Internal Medicine, 21 (S1), 
S40–S44.

Thomas, E. J., Sherwood, G., & Helmreich, R. L. (2003). Lessons from aviation: Team-
work to improve patient safety. Nursing Economics, 21(5), 241–243.

 Travelbee, J. (1966).  Interpersonal aspects of nursing.  Philadelphia, PA: FA Davis. 
 Tresolini, C. P., & The Pew-Fetzer Task Force. (1994).  Health professions education 

and relationship-centered care.  San Francisco, CA: Pew Health Professions Com-
mission. 

 Watson, J. (1979).  Nursing: The philosophy and science of caring.  Boston: Little, Brown 
and Company. 

 Watson, J. (1985).  Nursing: Human science and human care.  Norwalk, CT: Appleton-
Century-Crofts.

 Williams, R. L. (1994).  Essentials of total quality management.  New York: Amacom. 



This page intentionally left blank 



  PART
2

 Relationship-Centered 
Caring



This page intentionally left blank 



47

 3  Caring for Self 

 The key to humanity’s future lies in the productive linkage of the mind, 
body and spirit. 

— John E. Fetzer 

  Keywords: self, balance, interaction, self-caring

 THE PROMISING SELF 

 As psychosocioculturalspiritual beings, humans exist in relationship to 
others and their environment and, to a larger extent, the universe. Hu-
mans also exist as individuals, separate from other people, with unique 
characteristics. Philosophically, human beings are differentiated from 
other forms of life by features such as consciousness, the ability to reason 
and move autonomously, and the capacity to use language. From most 
formal religious perspectives, such uniqueness confers respect, dignity, 
and value for human life. 

 Through life experiences and normal growth processes, humans 
develop throughout the lifespan biologically, cognitively (Piaget, 1972, 
1990), psychologically (Buhler, 1972; Buhler & Marschak, 1967; Erikson, 
1964, 1968; Gould, 1978; Havighurst, 1953; Jung, 1933; Levinson, 1966; 
Levinson, Darrow, & Klein, 1978; Sheehy, 1976), morally (Kohlberg, 
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1986), and some would say spiritually, all infl uenced by specifi c socio-
cultural dimensions, such as gender, race, and societal status. This com-
plex blend of unique life forces infl uences each other and eventually the 
whole  person (Clark & Caffarella, 1999). Such an integrated perspective 
of human development, which is increasingly becoming the dominant 
worldview, is considered too complicated to understand from just one 
perspective.

 Transpersonal psychology grew out of the humanistic movement and 
adds a spiritual or “higher consciousness” dimension to adult development 
and focuses on the unity and connectiveness of all things. It views humans 
as capable of cognitive and psychological growth through all phases of 
life, which has implications for learning, optimum health, and positive re-
lationships. A key to such human growth is self-awareness or clarity about 
one’s relationship to the environment, other people, and perceptions of 
reality. This awareness of both subjective and objective phenomena in life 
is not static; rather, it occurs on a continuum from being fully awake and 
aware of oneself to being asleep or unaware (Schlitz, Vieten, & Amorok, 
2007). 

 Subjective or internally focused self-awareness grounds the self to 
see with clarity how life experiences shape thoughts and behav-
iors. Concepts such as the perception of the physical body or body 
image, self-concept, agency (one’s capacity to act), or social iden-
tity are understood and refi ned as self-awareness or consciousness 
is heightened. Such a view of humans suggests a depth of under-
standing is possible that may empower one to advance his/ her full 
potential, have meaningful relationships, and achieve some form 
of contentment or peace. 

 Unfortunately, as humans go about relating, working, and caring 
for each other, the self is often forgotten or lost along the way. Disap-
pointments, insecurities, losses, physical ailments, and the everyday fast-
paced demands of life build up over time leaving many stressed and 
 exhausted. In such a state, individuals tend to function more on “auto-
matic pilot” where activities become habitual or mechanistic. To make 
matters worse, learned ways of knowing (externally derived) such as 
formal education and religious training may limit or focus the view of 
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oneself. In this restricted view of the world, individuals tend to be more 
reactive, feel separated or disjointed, and function under an individual-
istic or misplaced view of the world. Nurses, in particular, tend to “get 
used to the pressure and lose sight of just how much they have to deal 
with” (Rainham, 1994, p. 6); in fact, many nurses are proud of their 
multitasking abilities! But balancing highly acute patient needs, poor 
staffi ng, the physical demands of nurse work, and making life and death 
decisions according to the latest evidence along with family responsibili-
ties, traffi c, and 24/7 information overload leaves many nurses feeling 
drained and worn out. Such emotions, without awareness of them, begin 
to grow into general dissatisfaction and even physical symptoms. Balanc-
ing internal authentic awareness of self along with external worldly views 
may strengthen one such that an integrated, more resilient and healthy 
self is more available (see Figure 3.1). 

 Exciting new empirical evidence is beginning to emerge that demon-
strates the connections between emotions and physiological processes. 
The mind–body intelligence (MBI) approach recognizes individuals as 
both emotional and physiological beings functioning within families, so-
cial groups (including work groups), and communities (Adelman, 2006). 

Figure 3.1 The balanced self.
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Under the rubric of self-awareness, using special meditation, mindful-
ness, prayer, the arts, and relaxation techniques, research is beginning to 
demonstrate a link between MBI and decreased stress, increased quality 
of life, and self-compassion (Shapiro, Astin, Bishop, & Cordova, 2005). 
Regularly practicing these activities helps an individual come to under-
stand his/her strengths and weaknesses; this appreciation helps one to 
recognize the early signs of unconscious, preoccupied, or mindless liv-
ing. Paying attention to oneself is important for effective authentic inter-
action, health (Davidson et al., 2003), and the capacity to care for others 
(Siegel, 2007). 

 INTERACTING WITH THE SELF 

 Professional nurses interact and relate to others with ease; yet, nurses 
have not traditionally been taught how to do this for themselves. In an 
earlier concept analysis of the term relating,  Lamb (1998) refers to es-
tablishing bonds and meaningful interaction as an explanation. She lists 
characteristics such as acceptance, valuing, empathetic understanding, 
sensitivity, and trust as necessary to effective relating. Finally, she de-
scribes learning to relate as an ongoing process that requires initiative 
and choice. 

 Permitting oneself to slow down enough to actually focus on one’s 
inner thoughts and feelings allows one to access his/her phenom-
enal fi eld or subjective reality. Once accessed, this attention to self 
helps one see his/ her situation clearly. In turn, such actions may 
help nurses appreciate and honor the work they do. 

 In the work environment, regular efforts to increase conscious aware-
ness may help professional nurses focus more readily on the important 
aspects of nurse work, such as holistically assessing patients’ needs, mak-
ing clinical judgments, and using best evidence, versus mindless tasking. 
Short pauses between patient rooms, taking brief time-outs to sit and 
ponder, and using routine tasks such as handwashing, charting, or walk-
ing from room to room as opportunities to feel one’s body and emotions 
may in fact be therapeutic to both the patient and the nurse. 
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 Refl ective awareness by soliciting simple feedback from patients 
or coworkers is a more advanced and objective form of raising 
awareness. In an unsure moment, asking patients “How did I do?” 
is most appropriate because it provides information from the most 
reliable source. Validating intuitive thoughts or objective fi ndings 
about patients with other nurses or health care providers helps 
nurses learn to trust themselves and builds confi dence. Most 
nurses have been taught “to do,” to help patients solve problems, 
to teach, and to provide answers. In fact, task or activity domi-
nance (being observed as busy) is considered proper behavior for 
nurses. Yet, patients enter the health care system with a wealth 
of knowledge about their illnesses and their own ways of solving 
problems. Sometimes, just “being there” fully present in the mo-
ment allows patients the opportunity to use their own knowledge 
and skills while the nurse provides guidance and support. All of 
these more mindful activities require openness to new ideas, fl ex-
ibility, and tolerance on the part of the nurse. If taught to honor 
themselves early on, nurses may come to view such behaviors as 
less threatening. 

 Refl ective analysis is a higher form of interacting with self in which 
the expression of thoughts and feelings is actually written down, spoken 
into a recorder, or videotaped and then analyzed according to some for-
mat. Such analysis requires taking the time to ponder thought processes 
(such as what one is really thinking) and actions (such as why one acted 
a certain way or how one arrived at a decision). Approaching this self-
introspection with openness and curiosity (to both positive and negative 
aspects of the self ) uncovers the hidden meanings and learning oppor-
tunities that occurred during clinical work and helps integrate them into 
future practice. This form of interacting with the self is regularly used in 
nursing education but is often discarded upon graduation. 

 PRACTICING SELF-CARING 

 As shown through theory and recent research, taking time to gain insight 
into emotions, thoughts, bodily sensations, and other feelings contributes
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to well-being and may be a necessary antecedent to caring for others. 
Professional nurses need to acknowledge and allow themselves to feel 
the meanings associated with nurse work, including suffering. As Foster 
(2004) explains, “When nurses fail at their own healthcare, it shows in 
workplace relationships, sick days, burnout, and turnover” (p. 112). 

 Making time for true relaxation—not just time off from work—but 
authentic quiet time by oneself is essential. Nursing is so people-
oriented and other-focused that time alone is often not seen as 
valuable. Yet, alone-time can become a practice that enhances self-
caring.

 In fact, in the classic  Solitude  (1988), Anthony Storr states, “The 
capacity to be alone . . . becomes linked with self-discovery and self-
actualization; with becoming aware of one’s deepest needs, feelings, and 
impulses” (p. 21). In the nursing culture of self-sacrifi ce and  adrenalin-
induced nervous energy, creating balance through regular private time 
is self-therapeutic. For example, a few minutes alone practicing deep 
breathing or taking a leisurely walk by oneself can promote insight and 
help one reframe a situation or experience harmony and a sense of peace. 
In the work situation, during particularly busy times, just taking a minute 
or two to consciously breathe or count is a renewing activity that may in 
fact help nurses connect more or refocus on the important meaning of 
their work. 

 Likewise, committing to private time each day is a requisite for qual-
ity nursing care. Just like physical exercise, obligating oneself to quiet 
time requires altering of daily habits. Waking up 15 minutes early or cre-
ating an evening ritual of quiet time during which one practices medita-
tion, contemplative prayer, or just sitting quietly with oneself is essential 
to nurses’ well-being. These kinds of experiences help one become at-
tuned to the larger whole, allowing connections to surface that might 
otherwise remain buried. 

 The key word here is  practice;  a verb, practice requires  action.  Mind-
fulness practices require several essential elements (Schlitz et al., 2007). 
First is intention  or making the choice to stay open and aware. Second 
is directing attention inward;  in other words being present to the self. 
Third, committing to a more conscious way of living requires repetition.
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Repeating components of a mindfulness practice reinforces the habit. 
Finally,  guidance  in the form of both external learning and/or accessing 
internal wisdom can increase the value of mindfulness practices. 

 Several methods are available to practice mindful awareness. Deep 
relaxation and meditation practices, yoga and tai chi, contemplative 
prayer, walking, rehearsing a song, even service itself, when acted in a 
conscious manner, can be transpersonal experiences. The key to such 
practices are the four essential elements (Schlitz et al., 2007). In the 
personal practice of deep relaxation, for example, making the commit-
ment (intent) to devote the necessary time as well as focused attention 
to breathing or other bodily functions, repeating the practice in the 
same way and at the same time each day, and reading about or taking 
a class on relaxation techniques are all reinforcers that enable the prac-
tice to bring clarity to the self. Expression of oneself through artistic 
or creative pursuits, such as music, painting, sewing, quilting, garden-
ing, woodworking, or noncompetitive sports, when consciously pursued, 
can be awareness-raising. These activities keep us “in the moment” and, 
although considered recreation, with the right intent, attention, repeti-
tion, and guidance, they can provide the same accessibility to the self 
as more traditional practices (Schlitz et al., 2007). In the case of music, 
there is some evidence that it may even be physically and emotionally 
therapeutic (Sachs, 2007). 

 Another way to access the inner self is to spend time in nature. Pro-
fessional nurses are most often working in drab, enclosed environments 
with artifi cial lighting and temperature controls. Often, there are no win-
dows or opportunities to even see the outside surroundings. Being in the 
natural environment and using the experience to appreciate its mystery 
provide a refl ective time to ponder about the interconnectedness of the 
universe. In this way, one can learn to quiet the self and see the sacred in 
everyday life. Taking a walk around the building at lunchtime or sitting 
near a window while eating in the cafeteria may help assist nurses during 
their working hours. 

 Refl ective awareness, a form of self-observation, allows an individual 
to examine oneself through the eyes of another. Using ordinary circum-
stances, this form of practicing self-caring involves soliciting feedback 
about one’s actions or behaviors from those who were involved in the 
same experience but from a different perspective. For example, during 
the personal experience of a diffi cult parent–adolescent interaction, the 
parent might ask for feedback from the child about the quality of the 
interaction. Questions such as how could we have reached a conclusion 
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 In the practice setting, a nurse might ask another nurse to com-
ment on his/her interactions with a family member. Questions 
such as what did you see me do that was helpful to this family? 
or what nonverbal behaviors did you observe in the interaction? 
help the nurse see his/herself through the lens of the recipient of 
care. This perspective, when listened to and acted upon, can be a 
powerful tool for learning about the self and validating or chang-
ing behaviors. 

 Refl ective analysis is a more formal practice that involves thinking 
about a situation, describing it through narrative writing, evaluating 
it, and, through the process, integrating what one has learned into fu-
ture professional practice. Regular refl ective analysis either as a group 
or individually helps nurses understand themselves, see patterns, 
build confi dence, change behavior, and ultimately become more fully 
human (Lauterbach & Becker, 1996). An example of refl ective analysis 
occurred during a class on nurse–patient interactions (The Catholic 
University of America, 2006). The instructor asked the RN students to 
think of a time when they felt they had delivered professional  nursing 
care and felt good about it. The students were directed to describe 
what they did and how they felt about it, assess why they felt good, and 
then summarize what they had learned from the situation that could 
inform their practice. Some excerpts from their responses are: 

 The patient relayed to me that she was told the night before to use the dia-
per and that was very humiliating . . . so I made a deal with her that I would 
come in every hour to check if she wanted to use the commode, which 
I made sure I did . . . I was glad and proud of myself for taking care of such 
a small detail and how much that changed my day and the relationship with 
that patient. 

 I saw that by spending those few extra minutes talking and listening, I was 
able to have a less stressful day and the patient was not pressed to seek my 
attention. I felt like the beginning of some healing may have taken place; 
that I was really nursing. 

sooner? or what did I do that particularly annoyed you? yield new per-
spectives that the parent can integrate into future interactions. 
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 On my way home from work I ran through my day in my head. I zoomed 
in on my interaction with Mrs. P. I shouldn’t have felt so annoyed with her 
I thought. But then I said to myself, “V, you are human. You get  annoyed 
with your children but that does not mean you don’t love them or care. 
Don’t be so hard on yourself—when I last checked you were still human!” 
Taking time out and regrouping is important in order to provide emotional 
stability. 

 I was assigned to a young breast cancer patient (32 yrs old) who refused 
chemo. I had a similar experience and used this to care for her. My ap-
proach was to talk to the patient about the benefi ts of chemo, radiation and 
follow up. I gave her hope and encouraged her to follow up on the doctor’s 
recommendations . . . I referred her to support groups. The patient even-
tually asked the doctor for treatment . . . I felt very pleased that I had made 
a difference in somebody’s life—maybe even saved it. The patient thanked 
me for being there to listen to her concerns and guiding her during this 
critical time. 

 They told me his diaper needed to be changed. He had underwear over the 
diaper so I removed it, cleaned, and changed him and did not replace the 
underwear. His relatives then re-entered the room and I explained that, 
since he was having loose stools and we will be changing him often, I left 
the underwear off. They asked me to please put it on because he “wants 
to die with his underwear on.” I followed their wishes and changed him 
four additional times—each time replacing his underwear. When I came to 
work the next day, I learned he had passed away early that morning. The 
news was expected. I thought to myself how important it was that I honored 
his wishes and he died in dignity. 

 Interestingly, these excerpts were elicited from a question related to 
professional  nursing care. Each of them occurred in a situation where 
there was interaction between the patient and nurse, and the respon-
dents felt good about it. It appears that the RNs in this class felt they had 
performed professionally  when the dominant activity of the nurse was 
caring relationships with patients and families! 

 Another example of refl ective analysis occurred in an organization 
that had implemented a caring professional practice model during the 
preceding year. During the annual evaluation process, the nurses were 
asked to write out how their practice had changed since the adoption 
of the model, and secondly, they were asked to describe an experience 
they had with the model that had informed their practice. In general, the 
responses refl ected that the nurses sensed that more direct time spent 
with patients and families allowed them to establish open, trusting com-
munication, provide reassurance and advocate for patients, and be more 
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“in tune” to their patients’ comfort needs, and it motivated their prac-
tice. Some specifi c responses included: 

 The fact that I take the time to know the patient not only as patient but as 
a Mom/Dad, a professional, has given me a different perspective in the way 
I view/treat the patient. I have slowed down. 

 I made a point to compliment the ED nurse for good work. I also called 
and left a message with her manager about this good work . . . It felt good 
to give some positive reinforcement. 

 I had a patient who was combative, noncommunicative and with dementia. 
He was challenging to handle but I imagined that if he were my father, I 
would want him treated with care. 

 Now I feel I am really practicing nursing—I started to think more about my 
responsibility and accountability. 

 I had 3 patients—one needing pain meds q 2 hrs and the other 2 needing 
pain med q 3 hrs. I started becoming agitated in report telling the charge 
nurse this was an unfair assignment. But then I thought to myself, “you can 
have a bad day or you can refocus and re-center yourself.” 

 These written refl ections were brought to the annual evaluation pro-
cess and discussed together with the nurse manager. The discussions al-
lowed both the nurse managers and the staff nurses to think aloud about 
the new model, use the results of the analysis to revise practice, and, in 
some cases, design new educational activities as well as set up the condi-
tions for promotion. 

 Of course, taking care of the body through regular exercise and 
healthy eating are self-caring acts that many nurses forget to do for 
themselves as they take care of others. Yet, caring for the physical body 
is crucial to quality nursing practice. And, the particularly serious nature 
of health care often diminishes opportunities to see some of the lighter 
sides of human nature. The use of humor, particularly in the workplace, 
can be a source of joy even in the most diffi cult of circumstances (Woo-
ten, 1996). Establishing a support network or taking classes that rein-
force and help perfect awareness practices enhances their performance. 
Monitoring oneself during working hours by regularly observing one’s 
behavior and asking, “Am I stressed or at ease?” or “Am I busy doing or 
am I present to myself, my co-workers and my patients?” keeps one alert 
and in the moment. Regular reminders to practice mindfulness, such as 
keeping relaxation CDs in the car and pictures or other symbols in the 
workplace, may assist nurses to practice mindfulness daily. 
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 Improving awareness by allowing oneself to feel physical as well 
as emotional sensations, refl ecting on them slowly, making mean-
ing of them, and using this introspection to relate to others in a 
continual pattern of action and inaction keeps one balanced and 
more “in tune” to the world’s energy. The regular performance of 
personal and professional self-caring practices sets up the condi-
tions for self-knowing, a prerequisite for helping others. 

 KNOWING THE SELF 

 As humans have the capacity to continuously learn and grow, it follows 
that practicing mindfulness both personally and professionally may have 
the potential to positively infl uence lives—both our own and those we 
care for. According to Siegel (2007), personal mindfulness practices 
(such as meditation, deep relaxation, prayer, etc.) lead to self-wisdom 
and even decreased negative states such as depression and anger (Seph-
ton et al., 2007). Such practices also lead to improved positive states 
such as increased compassion for self. In other words, personal mind-
fulness practices create the possibility for well-being. In addition, em-
pirical evidence is beginning to emerge that actually shows structural 
differences in brain tissue (Baer, Smith, Hoskins, Krietemeyer, & Toney, 
2006), connections between mindfulness practices and increased brain 
tissue (Lazar et al., 2005), increased perception of time (Tse, 2005), and 
decreased psychological suffering in those who regularly practice mind-
fulness. Although this research is preliminary, it is compelling that some 
persons who regularly practice conscious awareness have different or 
additional areas of brain tissue and less distress in their lives. 

 In Figure 3.2, both personal and empirical ways of knowing are pre-
sented. Siegel (2007) contends that with practice and training we can 
learn to be mindful. If this is so, it is reasonable to speculate that indi-
viduals can learn how to recognize and adjust their emotions to decrease 
negative states and increase positive states (i.e., to self-advance). In a 
qualitative study of intractable confl ict, subjects were taught mindful-
ness approaches that promoted resolution through growing awareness, 
accepting reality, regaining equilibrium, and cognitively and emotionally 
gaining internal control. Such an approach allowed the participants to 
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Figure 3.2 Self-knowing.

reframe the situation, make decisions, and resolve interpersonal confl ict 
(Horton-Deutsch & Horton, 2003). Over time, one might ask, can this 
activity actually remodel brain tissue? 

 If the emerging evidence is correct, knowing the self may lead to 
knowing the other in a more caring manner. Knowing the self includes 
valuing the self and the profession and regularly examining personal and 
professional experiences to illuminate their essential aspects and learn 
from them. Valuing the self includes appreciating the internal mean-
ings (along with the externally imposed meanings) of our experiences 
in order to change perceptions, build confi dence, and create positive 
workplaces. Just as nurses do with patients, creating and implementing a 
plan for self-caring is an essential aspect for attaining health. 

 SUMMARY 

 The focus of this chapter centered on the self—its promising nature 
and the internal and external ways of knowing it. Evidence of the link 
between the mind and some physiologic changes was presented. A de-
scription of three ways of raising consciousness—increasing awareness 
during everyday activities, refl ective awareness through feedback from 
others, and the more formal refl ective analysis format—was explained. 
Examples of applications pertinent to busy nurses, such as silent time 
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alone, specifi c practices, creative arts, physical exercise and nutrition, 
and soliciting feedback from others, were highlighted. Two examples 
of refl ective analysis provide insight to professional nursing practice. 
Knowing and valuing the self—both personally and empirically—was 
introduced as a prerequisite for caring interactions. 

 CALLS TO ACTION 

Slowing down enough to contact one’s inner world—thoughts, 
desires, feelings—permits one to gain access to his/her own real-
ity. Linking to this valuable resource of self helps nurses remem-
ber what they already know—the powerful nature of their work.
Recognize  nursing’s power. 

Balancing external and internal energy requires regularly dis-
engaging oneself from the nursing culture of tension, multitasking, 
and acquiescence to one of quiet aloneness—such action is renew-
ing.   Sit  in silent refl ection for 15 minutes this week. 

 Refl ective Questions/Applications for Students 

 1. Explain the term  consciousness.
 2.  Explain how you might use refl ective awareness with a coworker; 

your husband/wife; a patient. 
 3.  Explain the three forms of self-awareness highlighted in this 

chapter. 
 4.  Think of a nurse who exemplifi es caring. Describe his/her char-

acteristics. What can you learn from this person? 
 5.  Using a developmental psychology framework, discuss how hu-

mans continue to grow, learn, and evolve throughout the life-
span.

 6.  HOW WELL DO YOU KNOW YOURSELF? (answer the fol-
lowing questions and then sit in silence for 15 minutes refl ecting 
on the answers). 
 I am proud of ____________ 
 I would like to __________ 
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 I have learned that ______________ 
 I regret ______________ 
 I am annoyed about ______________ 
 I am frightened by _______ 
 I am disgusted by ____________ 
 I wonder about ______________ 
 I enjoy _______________ 
 I need _________________ 
 I hope _______________ 
 I want ______________ 

 7.  Develop a plan for self-caring. Specifi cally describe the aware-
ness practice/s you use now or will choose to access your au-
thentic self. Include details about how you will commit to the 
practice, how you will structure your attention, what repetitive 
components you will use, and the external guidance you will 
seek to perfect the practice. 

   8.  Describe a nursing situation in which you think you did not 
perform up to your professional  potential. What happened? 
How did you react? What challenges did you face? What con-
clusions did you draw about your strengths and opportunities 
for growth from the situation? What changes, if any, do you 
plan to make to improve your practice? 

   9.  Design a Web-based refl ective analysis process that can be reg-
ularly used by nurses in your workplace. Write a procedure for 
accessing, maintaining confi dentiality, and using the practice. 

 10.  Make a network of support diagram. Place yourself in the cen-
ter. Then drawing out from the center, depict all those people, 
places, activities, or environments from which you experience 
support. Under each of these, list the characteristics that make 
this resource supportive. 

 Refl ective Questions/Applications for Educators 

 11.  What would you do differently in clinical courses to help stu-
dents center themselves? 

 12.  How would you encourage students to ask for feedback on 
their performance? 

 13.  Develop a plan for self-caring. Specifi cally describe the aware-
ness practice/s you use now or will choose to access your au-
thentic self. Include details about how you will commit to the 
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practice, how you will structure your attention, what repetitive 
components you will use, and the external guidance you will 
seek to perfect the practice. 

 Refl ective Questions/Applications for Nurse Leaders 

 14.  What can you do or what reminders can you create in your 
work environment to prompt nurses to focus their awareness 
on the important work they do? 

 15.  Develop a plan for self-caring. Specifi cally describe the aware-
ness practice/s you use now or will choose to access your au-
thentic self. Include details about how you will commit to the 
practice, how you will structure your attention, what repetitive 
components you will use, and the external guidance you will 
seek to perfect the practice. 
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 4  Caring for Patients and Families 

 I am a part of all that I have seen. 
— Alfred Lord Tennyson 

 Keywords: illness, intention, caring factors 

 THE IMPACT OF ILLNESS ON PATIENTS AND FAMILIES 

 As complex beings that are constantly changing and relating, humans 
have objective (physical), subjective (emotional, spiritual), social (family 
and role functions), and cultural characteristics. During an illness these 
characteristics are affected, and the results are profound. First, there is 
the reaction to and necessary adjustment to the illness itself. Illness rep-
resents a fundamental threat to one’s basic sense of wholeness. Persons 
may form certain meanings about their illnesses based on the knowledge 
they have about their own body, what they have heard or read about 
others in similar situations, individual psychological signifi cances, and 
societal/cultural points of view. Physiological changes can create feel-
ings of discomfort, vulnerability, and dependence that generate loss 
of self-confi dence and create uncertainty. Ambitions or plans must be 
suspended, and communication patterns change. Fulfi lling one’s role as 
parent, grandparent, spouse, worker, or friend is often disrupted, and 
the psychological impact of being ill presents threats to one’s sense of 
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wholeness. Oftentimes, persons experience shock, anger, or fear as the 
initial emotional response to a diagnosis or need for care from others. 
Over time, these emotions may change and can be viewed on a con-
tinuum from courageous acceptance on the one hand to specifi c self-
destructive behaviors that can lead to personal and family turmoil on the 
other hand. 

 Consider older adults who are hospitalized. This vulnerable group 
is diverse with many comorbidities, multiple medication and treatment 
regimens, complex discharge needs, and health insurance problems 
(Center for Disease Control and Prevention, 2003). In addition, hos-
pitalization for older adults can represent the beginning of functional 
decline and increased dependence (Chang et al., 2003). Once admitted, 
older adults must take on the dependent role of patient and conform to 
the disjointed health care system including the fast-paced, highly tech-
nological environment (Institute of Medicine, 2001). Consequently, hos-
pitalized older adults may experience stress and sleeplessness (Topf & 
Thompson, 2001), feel insecure and devalued (Williams & Iruita, 2004), 
report dissatisfaction with care, are particularly at risk for adverse out-
comes (CDC, 2004), experience functional decline (Sager & Rudberg, 
1998), and often are discharged without the requisite knowledge and 
skills to care for themselves (Williams, 2004). These disparities are pro-
found and growing, often intensifi ed by cultural insensitivities. Chopra 
(2004) reminds us that, once hospitalized, “patients are helpless under 
the authority of doctors and nurses; they are dehumanized by the cold 
mechanistic routine, isolated from everyday society, made more or less 
anonymous as one ‘case’ among thousands” (p. 130). 

 Within the family, changes in spousal relationships frequently take 
place as a result of an illness. Often, a shift in balance among members of 
a family leaves children, in particular, frightened or upset, regardless of 
the parent’s age. Some members miss work or give up leisure activities to 
care for a loved one. Finally, how individual family members cope with 
the illness varies; some need open discussion, while others require time 
alone. All of these changes are trumped by the direct and opportunity 
costs associated with illness. With the rise in the older population and 
associated chronic disease, demands on family members will continue. 
Coping with these demands places enormous burdens on family mem-
bers’ emotional, social, and fi nancial well-being. 

 As patients and their families present to the health care system for 
needed care, they are compromised based on their illnesses, but they 
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are also compromised based on the threats to their sense of personal 
and societal meaning. Hospitalization unintentionally contributes to 
these threats by the incessant stream of complete strangers who in-
vade patients’ personal space, the labeling of patients according to 
diagnoses, the rules patients have to follow, and the impersonal com-
munication patients receive. Thus, central to providing high-quality 
care is the ability of health care providers to “experience the other 
person’s private world and feelings and to communicate to the other 
person some signifi cant degree of that understanding” (Watson, 1979, 
p. 28). Such behavior on the part of the nurse requires the intention
to care. 

 CARING INTENTION 

 Caring is an intentional process that requires self-awareness, choice, 
specifi c knowledge and skills, and time (Duffy & Hoskins, 2003) (see 
Figure 4.1). 

 The word  intentional  is important because it forms the basis for 
choosing behavior. Husserl (1980) identifi ed intention as a phenomeno-
logical trait that characterizes a mental state or experience as being “di-
rected toward something.” Fishbein and Ajzen (1975) defi ned intention 

Figure 4.1 Requirements for caring professional practice.
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as involving four elements: the behavior, the target object, the situation, 
and the time the behavior is being performed. On the basis of their em-
pirical studies, Fishbein and Ajzen proposed that the formation of a given 
intention depends on prior development of a particular attitude together 
with a person’s subjective beliefs.  Attitude  consists of beliefs about the 
consequences of performing the behavior and the person’s evaluation 
of these consequences. The subjective  piece is related to an individual’s 
perceptions of how others would view them if they performed the be-
havior. In simple terms, intention is the resolve to act based on the com-
bination of attitude toward the behavior and subjective norms. Caring
intention,  then, infl uences the choice to care (for a particular person in 
a particular place and time). Making a conscious (fully aware) choice to 
be caring is a consequence of caring intention. 

 Perugini and Bagozzi (2004) differentiated intention from desire 
through two studies. They found that desires are more abstract, less fea-
sible, and less connected to action, whereas intention is related to action 
and behavior. However, these analyses did point to the fact that desire is 
an important predictor of intention. 

 In nursing terms, one may desire to spend time with patients, but 
the commitment to it may vacillate, and the intention (attitude and 
beliefs about spending time) and perhaps the resultant behavior 
may not occur. Caring intention relates to a nurse’s attitude and 
experiential meanings of caring actions. Such a defi nition implies 
one would know  or be conscious of the benefi ts of caring prior to 
its initiation; using this awareness, the nurse directs his/ her atten-
tion toward the patient and displays the intention through pur-
poseful behavior. 

 Caring intention is behaviorally oriented and is not to be confused with 
the term intentionality.  Intentionality refers to a state of being or one’s 
whole frame of reference at a point in time. It signifi es a deep or a ground-
ing dimension that sets the stage for how  one directs his/ her thoughts. Wat-
son (1999) spoke to intentionality (a verb) as a higher form of consciousness 
that allows one to deliberately see alternatives and infl uence outcomes. 

 Developing caring attitudes and meanings occurs through one’s 
lived experiences of caring as well as through learning human caring 
acts by studying, self-refl ecting, and observing members of one’s profes-
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sion. These experiences and external sources combined with the more 
internal understanding of oneself together enhance caring capacity. As 
one becomes more aware, purposeful, and centered, caring intention 
emerges in relationships; associated behaviors become more authentic, 
even reverent. Nursing’s caring intention is apparent when behavior is 
positively directed toward the patient/family or other health team mem-
bers using caring factors to initiate, cultivate, and sustain relationships. 

 CARING FACTORS 

 Several health care providers have documented certain factors as nec-
essary for therapeutic relationships (Rogers, 1961; Yalom, 1975). Wat-
son (1979, 1985) identifi ed 10 factors necessary for human caring in the 
nurse–patient relationship. She identifi ed the fi rst 3—altruism, faith-
hope, and sensitivity to self and others—as foundational. Recently, these 
factors have been revised and are now labeled Clinical Carative Pro-
cesses (Watson, 2006). To empirically validate these dimensions, Duffy, 
Hoskins, and Seifert (2007) completed an exploratory factor analysis of 
the concept caring.  They found 8 factors, each independently explaining 
caring. Although limited by the convenient sample, this study provides 
preliminary empirical support for several factors that comprise caring. 

Mutual problem solving  emerged as the largest factor and includes 
nursing behaviors that help patients and families understand how to con-
front, learn, and think about their health and illness. Using this knowledge, 
both parties decide together how to approach and solve problems in an 
acceptable manner to both. Behaviors such as providing information, re-
framing, helping patients learn, exploring alternative ways of dealing with 
health problems, brainstorming together, fi guring out questions to ask, 
and checking with patients and families to validate what they know about 
their illnesses were deemed as important in this sample. Accepting feed-
back from patients and families and experimenting with different ways of 
doing things are also activities that communicate this factor. For example, 
chronic patients often enter a hospital for an episodic need and have estab-
lished routines for caring for themselves. Listening to how patients care for 
themselves at home and adopting similar practices in the hospital can be 
comforting to the patient and more effi cient for the nurse. 

 This factor implies that nurses are informed, are comfortable “in 
relationship,” listen, use the patient–nurse relationship as the basis 
for teaching and learning, and are continuously learning and engaging 
 patients and families in mutual discussions of their health problems. 
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Similar behaviors have been cited by others as important caring behav-
iors (Peplau, 1988; Swanson, 1991; Watson, 1979, 1985; Wolf, Zuelo, 
Goldberg, Crowthers, & Jacobson, 2006). 

 The second factor,  attentive reassurance,  refers to availability and 
hopeful outlook. “Patients in this sample viewed nurses as caring when 
they were accessible and optimistically able to look forward to the future 
(whatever that may be)” (Duffy et al., 2007, p. 240). Repeated confi rma-
tion of availability affects expectations of future availability; it assures pa-
tients and families that they can rely on the nurse, and a sense of security 
develops. Patients, despite their illnesses, wanted nurses who were confi -
dent and able to convey possibilities; to do this, nurses had to pay special 
attention to patients and families and encourage forward thinking. 

 Paying attention to patients implies postponing action long enough 
to be authentically available—to notice, actively listen, and focus. 
Acting this way requires conscious effort on the part of the nurse 
to remove other thoughts from the mind in order to concentrate 
on the patient; such action provides patients and families with an 
anticipated future that is pleasurable. It is an uplifting feeling that 
may enhance the healing process. 

 Reassurance in this instance does not refer to the typical statement, 
“don’t worry, everything will be alright.” Such a statement may, in fact, 
not be true (in the case of one with a poor prognosis or another who faces 
a lifetime of chronic illness). But, more importantly, it is often said by 
the nurse to alleviate his/ her own feelings about the situation (so he/she 
can move on) and may offer little support (and perhaps may be anxiety-
provoking) to the patient. In fact, telling someone who is ill that “every-
thing will be alright” often sets up a situation where the patient will stop 
expressing him/ herself (because they intuitively know that this cannot 
be true). Sometimes just sitting with someone who is ill is reassuring; 
offering information about the safety of certain procedures, using gentle 
touch, or clarifying misperceptions are nursing behaviors that convey 
confi dence and optimism. The appropriate use of humor is oftentimes 
considered reassuring because it lightens the perceived threat of illness. 
This caring factor actually has two components: attention and reassur-
ance. Both are necessary ingredients for caring relationships. 
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Human respect,  the third identifi ed factor, refers to honoring the 
worth of humans by displaying behaviors such as unconditional accep-
tance, careful and kind handling of the human body, and recognition 
of rights and responsibilities. Most nursing theorists speak to respect 
for persons, and this factor is congruent with Watson’s (1979, 1985) 
humanistic–altruistic value system, Boykin and Schoenhofer’s (1993) 
unconditional acceptance, and Wolf and colleagues’ (2006) showing re-
spect dimensions of caring. This factor reminds nurses of the unique 
person behind the disease and the associated ethical principles that un-
dergird nursing practice (American Nurses Association, 2001). 

 Regardless of age, physical or mental capacity, or social status, human 
persons who are ill are signifi cant members of families, communities, 
and professions. Remembering this fact in the face of debilitating illness 
requires the nurse to appreciate the integrity of the patient (not just as 
a physical body), celebrating and talking about the patient’s life when 
he/she is not ill, and working to ensure that the patient’s honor is main-
tained. Especially in this global world where fellow humans sometimes 
look and act differently, realizing the interconnectedness and fundamen-
tal value of the human person is paramount. The simple act of calling a 
patient by his/ her preferred name is a demonstration of respect. This 
factor conveys to a person that he or she matters. 

 Nurses were perceived as caring in this sample when they expressed 
an encouraging manner.  This factor has an affective dimension because 
it refers to the demeanor or attitude of the nurse. Verbal as well as non-
verbal messages convey this factor. For example, verbal messages of sup-
port spoken while body language suggests otherwise create incongruent 
messages that portray inauthenticity to the patient (see Table 4.1). 

ENCOURAGING VERSUS DISCOURAGING EXPRESSIONS

ENCOURAGING DISCOURAGING

“I think you can do it.” “I’ll do that.”

“You’re a hard worker.” “Be careful.”

“I need your help with this.” “Don’t forget to . . .”

“What can we do here?” “Let’s do this.”

Table 4.1
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Appreciation of unique meanings  is concerned with a patient’s con-
text or worldview. It refers to knowing what is important to patients in-
cluding the distinctive sociocultural connections associated with their 
experiences.

 An encouraging approach suggests enthusiasm, support, positive 
commentary for effort, belief in the system, and empowerment. It 
assumes that persons are intrinsically motivated and have the abil-
ity to improve and grow. It allows room for patients and families 
to express their feelings, whether good or bad. It is the willingness 
to be open to all points of view. Even during bad experiences, an 
encouraging nurse who is poised and alert can point out some good 
aspects of a situation, however small. Patients in this sample ex-
pressed their desire for this attitude of encouragement to perme-
ate nurses’ way of behaving. 

 Perceptions, thoughts, emotions, desires, bodily awareness, and 
actions have different meanings based on individuals’ life circum-
stances. Nurses who use this caring factor avoid assumptions con-
cerning patients and families; rather, they use those features that 
are important to them in the provision of care. 

 Appreciating unique meanings fi rst involves discerning and then ac-
knowledging in a positive way the subjective inner value attached to a 
situation, person, or event. Recognizing the signifi cance of the patient’s 
frame of reference implies a personal knowing that occurs over time in 
caring relationships. This factor is more an approach than a set of behav-
iors because it values the whole person of the patient together with the 
total experience of illness. Nurses who relate to patients and families in 
this manner often help them feel understood and capable. 

 Facilitating a  healing environment  has been considered a domain of 
nursing since Nightingale (1992). It refers to the setting where caring is 
taking place and is consistent with the views of human persons as holistic, 
complex beings in relationship; the surroundings, spaces, stressors (noise, 
lighting), and structures for maintaining patient privacy, safety, and con-
trol are aspects of this factor. In addition, a healing environment takes 
into account the organizational culture of a system including the vibrancy 
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of the staff and management, workfl ow, access to spiritual resources, and 
features such as teamwork (or lack of it), norms of behavior (including the 
ability to ask questions and learn from mistakes in a nonpunitive manner), 
and resources. In fact, all of these factors are important to a culture of 
safety (Institute for Healthcare Improvement, 2008). Taking into account 
and acting when necessary to enhance the patient care environment is 
a major role of the nurse and one that may in fact be empirically tied to 
improved patient outcomes (Institute of Medicine, 2004). 

Basic human needs  are well known to nurses and include physical 
needs (air, food and fl uids, elimination, sleep and rest), safety and se-
curity needs, social and relational needs, self-esteem needs, and self-
actualization (Maslow, 1954, 1971). Recognizing the primacy of these 
needs during acute illness, including their comprehensiveness, is, how-
ever, many times not honored in the biomedically oriented health care 
environment. Often nurses concentrate on some of the physical needs 
because they are a symptom of the illness. But higher-order needs, such 
as social and self-esteem needs, are frequently forgotten. To complicate 
the situation, due to the increasing reliance on unlicensed assistive per-
sonnel, registered nurses often delegate meeting lower-order patient 
needs to others, or they aren’t addressed at all. Yet patients in this sam-
ple viewed nurses as caring “when they made certain that their basic 
human needs were met” (Duffy et al., 2007, p. 242). When one perceives 
another as an integrated whole, the preciousness of the human person is 
not separate from one’s illness, one’s physical body, or one’s thoughts and 
feelings. Caring for the physical body has traditionally been a time when 
professional nurses engage the patient, teach, assess, share dedicated 
time, and learn. Furthermore, the human body is a most intimate part of 
the self that deserves caring attention and respect. 

 When viewed in this manner, caring for the physical body is more 
than a bath, beyond mouth care, above feeding and ambulation. 
It is an opportunity for interaction that is personal and private. 
These human activities are common to us all and connect us to 
one another. They also provide evidence of the progression of an 
illness or the return to health. Do they not require the same con-
sideration, knowledge, and skill as other nursing activities? If so, 
why are they relegated to nursing fundamentals texts or personnel 
without the requisite caring knowledge and skills? 
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Affi liation needs  refer to persons’ needs for belonging and member-
ship in families or other social contexts. Many consider this factor a com-
ponent of basic human needs, but it emerged as an independent factor, 
explaining 6.2% of the variance in caring (Duffy et al., 2007). Patients 
in this sample perceived nurses as caring when they were responsive to 
their families and allowed them to be engaged in the health care situa-
tion, including decision making. Other nursing theorists have spoken to 
the importance of families (Johnson, 1980; King, 2001; Watson, 1979), 
and the empirical literature is pointing to family involvement as an im-
portant component to patient healing (Campbell & Rudisill, 2006; Man-
gurten et al., 2006). Why is it, then, that patients are often marginalized 
from their signifi cant others during hospitalization? Whose interests are 
nurses serving? 

 The importance of families to the health and well-being of patients, 
particularly those who are hospitalized, is well recognized by pediat-
ric, obstetric, rehabilitation, psychiatric, and oncology nurses and as-
sociated health care facilities. For example, round-the-clock visitation, 
routine family meetings, and resources geared to the needs of family 
members are commonplace. Using these examples, nurses in all health 
care settings can appreciate and involve families as they care for ill 
persons. 

 These eight caring factors originated from Watson’s (1979, 1985) 
original work and were validated more recently in a study of 557 adults 
in 5 acute care institutions. Although limited by the sample and the set-
ting, the fi ndings provided some support for Watson’s and other nurs-
ing theorists’ views of nursing and were congruent with preliminary 
evidence. The factors are not necessarily used all at once or in equal 
fashion; rather, the individual patient and the situation inform the nurse 
in their appropriate use. 

 To that end, caring relationships can be viewed as multifaceted, 
comprised of several factors, and, when applied, induce positive 
feelings in recipients. In fact, the recipient’s reaction to a caring 
nurse is crucial because it is this emotion that guides future in-
teractions (and thus, the outcomes of care). In other words, the 
patient’s ability to progress is mediated somewhat by the feelings 
generated as a consequence of caring relationships. 
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 When the nurse authentically cares (versus acting out of obligation 
or mechanistically), positive attitudes are generated in the recipient (see 
Figure 4.2). 

 The nurse in Figure 4.2 is pictured as an octagon (simulating the 
eight caring factors). As he/she relates to the patient in a caring man-
ner, the patient registers that the help provided was genuine and sincere 
(and he/she feels “cared for”). This positive emotion allows the patient 
to relax and feel noticed and secure; it provides the foundation and leads 
the way to future caring interactions. Relationships comprised of the car-
ing factors benefi t not only patients but nurses themselves because shar-
ing oneself with another in an authentic mode is consciousness- raising;
one learns and grows as a human in caring relationships. 

 In an earlier work, Duffy (2003) spoke to the phases of caring rela-
tionships (see Figure 4.3).   Through the process of interaction, patients 
and nurses come together, communicate, and mutually express them-
selves. Over time, an authentic connection occurs that deepens the pa-
tient–nurse relationship beyond the two persons. In fact, in a genuine 
connection, the nurse recognizes his/ herself in the other. Watson (1979, 
1985) calls this type of relationship transpersonal.  Through sustained 
connection, the other becomes known;  the relationship transcends time 
and intensifi es to the point that allows the nurse to design unique inter-
ventions and even foresee patient and family needs. Knowing another 
provides the insight to detect potential problems early, to be protective, 

Figure 4.2 Recipients’ reaction to nurse caring.
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to allow anticipatory guidance and creative problem solving, and to fa-
cilitate healthy behaviors. This knowing phase is dependent on prior in-
teraction and connection and infl uences future interaction. The phases 
are dynamic and often overlap; they inform succeeding phases. 

 Effective use of the caring factors requires integration of external 
forces (education, experience, current research, role-modeling) with 
 internal awareness (self-knowledge). However, working in this manner is 
somewhat countercultural in this day of fast-paced, highly intense health 
care environments. As such, it requires the ability to tolerate some un-
certainty or ambiguity, remaining attentive and open-minded, and the 
courage to advocate for the expression of the caring factors as crucial to 
quality nursing care. Use of oneself in this way honors the individual and 
the profession of nursing as a life-giving energy source. Using the car-
ing factors through the interaction, connection, and knowing phases of 
caring relationships is the cornerstone of nursing that guides the imple-
mentation of all other activities. 

 THE PRACTICE OF NURSING USING 
THE QUALITY-CARING MODEL©

 The practice of professional nursing is essential to quality health out-
comes. It is the one continuous and stabilizing force in acute care institu-

Figure 4.3 Phases of caring relationships.

From “Caring Relationships and Evidence-Based Practice: Can They Co-Exist?” by 
J. Duffy, 2003, International Journal of Human Caring, 7(3), 45–49.
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tions that is available to patients and families 24 hours a day. Performing 
nursing according to a nursing model provides a foundation for decision 
making, nursing control over practice, direction for daily activities, and 
research and evaluation (see Table 4.2). 

 The Quality-Caring Model provides the practitioner with a set of 
concepts, parameters, and specifi c behaviors that guide thoughts and 
actions. First, it provides direction regarding human beings in terms of 
their relationships and considers these relationships necessary for human 
advancement. When a person seeks health care, his/ her  relationship-
 nature is extended to the health care situation and the nurse. The nurse, 
using his/ her own self-knowledge together with other worldly informa-
tion, interacts in a caring manner to engage the person in health-related 
matters. Effective use of the caring factors enables the patient–nurse 
relationship to transcend person and time adding a depth or third di-
mension that enhances the lives of both individuals. 

 Following the well-known nursing process (Yura & Walsh, 1967), as-
sessment is holistic with equal attention to all components of the human 
condition. The plan of care refl ects  both  physical and psychosocialcul-
turalspiritual issues and addresses them using the caring factors. These 
factors are independent functions of the nurse and presume ongoing 
interaction. The interaction is reciprocal and honors both individuals

BENEFITS OF A PROFESSIONAL PRACTICE MODEL

1. Nursing values provide the foundation for practice

2. RN control over practice decisions (autonomy)

3. Enhanced clinical outcomes

4. Shared leadership—RNs actively participate and have meaningful impact 
on decisions

5. RN responsibility and accountability for high-quality nursing practice 
within the realm of the nurse practice act

6. The model drives patient care

7. The model is used as a basis for research and evaluation of nursing care

8. Improved image of nursing

9. Enhanced RN job satisfaction

Table 4.2
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as unique and worthy of attention. Implementing the plan of care is 
accomplished in mutual interaction with patients and families and col-
laboratively with other health professionals; the caring factors remain 
the cornerstone of all transactions. Nurses’ primary role in this process 
is the creation and maintenance of caring relationships. Finally, eval-
uating care using the Quality-Caring Model is both formative (ongo-
ing) and summative (cumulative). During the provision of care, nurses 
through caring relationships validate patients’ progression toward health 
and revise care in collaboration with the patient and other health care 
providers. Throughout the process, nursing-sensitive outcomes such as 
comfort, functional status, knowledge, maintenance of human dignity, 
and safety are assessed to learn how well the patient’s needs were met 
and to inform future nursing practice. 

 A special consideration in the Quality-Caring Model is the dimen-
sion of time. It is considered a necessary aspect of caring relationships. 
Nurses are conditioned to being alert to signs and symptoms of future 
problems; such anticipation along with the many tasks required during 
an 8- or 12-hour shift keeps nurses’ attention always on the future. In 
this busyness the nurse often is trying to get somewhere or fi nish some-
thing in order to move on to the next task. Such a hurried, frantic pace 
makes present situations seem like impediments that can create impa-
tience and frustration. All too often nurses are so lost in the doing  that 
the being  (caring) of the profession is forgotten. Frequently, nurses are 
overheard saying, “There is never enough time.” 

 Another way to view this dilemma is to consider how nurses allo-
cate the time they have. The reality of clock time and tasks (doing) are 
important to quality patient care, but so is the present moment (being). 
It is in such moments that patients need to be heard, their pain com-
forted, their dignity honored. Furthermore, nurses as humans need to 
access that inner quiet found deep within often during the work shift to 
remember who they are (caring) and the meaning of their work. When 
nurses’ caring essence is balanced with their doing, a higher-quality 
nursing care is rendered. Imagine a busy nurse who has an intravenous 
catheter dripping the caring factors into him/ her during a work shift. 
While the actions/tasks may not change, how  they are implemented will 
be different. 

 Consider the following example. 

 I was assigned to take care of Mrs. Edy, a 55-year-old Caucasian woman 
who was scheduled for a revision of her colostomy. She had colon cancer 
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and this was the third revision. Apparently, it was leaking and infected. 
I had 4 other patients but during the admission process, we connected 
right away. As I was taking the history, I let her go on for a little while about 
her work as an accountant and her family. This allowed me to know her as 
a person not just “a case” going for surgery on our unit. I noticed her facial 
expressions as she talked; she was grimacing and frowning. I listened care-
fully to her story while she shared that she is tired of the same surgery and 
wonders if it will “work” this time. Settling her in her bed, I clarifi ed the 
procedure and the skill of the surgeon and then arranged her environment 
so that she felt at ease (pointing out my phone number, how the bathroom 
works, etc). She continued to talk and eventually shared that she wanted to 
be home for Christmas because her grandson was coming to visit. During 
the physical assessment, I noticed her abdominal scars and then I saw the 
colostomy for the fi rst time. I was disgusted at its appearance and smell. 
Mrs. Edy sensed my emotions and looked away saying how this surgery 
has humiliated her. She continued to say, “If only you knew me when I was 
well. I am no longer the same woman!” I asked how she is different. She 
says that she no longer can relate physically to her husband and feels use-
less as a woman. Using gentle touch and eye contact, I redressed the co-
lostomy. Then I asked her if she would like to talk to another woman who 
had a colostomy for colon cancer. She replied, “Maybe after my surgery.” 
After the assessment, as I was charting in the room, I asked her to tell me 
about her grandson. That was when she asked me if I had any children. 
I told her that I was looking forward to going home for my daughter’s 3rd 
birthday party. As I left her room, I thought about the courageousness 
of this woman who, although a little downhearted, continued to relate 
well to other human beings. I drew some strength for myself through this 
interaction. 

 The next afternoon, I was completing her post-op vital signs and dress-
ing checks and found her crying. During our interaction, she relayed to me 
her sadness about not being able to see her grandson grow up. I probed a 
little to fi nd out what she knew about her illness and found out that she as-
sumed from hearing of others that she would die within 6 months! I briefl y 
checked on my other 4 patients and then returned to her room. Using this 
opportunity, I suggested that we peruse together the literature (on the can-
cer unit) to see what options she had vis à vis treatment. When I went 
out to the nurses’ station, I checked her chart to see what the surgeon 
and oncologist had written about her cancer prognosis. Finding a decent 
prognosis (at least for the short term), I later discussed the information 
I had learned with Mrs. Edy. I found that she really did not understand her 
prognosis; during rounds, I asked her oncologist to talk to her and really 
explain what she had to look forward to. As I was refl ecting about Mrs. Edy 
on my way home from work, I felt happy with myself that perhaps I helped 
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her  rearrange her thinking about her illness. I also wondered how I would 
think if I had this disease. 

 This example occurred on a busy surgical fl oor; can you identify the 
caring factors the nurse used? Although this nurse had many tasks to 
accomplish, she understood that this moment with this patient was pri-
mary. As she worked effi ciently to complete the admission assessment 
and dress an offensive wound, she initiated a caring relationship by using 
several caring factors (human respect, attentive reassurance, healing en-
vironment) that allowed Mrs. Edy the freedom to express herself. The 
nurse, during a routine post-op assessment, used the caring relationship 
she initiated the prior day to help Mrs. Edy understand that her illness 
was not necessarily an immediate death sentence (mutual problem solv-
ing) and went on to involve her physician. While the tasks she performed 
were similar in nature to other nurses, this nurse added the depth of car-
ing to enrich the experience and both parties benefi ted. 

 Now consider the following example. 

 Mr. Malone was a 69-year-old male admitted to an oncology unit with late 
stage large cell lung cancer. He was somewhat short of breath with O2 
sats at 81. CXR revealed the tumor had invaded large portions of his lung 
parenchyma. He was placed on the oncology unit with a 100% rebreather 
mask. He had fi ve children, one of whom was a nurse. His condition did 
not improve and his nurse-daughter advocated for a DNR order. His secre-
tions increasingly became worse and dilaudid was considered. Although 
his daughter remained with him throughout the night, she rang the bell 
often for doses of IV Dilaudid to help his cough and breathing. I had 6 
patients and had all I could do to keep up with the constant medicating of 
Mr. Malone. So I medicated him each time and then left the room to let 
Mr. Malone and his daughter have privacy. This went on all night until he 
needed the medication every 20 minutes or so. At 4:30 A.M.  the daughter 
suggested that maybe an IV drip would be advantageous. Since it was close 
to change of shift I thought it best to discuss this with the day nurse who 
would see the physician on rounds. At 7:30 A.M.  the physician made rounds 
and found Mr. Malone’s lung fi elds to be fi lled with fl uid—he ordered Lasix 
and the daughter asked him about starting low dose Dilaudid I.V. to ease his 
discomfort. The physician agreed . . . 

 The day nurse came in around 9  A.M.  and asked the daughter “if she 
know what was going on?” The daughter understood the gravity of her fa-
ther’s condition and wanted to ensure his comfort during the dying process 
by maintaining a consistent Dilaudid level. However, she did not want to 
“snow” her father or cause lasting Dilaudid-induced side effects for there 
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was still some unfi nished family business. The nurse brought the  Dilaudid 
drip in and immediately set it at 4MG where it remained throughout the 
day. The nurse came in around 1  P.M. , observed the situation and left. 
Mr. Malone was visited that evening by the priest (whom his daughter 
called), his wife, and his other children. As I came on the night shift I saw 
Mr. Malone surrounded by his wife and children through the door. Since 
the daughter who was a nurse was present and I had fi ve other patients 
who were more aggressively ill, I attended to them. After all, Mr. Malone 
was a DNR, and he was comfortable. At 7:22 A.M. , the daughter came out 
to the nurses’ station to announce that her father had expired. I called 
the resident to do the pronouncement. We cleaned him up, although the 
daughter had already removed his rebreather mask, and sent him to the 
morgue. I felt heavy hearted as I left work that morning. 

 This example occurred on a busy oncology unit. What caring factors 
are present? How would you rate Mr. Malone’s nursing care? The nar-
rative provides a view of a busy nurse doing the best she can to care for 
several patients. Despite this fact, Mr. Malone and his family are impor-
tant persons with a crucial life situation facing them. They are focused 
on his dying process and the impending loss to the family and do not un-
derstand the workload of the nurse. Should they? Can you suggest alter-
native ways the nurse could have related to this patient and his family? 

 The two preceding illustrations of nursing practice were provided to 
demonstrate how the use of caring factors attends to the intrinsic value 
of both patients and nurses. In the fi rst instance, the nurse used sev-
eral caring factors during the admission process to gather facts, engage 
the patient, and set the stage for future interactions. Moreover, she left 
the patient with her dignity intact and with some encouragement for the 
immediate future. On the next day, the patient felt comfortable open-
ing up to the nurse and through mutual problem solving, the nurse was 
able to help the patient think differently about her illness. In the second 
example, the nurse did not engage the patient or the daughter. In fact, 
she doesn’t even relay whether the patient was conscious! She is very 
concerned about all her patients, but in her busyness, she doesn’t see the 
person who is dying at this moment and how that is impacting his daugh-
ter. She remains detached from him (unconscious) and is driven by the 
many tasks she has to accomplish during her shift. 

 How do these nursing situations impact the nurse? The fi rst feels 
strengthened after the interaction with Mrs. Edy, but the second nurse 
is gloomy and sullen. Doing,  even if one completes all tasks, is never 
enough if being  is not at the core of the actions. The Quality-Caring 
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Model centers on the being  of nursing practice for it is proposed as 
the key to caring relationships. Use of the caring factors throughout 
the nursing process changes the paradigm of nursing from biomedical 
procedures to holistic caring relationships that advance human systems. 
Imagine the collective practice of nursing where all nurses are authenti-
cally present to themselves and their patients! 

 SUMMARY 

 The impact of illness on patients and families was highlighted in this 
chapter with special emphasis on the threats to personal meanings and 
how the health care system can sometimes add to suffering. Caring in-
tention as a prerequisite to actual behavior was differentiated from the 
desire to care and develops through one’s lived experiences. Specifi c 
attitudes and meanings of caring attained through experience, formal 
learning, self-refl ecting, and observing others comprise one’s intention 
to care. Such intention generates positive behaviors on the part of the 
nurse. Eight caring factors, preliminarily validated through research, 
were explained in detail with examples provided. It is hypothesized that 
use of these factors engenders positive feelings in the recipient that in-
forms future interactions and advancement toward health. Acting in this 
manner also benefi ts the nurse in terms of professional growth. Using 
the Quality-Caring Model in practice was explained with special em-
phasis on the time dimension. The importance of balancing doing  with 
being  creates a higher-quality nursing care that can be delivered. Two 
contrasting examples provide a more in-depth glimpse of the Quality-
Caring Model in action. Nursing is presented as a blend of doing and 
being that raises the holistic nature of humans (nurses and patients) to 
a higher level. 

 CALLS TO ACTION 

Illness exposes patients and their families to threats—physiologi-
cal, societal, and personal—that render them vulnerable. The 
health care system unknowingly adds to this risk by setting up the 
conditions for adverse outcomes.   Eliminate  one condition at your 

(continued)
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institution that could infl uence adverse outcomes for patients, 
families, or students. 

Aware, fully integrated persons are more apt to direct their 
intentions toward another in a caring manner; resulting behaviors 
become more genuine.   Read  Schlitz, M. M., Vieten, C., & Amorok, 
T. (2007).  Living deeply: The art and science of transformation in 
everyday life.  Oakland, CA: New Harbinger Publications, Inc. 

Keeping in mind that human persons who are ill (regardless of 
their age, physical or mental capacity, or social status) are mothers, 
fathers, sons, daughters, grandmothers and grandfathers, hold soci-
etal roles, and are members of unique communities is crucial. View-
ing patients this way, in spite of their weakened state, helps nurses 
to appreciate the totality of patients, including their signifi cance 
to others. Observing and remaining conscious—even taking plea-
sure in patients’ roles and responsibilities when they are not ill—
 preserves their honor.   Get more information  about your patients’ 
roles and responsibilities in their families and their communities. 

The caring factors, when used expertly, facilitate a different 
form of patient–nurse relationship. This transformed relationship 
goes beyond person and time, adding a third dimension, depth, that 
enriches the lives of both individuals.   Master  the caring factors. 

The duality of doing (tasks) and being (authentic use of self 
in the moment) at the same time is crucial to quality patient care. 
Nurses who integrate the two create meaning, are comforting, and 
affi rm human dignity.   Practice  being and doing together. 

 Refl ective Questions/Applications for Students 

 1.  Discuss how a pediatric patient who is hospitalized for acute 
asthma can alter the family system. 

 2.  Consider the last patient you took care of. How do you think 
the experience of illness (or health) altered this person’s view of 
his/ her self? 
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3.  Explain the word  intention.  What lived experiences can you 
point to that informed your caring intention? 

   4.  Using a real patient situation, describe how the caring fac-
tors could have been used to enrich the patient and family 
 experience. 

   5.  Describe the phases of caring relationships. Provide examples 
of each phase. 

   6.  Answer the following questions. 
■  In what ways does the timing of baths/daily weights/assess-

ments at your institution honor the individual needs of 
 patients? 

■  What proactive measures do you engage in to assist patients 
with pain relief? 

■  How do you center yourself in order to focus with intention 
on patient/families? 

■  In what ways do you demonstrate knowledge and awareness 
of caring principles? 

■  Do you make professional decisions in the best interest of 
 patients/families? 

   7.  Using the case of Mr. Malone, answer the following questions. 
Who was the patient? Did Mr. Malone receive  professional
nursing care? Why or why not? 

 Refl ective Questions/Applications for Educators 

8.  How would you sensitize nursing students to the vulnerabili-
ties of illness? 

9.  What teaching strategies are effective for integrating caring 
factors with technical skills? 

 10.  When should the caring factors be taught in a four-year under-
graduate program? A graduate program? What about an As-
sociates Degree program? 

 Refl ective Questions/Applications for Nurse Leaders 

 11.  Beginning with the admission assessment, does nursing prac-
tice in your organization require revision? 

 12.  What is the best way to engage staff nurses in discussions about 
the caring factors? 
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 13.  What family visitation policies exist at your institution? Do 
they take into consideration the affi liation needs as stated in 
the Quality-Caring Model? 

 14.  How do you know your patients feel “cared for?” 
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  5  Caring for Each Other 

 Coming together is a beginning. Keeping together is progress. Working 
together is success. 

 —Henry Ford 

  Keywords: collegial relationships, collaborative relationships, 
interprofessional practice 

 THE CRITICAL CHALLENGE OF COLLEAGUESHIP 

 Professional nurses today are a multigenerational, diverse working 
group with individual psychosocioculturalspiritual characteristics. In 
addition, they are caring for the most complex, diverse, acute, and 
chronically ill population this nation has ever seen. They supervise un-
licensed personnel, chase down equipment and supplies, coordinate 
health care teams, sort through and document on numerous medical 
records, and are overwhelmed by tasks. Meanwhile, the economic con-
straints of managed care have forced hospitals to concentrate on cost 
containment and restructuring efforts, many of which have resulted in 
overworked professional nurses. Acute care professional nurses today 
are frequently working at the interface between the effi ciency needs of 
the health care system and the human caring needs of the populations 
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they serve. In this environment, there is enormous responsibility, high 
intensity, and workplace tension. 

 Complicating these system diffi culties are nursing-specifi c con-
cerns that plague the workforce. Currently, hospitals have an estimated 
116,000 registered nurse vacancies and by 2020, the United States will 
face a projected shortage of one million registered nurses (American 
Hospital Association, 2008). Younger nurses are demanding more fl ex-
ible work schedules, while others still are choosing careers outside of 
nursing altogether. Furthermore, recruitment and retention issues, in-
tershift confl ict, and nurse scheduling practices prohibit continuity of 
care. Finally, there are tremendous pressures to conform to the system 
and “pay your dues.” 

 To make matters worse, intraprofessional insensitivities exist in prac-
tice, administration, and academia. Horizontal violence among peers is 
sadly prevalent and includes gossiping, insults, sabotaging behavior, iso-
lating behaviors, and even creating uneven work assignments (Christ-
mas, 2007). Disrespect and lack of support, verbal abuse (Ferns & 
Meerabeau, 2008), violence, and even bullying tactics have appeared 
in the recent literature (Lewis, 2006). These activities can take many 
forms, from deliberate lying to blaming, manipulation, and aggressive 
acts in the workplace. In one qualitative study of nursing intraprofes-
sional relationships, the fi ndings indicated that over time many nurses 
become resilient to the effect of interpersonal workplace confl ict 
 (Duddle & Boughton, 2007). Furthermore, nursing managers are often 
at a loss at how to intervene during such confl icts, and many times they 
are the source of them. In nursing education, studies of incivility in both 
students and faculty are discouraging (Clark, 2007, 2008; Ehrmann, 
2005).

 One example of such behavior recently occurred in an acute care 
hospital. Two nurses at shift report were angrily yelling at each other 
in the nurses’ station regarding the assignment of the oncoming nurse. 
This occurred during the early morning hours and was witnessed by new 
graduates, students, patients and families, physicians, and other RNs. 
The verbal abuse was profound and escalated to a level that was ex-
tremely unprofessional. Sadly, no one intervened, and it lasted several 
minutes, disrupting the unit and leaving bad feelings, especially among 
the new graduate nurses. 

 Another example from academia occurred in a midsized school of 
nursing. A young faculty member who was writing a proposal for fund-
ing asked a senior, tenured professor to review her application and offer 
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suggestions for improvement. While the more senior professor indicated
she would gladly critique the young professor’s work, she returned it 
within 20 minutes with a couple of spelling errors highlighted. It was 
obvious that the senior professor did not take this request seriously, 
and the younger professor was left without the guidance she needed 
to submit her proposal; one might even go so far as to say that she was 
sabotaged. The senior professor verbally indicated her willingness to 
help but nonverbally did not complete the work. Such actions do not 
generate feelings of “being cared for”; rather, they harm future interac-
tions. Working this way goes against the norms of the profession and can 
be a source of ongoing confl ict for nurses. Furthermore, Marshall and 
Robson (2005) report that such confl ict often goes unacknowledged, re-
sulting in mistrust and anxiety that are signifi cant contributors to unsafe 
work cultures. 

 Ordinarily, in the work environment, members of a similar profes-
sion are known as colleagues. The word colleagueship,  however, has a 
deeper meaning and speaks to respect for a fellow colleague’s contri-
bution to the work. The Minnesota Nurses Association (1999), in their 
position statement Colleagueship in Nursing Practice,  highlights that 
nurses individually and collectively display collegial behaviors when 
they reach mutual agreements regarding patient care, consult with 
each other, and collaboratively create environments that sustain pro-
fessional growth. 

 COLLABORATIVE RELATIONSHIPS 

 Professional nurses are already connected to one another by the com-
mon bond of caring for patients and families and the many nursing-
specifi c practices and artifacts that dominate the profession. This 
connection offers a unique opportunity for nurses to come together 
and, through caring, create higher-level expressions of human interac-
tion. While colleagues typically are associated through common work, 
being collaborative  has a stronger meaning. It denotes a commitment 
to working together—sharing knowledge, observing role models, mak-
ing decisions together, rooting for one another—these are all ways that 
professional nurses demonstrate a collaborative nature. Being collab-
orative  suggests a higher form of relating to another such that mutual 
goals are attained (in this case, what’s in the best interest of the patient 
and family). 
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 Just as nurses’ progress through the phases of caring relationships 
with patients and families, so too do they advance caring relationships 
with fellow nurses and other health professionals. Using the caring fac-
tors and interacting frequently over time, deeper connections form that 
advance to knowing the other. When one is  known,  interactions become 
more natural and supportive. Oftentimes, responsibilities are shared and 
projects implemented that support the progress of the partners. 

 One pivotal relationship that appears frequently in the literature is 
the nurse–physician relationship. In the acute care area in particular, 
this relationship is crucial to the delivery of safe and quality patient care. 
Several studies have linked improved patient outcomes and improved 
nurse satisfaction to collaborative nurse–physician relationships (Baggs, 
Ryan, Phelps, Richeson, & Johnson, 1992; Knaus, Draper, Wagner, & 
Zimmerman, 1986; Scott, Sochalski, & Aiken, 1999; Shortell, Rosseau, 
Gillies, Devers, & Simons, 1992). As nurses and physicians interact 
through open communication, they share common tasks, seek the opin-
ions of the other, and work cohesively for the benefi t of the patient and 
family. Collaboration is a genuine process that preserves the professional 
identity and humanness of the partners. Just as self-knowing/caring and 
use of the caring factors enhances the patient–nurse and nurse–nurse 
relationships, so too do they infl uence the nurse–physician relationship. 
Genuine collaborative relationships break down walls of separation be-
tween health care providers and form interdependencies among them 
that positively infl uence patients. The Quality-Caring Model© asserts 
that nurses accept responsibility for and implement healthy, caring in-
terpersonal relationships with each other and members of the health 
care team. Doing so has the potential to enhance patient outcomes, af-
fi rm each health care team member’s unique contribution, and increase 
work satisfaction. 

Collaboration  is an advanced form of relating that requires in-
tention, ongoing interaction, connection, and knowing the other, 
similar to the phases of caring nurses’ use with patients. True col-
laboration is a process initiated in relationships that, when nurtured 
(using the caring factors) over time, enable shared responsibility 
and decision making for patient care. The nature of relationships 
among professional nurses can advance or hinder patient and fam-
ily outcomes as well as the profession. 



 Chapter 5 Caring for Each Other 89

 A CARING APPROACH TO 
INTERPROFESSIONAL PRACTICE 

 “Interprofessional practice refers to a highly integrated framework for 
collaboration among professionals” (Geva, Barsky, & Westernoff, 2000, 
p. 3). Through patient and family assessments and interventions, pro-
fessionals develop common objectives for the work, and then, through 
the process of authentic collaboration (a form of caring), a consensus 
develops in terms of a shared treatment plan. This approach uses a “we” 
versus an “I” frame of reference and works best when the professionals 
can think broadly (systems thinking) and in a learning mode. And, if 
taken to the ultimate level, the patient and family are considered part 
of the team. One good tool for performing this way is evidence-based 
 practice—it shares a common language and is oriented toward what’s 
best for the patient. Although emerging from interprofessional educa-
tion, interprofessional practice (IP) is a natural next step in the improve-
ment of services for complex patients and families. 

 Just as patients and families have unique characteristics, so too do 
members of the health care team. In the workplace, health care team 
members bring their unique life experiences, including the psychosocio-
culturalspiritual perspectives that defi ne them. They also have specifi c 
educational and credentialing backgrounds that ground their practice. 
For example, one source in England reported that physician-initiated 
interactions focused on giving information  or instructions, while nurse-
initiated interactions took on the form of requesting information  or or-
ders (Reeves & Lewin, 2004). These are behaviors based on old roles 
where nursing was considered a part of medicine versus its own com-
plementary profession. These differing perspectives can be a source of 
frustration when power or politics (turf wars) get in the way, or they can 
provide a more holistic perspective from which to deliver high-quality 
patient care. Thus, crucial to providing high-quality care is the affi rma-
tion and appreciation of each other’s unique scope of practice and con-
tribution. Using the caring factors nurses are so intimate with can assist 
in initiating, cultivating, and sustaining the collaborative relationships 
necessary for IP. 

Mutual problem solving  includes conferring about how best to ap-
proach the patient and solve his/her health problems. Helping each other 
understand, exploring alternative approaches, brainstorming together, 
and checking in with each other provide the foundation for expert care. 
Accepting constructive feedback and experimenting with different ways 
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to provide care are also important collaborative behaviors. Implicit in 
this factor is the ability of nurses to seek out other health care provid-
ers, including physicians, to learn their views and goals for patient care. 
Making the effort to participate with physicians on patient rounds is an 
example of this behavior. 

 Using  attentive reassurance  with other health professionals implies 
accessibility and optimism. Slowing down enough to notice the other 
and confi dently work together is enriching. Displaying behaviors that 
suggest acceptance such as calling the other by name is a demonstration 
of human respect,  another caring factor that enhances the relationship. 
Conveying an encouraging manner  that is enthusiastic and supportive 
can instill trust and belief in the other.  Appreciating the unique mean-
ings  that each health care provider brings to the health care situation 
lets the other know the importance of his/her role and helps them feel 
understood.

 Creating a  healing environment  as it relates to interprofessional 
practice considers the setting where patient care is taking place and the 
factors related to employee privacy and safety. It also refers to features 
such as the appropriate norms of behavior. The dominant biomedical, 
highly intense, and rushed physical environment of acute care does not 
always promote full attention on human beings, including other, open 
communication, and sharing of ideas. 

 Nurses set the tone on patient care units and can “make or break” 
other health care providers as they try to deliver care. Just imag-
ine July 1st in academic health centers where all the new interns 
are facing their fi rst real assignments. Nurses can facilitate their 
transition or thwart it. Creating an atmosphere where these young 
physicians feel at home on a particular department and are com-
municated with as valued team members can ease the way for them 
as well as provide the groundwork for future nurse–physician re-
lationships. Taking the responsibility to ensure a safe and private 
place to practice and creating a culture of teamwork are caring 
behaviors that fall within the realm of professional nursing. 

 A good example of taking responsibility for the practice on a unit 
was recently reported by Carter et al. (2008). Nurses on a particular unit 
were concerned that the new graduates were so focused on their list of 
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activities to be accomplished that caring behaviors were devalued, thus 
creating a task-oriented versus the more preferable person-oriented 
environment. They acted on their observations and completed a study 
using focus group methodology to compare patients’ and nurses’ caring 
perceptions. Findings included that “caring for each other was essential 
to keep staff energized and able to work lovingly with patients” (p. 57). 
They then used these data to invigorate the nursing staff using several 
initiatives.

Basic human needs  and  affi liation needs  are important to health care 
providers as well as patients. Ensuring fellow nurses get to lunch or take 
bathroom breaks, working with each other for special scheduling needs, 
and remembering to affi rm each other honor the humanness of us all. 

 Using the caring factors as a framework for IP sets the tone for future 
interactions and creates positive emotions that generate ease in the work 
setting. The many professions involved in patient care share responsibil-
ity, lessening individual stress and burden. Professional nurses who are 
experts in caring can make the difference in interprofessional practice. 

 USING THE QUALITY-CARING MODEL TO ADVANCE 
INTERPROFESSIONAL PRACTICE 

 Caring for each other nurse to nurse and interprofessionally is essential 
to quality health outcomes. It is depicted in the Quality-Caring Model 
as an integral relationship and has benefi ts not only for the patient and 
family but for health care providers as well. As a group of like-minded 
professionals seeking to care for patients in need, the integrated nurse 
(one who has balanced his/her self-knowledge together with worldly 
knowledge) who uses the caring factors enables collaborative relation-
ships to fl ourish. 

 Seeking out other health professionals, willingly sharing assess-
ment data, asking for clarifi cation, actively listening to explanations, 
participating in patient care rounds or performance improvement 
meetings, keeping each other apprised of changes in conditions, 
being  collaborative, making suggestions, and accepting feedback 
are all collaborative caring behaviors. 
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 Consider the following example: 

 A young 29-year-old couple who had just given birth to their fi rstborn were 
recovering on a postpartum unit of a large Magnet (American Hospital 
Association, 2008) hospital in the Midwest. As described by them, “The 
pediatrician made a point of telling us many times to keep the infant on 
his back. A very overbearing nurse kept placing the child on his side. 
When the father asked about the discrepancy, the nurse said that ‘side-
lying is a tradition that I fi nd best.’ Confused, the father asked the pedia-
trician who said, ‘I know . . . we fi ght with the nurses all the time about 
this.’ In addition, when the pediatrician asked this nurse for the results 
of the bilirubin test she ordered, the nurse said, ‘You didn’t order it.’ The 
pediatrician went over to the computer, found the order, and relayed 
her fi ndings to the nurse. The nurse then hurried on out to complete 
the order. The pediatrician commented, ‘Sometimes, I just don’t get it.’ ” 
The couple relayed that this tension between the professions caused 
them to lose confi dence in the nurse, and it affected all the remaining 
interactions with her. Although these examples don’t seem like big is-
sues, the couple found it unnecessary and frightening to the point that 
they “didn’t allow the baby out of my sight.” It was obvious to them that 
the physicians and nurses did not get along, were untrustworthy, and in-
consistent in their instructions. This added to their stress and caused bad 
feelings. 

 While this example is unfortunate, others exist that show positive 
collaboration among professionals and highlight how this impacts out-
comes. At the Washington Hospital Center in Washington, DC, for 
example, a performance improvement initiative comprised of nursing 
staff, physicians, respiratory therapy, a social worker, pharmacists, nu-
trition support care, spiritual care, utilization review staff, the patient 
advocate, and infection control was formed on a medical intensive care 
unit to facilitate joint protocols and practices. Creative interventions 
were developed by the team addressing patients who were extubated, 
sedated, or were experiencing long-term ventilator weaning. Daily goal 
sheets and a specialty cart were used to keep everyone focused. Cham-
pions were appointed for each protocol, the team was educated together, 
and the entire team held the group accountable. Despite the fact that an 
increased number of mechanically ventilated patients were admitted to 
the unit, a decrease in overall length of stay from 6.2 to 3.6 days was 
realized. The mechanically ventilated patients’ mean length of stay de-
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creased from 9.5 to 6 days, and mortality decreased from 36% to 23%. 
Even more impressive, ventilator-associated pneumonia consistently re-
mained below the Center for Disease Control’s (CDC’s) 50th percentile. 
Implementing these initiatives in the medical intensive care unit saved 
the organization $8 million per year. This group also tackled a catheter-
related bloodstream infection rate (CR-BSI) consistently above the 
CDC’s 90th percentile. As a result of information gained at an inter-
national symposium, staff introduced the idea of a central line inser-
tion bundle to the unit’s Performance Improvement Committee. The 
bundle consisted of a partnership between nurses and physicians using 
a checklist that prompts adherence, physician education on central line 
technique and site selection, assisted central line insertion (two-person 
procedure—RN observer) with equipment cart and checklist, maximum 
barrier protection, procedural pause, and empowerment and account-
ability of the RN to stop the procedure for any breaks in technique. 
Unit-based CR-BSI rates were posted monthly and discussed in staff 
meetings. Collaboration between the Infection Control Department 
and nursing identifi ed a nurse champion for the bundle and an infec-
tion control liaison to report isolation status and necessary precautions 
for all patients daily. Each day on rounds, all central venous catheters 
were evaluated for necessity, site, and catheter day. This collaboration 
between multiple health care professionals resulted in a decrease in pri-
mary bloodstream infections per 1,000 catheter days from 18 to 0! 

 Another example of positive collaboration among colleagues occurred 
in a public health study in which nurses and teachers collaborated on an 
instructional program on farm safety for use in high schools (Reed & 
Kidd, 2004). While problems in recruitment hampered the two -group 
controlled design, fi ndings demonstrated the benefi t of the program. 
Of importance to this discussion is the genuine collaboration between 
secondary school teachers and nurse researchers; working together they 
were able to enrich the curriculum. 

 Another innovative program, the  Workforce Environment (WE) 
Governance Board,  was developed in an academic-service partner-
ship model to meet the goals of improving the RN work environment 
and improving selected patient outcomes (Latham, Hogan, & Ringl, 
2008). Through a mentoring program, the authors built a team of in-
formal leaders who would serve to change the unit culture to one of 
positive and relational support. An improved relationship between aca-
demia and health care service included mutual respect and improved 
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 resource sharing. The university adopted course content, and the  nurse-
to-nurse support fostered in this program improved the workplace 
environment. 

 Using forums such as “Schwartz Rounds” to openly dialogue about 
the struggles that health professionals share in specifi c patient situations 
has offered participating institutions an avenue for better understand-
ing and compassion (The Kenneth B. Schwartz Center, 2007). Finally, 
working together to improve and accelerate clinical science offers health 
care professionals opportunities to test common conceptual frameworks 
(Grey & Connolly, 2008). Called  transdisciplinary,  such collaboration 
crosses disciplinary lines and is sometimes controversial. Yet, clinical 
problems, particularly in those chronic persons whose conditions tra-
verse inpatient and community settings, warrant innovative ideas that 
can quickly lead to practice changes. 

 The Quality-Caring Model advances the notion that intra- and in-
terprofessional collaboration positively impacts health care outcomes 
and is a nursing responsibility. Using the caring factors in the day-to-day 
interactions with colleagues fosters healing environments that may con-
tribute to improved quality of work life, enhanced clinical research, and 
earlier advances in patient care. 

 SUMMARY 

 Despite the importance of colleagueship between nurses and other 
members of the health care team, interprofessional insensitivities exist 
that diminish health care outcomes. Mutual consultation and agreement 
among nurses regarding aspects of patient care were stressed as a method 
for improving colleagueship. A special form of relationship among health 
professionals, collaboration,  was defi ned and linked to caring behaviors. 
True collaboration through the use of the caring factors was emphasized 
as a nursing responsibility. 

 Examples of positive and negative interprofessional practice (IP) and 
an integrated approach to collaborative practice were presented. The 
perspectives of each member, when honored, nurture IP and provide 
a context for authentic collaboration. Contrasting examples of IP were 
presented to provide additional insight for authentic collaboration. Fi-
nally, transdisciplinary research was presented as an avenue to advanced 
patient care. 
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 CALLS TO ACTION 

Through nursing’s common traditions, artifacts, language, and ac-
tions, professional nurses are already linked to each other. This ex-
ceptional bond offers a unique opportunity for nurses to generate 
even more advanced relationships—those that emanate from its 
caring base.   Appreciate  the value of nursing’s shared heritage. 

To attain superior patient and family health care goals, “being 
collaborative” is necessary. Being collaborative suggests a shared, 
reciprocal relationship that is focused on the common goal of im-
proving patient outcomes. Share  your true self with the health 
care team. 

True collaboration, while mutual, also acknowledges the hu-
manness of the individual partners while safeguarding the iden-
tity of the represented professionals. Become familiar  with other 
health care professionals’ obligations. 

Reliably implementing caring interpersonal relationships—
both with patients and families and with members of the health 
care team—is a nursing responsibility according to the Quality-
Caring Model. Practicing this way contributes to positive patient 
outcomes, upholds each health care team member’s unique contri-
bution, and may increase work satisfaction.   Appraise  the consis-
tency of your own interprofessional behavior. 

Mutual problem solving suggests that professional nurses ac-
tively search out other health care providers to fi gure out together 
how best to help patients, to understand alternative views, and 
to jointly sort out clinical problems. Reaching out to health team 
members to actively listen, making the effort to participate with 
physicians on patient rounds, investigating lab results or other 
diagnostic tests, and energetically dialoguing about clinical is-
sues are examples of this behavior. Seek out other health care 
 professionals. 

(continued)
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 Refl ective Questions/Applications for Students 

   1.  Consider the term  horizontal violence  as it relates to profes-
sional nurses. Explain its meaning, including aggressive acts 
and bullying. 

   2.  Differentiate between  colleagueship  and  collaboration.
   3.  How do nurses demonstrate collaboration on your unit? 
   4.  Explain how physician and nurse perspectives may differ in the 

care of specifi c patient populations. 
   5.  Describe interprofessional practice. 
   6.  How would you incorporate the patient into your interprofes-

sional team? 
   7.  List at least 5 ways professional nurses are connected to each 

other. 
   8.  Discuss how interprofessional relationships can hinder or ad-

vance patient outcomes. 

 Refl ective Questions/Applications for Educators 

   9.  Examine the literature for best evidence regarding teaching 
and learning about interprofessional relationships. 

 10.  Design learning experiences for undergraduate and graduate 
nursing students on interprofessional relationships. 

 11.  List the collaborative research projects in which you are 
involved.

 Refl ective Questions/Applications for Nurse Leaders 

 12.  How do you as a nurse leader deal with workplace violence? 
 13.  Describe how staff nurses in your organization make new 

house staff feel welcome on their units. 
 14.  What forums currently exist at your institution that promote 

nurse–physician collaborative relationships? 
15.  Describe specifi cally how the Quality-Caring Model can assist 

you in improving interprofessional practice at your organization. 

Collaborative relationships mature when poised, well-integrated 
professional nurses use the caring factors in daily practice.   Choose  
to implement the caring factors with health team members. 
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16.  In what ways does the organizational culture at your institu-
tion demonstrate support for interprofessional practice—be 
specifi c. 
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  6  Caring for Communities 

 In and through community lies the salvation of the world. 
— M. Scott Peck 

  Keywords: community, caring communities, community capacity 

 THE NATURE OF COMMUNITY 

 As interacting beings, humans relate to each other throughout their 
lives in larger groups such as families, neighborhoods, places of worship, 
work, school, recreation, and today, online. As a member of a group, 
one shares a specifi c setting and similar characteristics with other indi-
viduals, and relationships among the members of a group are core to its 
sustainability. Traditionally, communities were defi ned as physical places 
or certain geographic regions where shared histories, local values, and 
cultural norms created a sense of belonging. However, communities 
can also be defi ned by occupation, such as a community of farmers or 
a retirement community. They can also be defi ned by a special interest, 
such as a community of users of a common software program. Usually, 
a community shares demographics, common attitudes, and values, has a 
known way of communicating and making decisions, and utilizes com-
mon resources. Over time, the word community  has evolved to mean a 
“sense of community” or “being in community” (McMillan & Chavis,
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1986). In this defi nition, four elements work together to create the 
meaning of community. They are: membership, infl uence, integration 
and fulfi llment of needs, and shared emotional connections. Member-
ship is further understood by parameters (such as language, dress, and 
rituals), emotional safety, a sense of belonging and identifi cation, per-
sonal investment, and a common symbol system. To have this awareness 
of community, according to McMillan and Chavis (1986), one must feel 
empowered to have infl uence. 

 This latter defi nition of community has been used in the workplace 
to describe the network of relationships in which one is connected. In 
nursing, for example, professional organizations and even shared gover-
nance councils can be viewed as communities. According to Peck (1987), 
a true community demonstrates deep respect and authentic listening for 
the needs of others. He went on to say that inclusivity (accepting each 
other), commitment to a shared vision, and consensual decision making 
are hallmarks of true communities. Whatever defi nition one chooses to 
characterize communities, most include three factors: people, place, and 
function (Shuster & Goeppinger, 2004). 

 Today’s traditional communities are facing tremendous pressures. 
Diverse members of society are residing in changing neighborhoods 
often without supportive extended families; they have to commute long 
distances to work, often in nauseating traffi c. Places are evolving— earlier
rural environments have become almost cosmopolitan, while services 
have not kept pace. Environmental issues such as poor quality air, water 
and sewage, climate change, and decreased energy sources are crop-
ping up without real solutions. Functions of communities are different 
as jobs change and new ones replace them, sometimes resulting in lower 
tax revenues, school problems, crime and violence, and environmental 
toxins. The forces of globalization and Internet communication have 
disconnected local economies and fractured face-to-face contact. These 
stressors often lead to less engagement in community service and even-
tual frustration, apathy, and stagnation as community members begin to 
feel powerless over their changing circumstances. 

 For example, a rural fi shing community of 1,200 people within 2.5 
hours of a major city has seen a large infl ux of wealthier retirees. These 
older retirees are demanding high-quality health services, shopping 
and restaurant venues, and changes in how the land is used, including 
the building of large homes on the waterfront with fertilized lawns and 
water runoff. These changes have impacted the fi shing industry (which 
is the livelihood of the local community) in terms of decreased supply 
and challenged the local health care services. Animated community 
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meetings between the locals and the “come here’s” have produced bad 
feelings, created several tax increases and enforcement of a new policy 
related to septic systems, and forced some local store owners to yield 
to the bigger chains. Unfortunately, the local fi sherman do not see the 
value of improved services or new stores (for their community was just 
fi ne before the “come here’s” arrived), so they often petition the town 
council to abandon plans for improved services. The overall function of 
this community as a fi shing/farming town is changing. New people are 
moving in, stores and restaurants are opening, and the fi sh population 
is dwindling. This has forced the state to restrict fi shing to ensure the 
future of the fi sh population. The locals are losing their livelihood, and 
the “come here’s” are viewed as the reason. Such a situation represents a 
vicious circle of frustration that threatens to stagnate the local economy 
and spirit of this community. 

 Caring communities on the other hand support human capital and 
contribute to the welfare and development of community members 
(Eisler, 2007). They focus on the needs of members and work to nourish 
and strengthen their talents, their quality of life, and their connected 
relationships, ultimately tackling the problems they face. In this way, 
communities remain healthy with a preserved sense of shared identity. 

 CARING COMMUNITIES 

 In a provocative book titled  Reclaiming Higher Ground,  Lance Secre-
tan (1997) reminds us that communities, whose members see the whole 
and give more than they take, can change not only themselves but oth-
ers, including the larger world. According to Secretan, deriving meaning 
through work and also through authentic community involvement  is a 
need of the soul. 

 Commitment of time and energy in true community partnership 
is a form of caring that is benefi cial for health care professionals 
who often use their strengths only in the work environment. It is 
important to remember that the workplace is a part of the larger 
community and often is supported fi nancially by it. By actively 
participating in the larger community, health care professionals 
are contributing to the health of the local population and their 
own personal growth. 
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 Caring communities can take on many forms. A fundamental prin-
ciple is enabling members  through information and education, estab-
lishing linkages, and organizing and procuring resources. The key to 
caring communities is the network of relationships among members 
and the informal day-to-day exchanges that occur among them. When 
relationships among members of a community are of a caring nature, 
individuals feel safe and dignifi ed, resulting in richer public events. 
Because most community involvement is voluntary, it is important that 
members see the value of their participation so that continued move-
ment is possible. 

 One form of caring communities is the practice community. Prac-
tice communities are groups of people who engage in collective learning 
about a shared domain. Usually they have a particular passion for the do-
main and engage in joint activities to learn together how to do it better. 
Members are usually practitioners of some sort who build relationships 
with each other to further their interest in the discipline (Wenger, 1998). 
According to Wenger, who fi rst coined the term community of practice,
members of a practice community learn from each other through rela-
tionship in informal exchanges. Leading companies have used such com-
munities to augment knowledge development and innovation (Lesser & 
Storck, 2001). Practice communities in health care, for example, might 
be formed based on redesigning patient care delivery systems, the use 
of a common instrument, or combining resources to achieve a cost sav-
ing. The value of cultivating such communities could be tremendous in 
terms of decreasing rework, increasing innovation, and increasing pa-
tient satisfaction. 

 Many initiatives are ongoing in health care to increase participa-
tion by providers in larger community groups. For example, one vice 
president for nursing in the mid-Atlantic region who understands this 
concept has encouraged her staff to contribute to the local community 
by recognizing them through specialized reward systems for their com-
munity efforts. Their contributions have led to decreased risk factors for 
cardiovascular disease, improved access to prenatal care, and increased 
adolescent knowledge about chronic diseases, all contributors to healthy 
communities.

 Nurse educators use service-learning concepts as strategies to 
bridge the gap between classroom and community. One example of 
this is the work of Dr. Anne E. Belcher, DNS, RN, at Indiana Uni-
versity (Indiana University, 2006). Since the mid-1980s, Dr. Belcher 
has designed activities that drew her undergraduate nursing students 
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out of the classroom and into the community where they could learn 
nursing in the context of helping members of the community. She es-
tablished partnerships with Marion County Health Department and 
the Indianapolis Public Schools (IPS), the latter to teach breast and 
testicular self-examination to high school students. This program has 
now extended beyond the original fi ve IPS high schools to township 
and parochial high schools throughout Marion County. In addition, she 
established the Indiana Childhood Immunization Outreach Program 
(1995–1997), a project that created partnerships between the regional 
campuses of the university and local public health nurses to increase 
their knowledge base about best immunization practices. Another ex-
emplar is the Health Promotion Learning Cooperative, a program that 
partners the School of Nursing and School of Physical Education with 
an urban community high school to increase emphasis on exercise, 
nutrition, and fi tness. The program provides personal physical train-
ers and health coaching for students, staff, and community residents. 
Most recently, Dr. Belcher participated in a service learning oppor-
tunity using health report cards to assess the level of health and fi t-
ness in a community, and then she designed (together with the nursing 
students) appropriate health education programming. These projects 
established genuine linkages between a school of nursing, its students, 
and the community that positively affected student learning and over-
all community health. Engaging members of the local community by 
offering information and education assisted nursing students to expand 
their knowledge of nursing and appreciation of cultural diversity by 
participating directly in the community in which they lived. It created 
linkages between a school of nursing and multiple community agen-
cies that will be sustained by the caring relationships established by 
Dr. Belcher. 

 At the graduate level, examples of community-based nursing pro-
grams are plentiful. Recently, however, increasing focus has been placed 
on global and immigrant health, preparing advanced practice nurses to 
improve access, decrease barriers, and reduce health disparities in un-
derserved immigrants and refugees, and improve local emergency pre-
paredness (MastersinNursing.com, 2008). 

 Many nurse researchers routinely partner with community agencies 
to trial interventions that may enhance the health of the community. 
Parish nurses use caring practices within their faith communities to pro-
mote health. Connecting to the larger community in which one lives 
provides unique experiences that promote meaning in one’s life. 
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 BUILDING COMMUNITY CAPACITY USING 
THE QUALITY-CARING MODEL©

 Building community capacity refers to developing the infrastructure 
(ways and means) to take on the challenges of community life. Commu-
nities need this capacity to tackle their problems and to preserve their 
unique life ways. Without regular interaction among citizens, commu-
nities are unable to move forward, ensure social justice, build collec-
tive resilience (needed in times of disasters), and promote the common 
good, in other words, they become unhealthy. Healthy communities, on 
the other hand, demonstrate authentic citizen participation in which old 
and new ideas are included. Building community capacity is a civic duty 
to which health care providers can greatly contribute. 

 Using the caring factor  mutual problem solving,  nurses who partici-
pate in community groups can provide health care information, brain-
storm with citizens to fi nd solutions, explore multiple ways of dealing 
with community health issues, help citizens fi gure out questions to ask 
authorities, do literature searches, validate citizens’ perceptions of health 
issues, actively listen, engage citizen groups in discussion, and facilitate 
group process. This factor ensures member engagement and inclusion, 
both necessary for healthy communities. 

 Being accessible and available for group meetings is important be-
cause it demonstrates commitment. The caring factor attentive reassur-
ance  refers to these activities and also includes a hopeful outlook for the 
future. In situations where citizens feel dejected or powerless, citizen 
nurses can use this factor to instill confi dence in each other and the pro-
cess. Such actions promote a sense of possibility, the antidote to despair. 

Human respect,  the third caring factor, is essential to promoting the 
sense of belonging/inclusion that citizen groups need for sustainability. 
Humans in community are signifi cant members who play a part in the 
vibrancy of the overall community. Realizing the fundamental value of 
each human person as he or she contributes in community activities by 
recognizing their name, celebrating their uniqueness, and appreciating 
their service will signal to them that they matter; such feelings may fa-
cilitate longer-term participation and contribution. 

 Using an  encouraging manner  in community group activities pro-
vides “safe space” for citizens to enter discussions and share ideas. Such 
a demeanor is enthusiastic and supportive. It offers members opportu-
nities to express their feelings even if they are negative. It is an open 
stance, with verbal and nonverbal congruency, that promotes support. 
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Nurses are experts at this factor and should use it liberally while partici-
pating in community activities. 

 While individual members of communities share a common his-
tory, there are contextual differences that must be appreciated and 
honored if ongoing authentic participation is to endure. Using the 
caring factor appreciation of unique meanings,  nurses participat-
ing in community groups can recognize members’ unique frames 
of reference and then acknowledge and honor them through com-
munications and actions that maintain their worldview. Nurses do 
this all the time in practice as they strive to see health care situa-
tions from the patient’s point of view. This caring factor requires 
knowing individuals enough to appreciate what is important to 
them. When individuals sense that their worldview is honored, 
they feel understood and empowered. 

 Individuals active in community groups often meet in community-
based settings that may or may not facilitate authentic discussion. Nurses 
can help create a healing environment  that is private, free of stressors, 
safe, and aesthetically appealing by ensuring that the physical setting is 
clean, wheelchair accessible, has adequate and balanced lighting, fresh 
air/adequate ventilation, clean water, is free of hazards, and is private so 
that individuals are comfortable as they debate and problem solve com-
munity concerns. Going one step farther, nurses can even facilitate thera-
peutic surroundings through volunteering to add soft paint, works of arts, 
resources, and plantings. The objective is to help individuals feel wel-
come, balanced, and at home—in essence, a place where they belong. 

 Meeting  basic human needs  is a caring factor that seems out of place 
in community groups. Yet, how often do nurses notice unhealthy behav-
iors in people that weren’t the reason they sought health care in the fi rst 
place?

 Community participation is a great place to role model, observe, 
and help meet the basic needs of individuals who may otherwise 
not think to seek health care. For example, nurses participating in 

(continued)
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 Consider this example from Minnesota in which a nurse organized 
citizens to create a plan for decreasing teen alcohol rates. 

 A local newspaper reported that a statewide student health survey revealed 
their school district had one of the highest teen alcohol-use rates in the 
whole state. Numerous letters to the editors questioned why the commu-
nity was not doing anything about the problem. Some viewed the report 
as an affront to the community’s reputation (in the words of their city wel-
come sign) as a great place to raise children. A demand was put out for 
community action. 

 A nurse from the public health agency partnered with other com-
munity groups and organizations to develop a plan to address alcohol 
use in the community. The plan included recommendations for enforc-
ing existing laws (such as tightening sales of alcohol and enforcing “not a 
drop” laws with minors), as well as developing acceptable (that is, “cool”) 
alcohol-free activities for adolescents. The group’s other major thrust was 
a decision to study assets and protective factors in adolescents to see 
if the community could fi nd ways to develop assets in addition to pre-
venting risk-taking behaviors. The representatives of each organization 
(including the nurse) were asked to take back this idea and get a commit-
ment from their respective boards for the plan. (Minnesota Department 
of Health, 2006, p. 32) 

 The nurse in this example took action in her community using rela-
tionships as the basis for organizing an action plan to decrease a major 
public health threat. More specifi cally, she used mutual problem solving 
to brainstorm ideas, and she was available and treated her partners with 
respect. She allowed all points of view to be heard and helped her part-
ners feel accepted and understood. 

 Another example from a judicious group of student nurses shows 
how a clinical problem in one setting can be the basis for a longer-term, 
community-based health program: 

community groups could ensure that food and beverage choices 
were kept healthy. They could use opportunities for health teach-
ing about needs for sleep and relaxation and help individuals with 
higher-level needs through appropriate referrals. Finally, remem-
bering that individuals have families and including them in commu-
nity activities meets affi liation needs,  an important caring factor. 
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 A student nurse and her colleagues noticed that a number of their postpar-
tum clients were experiencing depression. As part of a school assignment 
she searched the literature for further understanding of their observations. 
She discovered that postpartum depression is a very serious condition that 
has an early onset during the fi rst six months after birth and affects 10–20% 
of new mothers. In the process of reading the literature, she also learned 
of a screening tool that is effective in screening women for postpartum 
 depression—the Edinburgh Postnatal Depression Scale. It takes approxi-
mately 5 minutes to administer and identifi es postpartum women at high risk 
for depression. The students were convinced that they could improve the 
health status of postpartum women in their county by systematically screen-
ing for depression. They proposed that all nurses in their agency screen all 
postpartum women for depression using the tool and place the results in the 
client’s record. Then, follow-up screening between 4  –  6 weeks postpartum 
at their primary care providers’ offi ces was recommended. Referrals would 
be made based on written protocols. The long-range plan was to gather 
baseline data that demonstrates the effectiveness of screening postpartum 
women for depression. (Minnesota Department of Health, 2006, p. 13) 

 While the students were bound by their classroom activities, they 
showed initiative and courage in developing an evidence-based idea that 
could improve the health of their community. Using mutual problem 
solving, they searched the literature, found a practical screening tool, 
and proposed a solution. Following up on this idea would require edu-
cation, partnerships with primary health care providers, and research 
skills—all dependent on high-quality relationships. 

 As many have speculated, most ill persons prefer to remain in their 
communities (versus receiving inpatient care). In fact, in one neigh-
borhood of older adults, the citizens formed a group to discuss their 
health care needs. As a result of several meetings, the group admitted 
their desire to remain independent throughout their older years. They 
eventually committed to caring for each other, including making meals, 
doing laundry, providing transportation, and even helping with activities 
of daily living just to ensure they would not be hospitalized or sent to a 
nursing home! Nurses, as experts in caring, can greatly enhance com-
munity capacity through their authentic involvement. Using the caring 
factors, they can help to cultivate healthy communities—those that have 
certain characteristics that assist them to advance (see Table 6.1). Healthy 
communities are fundamental to the health and safety of their citizens. 
They allow citizens to have a voice, promote quality of life, economic op-
portunity, and raise hope for the future. In healthy  communities, there is 
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noticeable collaboration between private and governmental services and 
attractive, clean surroundings. These outcomes are of special interest to 
nurses who are advocates for good health. Actively engaged nurses who 
participate in their larger communities will not only realize great per-
sonal benefi ts but will ensure the ongoing vitality of the community.   

 SUMMARY 

 Human beings seem to need a sense of being part of something larger 
than the family—a community.  Such a group of similar individuals is 
often bounded geographically or occupationally. In today’s world, they 
can also be defi ned by special interests (i.e., a practice community). A 
“sense of community” is fostered when membership, infl uence, inte-
gration, fulfi llment of individual needs, and emotional connections are 
understood and shared. Contemporary communities are undergoing 
unprecedented change often with negative consequences. Caring com-
munities, on the other hand, offer rich support and can strengthen the 
health and quality of life among the members. Professional nurses are 
key to building caring communities that thrive. 

HEALTHY AND UNHEALTHY COMMUNITIES

HEALTHY UNHEALTHY

Organic Structured

Dynamic/Open communication Apathetic/Closed communication

Inclusive Narrow-minded

Connected Isolated

Regular interactions Infrequent interactions

Possibilities Hopelessness

Supportive Unhelpful

Human Fragmented

Safe/balanced Insecure

Empowered Prohibitive

Table 6.1
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 Refl ective Questions/Applications for Students 

 1.  Defi ne the term  community.
 2.  Explain the elements that work together to create the meaning 

of community. 
 3.  Describe the pressures facing the community in which you live 

and work. 
   4.  Discuss the term  caring communities.  How is it different or the 

same as the word communities?  What is its focus? Name three 
caring communities. 

5.  How does the local community support your place of employment? 
 6.  What community groups does your organization routinely in-

teract with? 
   7.  Defi ne community capacity. 
   8.  Name the community groups in which you actively participate. 
   9.  Consider a community group in your area. Describe their ca-

pacity. Describe how you could use the caring factors to move 
the group forward. 

 CALLS TO ACTION 

A group’s ability to carry on is dependent on the relationships 
among its members.  Actively  support  the members of your work-
ing group. 

Lasting involvement in and commitment to community activities is 
facilitated by respecting the innate worth of each human person as 
he or she engages, calling him or her by name, honoring whatever 
is contributed, and recognizing their service.   Learn more about 
the members of your immediate community. 

Nurses who participate in community groups use the caring-factor 
appreciation of unique meanings by having an appreciation for 
each member’s worldview and then using it to communicate and 
perform their group duties.   Join  a community group today. 
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 Refl ective Questions/Applications for Educators 

 10.  How do students in your program of study learn about the 
health problems of the surrounding community? 

 11.  What service learning activities are ongoing at your institution? 
How are you involved? 

 12.  What participatory action research studies are ongoing at your 
institution that include genuine community partnerships as the 
basis for change? 

 Refl ective Questions/Applications for Nurse Leaders 

 13.  What communities of practice are apparent in your organiza-
tion? What domain are they organized around? Who are the 
members? Who are the leaders? What do they learn about? 

 14.  Using the community in which you live, describe the major 
health problems encountered by its citizens. What strengths 
can your organization bring to help address these issues? How 
would you evaluate this effort? 
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 7  Leading Quality Caring 

 Our chief want is someone who will inspire us to be what we know we 
could be. 

— Ralph Waldo Emerson 

  Keywords: relationship-centered leadership, organizational 
caring

 THE CONTEXT OF PROFESSIONAL NURSING PRACTICE 

 The current demands of the complex health care system have been as-
sociated with approximately 40% of professional nursing time spent 
away  from patients and families (Krischbaum et al., 2007). In fact, a re-
cent study of registered nurses (RNs) from 14 medical–surgical units in 
3 midwestern hospitals revealed that they spent 44% of their time in 
direct patient care, 36% of their time in non–value added work, 7% of 
their time teaching, and less than 7% of their time delivering traditional 
psychosocial care (Storfjell, Omoike, & Ohlson, 2008). Costs were cal-
culated for the non–value added RN work and averaged $757,000 per 
nursing unit annually! Labeled complexity compression by Krischbaum 
and her colleagues (2007), the phenomenon of nursing time spent in 
nondirect patient care while simultaneously performing direct patient 
care in a compressed time frame, is serious because professional nurses 
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are the key to patient safety and quality in hospitals. To complicate mat-
ters, Pilette (2005) has reported that many RNs “show up for work but 
because of mental, medical, or other personal conditions, do not func-
tion or perform at 100%” (p. 300). Labeling this presenteeism,  a cousin 
of absenteeism,  she discusses the practice of increasingly more RNs com-
ing to work when they should not, or when employees put in excessive 
work hours, resulting in being physically present at work but functionally 
absent. To summarize the context of the professional practice environ-
ment today, RNs are struggling to provide quality patient care while su-
pervising increasingly more unlicensed assistive personnel and juggling 
multiple personal and professional responsibilities. Working this way is 
discouraging and counter to the relationship-oriented nature of nursing. 
It often leads to feelings of alienation and a focus on daily operations or 
tasks (in order to accomplish them in a reduced time frame). In nursing, 
this further translates into loss of meaning in the work that has implica-
tions for job satisfaction, intent to leave, and actual resignation. 

 Prior research has demonstrated that the nursing practice environ-
ment is a strong predictor of job satisfaction and turnover (Irvine & Evans, 
1995; Laschinger, 2008; Schmalenberg & Kramer, 2008; Ulrich, Buer-
haus, Donelan, Norman, & Dittrus, 2005; Upenieks, 2003). In a more 
recent study of 168 Pennsylvania hospitals, Aiken, Clarke, Sloane, Lake, 
and Cheney (2008) found that care environments (measured as three 
subscales, namely staff development and quality management; nurse 
manager ability, leadership, and support; and collegial nurse– physician 
relationships) were tied to more positive nurse job experiences and lower 
risks of patient death and failure to rescue. Keeping this in mind, nurs-
ing leaders at all levels are faced daily with the complexity of the practice 
setting. Listening to and solving patient and family complaints, providing 
adequate staffi ng and supervision during a severe shortage, planning for 
the future, assuming fi nancial responsibility, ensuring that patient care 
delivery systems meet patient needs, motivating employees, managing 
politics and ethical dilemmas, and ensuring positive patient outcomes 
using sophisticated performance improvement models dominate the 
leader’s time. As the nursing shortage intensifi es, maintaining adequate 
staffi ng is becoming a priority, with staff nurses increasingly looked 
upon as resources and bonus pay and fl exible scheduling as recruiting 
incentives. This point of view may initially attract nurses, but long-term 
retention becomes problematic as they feel unconnected to the whole 
and are less likely to develop satisfying interpersonal relationships. So 
the unending spiral of staffi ng continues and consumes nursing leaders’ 
time. As with patient care, nursing leaders are spending less and less time 
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 nurturing interprofessional caring relationships and developing the pro-
fessional practice of nursing and more time recruiting new nurses. The 
demands of the work are overriding the time and effort it takes to build a 
caring professional practice environment. To make matters worse, issues 
of emotional overload, diversity, harassment, external forces, and control-
ling both human and environmental resources complicate relationship 
building. In essence, nursing leaders have done exactly what staff nurses 
have done—buried their caring nature—in what seems to be more im-
portant responsibilities. Yet, if organizations, comprised of people who 
live and work in relationship, are to be understood as complex living sys-
tems, the importance of relationship must emerge as a central theme. 
Furthermore, as primary directors of the discipline of nursing in an orga-
nization, nursing leaders are responsible for demonstrating to the orga-
nization “how expert nursing practice makes a difference to outcomes of 
care” (Cathcart, 2008, p. 87), ensuring success of the organization while 
simultaneously shaping nursing practice in a signifi cant manner such that 
the professional integrity of staff nurses is maintained. To do this, nursing 
leaders must own and genuinely connect to the practice of nursing using 
caring relationships as the underlying foundation. 

 Dr. Marilyn Ray (1997) espoused the importance of nurse admin-
istrators’ modeling caring in order to connect and create authentic 
 relationships with staff. Such action makes caring visible and grounds 
decisions in a caring ethic that informs future interactions with staff and 
preserves the good of the organization as a whole. In 2001, Ray revised 
the theory of bureaucratic caring to emphasize the interconnectedness of 
health care institutions including the integration of caring relationships 
with various organizational dimensions (such as political, economic, and 
legal), and she offered the theory as a guide to administrative practice. 
Using a caring ethic as a basis for decision making and recognizing caring 
as having economic value, nurse leaders can positively enhance quality 
care.

 RELATIONSHIP-CENTERED LEADERSHIP 

 At the core of health care organizations are the specifi c ways that human 
employees relate to each other and the organization itself. These ways 
of relating uniquely characterize the organization and hold a special
purpose for organizational change and/or growth. Yet, they often go 
unnoticed and therefore untapped as resources for organizational ad-
vancement and/or renewal. In organizations that serve others, ongoing 
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interaction and self-organization are natural. Oftentimes interactions 
among groups of people (or teams) are more important than the discrete 
actions of the individuals alone. A benefi cial or generative relationship 
occurs when interactions among individuals of a complex system pro-
duce valuable, novel, and unconventional capabilities that are not the 
result of any one of them acting alone. Therefore, thinking and behaving 
together, or to put it differently, complex interactive whole system relat-
ing, can often maximize the potential of organizations while facilitating 
improved outcomes for individuals (e.g., learning, empowerment, per-
sonal development). 

 Seen from this perspective, continuous interactions and  relationship-
building form a different paradigm for leadership—one that frames it 
as connected, interdependent, organic, interactive, alive, creative, and 
whole—where the system continuously recreates itself. Moreover, the 
quality  of relationships within organizations often counters the stress 
and uncertainty of today’s complexity. In other words, how connected 
one feels to the organization or his/her work group determines to some 
extent how well he/she will share ideas, pay attention to and take re-
sponsibility for one’s own practice, learn, and try new methods. Safran, 
Miller, and Bechman (2006) described seven relationship qualities that 
determine the extent to which organizations can grow, change, and 
thrive. They are: 

 Mindfulness 

 Diversity of mental models 

 Heedful interrelating 

 A mix of rich and lean communication 

 A mix of social and task-related interactions 

 Mutual respect 

 Trust 

 These characteristics are aligned with ideas such as self-awareness, 
openness, appreciating various ways of thinking and approaching deci-
sions, creativity, attentive interactions, a combination of direct face-to-
face communication together with indirect methods, honesty, valuing 
all human persons, security, and risk-taking behaviors,  all dimensions of 
caring ! 
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 As Sumner and Townsend-Rocchiccioli (2003) put it, “there must be 
an appreciation of the unique very human relationship between nurse 
and patient . . . that inspired nurses to feel confi dent about their special 
contribution to positive patient outcomes” (p. 171). Ensuring that nurses 
experience the full and deep meaning of nursing with its resultant oppor-
tunities for personal growth instills enthusiasm and zeal about the pro-
fession that preserves its soul and creates a practice environment of joy 
and gratitude. Real connection to the individuals they serve along with 
autonomy and self-expression enables one to relax, feel safe, and commit 
to quality practice. Such a compelling mission provides the motivation 
for nurses to work productively and stay employed. Nurse leaders who 
embrace the caring relationships nurses have with patients and families 
understand and work hard to preserve them; after all, these relationships 
provide the life lessons and renewal that inspire staff nurses to continue 
their important work! 

 Transpersonal or relationship-centered leaders lead from within; 
that is, they halt the “thinking and doing” mode often enough to refl ect, 
enter sacred space, become aware, and cultivate the self (see chapter 3). 
Caring leadership, as executive practice, requires the capacity to care for 
self. Koloroutis (2002) listed the attributes of caring leaders. They are: 

 Emotionally present 

 Able to see beyond current problems/situations 

 Possess positive energy 

 Leadership based on relationships acknowledges the interdepen-
dent nature of human beings and recognizes that change occurs 
naturally in complex systems and will spread more quickly if lead-
ers attend to relationships as the primary component of their job . 
The leader’s role is to cultivate a culture of inclusion, create safe 
space for discussion, facilitate information and knowledge, hold 
up professional standards, and allow others to adapt their prac-
tices in ways that are most meaningful to them. Such leadership is 
 relationship-centered and transpersonal. It sees the human person 
in the employee and, in this case, the inherent caring nature of 
nurses. Relationship-centered leadership honors and preserves the 
special relationship that nurses have with patients and families. 
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 Have a hope-fi lled attitude, consistently seeing possibilities 

 Honest, truth telling even when it is diffi cult 

 Open, good listeners, seeking to understand 

 Respectful; believing in others 

 Supportive and encouraging 

 And while not listed as an attribute, physical health, including diet 
and exercise and adequate sleep, is a prerequisite for attentive and fo-
cused behavior, while refl ective and expressive practices add depth to 
relationships that is healing. Borchardt (2002) asserts that nurse leaders 
have a responsibility to model healthy lifestyles. Nurse leaders at all lev-
els need time for renewal to continuously remain in relationship-mode. 

 Executive nurse leaders stimulate a culture of caring in an organiza-
tion and maintain the focus on caring relationships that demonstrates its 
high priority. Creating unity of purpose, setting high expectations, and 
consistently reminding employees why they are there infl uence positive 
interactions that fuel advancement. In a relationship-centered context, 
executive leaders’ work “shifts naturally from producing results to en-
couraging the growth of people who produce results” (Senge, Scharmer, 
Jaworski, & Flowers, 2004, p. 141). In fact, in Senge and colleagues’ Pres-
ence,  the chapter on leadership is titled “Leadership: Becoming a Human 
Being” (p. 177). Even during confl ict, staying “in relationship” through 
continued dialogue leads to a deeper connection that over time may 
bring about reso lution of the confl ict. A transpersonal leader is able to 
synthesize caring relationships and the bottom line by what Bill Torbert 
(2004) called action inquiry.  Refl ective listening followed by appropriate 
action—being both  in action and inquiry at the same time—requires an 
integrated individual who knows him/herself in relation to others. This 
open stance temporarily suspends action; it notices and then acts through 
caring relationships to advance the system. It requires leaders to have 
confi dence in the organization’s wisdom or belief in its people. Tech-
niques such as appreciative inquiry that use positive, hopeful, and engag-
ing methods to promote organizational change or partnerships serve to 
“appreciate” the strengths of a system and use them in innovative ways 
(Havens, Wood, & Leeman, 2006; Sherwood, 2006). Margaret Wheatley 
(2005) reminds us, “the primary task of being a leader is to make sure 
that the organization knows itself ” (p. 69), while a “critical task is to in-
crease the number, vari ety and strength of connections within the sys-
tem” (p. 93). 
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 Unit-level leaders are pivotal to the success of relationship-centered 
caring. They set the tone of a department and through visible, hands-on 
leadership look for and encourage the small changes that individuals 
make. Through the constant focus on the centrality of caring to patient 
outcomes, unit-level leaders encourage staff to contribute; over time, 
more individuals interact and become engaged, leading to larger changes. 
The unit-level leader who is self-aware encourages others to practice and 
develop their own mindfulness practices. He/she brings staff members 
together, keeps them informed, and helps them learn about relationships 
while simultaneously encouraging them to innovate. (See Table 7.1 for a 
description of the roles of nurse executives and unit-level nurse  leaders.) 

 An example of such leadership occurred in a midsized community 
hospital during implementation of a professional practice model. The 
unit-level leader met each morning at 7:30 with the day and night staff 
together to “de-brief” about components of the model, discuss any is-
sues or concerns regarding implementation, and provide education and 
encouragement. She did this everyday for 3 months  during the pilot pe-
riod. In addition, she frequently could be found in patient rooms seeking 
their feedback and often recognized those nurses publicly who were 
able to integrate the model into their daily practice. Among the four 
units who participated, this unit performed most effectively; the staff 
attributed their success to the leadership of their unit leader. 

 Empirical research demonstrates signifi cant linkages between cli-
nician–patient relationship quality and health care outcomes such as 

NURSE EXECUTIVES AND UNIT-LEVEL RELATIONSHIP-CENTERED 
LEADERSHIP ROLES

NURSE EXECUTIVE UNIT-LEVEL LEADERSHIP

Maintain unity of  Set tone for departmental
purpose—quality caring relationships

Stimulate constant learning Visible, hands-on

Set high expectations Recognize and reward quality caring

Maintain open stance Bring individuals together

Provide support Recognize and celebrate small changes

Practice self-awareness Practice self-awareness

Table 7.1
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 patient adherence (DiMatteo, 1994), symptom relief (Stewart, Brown, & 
Donner, 2000), satisfaction (Dingman, Williams, Fosbinder, & Warnnick, 
1999; Duffy, 1992; Wolf, Colahan, & Costell, 1998; Yeakel, Maljanian, 
Bohannon, & Couloumbe, 2003), postoperative recovery (Swan, 1998), 
and positive emotional outcomes such as mood and self-esteem (Swan-
son, 1999). Such evidence obliges nursing leaders to pay attention to this 
untapped potential and promote relationships as the foundation of orga-
nizational work. Seen in this fashion, the traditional roles of management 
(including staffi ng) are allowed to occur naturally rather than artifi cially 
imposing or allocating them. Attending to the business of cultivating and 
sustaining caring relationships becomes the primary role of leadership. 

 BUILDING CAPACITY FOR ORGANIZATIONAL CARING 

 Although many traditional management functions are eased when rela-
tionships become the priority of leadership, facilitating an infrastructure 
that supports them is paramount. Two dually balanced arrangements, a 
patient care delivery system and a shared leadership structure, help to 
ensure caring professional practice and a passionate and caring nurs-
ing workforce. To that end, the Quality-Caring Model© can provide the 
foundation for organizing a relationship-centered patient care delivery 
system that honors the holistic nature of humans (Duffy & Hoskins, 
2003). Using a nursing model to design how work is accomplished also 
changes how decisions are made (see Table 7.2). 

 Because the model views independent and collaborative relation-
ships as the primary responsibility of professional nurses, maximizing 
time “in relationship” is a guiding principle. Other tenets drawn from 
the model that can offer direction include: 

 Patients and families are entitled to caring relationships with 
nurses.

 Patients and families should interact with a limited number of 
people while hospitalized so that depth of relationship can be 
 nurtured. 

 The patient–nurse relationship informs practice—the core of 
 nursing work is caring. 

 Time spent interacting is expected, valued, and rewarded. 

 As knowledge workers, professional nurses must be able to access, 
critically appraise, and appropriately use the professional literature. 
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CHANGING CHARACTERISTICS OF DECISION MAKING USING A 
 PROFESSIONAL PRACTICE MODEL AS A FOUNDATION FOR PRACTICE

PRACTICE LEADERSHIP COMMENTS / IMPLICATIONS

Nursing values provide 
the foundation for 
practice

A body of nursing 
knowledge together 
with sound 
administrative
principles provides the 
foundation for decision 
making

Leaders facilitate nursing 
values by their actions

RN control over 
practice decisions 
(autonomy)

Less dependence on 
leadership/advanced
practitioners for 
decision making at 
the bedside; leaders 
are facilitators of the 
model

Requires critical reasoning 
skills; expectations of 
RN accountability and 
advocacy for high-quality 
nursing practice

Emphasis on improved 
nursing-sensitive
patient outcomes

Expectation and 
support for RN active 
participation in QI/
EBP/PBE

Knowledge of principles of 
QI/research

RNs have meaningful 
impact on system 
decisions

RNs, through shared 
leadership activities, 
contribute to system 
decisions

RN participation is 
expected, input is valued 
and used by leadership

Model drives the 
patient care and RN 
work environment

Structural changes may 
be needed to support 
nursing practice

Example: lighting, artwork, 
timing of activities

Improved image and 
enhanced RN job 
satisfaction

Less day-to-day clinical 
decisions; more mutual 
decision making 

Expertise in the caring 
factors is needed

Table 7.2

 Collaborative relationships with the health care team inform 
 practice—they are not optional. 

 Responsibility for cultivating and sustaining a caring-healing-
protective environment rests on all. 

 Using these guiding principles, nursing leadership can work together 
with staff nurses to craft an innovative patient care delivery system that 
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“honors the vital role of nursing while responding to the unique needs 
of patients and families” (Duffy, Baldwin, & Mastorovich, 2007, p. 547). 
An example of such a system can be found in Figure 7.1. 

 In this model, developed jointly among staff, leaders, and a faculty 
researcher using principles of whole system change (Bunker & Alban, 
1996), the work of professional nurses was delineated as relationship-
centered, and some nonrelational tasks were delegated to assistive per-
sonnel. A resource coordinator was used to reduce non–value added 
work such as supply procurement, an aesthetically pleasing environment, 
and working equipment. Registered nurses in this model were account-
able for intent, competence, and autonomous practice and participated 
in shared leadership councils. Nursing assistants (NAs) were assigned 
to RNs in an 80:20 staffi ng ratio (80% RNs and 20% NAs) based on the 
available evidence (Aiken et al., 2002). Nursing assistants were valued for 
their contributions to patient care and offered ongoing on-site continu-
ing education (in the event professional nursing was their career goal). 

 Scheduling in this system was accomplished via a self-scheduled 
computerized system where RNs who chose 12-hour shifts were re-
quired to work at least two consecutive days/nights, and RNs who chose 

  Figure 7.1  Organization of patient care according to the Quality-Caring Model.©

RN = registered nurse; NA = nursing assistant; HUC = health unit coordinator. 
 From “Using the Quality-Caring Model to Organize Patient Care Delivery,” by J. Duffy, J. Baldwin, 
and M. J. Mastorovich, 2007, Journal of Nursing Administration, 37 (12), 546–551. 
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8-hour shifts were required to work at least three consecutive days/
nights. Four-hour shifts were not routinely scheduled, and continuity of 
assignments was the rule. Such scheduling ensured that patients could 
interact with fewer nurses and effectively establish caring relationships. 
Registered nurses carried wireless telephones and clipboards with the 
Situation-Background-Assessment-Recommendation (SBAR) inscribed 
on them to ensure effective and effi cient communication (Hohenhaus, 
Powell, & Hohenhaus, 2006). In addition, RNs had individual e-mail 
and access to electronic databases. They also were taught the value of 
the “huddle” for immediate resolution of system problems (such as sev-
eral admissions at once) or confl ict resolution (Institute for Healthcare 
Improvement, 2008). 

 In this patient care delivery system, caring practices or specifi c ac-
tions that maximized RN interaction with patients and families were de-
veloped and implemented. For example, purposeful interaction—fi ve 
minutes of dedicated, uninterrupted time spent with patients—was in-
stituted on all shifts. Building this small amount of time into the staffi ng 
pattern allowed RNs to mutually get to know their patients and fostered 
the notion of ongoing engagement. Centering practices and opportu-
nities for refl ection were also built into the practice culture to distin-
guish the nursing units as places of openness and inclusion and to create 
a “caring milieu within which to work and heal” (Duffy et al., 2007, 
p. 549). White boards installed in each patient room with the questions: 
What do you want to be called while in the hospital? What do you do 
when you are not in the hospital? and What is most important to you? 
were answered on admission to encourage all those who entered to come 
to know the patient as a person. After one year of implementation, pa-
tient satisfaction, patient-reported pain, nurse vacancy rates, and nurse 
satisfaction improved. Two years later, patient-reported pain and patient 
satisfaction continue to improve while pressure ulcer rates, patient falls, 
and medication errors have decreased. 

 Just as a patient care delivery system forms the infrastructure for 
caring professional practice, a shared leadership system, or governance 
model is necessary for today’s decision-making. Because nurse work is 
knowledge work, RNs increasingly have more information to share, de-
sire input, and want to make an impact on health care organizations. 
“Shared leadership occurs when all members of a team are fully en-
gaged in the leadership of the team and are not hesitant to infl uence and 
guide their fellow team members in an effort to maximize the potential 
of the team as a whole” (Pearce, 2004, p. 48). This defi nition connotes 
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mutuality, equality, inclusion, and comfort between staff and leader-
ship whereby both perspectives are acknowledged and decisions are 
made jointly in the best interest of the patient.  Groups of RNs organized 
around key dimensions (such as practice, education, research), typically 
called councils, can have great infl uence on the success of a nursing 
department. Designing these teams, including the purpose, resources, 
membership, and procedures, along with facilitating the boundaries 
of the teams, is the role of leadership (Pearce, 2004). Using caring re-
lationships as the basis for design and facilitation of teams stimulates 
systems’ thinking, engagement, creative thinking, and empowerment. It 
ensures preservation of human dignity and maximizes motivation and, 
ultimately, success. Likewise, establishing alliances with community 
partners, schools of nursing, and others can be best served by caring 
relationships.

 USING THE QUALITY-CARING MODEL TO LEAD 

 The two relationships necessary for effective nursing leadership are those 
with staff nurses and those with other leaders in the organization. Hold-
ing these relationships close and actively working to strengthen them 
through inclusion and connection—essentially, hardwiring caring—is 
the secret to small changes that eventually allow large transformational 
change to emerge. While the caring factors are most often applied in 
direct patient care (see chapter 2), they can also serve as guides for 
administrative nursing practice as the foundation for words and actions, 
writing (including e-mail), and decision making. For example, mutual
problem solving  is a behavior that helps staff nurses make decisions and 
solve problems in a manner acceptable to themselves and administra-
tion. As leaders provide information, help staff see the bigger picture 
(whole system thinking), explore alternatives, brainstorm together, and 
validate perceptions, they provide a safe atmosphere for planning a 
course of action. Leaders who accept feedback from staff and use it to 
make decisions convey caring. Implicit in performing this way is comfort 
“in relationship”; an open, engaging stance and reciprocal, shared dia-
logue. An example of this caring factor can be found during discussions 
about staffi ng or lack of resources after a sick call. As staff nurses con-
vey their displeasure about working “short,” the caring nurse leader will 
listen, then take the time to explain the budgeted staffi ng pattern and 
how the organization is paying the nurse who is sick despite the fact that 
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he/she is not physically at work. Adding another staff member to cover 
this position temporarily increases the budget and puts the unit “at vari-
ance.” Once understood, the leader could invite the remaining staff to 
come up with alternatives—call in another nurse today and work short 
another day, call in another nurse today and allow staff to take vacation 
during downtime later in the month, or remain as is. With the staff mu-
tually making the decision with the nurse leader, not only is the budget 
upheld, but nurses feel part of the solution and may be better able to 
understand the relationship of absenteeism and the budget. 

Attentive reassurance —being physically present often with an op-
timistic outlook—is nurturing to staff and conveys the leader’s recogni-
tion of them. Noticing and listening to staff, acknowledging changes or 
improvements and their caring behaviors, or a gentle affi rmative touch 
shows nurses that they matter and builds confi dence in the system. Using 
appropriate humor to lighten stressful situations and taking the time to 
appreciate someone’s effort can be transforming. Of course, practicing 
this caring factor requires frequent interaction with staff, so rounding, 
assistance with certain activities, or joint projects can provide the means 
to enact this factor. 

Human respect  conveys the worth of the unique person who is a 
staff nurse. Not only does it signify value for the person, but in this case, 
it creates an appreciation for the professional nature of the nurse. Re-
membering and calling the nurse by name and conversing about appro-
priate personal issues (such as children’s sports, birthday celebrations, 
or marriages) can remind the staff nurse that he/she has inherent worth 
and is valuable to the organization. 

 Using an  encouraging manner  when interacting both verbally and 
nonverbally provides support for staff nurses that can lead to empower-
ment and risk-taking. Pointing out the good along with the challenging 
behaviors, especially during formal disciplining, helps others learn and 
advance in their roles. For nurses who take risks on behalf of patients or 
the organization, formal recognition is appropriate. For those who offer 
to chair a council or lead a meeting, being there with them especially 
for the fi rst meeting promotes the confi dence required to volunteer the 
next time. An example of this factor occurs when a nurse who has never 
written an abstract or proposal for a professional conference volunteers 
to do it but stipulates that he/she has never done it before. Supporting 
them through the writing process, artfully critiquing their work, and of-
fering praise where appropriate are supportive behaviors that encourage 
the nurse to fi nish the task. 
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Appreciating the context  of the staff nurse recognizes the importance 
of culture, past experiences, and other unique meanings that impact the 
work life of the nurse. Attuning to these meanings and allowing them to 
infl uence decisions at times are affi rming for the individual. For example, 
a nurse from a different culture might be allowed to explain the origin 
of a certain nursing action that is pertinent to his/her culture. Followed 
by discussion and a search of the literature, this action might be adopted 
for use, upholding this individual’s personal worldview. 

 Facilitating a  healing environment  is one of the most important lead-
ership roles that may be tied to RN job satisfaction and patient outcomes. 
Such an environment includes the surroundings in which nurses work, 
including their privacy and safety. It also includes the organizational 
culture or the norms and behaviors that characterize a nursing depart-
ment. Relationship-centered cultures enhance one’s sense of worth and 
encourage one to take risks. They focus on frequent interaction, open 
communication, and fl exibility. 

 Making sure that the body, mind, and spirit are in optimal condi-
tion for patient care is a role of the leader that often is tied to resources. 
Yet, a healthy work environment includes regular periods of relaxation, 
available and healthy food choices, special quiet places for refl ection and 
renewal, and uplifting continuing education. The leader who is focused 
on a caring-healing-protective environment will arrange the resources to 
support these activities. In one hospital, the Vice President for Nursing 
arranged for “tea carts” where various types of teas are served during the 
afternoon, later in the evening, and on the night shift. This gesture has 
become a source of relaxation and renewal to the busy nurses who often 
don’t take the time for such self-caring. The frequent closure of hospital 
cafeterias on the night shift is an example of nursing leadership not fo-
cused on the important need of night nurses for nourishing food. Often 
night shift employees must resort to “ordering out” or eating from the 
vending machines. These are poor choices for health care practitioners 
who teach good diet to their patients. Other examples of healing envi-
ronments include the many quiet rooms or peaceful artwork that now 
can be found in health care organizations as well as professional continu-
ing education focused on relaxation and mindfulness practices. 

 Attending to  basic human needs,  such as those described above ,  but 
also to those higher-level needs for group activities and self-esteem keeps 
us connected to one another and generates the confi dence so necessary 
for safe, effective practice. Affi liation needs  recognize and honor the ex-
tended family of the staff nurse and include them in celebrations and 
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other work initiatives. Their special needs can also be noticed in sched-
uling practices. 

 To sum up, leadership practice is augmented by caring relationships. 

 Leaders who live the caring factors use the unique network of re-
lationships that defi ne an organization to energize staff and other 
leaders by integrating the professional practice of nursing with the 
mission of the organization. Helping to develop caring knowledge, 
behaviors, and attitudes and making decisions based on a caring 
ethic/philosophy are responsibilities of nursing leaders. Working 
this way cultivates a caring-healing-protective environment that 
sustains passion for the work and expert care to the vulnerable 
persons who deserve safe and quality health care. 

 SUMMARY 

 The complexities of the modern health care system have rendered pro-
fessional nursing discouraged and defi cient of meaning. Caring relation-
ships so central to expert nursing practice are buried by nursing leaders 
as staffi ng pressures and other external forces have mounted. Yet, several 
experts have suggested that administrative caring should ground deci-
sions and be tapped as resources for change. Leadership based on caring 
relationships acknowledges the connections among humans and upholds 
the special relationship nurses have with patients and families. In fact, 
caring leaders set the tone for nursing, generate confi dence in their staff, 
and shape the infrastructure that supports them. Use of the caring fac-
tors personally and with others energizes organizations and their employ-
ees to compete and deliver expert health care. 

 CALLS TO ACTION 

Organizations, comprised of people who live and work in relation-
ship, are living systems that are complex and nonlinear. Sustaining 
quality relationships energizes the system and infl uences its ability 
to care for itself.   Visit  http://www.plexusinstitute.org 

(continued)

http://www.plexusinstitute.org
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 Refl ective Questions/Applications for Students 

 1.  Describe the term  presenteeism.  Do you see this phenomenon 
at your organization? How often? How does it relate to absen-
teeism? Productivity? 

 2.  Discuss the term  knowledge work  or  knowledge worker.  What 
does it mean? How do professional nurses fulfi ll the defi nition 
of this concept? 

 3.  Evaluate the recruiting and retention policies for professional 
nurses at your institution. Find the latest nurse retention data 
and assess how the policies are working. 

 4.  Discuss a group interaction that was generative in nature. Who 
was there? What roles did the members play? How often did it 
meet? What were the outcomes? 

 5.  Defi ne each of Safran et al.’s (2006) relationship qualities. 
 6.  How do you come to know the patient as person? 
 7.  Explain relationship-centered leadership. 
 8.  Complete a review of literature on the linkage between patient–

nurse relationships and patient outcomes. Summarize your fi nd-
ings and present to your classmates. 

Protecting the caring relationships that professional nurses cul-
tivate with patients and families is a responsibility of nurse leaders. 
At the end of the day, it is the patient–nurse caring relationship 
that provides the inspiration that drives staff nurses to continue 
their important work!   Safeguard  patient–nurse relationships. 

A caring-based patient care delivery system together with a 
shared leadership structure is necessary to operationalize caring 
professional practice.   Review  the patient care delivery system and 
shared leadership structures at your organization. 

Living the caring factors enables nurse leaders to make better 
use of the unique network of relationships that defi ne an organiza-
tion. This critical mass of relationships invigorates staff and other 
leaders to embrace change and aligns the professional practice of 
nursing with the mission of the organization.   Cultivate  caring re-
lationships with members of your organization. 
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 Refl ective Questions/Applications for Educators 

9.  Design a case study around the concept of relationship-
 centered leadership. 

 10.  Critique the Guiding Principles derived from the Quality-
Caring Model that direct patient care delivery systems. Offer 
some of your own. 

 11.  What teaching/learning strategies do you think will best guide 
graduate students to apply the caring factors to leadership 
practice?

 Refl ective Questions/Applications 
for Nurse Leaders 

 12.  As a leader of a caring profession, relate how you care for your-
self. How do you relieve/cope with job stress? Who can you 
point to that listens to your concerns about work-related mat-
ters? When was the last time you enjoyed an evening out with 
friends? What practices do you routinely perform to help you 
feel a sense of harmony with yourself and your work life? How 
do you care for your body? Mind? Spirit? 

 13.  Examine your calendar for the past month. Where did you 
spend most of your work time? What does this say about what 
you value? 

 14.  Create a calendar for self-care that includes time for physi-
cal, refl ective, and expressive practices. Be specifi c including 
dates, times, frequency. Now DO IT! 

 15.  Describe a tense situation between employee/s and leadership. 
Explain how appreciative inquiry could have been used to ease 
the situation. 

16.  Think about the patient care delivery system at your institu-
tion. Is it relationship-based? Is caring for self and others a 
predominant theme? Using the Quality-Caring Model, design 
a patient care delivery system that fi ts with the organization’s 
mission and addresses RN roles and responsibilities (what 
will they be held responsible and accountable for?), resources 
(what staffi ng, scheduling is necessary?), communication 
(how will RNs communicate with each other and the health 
care team?), and the environment (what is necessary to create 
a caring-healing-protective practice setting for patients and 
staff?). 
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17.  Draw a diagram depicting the congruence between the 
Quality-Caring Model and the patient care delivery system 
developed in Number 16. 

18.  Discuss approximately how much time nurses spend “in rela-
tionship” at your organization. What activities do nurses perform 
that interfere with time spent “in relationship”? Offer some in-
novative ways to eliminate or decrease these activities so more 
time can be spent “in relationship” with patients and families. 

 19.  Explain the approach of nursing leadership to professional 
nursing care at your institution. What is their involvement? 
How do they ensure nursing care is performed in accordance 
with professional standards? 

 20.  How does shared leadership promote “what’s best for the pa-
tient” at your institution? 
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  8  Teaching and Learning 
Quality Caring 

 The purpose of learning is growth, and our minds, unlike our bodies, 
can continue growing as we continue to live. 

— Mortimer Adler 

  Keywords: learning, teaching, caring, pedagogy, 
caring competency, educational program evaluation 

 NURSING AS PERFORMANCE 

 Nursing is founded on a set of beliefs about persons, health, environ-
ments, and the social responsibilities of the nurse (American Nurses 
Association, 2003; Fawcett, 1984). As a practice discipline, it includes 
specialized knowledge and skills that ultimately converge in the clini-
cal setting with professional actions or behaviors that contribute to the 
health of individuals and groups. This union of knowledge, skills, and 
professional behaviors is much like a performing art, similar to playing 
the piano. Music theory must be understood, psychomotor exercises 
with scales and chords are repetitively carried out to perfect the practi-
tioner’s technique, and musical pieces are rehearsed over and over again, 
culminating in a beautiful performance. The value of music as a social 
good by the musician underlies his/ her performance. Nursing practice is 
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similar. It has discipline-specifi c knowledge that must be comprehended 
and psychomotor techniques that must be perfected, and it is under-
girded by an ethic of caring. It is dynamic and contextual, demanding an 
awareness of the self, others, and the larger systems in which it is per-
formed. Good nursing practice requires an inquisitive nature that slowly 
and continuously refl ects upon questions such as: What am I observing 
about this patient and family? What am I learning about me? What am 
I learning about nursing? Listening for answers to these questions over 
time helps one to discern what is relevant or salient about clinical situa-
tions and respond accordingly. 

 Yet, today’s prelicensure nursing students are pressured to perform 
at increasingly diffi cult levels in shorter periods of time compared to their 
counterparts in the social sciences, the arts, or business. Not only does 
entry and continued stay in a nursing program depend on mean grades 
above 3.0, but athletic and other extracurricular activities are often com-
promised by the time constraints of clinical courses. At the graduate 
level, most students are working (many full time) while supporting fami-
lies. As an observer in a school of nursing, one would fi nd many students 
coming and going at all hours, busily working on projects, studying in the 
library, departing and arriving home from clinical agencies, in the class-
room, working online, talking on the phone, or delivering and receiving 
text messages. There is little downtime or group activities, and often, 
classroom activities continue to be conducted in teacher-driven lecture 
format without many opportunities for real connection. 

 Building on this theme, faculty are also living demanding work lives, 
often running from meeting to classroom to clinical site. The nursing 
faculty shortage, associated low salaries, and increased emphasis on 
extramural funding have placed further burdens on nursing faculty that 
limit time spent with students (Yordy, 2006). Student–teacher relation-
ships are compromised by the hectic lives of faculty members and their 
students, yet positive learning outcomes have been linked to the quality 
of the nursing student–teacher relationship (Gramling & Nugent, 1998; 
Pullen, Murray, & McGee, 2001). In fact, sustaining caring relationships 
with nursing students may be considered a moral responsibility of nurse 
educators so that caring interactions as the basis for professional practice 
can be instilled in graduates. 

 As the essence of nursing (Watson, 1979), caring and its associated 
attitudes and behaviors are considered a major component of profes-
sional nursing education. Since the late 1980s and early 1990s curricu-
lum revolution (Bevis & Watson, 1989; Tanner, 1990), nurse educators 
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have been challenged to focus more on caring relationships and inter-
personal processes and less on specifi c content. Cook and Cullen (2003) 
see a crucial role for nursing educators to teach the importance of caring 
to counter the increasing demands on practicing nurses who have shifted 
their focus away from caring. Many schools of nursing integrate caring 
concepts into the curriculum, and some have instituted separate courses 
on relationship-oriented aspects of nursing. However, there remains lit-
tle evidence of increased caring capacity of nursing graduates. And some 
students report that nursing faculty “struggle to enact the same caring 
behaviors they advocate” (McGregor, 2005, p. 90). For example, in a 
Taiwanese study of two nursing schools, the largest difference reported 
in students’ ( N  = 214) perceptions of effective and ineffective clinical 
instructors was in interpersonal relationships ( t  = 30.38;  p  < .000; Tang, 
Chou, & Chiang, 2005). Another report highlighted that uncaring fac-
ulty members can even hinder students’ success (Poormann, Webb, & 
Mastorovich, 2002). 

 In Beck’s (2001) metasynthesis of caring within schools of nurs-
ing, 14 qualitative studies in schools of nursing were analyzed. Using a 
meta-ethnographic method, four major themes emerged: caring among 
faculty, faculty–nursing student caring, caring among nursing students, 
and caring between nursing students and patients. The central compo-
nent of these themes was “reciprocal connecting,” which consisted of 
presencing, supporting, sharing, competence, and uplifting effects. This 
inductive approach implied that experiencing caring in the educational 
environment is contagious and even has a “trickle down effect” that can 
be translated into the practice environment (p. 108). As suggested by 
Inui (2003), students in the health professions learn from the informal 
or hidden curriculum (what they see us do). In other words, professional 
caring may be best learned through the caring relationships and role 
modeling that faculty enact during the educational process. 

 LEARNING NURSING IN THE CONTEXT 
OF CARING RELATIONSHIPS 

 Teaching is more than imparting knowledge; it also is about open-
ness, connection, and creativity. These last three adjectives suggest 
that objective (outer) as well as subjective (inner) factors are involved. 
Learning is traditionally the goal of formal education and, in the health 
professions, is a requirement for continued practice. Because nursing is 
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a practice discipline that requires a certain level of competence, learn-
ing nursing is a lifelong process that is both contextual and developmen-
tal (Leach, 2002). According to Wheatley (2005), “knowledge is created 
in relationship, inside thinking, refl ecting human beings” (p. 149). The 
student’s ability to perform, therefore, is infl uenced by the situation 
(setting, teacher, patient, etc.) and is augmented by relational activities 
that stimulate how one is assimilating new knowledge. Refl ection, that 
is, examining one’s experiences and connecting with one’s feelings, is 
considered a hallmark of understanding a professional practice (Schon, 
1987).

 Learning nursing, then, is a continual process of acquiring knowl-
edge externally (from professors, reading and studying literary 
sources, peers, other nurses in the practice setting, and research) 
and refl ecting on that knowledge to better understand how it can 
be applied in a professional manner in real clinical situations. 

 The experiences of merging information gained from external situa-
tions together with internal refl ection are dependent on relationships—
with each other, the larger system, and with the self. Learning occurs 
best when the teacher does more than convey seemingly disconnected 
facts while students passively receive them. Encouraging active learn-
ing through participative approaches or using pedagogies of engagement 
encourages meaningful learning (Edgerton, 2001). Faculty members 
who design and facilitate active learning experiences in the context of 
relationships assist nursing students to understand complex phenomena 
that are connected to a larger whole, are adjusted to the situation, and 
are transferable to a variety of nursing situations. Such learning is better
known as integrative learning (Huber, Hutchings, Gale, Breen, & Miller, 
2007); it helps students synthesize separate ideas, identify patterns, and 
develop habits that are situation-specifi c. Integrative learning is being 
fostered nationally by the Association of American Colleges and Uni-
versities (AAC & U) as faculty members strengthen connections among 
various content areas. 

 Central to these ideas of learning is the focus on connecting to the 
student through relationship. Traditionally in nursing education, fac-
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ulty members delivered information and then expected adequate per-
formance on tests or rational explanations for actions during clinical 
experiences. The relationship between teacher and student was some-
what intimidating because the teacher was considered the expert while 
the student was dependent on the teacher for information and evalu-
ation. Conversely, relationships characterized as  caring  are mutually 
defi ned and can provide growth opportunities for both the student and 
the teacher. In fact, Gillespie (2002) proposed that such relationships 
can be transforming to the individual (both student and teacher) and 
even life affi rming.  Reciprocal connecting,  characterized by authentic-
ity and shared engagement, has a positive infl uence on learning out-
comes in nursing (McGregor, 2005). This phrase implies that teachers 
and students know the other as human persons and respect and value 
each others’ point of view. It eases the student–teacher interaction, al-
lowing the student to better focus on learning without worrying about 
pleasing the teacher, focusing on clock hours and procedures (tasks), or 
knowing the right answer. 

 Connecting to students through relationship is accomplished in 
the classroom, online, and, most importantly, clinically. It is in this 
practice setting where a sense of caring professionalism is internal-
ized, teamwork is learned, safety and quality are ensured, account-
ability is developed, and an appreciation for the larger system is 
formed. Clinical education is where the practice is showcased, 
and it offers faculty members the opportunity to role model, invite 
thinking, create safe space for exploration, and evaluate the effec-
tiveness of their teaching. 

 Lately, however, clinical education is often relegated to part-timers 
and even staff nurses and is frequently looked down upon by tenure-
track nursing faculty as a hindrance to more important research activities.
There are few rewards and oftentimes disincentives for clinical educa-
tion. Complicating this is the challenge of teaching  caring. How does 
one teach a philosophical stance or, more aptly put, a way of being that 
is viewed by many as light, unscientifi c, or incongruent with  present-day
health care? 
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 CARING PEDAGOGIES 

Pedagogy  refers to the art of teaching that encompasses specifi c meth-
ods, strategies, and instructional technologies. 

 A caring pedagogy utilizes the caring factors (see chapter 2) to cre-
ate an environment of engagement that is genuine and student-
centered. Caring,  as one of the core values of professional nursing, 
is honored, given high regard, and lived through the behaviors of 
faculty and staff. Faculty members who continuously refl ect on 
the nature of nursing, themselves as teachers, and integrate the 
caring value of nursing with their words and actions set the tone of 
a school and become powerful role models for students. 

 According to Smith, Sheppard, Johnson, and Johnson (2005), who 
commented on the text What Matters in College: Four Critical Years Re-
visited  (Astin, 1993), the interaction between faculty and students along 
with peer interaction “affected more general education outcomes than 
any other environmental variables . . . including the curriculum content” 
(pp. 1–2). 

 In this way of learning, covering all content areas during a program’s 
short time frame is not possible. Rather, concepts central to the profes-
sion (such as caring) must be learned in depth and advanced over time 
with gradually increasing expectations of performance. Likewise, evalu-
ation of learning should examine deep understanding versus superfi cial 
knowledge of core concepts. Thus, competency is developed. Using the 
traditional domains of learning (Bloom, 1956), caring cognitive, psycho-
motor, and affective knowledge is gained by learner-centered activities/
experiences that facilitate depth, connection, and context. The faculty 
member’s role is to design, facilitate, and evaluate the learning experi-
ences in the context of relationship. 

 The caring factors provide the groundwork for student–teacher re-
lationships (see Table 8.1). 

Mutual problem solving  assists students in understanding how to ap-
proach and think about clinical situations. Providing some information, 
reframing students’ perceptions, brainstorming together, and using back-
and-forth active discourse with appropriate feedback, faculty members 
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POTENTIAL STUDENT CONSEQUENCES ASSOCIATED 
WITH FACULTY-CARING BEHAVIORS

CARING FACTOR POTENTIAL CONSEQUENCES

Mutual problem solving Whole systems (big picture) thinking; 
 clinical reasoning; evidence-based 
 decision-making

Attentive reassurance Possibility; hope for the future

Human respect Dignity; sense of worth

Encouraging manner Confi dence in abilities

Appreciation of unique meanings Feel understood

Healing environment Comfortable

Basic human needs Security, self-esteem, self-caring

Affi liation needs  Connected; signifi cant learning 
 experiences

Table 8.1

help shape students’ comprehension of specifi c knowledge. The faculty 
member caringly uses the relationship as the basis for learning by en-
gaging and encouraging student-led participation. In Tang et al.’s study 
(2005), the highest rated item explaining students’ perceptions of effec-
tive clinical instructors was “solves problems with students” (p. 189). This 
factor was also reported by patients ( N  = 557), explaining the percentage 
of the variance in caring (Duffy, Hoskins, & Seifert, 2007). 

Attentive reassurance  requires availability on the part of the teacher 
along with a positive outlook on student performance. Availability of 
faculty is always an issue for students and faculty because demanding 

Feel “Cared For”

Student Satisfaction                        

Improved Learning Outcomes

Personal Growth

Caring 
Professional
Practice
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work lives and lifestyles often interfere. It is important for faculty mem-
bers to take a look at how often and in what ways they allow students 
access to them. Offi ce hours may not be enough, especially for online 
students who often do not come to campus. Multiple ways to ensure 
regular access to faculty are paramount; likewise, faculty members who 
make a point to initiate conversations (using various means) are consid-
ered important to students (Leners & Sitzman, 2006). Paying attention 
to students’ progress requires faculty members to slow down enough to 
listen and notice their behaviors. In a phenomenological study of caring 
in nursing education, Coyle-Rogers and Cramer (2005) highlighted how 
educators “cared enough to recognize in the student a need for support-
ive assistance” (p. 164). Noticing behaviors in students and following up 
are important aspects of this caring factor. Failing students, in particular, 
need special time and an open and confi dent stance. McGregor’s (2005) 
case study on a failing nursing student was enlightening. Keeping open 
a future of possibility was the central theme in the student’s attempt 
to “recover” from uncaring practices of a few nursing faculty members. 
Occasionally students will fail; faculty members who offer students other 
hopeful futures (suggest alternative courses or careers) can help students 
fi nd meaning and strength in the process. 

Human respect,  or honoring the inherent worth of individuals and 
accepting them unconditionally, is a fundamental caring factor that con-
veys that people matter. All individuals want to feel signifi cant in some 
way, so when faculty members acknowledge students by name, use ap-
propriate touch, and remember that students are members of families 
and larger communities that they value, students learn the importance 
of human dignity. 

 Using an  encouraging manner  refers to the demeanor of the faculty 
member. It consists of the congruence between verbal and nonverbal 
messages, showing enthusiasm for student activities, cheering for stu-
dents, and providing appropriate positive feedback. This last behavior is 
frequently missed as faculty members assess examinations (particularly 
multiple-choice tests) and scholarly papers looking for mistakes or weak-
nesses in the student’s work. Taking an alternative approach, choosing 
essay-type or other more refl ective evaluation methods, and looking for 
the strengths and pointing out the good aspects of students’ work take 
more time but promote confi dence and build independence. 

Appreciating the unique meanings  or what is important to students 
is a caring factor that requires intention on the part of nursing fac-
ulty. This factor honors the individuality of each student and his/ her 



 Chapter 8 Teaching and Learning Quality Caring 141

 background, culture, and life experiences. At the graduate level, using 
the varied nursing experiences of students in seminar discussions rec-
ognizes the expertise of students and enhances learning. Directing at-
tention to students or staying student-centered is a purposeful behavior 
that is especially diffi cult when faculty members have large class sizes or 
online courses. Yet, recognizing the unique frame of reference of stu-
dents, acknowledging their subjective perceptions, and using these to 
devise meaningful learning experiences avoid speculation and enhance 
further interactions. 

Creating and maintaining a caring, healing environment  in schools 
of nursing is a vital role for faculty administrators; but, individual faculty 
members are cocreators of that environment as they go about interact-
ing with students, staff, and other faculty members. As the predomi-
nant setting where learning is taking place, maintaining surroundings 
that are conducive to learning is comforting to students and may reduce 
their anxiety. Such actions as maintaining a safe and confi dential student 
lounge, providing adequate lighting, reducing noise, keeping safety a 
priority, resolving confl icts or disputes early, and bringing together ex-
perts or resources that augment classroom activities provide students 
with a caring milieu that enhances learning. The organizational culture 
or tone of the school, including the teamwork among faculty and staff, 
the vibrancy of employees, certain behavioral norms, and traditions, 
adds to the circumstances surrounding learning and has an impact on 
student performance. For example, faculty members in one school of 
nursing host a journal club once a month. By hosting this meeting, fac-
ulty demonstrate the importance of research by taking the time to coach 
a student leader who chooses and distributes an article and leads the 
discussion. The faculty member advises the student in the process and 
provides a safe space for dialogue. Another example is the discussions 
that faculty members and students have about patient situations in the 
clinical setting. A caring faculty member will consistently provide secure 
areas for students to respond to questions, inquire, and share ideas in 
confi dence. Maintaining student confi dentiality is important to future 
interactions and creates one of the conditions necessary for high-quality 
learning.

 Meeting students’  basic human needs  is a caring factor that, on the 
face of it, doesn’t seem pertinent to young, healthy persons. Yet, as indi-
viduals, physical, safety, social /relational, and self-esteem needs are im-
portant. It is critical that faculty members remember that basic human 
needs provide the motivation for behavior (Maslow, 1943). Adequate 
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fl uid and nutrition, rest and sleep, and exercise are physical needs that 
remain important during the educational process. Maintaining social 
relationships such as including students in group activities preserves 
belonging needs, while a sense of security provides order. In clinical 
situations, making sure students get to lunch, are working in a safe envi-
ronment, and are recognized for their achievements meets basic human 
needs. Helping students learn to meet these needs through self-caring 
activities such as specifi c health promotion activities contributes to the 
students’ future caring capacity. Keeping in mind that students have 
affi liation needs  and belong to larger family and community groups is 
also caring in nature. When faculty members allow students to remain 
engaged in these groups through specifi c behaviors (e.g., allowing a stu-
dent in a community-health course to complete a project for her own 
community), students may fi nd more signifi cance in their assignments 
and acquire more in-depth knowledge. Using the full range of caring 
factors provides quality learning experiences that may have profound 
consequences on student learning outcomes (see Table 8.1). 

 Within the framework of the Quality-Caring Model© (Duffy & 
Hoskins, 2003), innovative nurse educators are crafting learning ob-
jectives, courses, skills training, competencies, and values-based ex-
periences using various instructional techniques to enhance nursing 
students’ learning outcomes. For example, in the cognitive domain, ob-
jectives such as 

 1.  Describe the multiple dimensions of relationship-centered car-
ing including interdependence, community, and cultural com-
petence;

 2.  Interpret the human experience of health and illness and its 
various meanings among diverse populations; 

 3. Identify the nature of caring relationships; 
4.  Examine the philosophical/theoretical foundations of relation-

ship-centered caring; 
 5.  Analyze the threats to the integrity of caring relationships, in-

cluding social and cultural differences, and characteristics of the 
caregiver, the patient, and the health care system; 

 6.  Synthesize information from caring theory, practice, and re-
search fi ndings in the relevant literature; and 

 7.  Develop a plan for professional development including strate-
gies to enhance self-awareness, the capacity for regular refl ec-
tion, and continuous learning 
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 were developed to provide a comprehensive course on relationship-
 centered caring (The Catholic University of America, 2006). Using mul-
tiple forms of experiential activities and evaluation techniques, students 
began to learn the meaning of professional caring. Classroom activities in 
this course were varied and experiential with active, participative learn-
ing. For example, caring factors were comprehended through a game of 
“Factor Feud,” and small-group role playing was used to contrast car-
ing and noncaring nursing practices. Multifaceted, problem-based case 
studies were used to develop plans of care applying the caring factors 
as intervention strategies. In addition, self-refl ective exercises were as-
signed to augment classroom activities and promote integration of the 
concept.

 Related to the psychomotor domain, students should be expected 
to perceive, recognize, and appropriately use caring behaviors (verbal 
and nonverbal) and to develop increasingly higher levels of caring pro-
fessional practice. An appropriate objective for this domain might be: 
practice human interaction skills, such as active listening, to initiate and 
cultivate caring relationships.  In one hospital using the Quality-Caring 
Model as their professional practice model, a required annual compe-
tency was developed to reinforce the quality of patient interactions (see 
Table 8.2). This competency included a case study followed by nurs-
ing actions that were videotaped so nurses could learn how to improve 
their caring practice. Another more impressive approach to this learn-
ing domain was reported by the Minnesota Baccalaureate Psychomotor 
Skills Faculty Group (2008). In this multisite study, investigators used 
the well-known blood pressure measurement as a way to integrate car-
ing behaviors into a professional psychomotor skill. First, they revised 
the behaviors usually assessed during blood pressure skill evaluation to 
incorporate caring behaviors such as “faces client throughout proce-
dure, maintains eye contact, voice is congruent with patient’s emotions, 
physical contact is performed with a gentle touch” into the procedure 
(p. 102). To test the question, “is there a change in objective and subjec-
tive caring behaviors demonstrated by baccalaureate nursing students 
completing blood pressure measurement when those behaviors are 
taught in a nursing psychomotor skill curricula” (p. 101), they observed 
students before and after a demonstration of blood pressure measure-
ment using caring behaviors, after completing an assigned reading, and 
after receiving caring content in the classroom using a variety of methods. 
Posttest scores ( N  = 59) were signifi cantly higher ( F  = 47.18;  p  < .000) 
than pretest scores on objective caring behaviors. Increases in subjective 
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scores were also present. These fi ndings add to the notion of professional 
caring skill acquisition as developmental, that is, learned over time and 
in context. Faculty members were innovative in intentionally integrating 
caring professional practice within a common psychomotor skill. This 
intervention is very similar to the practice situation where nurses con-
tinuously blend psychomotor skills with cognitive and affective dimen-
sions of practice ( being  and  doing  together). In this study, the process of 
human caring was operationalized in an integrated fashion where human 
caring and a specialized technique worked together to provide caring 
professional practice. 

COMPETENCY:  PURPOSEFUL INTERACTION 

PERFORMANCE
CRITERIA EVALUATION

RESOURCES & 
 REMEDIATION

VALIDATOR 
INITIALS & 
DATE 
 COMPLETED

Knocks on patient’s 
door before entering 
the room

■ Case Scenario 
with
demonstration
or discussion

■ Observation
in daily work 
experience

■ Role Play

■ Discussion

■ * See reference 
list

Reviews white 
board with patient’s 
information

Sits down next to 
patient

Maintains eye 
contact

Touches the patient 
lightly on the hand— 
if appropriate

Sits leaning 
slightly forward 
facing the patient

Ensures choice of 
words, tone, and body 
language all convey 
the same meaning

Listens intently to 
the patient

Table 8.2

(Continued)
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COMPETENCY:  PURPOSEFUL INTERACTION (Continued )

PERFORMANCE
CRITERIA EVALUATION

RESOURCES & 
 REMEDIATION

VALIDATOR 
INITIALS & 
DATE 
 COMPLETED

Acknowledges
the patient with 
subtle changes in 
expressions
and/or nodding 
the head

Uses active 
listening
techniques—
repeating,
refl ection, and 
empathy

Speaks to patient 
in a calm, 
respectful, and 
clear voice

Uses open-ended 
questions

Responds to the 
feeling tone of 
the patient

Encourages
sharing of 
feelings

Suggests coping 
strategies if 
appropriate

Brings closure to 
the conversation 
and follows 
through on any 
issues

Documents
the purposeful 
interaction

Table 8.2
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 In the affective domain of learning, students are expected to value, 
appropriately respond, and eventually internalize important professional 
concepts. Values-based experiential activities such as service learning or 
participating in caring groups help students accept and embrace the im-
portance of caring as the cornerstone for professional nursing practice. 
One school of nursing approached this aspect of learning by incorporat-
ing a model of affective development that guided the process of internal-
izing the concept caring  over the course of the entire curriculum (Cook 
& Cullen, 2003). By setting a caring nursing educational environment, 
carefully planned and selected teaching/learning strategies, and multiple 
assessment approaches, the faculty successfully assisted Associate De-
gree students to internalize caring as the dominant theme in professional 
nursing practice. 

 Another approach to helping nursing students internalize the sig-
nifi cance of their emerging nursing practice is to help them think about 
or interpret their relationships with patients and families. According to 
their hermeneutical study, Ironside and Diekelmann (2005) found that 
students referred to times when they were able to make a difference as 
“knowing and connecting.” Engaged groups of students and teachers 
jointly unraveling descriptions of their experiences help both students 
and teachers discover important factors about what and how students 
are learning nursing practice. 

 Online education and new graduate orientation are two areas where 
caring relationships between students and faculty are not usually men-
tioned. However, the question of how to effectively convey caring in 
these student populations is a signifi cant one. In two qualitative reports, a 
team of researchers explored the question of student perceptions of car-
ing in online baccalaureate and graduate education (Leners & Sitzman, 
2006; Sitzman & Leners, 2006). Similar themes of empathy, frequent 
feedback, timeliness, tone of appreciation, and being committed or able 
to “feel the passion of caring online” emerged from the data (Leners & 
Sitzman, 2006, p. 315). Particularly from the graduate students’ perspec-
tives, faculty members’ choice of words and punctuation had great sig-
nifi cance for student morale. It conveyed the encouragement needed 
to continue in the course. In general, frequency, availability, and imme-
diacy of interaction were attributed to caring as was the students’ need 
for faculty to know them personally. Primarily in baccalaureate students, 
faculty caring was necessary to convey that the online students were just 
as important as the classroom students. Although limited by the methods 
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and samples, these studies contribute to the idea that intentional caring 
in online education can enhance learning. 

 Continuing to perfect caring professional practice after graduation 
is a lifelong effort, but the new graduate experience can contribute or 
thwart such practice. In a phenomenological study of caring behaviors of 
preceptors (Schumacher, 2007), data were collected from journal entries 
and in-depth interviews. Findings included six caring and four noncar-
ing themes between preceptors and new graduate orientees. Advocat-
ing, welcoming, including, preceptor presence, genuine feedback, and 
human-to-human connections were described as caring interactions by 
orientees. Such behaviors as taking time to make sure assignments were 
good learning experiences, asking questions, listening, using an open and 
approachable demeanor, including orientees in unit activities and com-
mittees, being physically present without hovering, and sharing some 
of the deeper rules of the professional nursing culture were listed as 
caring. Unfortunately, the noncaring interactions were described as un-
welcoming (no eye contact, no introduction to the unit), underpresence 
of preceptor (did not check on orientees, allowing them to make serious 
patient errors), overpresence of preceptor such that they did everything 
for the orientee, and noncaring feedback (unclear, confusing, confl ict-
ing, or not authentic). These experiences have important implications 
for staff development educators, preceptors, and nursing leaders. Caring 
relationships between preceptors and orientees are necessary to make 
successful transitions between the educational role and professional 
practice and are linked to retention of new nurses (Nursing Executive 
Center, 2002). Preceptors should be chosen and educated carefully and 
model caring behaviors, helping new nursing graduates better imple-
ment caring professional practice. 

 ASSURING CARING COMPETENCY 

Competency  is a complex phenomenon referring to an individual’s 
expertise and ability to perform a skillset in a particular discipline. 
Competency in nursing has been defi ned as the formal exhibition of 
a skill, ability, or aptitude of a professional nurse (Meretoja & Leino-
Kilpi, 2001). As such, its measurement is daunting and requires mul-
tiple approaches. It is best accomplished by assessing an individual’s 
ability to demonstrate identifi ed behaviors (competency statements or 



148 Quality Caring in Nursing

 competencies) in the practice setting. Competency statements in nurs-
ing typically relate to the three learning domains and are scored based 
on some pre- established criteria (Bloom, 1956). 

 Competency assessment has undergone signifi cant debate in nurs-
ing education over the years because it confl icts with a basic premise 
of higher education, that is, lifelong learning. University faculty believe 
their goal is to prepare beginning practitioners who are lifelong learners, 
while employers want graduates who can immediately perform upon 
employment, who are aware of workplace needs, and who have more 
than beginning competence. Thus, ensuring competency is seen as lim-
iting by some faculty and yet necessary by nursing leaders as they try 
to uphold an environment of quality and safety in clinical agencies. So, 
despite the fact that graduates of nursing programs are expected to ini-
tiate, cultivate, and sustain caring relationships with their patients and 
members of the health care team (Duffy & Hoskins, 2003), caring com-
petency in nursing is rarely measured summatively in the academic set-
ting and even less so in the practice environment (Duffy, 2005; Sadler, 
2003). Starting with a defi nition of caring and a competency framework 
that includes all components of registered nurse performance, however, 
statements demonstrating caring knowledge, abilities, and values can be 
identifi ed and used for evaluative purposes. Statements refl ecting ge-
neric knowledge of caring relationships might include the following. 

 The new graduate/ beginning registered nurse: 

 Demonstrates an understanding of the relationship of caring to 
quality health care 

 Recognizes that caring relationships are driven by the needs of 
patients and their families 

 Contributes to the practice environment to maximize relationship-
centered caring 

 Uses caring factors in the delivery of patient care 

 Recognizes that feeling “cared for” is “what matters” to patients 
and families 

 Values caring as the primary role of the nurse 

 An example of more specifi c competencies for beginning staff nurses 
can be found in Table 8.3. 
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BEGINNING STAFF-NURSE CARING COMPETENCIES 
FOR PROFESSIONAL PRACTICE

ASSESSMENT Initiates a caring relationship with patient /family

   Performs comprehensive assessments on patients/families 
using a holistic framework

   Conducts routine patient checks throughout patient’s length 
of stay

   Integrates multiple “ways of knowing” to gather pertinent 
patient information 

Identifi cation

   Mutually identifi es measurable outcomes for patients/
families

   Identifi es possible psychosocio/cultural/spiritual and 
legal/ethical/fi scal issues that may interfere with caring 
relationships

  Identifi es priorities of care

PLAN   In partnership with the patient and family, develops a 
comprehensive plan of care

   In partnership with the patient and family, revises the plan 
as indicated

   Recognizes patient /family rights and preferences in the 
development of plan of care

  Designs holistic nursing interventions

  Plans for continuity and discharge needs

IMPLEMENT Accurately performs nursing interventions using the 
following caring factors: 

  Human Respect

  Recognizes and accepts patients’ inherent dignity 

  Treats patients and families kindly

  Actively listens to patient and family concerns

  Demonstrates unconditional human respect 

  Attentive Reassurance

  Remains available to patients and families

  Expresses interest in patients and families

Table 8.3

(Continued)
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BEGINNING STAFF-NURSE CARING COMPETENCIES 
FOR PROFESSIONAL PRACTICE (Continued )

  Reinforces patients’/families’ sense of hope

  Anticipates patients’ needs and preferences

  Encouraging Manner

  Supports patients and families in their beliefs

  Offers realistic optimism 

  Encourages patients and families to ask questions

  Assists patients to deal with bad feelings

  Allows patients and families to make decisions

   Encourages patients/families to continue with their 
health care

  Healing Environment

  Routinely checks up on patients/families

  Pays attention to patients/families

  Assists patients to feel as comfortable as possible

  Respects patient and family privacy

  Creates safe, orderly, predictable, and aesthetically pleasing 
  surroundings

  Treats the physical body carefully

  Mutual Problem Solving

   Assists patients and families to understand their own 
thinking

  Questions patients and families about their treatment

   Assists patients and families with alternate ways of dealing 
with their illness/es

  Assesses patients’ and families’ knowledge

   Assists patients/families to fi gure out questions to ask their 
health care providers

  Appreciation of Unique Meanings

   Demonstrates concern about how patients/families view their 
health care

  Discerns what is important to patients and families

Table 8.3

(Continued)
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BEGINNING STAFF-NURSE CARING COMPETENCIES 
FOR PROFESSIONAL PRACTICE (Continued )

  Acknowledges patients’ feelings

  Shows regard for what has meaning to patients and families

  Basic Human Needs

   Ensures patients’ physical needs are met, including food 
and fl uids, elimination, sleep and rest, mobility, hygiene, 
ventilation, sensory stimulation, and solitude 

  Assists patients and families to feel less worried

  Upholds patients’ sense of independence

  Affi liation Needs

  Ensures contact with signifi cant others is preserved

  Responsive to patients’ family

  Communicates with patients’ family

   Involves family in health care decisions as desired by the 
patient

EVALUATE Demonstrates an awareness of patient outcomes

   Utilizes a creative problem-solving approach to address 
ongoing patient problems

   Routinely assesses patients’ responses to care and 
achievement of outcomes; revises plan of care accordingly

Table 8.3

 Other aspects of the professional nursing role might be considered 
by the following competency statements: 

 Professional Relationships 

 Collaborates with other health care providers in designing and 
providing care to patients and their families 

 Communicates using the caring factors to create a positive working 
environment

 Tailors verbal and written communication based on sociocultural, 
spiritual, knowledge, literacy, and preferred language 
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 Using the caring factors, facilitates problem solving among the 
health care team 

 Using the caring factors, effectively delegates and supervises 
assistive personnel 

 Supports the holistic development of colleagues 

 Assumes a leadership role in meeting patient and family needs 

 Creates a sense of teamwork—offers assistance to coworkers 

 Uses relevant leadership/management strategies to guide 
improvements in the health care system 

 Provides useful feedback to health care team members in a caring 
manner

 Establishes and maintains caring relationships among the health 
care team beyond the department 

 Acknowledges others’ strengths 

 Willingly offers assistance to other staff who are stressed or need 
breaks from the work environment 

 Professional Decision Making 

 Concurrently, uses best available evidence to make sound clinical 
judgments

 Maintains awareness of one’s own biases that may infl uence 
judgments

 Uses all sources of knowledge (research, standards, experience, 
etc.) as evidence for clinical decision-making 

 Maintains technological competence in order to access best 
available evidence 

 Independently, continuously updates knowledge using current 
 research 

 Professionalism 

 Practices in accordance with established ethical and legal standards 

 Advocates for patients and their families’ needs, rights, and 
 preferences 
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 Sets standards of human caring 

 Interprets and responds to ethical issues in the workplace using 
appropriate channels 

 Contributes to the improvement of the internal and external health 
care system through research 

 Demonstrates self-awareness through ongoing refl ection and 
critical examination 

 Uses this information for self-caring 

 Uses centering practices through the work shift to refocus energies 
on patients and families 

 Role models and advocates healthy behaviors 

 Ensures accurate, comprehensive, and timely communication 

 Uses appropriate written communication 

 Remains open to feedback in order to advance learning and 
professional growth 

 Uses health care resources wisely 

 Demonstrates accountability for responsibilities delegated to 
assistive personnel 

 Seeks ways to participate in institution-wide activities such as 
shared leadership, quality improvement, and other committees 

 Examines competency of practice annually, identifying strengths as 
well as areas of professional development 

 Develops annual goals and action plans for achieving them 

 Maintains and holds oneself and others accountable for human 
caring practices 

 While competencies can be useful, their measurement is compli-
cated and does not guarantee continued expert performance. One or-
ganization using a caring professional practice model developed caring 
competencies in the traditional Benner (1984) novice-to-expert ap-
proach and uses the more advanced behaviors in their professional de-
velopment program (clinical ladder) to advance professional nurses at 
the bedside. 
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 In this approach, the novice nurse is considered more task- oriented
and has beginning understanding of caring relationships. The ad-
vanced beginner interacts with patients and families using caring 
behaviors, but in-depth use is not evident. The competent nurse 
connects with complex patients and colleagues in a caring manner, 
is beginning to recognize and act on self-caring needs, and ensures 
a human caring environment. The profi cient nurse knows his/ her 
patients and families and can anticipate their needs. He/she cul-
tivates caring relationships among the health care team and role 
models caring. The expert nurse is fully grounded in caring and 
has advanced skills in caring relationships. He/she is able to care 
for self as well as patients and families, contributes through car-
ing relationships to the local and professional communities, and 
serves as a caring leader in the department and the organization. 

 While these examples provide models for caring competency iden-
tifi cation, they are limited because their evaluation is completed in only 
one perspective, that of the supervisor. A comprehensive approach using 
the 360-degree method (Edwards & Ewen, 1996; London & Smither, 
1995), where caring competency is assessed from the perspective of the 
one being evaluated (nurse self-evaluation), those being “cared for” (pa-
tients and families), the supervisor, and colleagues (other nurses, physi-
cians, other members of the health care team), provides a more thorough 
evaluation of nurse caring capacity. By its very nature, 360-degree evalu-
ation is relationship-centered, using the wisdom of multiple sources and 
perspectives to provide important feedback. Using this approach, self-
evaluation of caring can be accomplished quantitatively with established 
valid and reliable tools (Caring Ability Inventory [CAI], Nkongho, 1990; 
Caring Effi cacy Scale [CES], Coates, 1997) and/or qualitatively through 
refl ective analysis. Within a school of nursing, Sadler (2003) used the 
Caring Effi cacy Scale to measure self-reported caring competency of 
baccalaureate students in seven classes representing differing program 
levels and found no differences in caring competency among the groups. 
Furthermore, fi nal semester seniors reported the role modeling of their 
parents as contributing most to their development of caring capacity. 
Unfortunately, out of 28 graduating seniors, only 4 students specifi cally 
wrote about the contribution of the nursing curriculum as a factor in 
their caring capacity. 
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 Evaluation of caring capacity from the patient’s perspective offers 
unique insights into how patients view professional nursing practice and 
can assist nurses to better understand how to improve their practice. De-
termining how patients and their families perceive students’ interactions is 
a direct measure of their (students’) ability to translate the concept of car-
ing to the bedside. Applying this approach, Duffy (2005) used the Caring 
Assessment Tool (CAT) with senior baccalaureate students as one method 
to evaluate their caring competency. In this study, students were expected 
(under the supervision of their clinical instructor) to obtain feedback using 
the CAT from three patients during their fi nal clinical course. Patient nar-
ratives were invited by a one-item question added to the tool to provide 
a rich in-depth approach to this assessment. Findings demonstrated that 
patients viewed the students as having above-average caring capacity over-
all, but three distinct areas, namely spiritual support, responding honesty, 
and helping patients understand their sexuality, were rated lower. 

 Competency evaluation using the 360-degree method, while more 
holistic, is complicated because once competency statements are identi-
fi ed, a measurement rubric must be developed and then determined to 
be psychometrically sound, data gathered (using appropriate sampling 
methods) and analyzed, and feedback offered to the student/employee. 
The application of this method is cumbersome for both staff or student 
and administrators or faculty members; however, some evidence from the 
management literature does suggest that 360-degree feedback is helpful 
in setting improvement goals and advancing performance ( Edwards & 
Ewen, 1996). In nursing, one might use the feedback from such a com-
prehensive evaluation in both academia and the clinical setting to en-
courage more open dialogue about caring professional practice, reinforce 
the importance of caring behaviors, refl ect back to the recipient how sig-
nifi cant their practice is to patient outcomes, identify strengths and areas 
for development, and raise awareness of faculty and nurse leaders of how 
the curriculum or the environment might be infl uencing caring practice. 
Much more research is needed to determine if this approach will im-
prove nursing students’ and practicing nurses’ caring capacity. 

 PROGRAM EVALUATION: IMPLEMENTING 
THE QUALITY-CARING MODEL FOR EDUCATION 

 Summative evaluation of concepts considered central to a program’s cur-
riculum and based on that program’s philosophy and objectives provides 
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important evidence of programmatic success. Such evaluation helps 
meet the mandate of producing competent clinicians who can fulfi ll 
practice expectations. One such practice expectation is caring. In a caring 
educational environment using a caring-based curriculum, it would fol-
low that a quality program evaluation would encompass caring learning 
outcomes. A framework for program evaluation helps guide the assess-
ment process. To that end, an adaptation of the Quality- Caring Model 
was proposed (Figure 8.1). The Quality-Caring Model for Educational 
Program Evaluation is dynamic and evidence-based (Duffy, 2005). The 
model helps to identify structure and process variables that contribute to 
educational outcomes. In this model, the structure  component includes 
characteristics of faculty, students, and the educational system. Con-
cepts and subconcepts included in this component may directly or indi-
rectly infl uence educational outcomes. The  process  component includes 

Figure 8.1 Quality-Caring Model for Educational Program Evaluation©. Adapted from 
the Quality-Caring Model© (Duffy & Hoskins, 2003).

From “Want to Graduate Nurses Who Care?” by J. Duffy, 2005, in M. H. Oermann & K. T. Heinrich 
(Eds.), Annual Review of Nursing Educational Research, 3, 59–76.
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the two essential caring relationships that comprise the work of nursing 
faculty. The independent relationship between students and faculty is 
primary and includes values, attitudes, and behaviors that faculty mem-
bers carry out in partnership with students during the learning process. 
Such relationships undergird and facilitate student learning, leading to 
specifi c educational outcomes. 

 Collaborative relationships include those activities and responsibili-
ties that nursing faculty members share with other faculty members and 
administrative personnel throughout a university system. Meetings, task 
forces, and coordinating activities among university departments rep-
resent many disciplines working together in collaborative relationships 
that ultimately lead to shared educational outcomes. For example, a 
nursing department and the theater department may work together to 
develop and teach a course for nursing students where student actors 
are also involved. Such planning is collaborative and enriches quality 
educational outcomes. 

 The third major component of the model,  outcomes,  corresponds 
to the end result of the educational process. Two forms of outcomes are 
apparent. Intermediate outcomes represent a change in behaviors, emo-
tions, or knowledge, while terminal outcomes are those major end-re-
sult concepts that affect the future of a program. Intermediate outcomes 
often include attainment of specifi c course learning goals but also can 
include feelings about the learning process. Of importance is the inter-
mediate outcome—feeling cared for. “When one feels ‘cared for,’ a sense 
of security develops making it easier to learn, change behaviors, and take 
risks” (Duffy & Hoskins, 2003, p. 83). Students who feel cared for while 
in the learning environment have reported less anxiety and more skill 
acquisition (Pullen et al., 2001). Although not reported in the literature, 
faculty who feel cared for in the work environment may report increased 
job satisfaction. 

 The major proposition of the model is that relationships character-
ized by caring contribute to positive educational outcomes. Furthermore, 
the structure-process-outcomes components are a function of time and 
circumstance and are dynamic. Ongoing feedback and revisions are con-
sistent with a continuous search for excellence. 

 With a foundational model as a guide, a program’s evaluation plan 
should refl ect the faculty’s decisions about responsibility, frequency of 
assessment, specifi c measurements, and acceptable criteria. Multiple 
perspectives applied formatively over the course of the curriculum, cul-
minating in end-of-program summative evaluation, are recommended. 
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Measuring nurse caring can be accomplished from the perspective of 
the student, the faculty, and, most importantly, the recipients of caring 
(patients).

 Although subjective, student self-reports of nurse caring can pro-
vide a baseline assessment at program entry and then be followed 
annually (or more frequently) to determine improvement. This 
 allows for trending by program level and over time. Choosing 
instruments that are practical and have established psychomet-
ric properties is essential. From the students’ perspective, self-
 assessment data can be gathered on admission and then annually 
thereafter to compare growth. 

 Clinical evaluation tools that include an objective measure of nurse 
caring that is consistent across the program can be used from a faculty 
perspective to assess students’ progress in caring competence. Such a 
measure can be as simple as one item with higher scores expected as 
students progress in the program or composed of multiple items that are 
summed for a total score. Faculty evaluation of students’ caring compe-
tencies can then be easily assessed in each clinical course and compared 
across the program. 

 Patients’ perceptions of student nurse-caring capacity are important to 
better evaluate whether students are actually conveying caring to patients 
and families. To prevent faculty and patient burden, a limited number of 
these evaluations is recommended at key points in a program. Using valid 
and reliable instruments, faculty can design how students will best se-
lect patients and administer the instrument. Scores from such evaluations 
should be shared with students and used by faculty (along with the other 
evaluations) to provide feedback about performance and make judgments 
about the effectiveness of the curriculum in preparing caring graduates. 

 Students’ perceptions of faculty-caring behaviors (e.g., feeling “cared 
for”) can be assessed using established instruments. As noted in the lit-
erature review, creating caring environments during the educational 
process and role-modeling caring seem to raise awareness and facilitate 
learning. Assessing students’ perceptions of faculty caring can yield im-
portant data about the structure and processes of the educational pro-
gram. The Caring Assessment Tool–Educational Version (CAT-edu) is 
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an example instrument used for evaluating this valuable educational 
outcome (Duffy, 2003). Students can complete this at the end of their 
program, and results can be used to revise faculty members’ interactions 
with future students. 

 While this discussion has centered on quantitative program evalua-
tion, using qualitative approaches such as refl ective journaling, narratives, 
portfolios, focus groups, and other methods adds valuable information 
to the quantitative assessment. Lastly, correlating structure and process 
variables such as student demographics or faculty credentials with spe-
cifi c learning outcomes provides data that can be used to adjust learning 
outcomes and for policy revision. 

 SUMMARY 

 This chapter focused on teaching and learning the practice of nursing. 
In particular, student–teacher relationships are highlighted. Through role 
modeling and using caring pedagogies that are student-centered, faculty 
members can design meaningful learning experiences that contribute to 
positive learning outcomes. The relationship between teacher and stu-
dent can be growth-producing for both and encompasses classroom, on-
line, and clinical settings. The caring factors provide the framework for 
 student–teacher caring relationships, encouraging openness, risk-taking, 
and engagement. Incorporating aspects of these factors into specifi c learn-
ing objectives best integrates the concept of caring as the key ingredient 
in professional practice. Caring competencies when developed and as-
sessed in a comprehensive manner can be useful in helping students and 
practicing nurses become more aware of the importance of caring profes-
sional practice. Finally, using the Quality-Caring Model for Education as 
a guide, schools of nursing can incorporate caring assessments formatively 
and summatively to ensure that this important value is embedded in both 
the curriculum and the environment and students’ progress is followed. 

 CALLS TO ACTION 

Student–faculty caring relationships combined with faculty role 
modeling during the educational process are the best possible 

(continued)
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ways to help students learn professional caring.   Evaluate  your 
relationships with students. 

Using the context of caring relationships to design and imple-
ment learning experiences assists nursing students to understand 
complex phenomena. Faculty members who connect caring nurs-
ing situations to the larger whole enable graduates to adjust to the 
complex health care system and transfer their knowledge to a vari-
ety of nursing situations.   Increase  the amount of time you spend 
with students this week. 

The performance of nursing is best demonstrated during clini-
cal education. In the clinical situation, faculty members have the 
opportunity to encourage opinions, shape ideas, establish a secure 
system for inquiry, and assess the usefulness of their teaching.   Sign
up for a clinical course. 

Noticing students’ attitudes and actions, actively listening to 
verbal and behavioral cues, and showing interest in their work are 
necessary to gauge student progress. It requires faculty members 
to remain unhurried, focused, and deliberate enough to pay atten-
tion.   Acknowledge  the strengths of students’ work. 

Professional nurses are better able to advance their practice 
(and resulting caring capacity) when they receive information from 
the patient’s perspective. Such detail offers unique insight directly 
from the source and suggests specifi c ways to improve.   Rewrite
your last lecture to include the patient’s perspective. 

In the context of caring relationships, nursing faculty members 
have the responsibility to design, facilitate, and evaluate learning 
experiences that positively impact student learning and enhance 
patient outcomes.   Revise  your student evaluation method /s to en-
hance student learning. 

Important information about an educational organization and 
its curriculum can be obtained by assessing students’ perceptions 
of faculty caring.   Use  a valid and reliable tool to measure students’ 
perceptions of faculty caring upon graduation. 
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 Refl ective Questions/Applications for Students 

   1.  Discuss what it means to be a practice discipline. 
   2.  How did you learn “to care”? How do you keep this knowledge 

current?
   3.  What refl ective learning activities are you engaged in? How 

would you evaluate and /or revise them? 
   4.  Defi ne integrative learning. 
   5.  Describe the components of caring pedagogies. 
   6.  Analyze the term  competency  as it relates to caring capacity. 

 Refl ective Questions/Applications for Educators 

   7.  Review Schon’s (1987) work on understanding a practice dis-
cipline. How can you adapt some of its important principles in 
your work? 

   8.  Appraise the phrase  integrative learning.  How is it operation-
alized in your curriculum? 

   9.  Evaluate whether caring pedagogies are fully applied in your 
institution. What could you do to better implement them? 

 10.  List baccalaureate and graduate student demands that limit 
authentic relationships in the educational environment. How 
could these be eased or the environment revised to enhance 
relationship building? 

 11.  What caring and noncaring faculty behaviors do you observe at 
your institution? 

 12.  Analyze the core concepts that undergird your curriculum. 
How are they learned in depth and advanced over the pro-
gram? What evaluation methods do you use to ensure pro-
found understanding of these concepts? 

 13.  What innovative strategies can you identify to ensure the three 
domains of learning related to caring are threaded throughout 
your curriculum? 

 14.  How would you implement a 360-degree student evaluation 
program in your curriculum? 

 15.  Refl ect on your role as a faculty member. How do you role-
model caring? What self-caring practices do you regularly 
carry out? Are you certain that meaningful (i.e., breadth and 
depth of the content) learning occurs in your classroom? What 
ways can you identify to integrate caring pedagogies into your 
teaching style? 
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 16.  Make a list of the caring factors and describe how you enact 
them in relationships with baccalaureate and graduate stu-
dents. Do they differ based on level? Should they? 

 17.  Consider an online course with graduate students. Develop at 
least three learning objectives each for the cognitive, psycho-
motor, and affective domains that include caring relationships. 
How would you ensure by your interactions with students that 
caring was conveyed? 

 18.  Consider a course that you currently teach. As a student-
 centered course with small groups of engaged learners, design 
a caring learning experience that includes fi ve small (3–5 stu-
dents) groups each with its own activity that blends into one 
larger caring concept. 

 19.  What ideas do you have to help baccalaureate students develop 
deep meanings of the caring relationships they have with pa-
tients and families? How would you implement them? What 
practice experiences could best provide opportunities for stu-
dents to know and connect with patients and families? 

 20.  What strategies might you use with graduate students to help 
them develop deep meanings regarding the caring relation-
ships they should cultivate with the health care team? How 
would you implement them? 

 21.  What type of faculty members can best utilize caring pedago-
gies? Are there some who can’t? What are the characteristics 
of those who are successful? 

 22.  Describe how you are able to transfer humanness from the 
simulation lab to the clinical area. 

 Refl ective Questions/Applications for Nurse Leaders 

 23.  How does the new graduate experience at your institution af-
fect caring professional practice? 

 24.  What continuing education activities at your institution pro-
mote caring professional practice? 

 25.  Are nurse-caring behaviors integrated into the required annual 
competencies at your institution? Could they be integrated? 
How would you go about revising them? 
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 9  Evaluating and Researching 
Quality Caring 

 Somewhere, something incredible is waiting to be known. 
 —Dr. Carl Sagan 

Keywords: measurement, caring, evaluation, caring science

 MEASURING CARING 

 As a concept so central to professional nursing practice, demonstrating 
the value of caring is crucial, not only to the profession but to patients 
and their families and policymakers. While qualitative investigations 
have provided the meanings and patterns of caring as well as some car-
ing theories, often quantitative data is needed to assess practice, evaluate 
programs or services, improve practice (quality improvement), provide 
evidence for decision-making, generate connections among variables, 
test caring interventions, and validate and refi ne theory.  Measurement,
a fundamental aspect of quantitative analysis, is generally understood as 
a process by which attributes or dimensions of a phenomenon are as-
signed a value (to eliminate guessing or uncertainty). Caring is measured 
when we want to identify its presence, determine how frequently it is 
occurring, how well it occurs, how important it is, what it is associated 
with, how it compares among groups, and persons’ opinions of it. Using 
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a systematic method of collecting data (to ensure accurate and consistent 
application) and employing focused instruments are implicit in measure-
ment. Yet, measuring nursing phenomena is usually associated with some 
error—either in the instrument itself, how the data were collected, or in 
the characteristics of the sample. Reducing this error is a major goal of 
high-quality instruments. 

 Understanding how an instrument was developed is important because 
it has implications for its accuracy, application in practice, and interpreta-
tion of results. First, recognizing the defi nition or conceptual framework 
from which the items were generated is paramount. Multiple frameworks 
for understanding caring have been proposed (Boykin & Schoenhofer, 
1993; Leininger, 1981; Roach, 1984; Swanson, 1991; Watson, 1979, 1985); 
therefore, appreciating the basic meaning of caring, which drove the item 
development, will help to clarify how fi ndings can be interpreted. Second, 
the context in which the instrument was developed is crucial to under-
stand. For example, the patient population, setting, age group of respon-
dents, emotional states of respondents, and severity of illness all have a 
bearing on the results. Third, most instruments are created for a specifi c 
purpose, and using them for a different objective is problematic for in-
terpretation. For example, a caring instrument designed to measure the 
importance  of various caring behaviors would not be appropriate if the 
objective was to measure how often  caring was occurring in a situation. 
In fact, the results would be suspect. Fourth, the perspective from which 
a phenomenon is being measured impacts results. For example, if one 
were measuring caring using a tool developed in an acute care setting, 
administering the same instrument to nurses who work in a school-based 
clinic may not necessarily yield the same results. Fifth, clarity of items, 
including the degree of readability, is important. If an item was meant 
to measure mutual problem solving, for example (a caring factor), but 
the way it was worded connoted trust, the answers would not necessar-
ily be valid. Additionally, if items on a caring instrument were worded in 
language that was diffi cult to understand, respondents may not accurately 
be able to answer it. Finally, how an instrument is administered impacts 
its results—for example, potential biases of the data collector/s, burden 
to the patient (i.e., how long it took), consistency of administration, and 
interrater reliability (multiple data collectors using the same approach) all 
affect how an instrument performs. Obviously, validity (accuracy) and re-
liability (consistency) of instruments are a major concern, and these prop-
erties should be explicitly made known to potential users. (See Table 9.1 
for a list of criteria from which to judge caring instruments.) 
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 For further information on measurement and instrument develop-
ment, see Nancy Burns and Susan K. Grove’s  The Practice of Nursing 
Research: Conduct, Critique, and Utilization  (2005). The chapters on 
measurement and data collection (pp. 389–469) provide a good overview 
of quantifying variables, including reducing measurement error and en-
suring accurate, reliable, and sensitive assessment. In the context of this 
brief background regarding measurement and instrument development 
pertaining to caring, the importance of choosing appropriate caring in-
struments with the most credibility is stressed. Because the phenom-
enon of caring has been conceptualized, it is  measurable, and several 
tools already exist to aid in this process. 

 While many have attempted to measure caring (Watson, 2002), there 
remains confusion about how and what to measure. Beck (1999) com-
pleted a review of 11 caring instruments; they varied in terms of their 
scoring structure, conceptual defi nition of caring, the perspective from 
which it was answered (patients, nurses, or others), and psychometric 

CRITERIA FOR CHOOSING CARING INSTRUMENTS

CRITERICRITERIA QUESTIONS FOR CONSIDERATION

Conceptual framework On whose theory or conceptual base 
were the items developed?

Purpose What was the original purpose of the 
instrument?

Context In what patient population or setting 
has the instrument been used?

Perspective From whose viewpoint is the tool 
seeking information—patients, families, 
students, or nurses?

Clarity Are the items understandable? Are the 
directions easy?

Administration What is the time required for 
completion? How is scoring 
accomplished?

Psychometrics Is the tool valid and reliable? What 
forms of validity and reliability have 
been measured? Are they consistent 
with your purpose?

Table 9.1 
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properties. Furthermore, use of the instruments in various studies was 
limited by sample type and size. Beck recommended additional evalua-
tion with rigorous sampling and psychometric analysis. Of the more than 
21 instruments that measure caring in Assessing and Measuring Caring in 
Nursing and Health Sciences  (Watson, 2002), only 7 measured caring 
from the patients’ point of view. Different conceptualizations of caring 
were used, few focused on direct interpersonal behaviors linked to car-
ing, and methods for testing reliability and validity were not explicit in 
some instruments. In a review of this text, Baumann (2003) suggested 
that while there are limitations in the use of quantitative measures to 
assess caring, the instruments as a whole do advance nursing.

Three recent instruments with adequate explanations of psycho-
metric properties have been reported. The Caring Behaviors Inventory 
for Elders (Wolf, Goldberg, Crothers, & Jacobson, 2006) was developed 
to measure caring from the point of view of elders and their caregivers. 
In a convenient sample of 215 elders and 138 nurses from indepen-
dent and assisted-living facilities, combined internal consistency was 
reported as .936. Five factors emerged from the data: attending to indi-
vidual needs, showing respect, practicing knowledgeably and skillfully, 
respecting autonomy, and supporting religious/spiritual needs. The fi nal 
28-item instrument, limited by the convenient sample of elders and 
caregivers, has utility in this restricted population. The Caring Nurse–
Patient Interaction Scale (Short Scale) of Cossette, Côté, Pepin, Ricard, 
and D’Aoust (2006) used 377 baccalaureate students from one school 
to explore attitudes and behaviors associated with caring. Four factors, 
namely relational care, clinical care, comforting care, and humanistic 
care, emerged with a 23-item solution. Internal consistency reliability 
varied from .61 to .94. A follow-up study (Cossette, Pepin, Côté, Poulin 
de Courval, 2008) confi rmed the four factors in a group of 531 bacca-
laureate students. 

 The Caring Assessment Tool (CAT) is a 36-item instrument designed 
to capture patients’ perceptions of nurse caring (Duffy, Hoskins, & Seif-
ert, 2007). In an exploratory factor analysis of 557 patients from 5 acute 
care institutions, the tool performed well (alpha = .96), and 8 indepen-
dent factors emerged from the data, all with appropriate internal con-
sistency reliability (.757–.917). This tool was limited by the convenient 
sample, but it partially supported Watson’s (1979, 1985) theory of human 
caring and is consistent with other empirical evidence. It is available in 
English, Spanish, and Japanese and offers nursing a caring instrument 
with little burden to patients. 
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 Although a growing knowledge base regarding the measurement of 
caring is emerging, there continue to be issues related to the conceptual 
base of the instruments, adequate psychometrics, and the perspective 
of the evaluator. With regard to the latter factor, the recipient of caring 
(most often the patient) is the most direct source of caring knowledge. 
When measuring caring in clinical situations, the patient’s perspective 
is always the most advantageous because patients’ and nurses’ percep-
tions of caring have been known to differ (  Swanson, 1999). Likewise, 
when measuring caring among nursing students, families or caregivers, 
or nurses themselves, it is important to collect the data from those being 
“cared for.” 

 Evaluating Caring Practice 

 Although measuring caring refers to quantifying the concept and is most 
often linked to research, evaluation  of caring refers to using measure-
ments to make judgments about caring (Oermann & Gaberson, 2006). 
Generally, evaluation requires a process designed to help reach conclu-
sions about students, employees, programs, or services on the attainment 
of certain objectives or behaviors. Measurement is inherent in evalua-
tion because criteria are identifi ed, quantifi ed, and assessed according to 
some scale in order to make decisions. Evaluation processes provide the 
basis for performance reviews, continuation or revisions of programs, 
and improvements in services. Data are collected, both ongoing (forma-
tive) or at the conclusion (summative), and are used to make informed 
decisions.

 Because caring practice is founded on a set of beliefs or a philosophy 
of caring, it is important when evaluating professional performance to 
fi rst articulate the knowledge, behaviors, and attitudes that defi ne caring 
practice. The caring factors can help in this regard because they provide 
practical guidance on “how to care.” (See Chapter 8 for some examples 
of staff-nurse competencies based on the Quality-Caring Model©.) In 
the context of a caring relationship, a student or employee can use the 
document together with a supervisor to actively participate and listen to 
suggestions on how to improve clinical practice. Such appraisals should 
be both ongoing and summative to stimulate refl ection and improve-
ment in caring practice. 

 Ideally, students and employees whose practice is based on caring 
will take an active role in evaluating that practice because the underly-
ing relationship to the self is an important aspect of caring practice. The 
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clinician who is “in touch” with him/herself will refl ect in an ongoing 
pattern about the nature of the practice and how it can be advanced. 
The caring supervisor will observe, dialogue, provide ongoing feedback, 
identify strengths and challenges, and offer supportive guidance in an 
effort to assist the clinician to enhance his/her practice. 

 Evaluation of caring programs such as caring demonstration proj-
ects or a caring professional practice model requires a rigorous ex-
amination of its intended outcomes. Unfortunately, well-designed 
evaluations are often left undone because perceived complexity of 
the process, including the collection of data while simultaneously 
maintaining the program, seems daunting. Health care profession-
als, in particular, seem to rely on patients’ comments or their own 
passion and feelings to conclude that a particular program or ser-
vice is worthwhile. However, without proper evaluation, the value 
or usefulness of programs or services to patients and professionals 
is not known. An evaluation model provides a framework to guide 
the process. In the context of caring professional practice, the 
Quality-Caring Model provides a holistic and participatory model 
to guide program evaluation. 

 Using this model, structural components of program evaluation in-
clude characteristics of the participants. In this case, patients, provid-
ers, or organizational demographic data provide important information 
that may impact the processes or outcomes of a program and need to 
be captured. For example, patients who are more severely ill or have 
multiple comorbidities may infl uence how professional nurses use the 
caring factors and what outcomes can be realistically attained. Likewise, 
nurses with certain credentials (i.e., education, certifi cations) may pro-
vide care that varies from their peers—this may impact the results. And 
organizations who use specifi c staffi ng models or who provide more edu-
cational opportunities for professional nurses may inadvertently impact 
the processes and outcomes of care. Taking these factors into consider-
ation during program evaluation allows one to modify the resulting data, 
lending credibility to the outcomes. 

 Process-based elements help individuals understand  how  their pro-
gram is working. This is useful when staff and patients’ opinions about 
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a program or service are solicited in order to make adjustments, rec-
ommendations for improvement, or decisions about continuation. In 
one large demonstration project, for example, patients’ perceptions of 
nurse caring behaviors (a process indicator) were used to make revisions 
to how a professional practice model was being implemented (Duffy, 
Baldwin, & Mastorovich, 2007). In this same project, nurses’ feedback 
about the model implementation process was obtained through focus 
groups and was used to suggest ways to improve the practice. Identifi ca-
tion of strengths and weaknesses in programs and services in order to 
streamline or adjust their delivery adds to effectiveness and effi ciency. 

 One innovative project, the International Caring Comparative Data-
base (ICCD) (Duffy, 2008), is a dynamic repository that began as a schol-
arly endeavor associated with the International Caritas Consortium, a 
part of the larger Watson Caring Science Institute (2008). This group 
of health professionals and institutions is connected through the use of 
caring theory in clinical, practice, and research projects. The ICCD is an 
open and fl exible database that collects and evaluates patients’ percep-
tions of nurse caring behaviors from health care institutions throughout 
the world. It stores the nursing-sensitive process  indicator, nurse car-
ing behaviors. This indicator of caring provides participating institutions 
with timely information about the processes of caring (from the patient’s 
point of view). Regularly assessing caring processes allows clinicians and 
administrators to monitor improvements in nursing practice, to link car-
ing processes with nursing-sensitive outcomes measures, to study ways 
that structural indicators such as staffi ng patterns or nurse credentials 
affect caring processes, and to examine trends over time. Using the CAT 
version IV and patient descriptors (e.g., age, gender, educational level), 
participating institutions receive unit-level comparative data reports to 
use for benchmarking, seeking out best practices, quality improvement, 
and research (Duffy, Hoskins, et al., 2007). 

 The ICCD is the only comparative database of caring behaviors 
performed by nurses. It has grown from an idea to a reality because 
health care institutions that use caring professional practice models as a 
foundation for nursing practice are actively seeking ways to connect and 
improve their services. Other process  indicators, such as nurse manager 
caring behaviors and nurse educator caring behaviors, may be added in 
the future. (See Table 9.2 for information on how to participate in the 
ICCD.)

 To validate, improve, or increase the impact of a program or service 
to patients or staff, outcomes evaluation  is used. Outcomes evaluation 
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PROCESS FOR PARTICIPATION IN THE INTERNATIONAL CARING 
COMPARATIVE DATABASE (ICCD)©

1. Agree to become a participant for one year.a Agency personnel 
involved in data collection/submission agree to complete a one-hour 
class (free to participants) in data collection and/or data entry. This 
class may be online or through a conference call or DVDs—no travel is 
required!

2. Appoint someone to serve as a liaison/contact person/site coordinator 
between your institution and the ICCD—complete a data form (to 
be determined) with an e-mail address for correspondence. The 
liaison/contact person/site coordinator will be responsible for data collection 
and submission and be available to answer questions from 
ICCD. He/she will also receive and disseminate quarterly reports from 
ICCD.

3. Identify data collectors on each unit/department—negotiate their 
commitment to quarterly data collection (excellent activity for those 
wishing to “climb” the clinical ladder or further their education).

4. Submit data according to the quarterly scheduleb using the recommended 
format.c

5. On a quarterly basis, randomly select 10 percent of patients on each 
unit/department using a caring practice model; administer a one-
page demographic form and the CAT version IV (attached and free to 
participants). It is recommended that patients selected be hospitalized 
for at least 24 hours prior to data collection to ensure that interaction 
with registered nurses has occurred. Collect all completed instruments, 
enter results in the recommended format, and send the data fi le to ICCD 
by the due date. For example, on a 30-bed unit, 3 patients would need to 
complete the instrument/s.

6. Promptly notify the Principal Investigator at ICCD if institution is no longer 
able to continue participation.

IN EXCHANGE FOR PARTICIPATION, ICCD WILL:

1. Assure anonymity and confi dentiality of participant’s institution, staff, 
and patients including presentations and publications of ICCD aggregated 
data.

2. Assure standards for data management including data integrity and data 
security. 

3. Provide participants with quarterly reports including trends and 
comparisons to other institutions in the database. The reports will be 
provided to participants directly by ICCD. Provide updates to Caring 
Consortium semiannually.

Table 9.2

(Continued)
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PROCESS FOR PARTICIPATION IN THE INTERNATIONAL CARING 
COMPARATIVE DATABASE (ICCD)©

IN EXCHANGE FOR PARTICIPATION, ICCD WILL:

4. Assure that participants will have the opportunity to provide feedback to 
ICCD to guide future projects/opportunities.

5. Facilitate participants’ publication/presentation desires through assistance 
as needed.

From Participating Institution’s Statement of Agreement, by J. Duffy, 2008. 
Indianapolis: Indiana University.
aA fee schedule is necessary to clean, analyze, interpret, and create reports. 
bSeptember 30, December 31, March 31, June 30. cWeb-based, user-entered.

Table 9.2

(Continued)

includes identifying intended outcomes, prioritizing them, specifying 
measures or indicators of achievement, establishing criteria or targets 
(the number required) for success, collecting the information, and re-
porting the results (Meisenheimer, 1997). Indicators can be both quan-
titative (e.g., established instruments) or qualitative (e.g., observations, 
focus groups). Reporting the results of outcomes evaluation (especially 
to those providing the services) provides valuable information about 
what has been learned about the program or service. Both positive and 
negative results should always be reported in a format consistent with 
the audience. Using the outcomes, project directors can assess their at-
tainment and the level of improvement and benchmark their results to 
other organizations. (See Table 9.3 for an example of the components 
used in a comprehensive evaluation of a caring demonstration project.) 

 Another aspect of program evaluation important to health care ad-
ministrators in particular is the cost-benefi t evaluation. This form of 
analysis contrasts alternatives and helps to determine the relative worth 
of programs or services. Comparisons to other programs can be use-
ful when budgets are slim to help administrators make decisions about 
which programs to retain or let go. Insurers, funding agencies, and poli-
cymakers also need evaluation data to make decisions about continuation 
of programs. Finally, evaluation data can be used for public relations or 
marketing purposes to provide potential customers with important in-
formation about programs. 
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EVALUATION MODEL FOR THE RELATIONSHIP-CENTERED CARING IN 
ACUTE CARE PROJECT

STRUCTURE PROCESS OUTCOMES

Patient Patients’ perceptions of 
 nurse caring

Patient
 satisfaction

Age Patients’ perceptions of 
 nursing responsiveness

Functional ability

Acuity
# Comorbidities

Patients’ perceptions of 
 familiarity with the health 
 care team

Pain
Falls
Pressure ulcers
Med errors

Nurse

Age
Education
Years experience

Nurses’ perceptions of 
 work environment

Vacancy rates
Retention
Satisfaction

System

Nursing HPPD Nursing time spent “in 
 relationship”

Length of stay
Readmission rates

(Duffy, 2005–2010). Relationship-centered caring in acute care. U.S. Health 
Resources and Services Administration #D66HPO5242-01-00.

 RESEARCHING CARING 

 Studying the phenomenon of caring is diffi cult; yet, as an emerging 
profession, knowledge development in its core processes is necessary 
to advance nursing. Early qualitative methods were used to describe 
caring’s attributes, to contrast caring and noncaring nursing situations 
(Reiman, 1986), to describe the importance of nurse caring in specifi c 
patient populations (Larson, 1984), and to learn more about nurse–
patient relationships (Halldorsdottir, 1991). A recent metasynthesis 
of caring in nursing used 49 qualitative reports to better understand 
the concept (Finfgeld-Connett, 2008). Findings referred to caring as a 
context-specifi c interpersonal process performed by expert nurses in a 
working environment conducive to caring. 

 Swanson (1999) completed an excellent review of qualitative and 
quantitative caring knowledge and classifi ed it in one of fi ve levels: 

Table 9.3
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the capacity for caring, concerns/commitments, conditions for caring, 
caring actions, and caring consequences. In this literary review, many 
studies focused on the nurse’s capacity for caring, including several 
ethical studies. Conditions that affect caring, both nurse-related and 
organization-related, were described, as were some caring instruments. 
“Quantitative fi ndings about the consequences of caring were minimal” 
(p. 52); however, coping and decreased psychological distress (Latham, 
1996), increased patient satisfaction (Duffy, 1992), and increased nurs-
ing job satisfaction (Duffy, 1993) were found to be linked to caring. 
Swanson described most of the knowledge generated from studying car-
ing as interpretive and urged researchers to build on this work to create 
practical measures and trial interventions using generalizable research 
designs.

 Smith (2004) reviewed research using Watson’s theory of caring 
and found 40 studies from 1988 to 2003 showing a sustained trajectory. 
They fell into the categories of the nature of nurse caring, nurse-caring 
behaviors as perceived by clients and nurses, human experiences and 
caring needs, and evaluating outcomes of caring in nursing practice and 
education. In addition, fi ve instruments based on Watson’s model were 
reported. Smith commented on the growing international interest in 
caring research, the diversity of designs, and the incongruence between 
nurse and patient perceptions of caring. She suggested several weak-
nesses in the research, including the lag behind Watson’s newly evolved 
theory and the vagueness between fi ndings and the theory, and urged 
future researchers to build on past strengths and address current gaps 
to move toward greater knowledge of caring. 

 Since that time, more study has been devoted to linking caring 
with patient outcomes, suggesting that nurse caring is a valuable as-
pect of health care that may impact patient satisfaction (Wolf et al., 
1998), postoperative recovery (Swan, 1998), and anxiety (Burt, 2007). 
In the last study, Burt (2007) used the Quality-Caring Model to study 
the association between hospitalized older adults’ perceptions of caring 
and selected outcomes of care. Using a random selection process of 84 
hospitalized medical patients and controlling for gender, she found that 
caring explained 20.2% of the variance in anxiety ( p  <  . 01). 

 Factor analytic work has served to identify several robust dimen-
sions that make up caring (Cossette et al., 2006, 2008; Duffy, Hoskins, 
et al., 2007; Wolf et al., 2006),   but limited caring intervention studies 
have been completed. Smith, Kemp, Hemphill, and Vojir (2002) used 
Watson’s (1979, 1985) and Rogers’s (1970) models to test the use of thera-
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peutic massage in hospitalized cancer patients. Using two groups ( N  = 
41), they found pain, sleep quality, symptom distress, and anxiety im-
proved from baseline in those patients who received the intervention. 
Erci and colleagues (2003) used Watson’s theory to test the effectiveness 
of a caring relationship on blood pressure and quality of life in hyper-
tensive patients in Turkey. Using a one-group pre/posttest design with 
a sample of 52 hypertensive patients, they found signifi cant differences 
in blood pressure (decreased) and quality of life (increased) posttest-
ing. Although limited in design due to lack of controls, the attempt to 
demonstrate the effect of caring relationships on outcomes in a specifi c 
patient population is impressive. 

 Using the Quality-Caring Model as the foundation, Duffy, 
Hoskins, and Dudley-Brown (2005) developed a caring intervention to 
test its effects on outcomes of community-dwelling older adults with 
heart failure. Using a comprehensive telephone-mediated interven-
tion that emphasized a consistent nurse (in the context of a caring 
patient–nurse relationship) and dedicated time for symptom monitor-
ing, education, and emotional support, the team designed a protocol 
for testing in a randomized clinical trial. (See Figure 9.1 for the re-
search model.) The fi nal sample size ( N  = 32) was too small to detect 
signifi cant differences, yet reduced readmissions and increased patient 
satisfaction and quality of life were reported in the intervention group 
(Duffy & Hoskins, in press). Finally, Swanson’s Caring Interventions 
for Couples Who Have Miscarried randomized clinical trial used four 
groups to test behavioral, self-caring among couples and a combined 
behavioral and self-caring intervention on well-being in couples who 
have miscarried (National Institutes of Health, 2008). The study used 
Swanson’s middle-range theory of caring (1991), and the study vari-
ables were measured longitudinally. To expand the knowledge base of 
caring, however, the need continues for rigorous research approaches 
using sophisticated methods. Such research should build on the work 
of others, extend over time, and be completed in varied populations. 
Furthermore, explicitly establishing the congruence between the re-
search variables and caring conceptual models will serve to advance 
caring-specifi c theory. 

 ADVANCING THE SCIENCE OF CARING 

 To extend the understanding and strengthen the evidence of car-
ing (specifi cally nurse caring) as a signifi cant variable in the health care 
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process, much more research must be conducted and disseminated. 
A caring research model may provide the framework for advancing the 
science (see Figure 9.2). 

 First, identifying research priorities might be a task for national/
international organizations, such as the International Association for 
Human Caring (IAHC), or schools of nursing, foundations, or even in-
dividual researchers. Second, continuing to build on the foundation of 
caring science using multiple methods will enrich the knowledge base. 
Refi ning existing measures of caring using appropriate conceptual defi -
nitions and adequate psychometric properties, with particular emphasis 
on the patient’s view, will allow for correlational studies and multisite 
comparisons. Qualitative studies permitting in-depth assessment of 
 caring relationships including the lived experiences of all members, cul-
turally based caring, the complexities of caring relationships, how caring 
capacity develops, and requirements for caring relationships are neces-
sary. Using approaches such as observation, interviews, focus groups, 
narratives, and other interpretive methods will enrich the science. 
Quantitative methods linking caring to specifi c patient, nurse, and sys-
tem outcomes will strengthen the evidence regarding the value of car-
ing in clinical practice. Likewise, linking faculty caring to student learn-
ing outcomes and administrative caring to healthy work environments

Figure 9.1 Research model guiding the study Outcomes of Telehealth and Homecare 
in Heart Failure. Supported by a grant from the National Institute of Nursing Research 
#NR 008005-01A1 and The Catholic University of America, Washington, D.C.
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for professional nurses will provide the basis for innovation in these 
 settings. 

 Developing caring-based interventions for testing in quantitative 
studies is necessary to provide high levels of evidence for caring-based 
nursing practice and to validate caring theory. Caring-based interven-
tions are complicated to design because little has been done in this area, 
and practical limitations for testing can be challenging. Nevertheless, 
caring-based interventions must be trialed to better understand how 
they contribute to health care outcomes. Choosing a caring-based con-
ceptual framework to support the intervention followed by an applica-
tion based on prior research and organized to meet the needs of the 
population under study is paramount. Developing a protocol describing 
the content, strength, and frequency of the intervention allows for rep-
lication. Using probability sampling and longitudinal studies, questions 
such as what is the effect of the intervention on specifi c outcomes of 
care can be answered. Integrating cost-effectiveness components will 
add to the understanding of the intervention’s worth. 

 The National Institutes of Nursing Research (NINR) has desig-
nated several areas of clinical research emphasis that may provide 
suggestions for future caring clinical research (NINR, 2007). Promot-
ing health and preventing disease is an area that seeks to understand 

Figure 9.2 Model for advancing caring science.
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factors and decision making that infl uence health behaviors and uses 
interventions to increase such behaviors over time. Caring-based in-
terventions could be designed for specifi c populations geared toward 
health promotion. For example, in school-age children, reducing the 
threats related to obesity might be eased through targeted interven-
tions provided in the context of caring relationships with school nurses 
or counselors. Or, increasing regular exercise among elderly women 
living in assisted-living facilities might be tested using a walking group 
with consistent caring nurses. 

 The second NINR clinical research priority is improving quality 
of life. In populations at risk or with chronic disease, increasing self-
 caring behaviors contributes positively to quality of life. Self- caring, 
rather that self-management, is a combination of using the inner 
awareness and resources of the self together with externally focused 
assistance by a dedicated health care professional in the context of 
a caring relationship. Self-caring builds on a person’s strengths and 
uses positive thoughts or intentions to accept encouragement and as-
sistance from others (when necessary), to adopt healthy behaviors and 
maintain independence. Caring-based interventions that seek to in-
crease self-caring or studies that identify factors associated with self-
caring practices are warranted. How self-caring impacts quality of life 
or maintenance of independence, especially in those with chronic ill-
nesses, is important. 

 The management of symptoms, the third NINR research emphasis 
area, can be augmented by caring studies that use holistic approaches 
toward symptom management. Nonpharmacologic interventions, such 
as optimizing sleep patterns, frequent reorientation, decreasing envi-
ronmental triggers, massage, family engagement, healing aesthetics, and 
individualized comfort measures provided in the context of caring re-
lationships, are examples of holistic approaches. Identifying barriers to 
symptom management, using quasi and experimental designs focused 
on patient-defi ned comfort, and using qualitative methods to elicit lived 
experiences or culturally congruent ideas related to symptom manage-
ment will meet this mandate. 

 The rise in chronic disease has increased the need to better under-
stand caregiver needs. Questions such as: Do caring relationships with 
health care providers improve self-caring and quality of life among care-
givers? or How well does a caregiver–care recipient relationship sustain 
time? are important to answer. Caring-based interventions for caregivers 
and demonstration projects that honor the importance of caregivers to 
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the health of those with chronic illnesses are issues of deep concern for 
nursing.

 Decreasing health disparities by meeting the caring needs of under-
served populations or testing culturally congruent caring interventions 
is also desperately needed. Finally, studying caring end-of-life interven-
tions based on patient preferences would provide evidence of nursing’s 
value in this vulnerable population. 

 In education, the National League for Nursing (NLN) has out-
lined innovations, educational evaluation, and evidence-based reform 
as research priorities (NLN, 2008). The impact of caring-based peda-
gogies on student learning, how caring relationships are best learned 
in simulated-teaching environments, the student–teacher relationship, 
clinical teaching, and preparation of nurse faculty for teaching caring 
relationships as the basis for professional practice are research ques-
tions that would enhance the educational environment and possibly 
student learning. 

 Program evaluation including student satisfaction and evaluation 
(including grading and testing) of student caring practice/s would pro-
vide evidence of caring competence upon graduation. Important to the 
discussion of caring educational research is the preparation of the next 
generation of nurse scientists. Without role models conducting caring 
research in schools of nursing, graduate students will not get the chance 
to participate in advancing caring science. Nurse researchers involved 
in caring research must involve students at all levels in their research, 
explain their methods and results during class discussions, invite partici-
pation in specifi c projects, demonstrate the consistency between caring 
conceptual frameworks and specifi c research variables, and model the 
process of caring research. 

 Similarly, those in leadership positions should take seriously the 
benefi ts of carefully evaluating caring programs and services as well 
as conducting research. The American Organization for Nurse Execu-
tives’ (AONE; 2005) Institute for Patient Care Research & Education 
provides seed money to fund small studies about leadership, excellence 
in patient care, and health policy. And, the U.S. Health Resources and 
Services Administration (HRSA) offers funding under the mechanism 
Nurse Education, Practice, and Retention Program (NEPR), more spe-
cifi cally, the retention objective: enhancing patient care delivery systems 
(U.S. Department of Health and Human Services, 2007). Demonstration 
projects using caring-based professional practice models, benchmarking 
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caring practices among multiple sites, evaluating the impact of healing 
environments on nurse satisfaction and retention, and enhancing inter-
professional caring will add to the growing science of caring. 

 Using strategies such as interprofessional teams, applying tools where 
data are pooled from multiple sites, and integrating biological, behavioral, 
and cost-effectiveness methods will eventually enable us to make predic-
tions about how nurses with certain characteristics will perform the car-
ing factors, the proper “dose” of caring for particular patient populations, 
the most effective ways to learn caring, and the relative worth of caring 
practices. As Quinn, Smith, Ritenbaugh, Swanson, and Watson (2003) 
emphasize, there are several cogent reasons for studying caring relation-
ships. Among them are: It provides a rationale for improving care; it may 
expose the signifi cant role of the nurse in healing and help ease the nurs-
ing shortage; and it will help validate or reject existing theory. Based on 
this justifi cation, nurse researchers have a social responsibility to study 
caring in nursing. 

 The third aspect of the research model depicted in Figure 9.2 is 
dissemination. Relevant manuscripts and doctoral dissertations pub-
lished in high-quality journals will expose others to caring research. 
Likewise, presentations at professional organizations and using the 
results of caring studies to create or revise existing policy add to the 
science. 

 Through the daily application of evidence-based practice, criti-
cally appraising caring research is important to judge the trust-
worthiness of study fi ndings and to translate credible results to 
the bedside. Applying new knowledge in the appropriate setting 
may help to transform the work environment for nurses such that 
they fi nd meaning in the important work they do. Finally, drawing 
conclusions from research about caring theory helps to validate 
and refi ne it. 

 Explicitly stating the caring theory that undergirds research studies 
adds valuable knowledge for the profession and provides the basis for 
future nursing care (Fawcett, 2008). 
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 CALLS TO ACTION 

When it is necessary to identify the presence or absence of caring, 
determine the frequency of its occurrence, its appropriateness or 
importance, its link to other variables, explain differences among 
groups and individuals’ opinions of it, and determine if caring 
should be measured.   Brainstorm  ways to best assess caring. 

Despite the fact that multiple tools exist that purport to mea-
sure caring, concerns linger about what conceptual base was used 
to develop items, the adequacy of psychometric properties, and 
from whose perspective the information is obtained.   Compare
caring instruments for use in your work. 

A caring supervisor/faculty member is key to assisting students 
and employees to evaluate their practice. Through observation, on-
going exchanges including regular feedback, confi rming strengths 
and pointing out challenges, and providing reassurance and sup-

 SUMMARY 

 Measuring caring through well-designed and effectively applied 
instruments is crucial to advancing caring science. Criteria for judging 
caring instruments are presented along with a discussion of the con-
ceptual basis for caring and the unique perspective of the recipient of 
caring. Reaching conclusions, or evaluating caring practice, learning, or 
programs is reviewed through the lens of the Quality-Caring Model. 
Research on caring is considered, including several recent studies, but 
emphasis is placed on advancing the science of caring through an orga-
nized research model that calls for multiple methods and approaches. 
Identifying research priorities, building on the existing caring research, 
and developing caring-based interventions combined with advanced in-
vestigational strategies will eventually enable predictions and validate 
caring theory. Dissemination of results and quickly translating credible 
fi ndings to practice environments provide encouragement for the future 
of nursing. 

(continued)
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portive guidance, the supervisor can assist the clinician to improve 
his/her practice. Students and employees whose practice is based 
on caring and whose underlying relationship to the self is part of 
this practice should accept the supervisor’s input and use it to pro-
gress. Clinicians who are “in touch” with themselves will integrate 
supervisory feedback with their knowledge of self to advance their 
practice and expand their own lives.   Learn  more about your em-
ployees’ or students’ caring behaviors; welcome  feedback about 
your practice from your supervisor. 

A thorough assessment of caring programs, such as caring 
demonstration projects or caring professional practice models, 
rests on the appraisal of their intended outcomes.   Estimate  the 
value added to your organization from the caring practice of pro-
fessional nurses. 

More research is necessary to extend the understanding and 
strengthen the evidence of caring (specifi cally nurse caring) as a 
signifi cant variable in the health care process.   Select  a research 
question using caring as a variable. 

A devoted health care professional who provides help and sup-
port in the context of a caring relationship together with the inner 
awareness and reserves of strength found in the self generates self-
caring, a renewable energy source that leads to a small individual 
change. Many small individual changes, however, expand over 
time to large system changes.   Go to  the International Association 
of Human Caring at (http://www.humancaring.org) to get more in-
formation about human caring. 

Potential research investigations appropriate to the educa-
tional environment include: the impact of caring-based pedagogies 
on student learning, how caring relationships are best learned in 
simulated teaching environments, the nature of student–teacher 
relationships, clinical teaching using caring as a foundation, and 
preparation of nurse faculty for teaching-caring relationships as 
the basis for professional practice.   Encourage  a nursing colleague 
in the investigation of caring pedagogies .

(continued)

http://www.humancaring.org
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 Refl ective Questions/Applications for Students 

1.  Discuss the term  measurement  as it applies to caring relation-
ships. Is measurement of caring a priority for nursing? Why or 
why not? 

2.  Contrast qualitative and quantitative research methods. What are 
the pros and cons of each as they relate to caring relationships? 

3.  Develop three research questions based on caring. What will 
you do with these questions? How might you participate in 
such studies? 

4.  Using the criteria for evaluating caring instruments (Table 9.1), 
select three caring instruments and appraise them. Which one 
would be the most appropriate to your situation? 

5.  Differentiate among the terms  measurement, evaluation,  and 
research.

6.  Using the Quality-Caring Model, develop an evaluation plan 
for a program you are interested in. Identify structure, pro-
cess,  and  outcomes  elements that would be appropriate, and 
discuss the tools, methods for data collection, and how results 
will be disseminated to make decisions about continuing the 
program.

7.  Using appropriate appraisal techniques, critique one qualita-
tive and one quantitative caring study. Are the results credible? 
Would you adopt them in practice? Why or why not? 

 Refl ective Questions/Applications for Educators 

8.  Identify three caring research priorities. What research ques-
tions do you suggest? Elaborate on the methods you would em-
ploy to answer each of the questions. 

9.  As a faculty member with research responsibilities, what ap-
proach would you use to encourage the design of innovative 
caring-based interventions at your institution? 

Important professional knowledge is advanced by overtly 
stating the caring theory that undergirds research studies. Such 
knowledge will provide the empirical evidence for expert nursing 
care.   Study  at least two caring theories. 
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 10.  Using the caring research model depicted in Figure 9.2, iden-
tify three research priority areas. 

 11.  As an educator, how might you encourage others to innovate 
and/or participate in demonstration projects that emphasize 
caring relationships? Be specifi c. 

 12.  Develop a caring-based intervention for a population of inter-
est. Make sure you include the frequency, the location, and the 
appropriate “dose” for the intervention. 

 13.  Design a study to examine the impact of self-caring on the qual-
ity of life for chronically ill diabetic persons. 

 14.  Design a study to assess the impact of caring-based pedagogies 
on student learning. 

 Refl ective Questions/Applications for Nurse Leaders 

 15.  Describe the mechanism for employee evaluation in your or-
ganization. Are caring behaviors explicitly stated? Is active 
participation by the employee an essential component? What 
recommendations do you have to improve the process? 

 16.  Analyze the advantages and disadvantages of the International 
Comparative Database for your organization. 

 17.  Discuss how you would go about partnering with a school of 
nursing to pilot a caring demonstration project. 
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  10  The Quality-Caring 
Model©  Revisited 

 There are two ways of spreading light: to be the candle or the mirror 
that refl ects it. 

— Edith Wharton 

Keywords: nursing, future, quality caring

 ENVISIONING THE FUTURE 

 Many futurist authors have speculated on how people will live, work, die, 
be educated, and pay for and experience health care 50 years from now. In 
fact, the World Future Society (2008) specializes in predicting future phe-
nomena, regularly publishes a magazine, and hosts an annual convention. 
In general, trends related to the rise of eastern nations as world powers, in-
creasing innovation on the Internet, globalization, the human genome proj-
ect, escalating epidemics (both acute and chronic), and the mushrooming 
age of the majority population have been cited as important determinants of 
the future (Canton, 2006). Others see more attention to the environment, 
“intelligent” machines (robots) that perform more mundane tasks, and 
nanotechnology and quantum computing allowing for increased computing 
power and improved drug delivery (Foresight Nanotech Institute, 2008). 
Actually, the National Nanotechnology  Initiative (NNI) was established 
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in 2001 to coordinate the research and development work of scientists 
from many U.S. federal agencies (NNI, 2008). As one author contended, 
“when intelligence can be embodied in devices that are portable or im-
plantable—they form intimate connections with the body—and become 
companions” (Benford & Malartre, 2007, p. 16). 

 Still others believe that violence, extremism, and security issues 
will dominate the culture, while a move away from organized religion 
to more individualized spirituality is the view from some religious and 
secular groups (Chopra, 2008; Heckel, 2008; Tippett, 2008). 

 While no one can predict the future with certainty, there are general 
trends that lend themselves to thinking about how one might be living 
beyond 2060. For example, the varying value of the dollar and the re-
cent global credit problem render it plausible that other currencies may 
dominate purchasing power or living standards may be compromised. 
The continued rise in energy prices affecting most of the world’s com-
modities will generate changes in automobile production, spur more 
telecommuting, and affect air travel and food production. As the years go 
by, food may actually rival oil as the driving economic force because the 
demand for food by the world’s rising populations may outpace supply. 
A new or maybe a couple of new-generation Internets may evolve that 
offer higher speed and interactivity. New world superpower/s may create 
political tensions and affect national policy, while immigration pressures 
in the United States may ease. Related to education, much more distance 
and experiential offerings will dominate elementary and secondary pro-
grams. In fact, many more young students will learn at home and meet 
in groups during experiential and seminar formats. At the college level, 
distance learning is already a reality, and improved systems will allow stu-
dents and faculty members to teach and learn from home while benefi t-
ing from worldwide experts. Discoveries related to space travel or ocean 
exploration will be inviting, but bringing them to market in a cost-effective 
manner will prove diffi cult. The acceptance of genetically enhanced foods 
and other controversial advancements will invite much discourse. 

 In health care, the United States will continue to see improved 
technological advances that will allow individuals to benefi t from 
lab and diagnostic care at the point of service, and many of these 
will be offered over the counter. Advances in imaging and minia-
ture or robotic devices for minimally invasive surgery will be used 

(continued)
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more frequently. Increasingly large integrated health medical re-
cord systems connecting physicians’ offi ces to hospitals and out-
patient clinics will provide the backbone for quality improvement 
activities. Patient-controlled medical records with smart cards or, 
as some have suggested, implanted computer chips will enable im-
proved communication and coordination (Kondro, 2007; Neame, 
1997). Genetic progress will advance the targeted drug therapies 
that have already started and allow at-home risk assessments that 
will personalize health care and profoundly change medicine 
(Ginsburg & McCarthy, 2001; Lanfear & McLeod, 2007). Most of 
these advances will have the capacity to make the human lifespan 
longer. This will bring with it the paradox of a longer life versus 
quality of life (Butler, 2008). And, as has been the case for many 
years, health care costs will continue to rise. 

 In 2007, total health care spending in the United States represented 
16% of the gross domestic product (GDP). Total spending was $2.3  tril-
lion  in 2007, or $7,600 per person (Poisal et al., 2007). U.S. health care 
spending is expected to increase at similar levels for the next decade 
reaching $4.2 trillion in 2016, or 20% of GDP. Workers are now pay-
ing $1,400 more in premiums annually for family coverage than they 
did in 2000 (The Henry J. Kaiser Family Foundation, 2007). In spite 
of this, there remains disagreement among policy makers, health care 
providers, and the American public about the best way to address health 
care costs. These continuously escalating costs will severely compromise 
employers’, individuals’, and the federal government’s ability to pay for 
health care. Based on the political climate of the future, some form of 
universal health insurance will likely cover Americans who will continue 
to become savvier about health care and voice their concerns about their 
own care. Participative decision-making between provider and patient 
will become more the rule rather than the exception. Emergency de-
partment overcrowding may decrease, but hospitals will see an even 
higher rise in acute illnesses, while chronic and less acute illnesses will 
be treated at home. Physicians will make virtual offi ce visits, and profes-
sional nurses will monitor chronically ill or recovering surgical patients 
through telehealth approaches. And while these advances are encour-
aging, the challenges of increasing consumer participation in health 
care; older, more chronically ill patients and their caregivers; improving 
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 quality and reducing errors in health care; and preparing enough quali-
fi ed health care providers will continue to challenge the system over 
the next few years. And the persistent problems inherent in professional 
nursing (e.g., shortages, workload, job satisfaction) will tax hard-working 
professional nurses if the same old solutions are applied. 

 The projected advances and challenges simultaneously affecting 
health care highlight the growing complexity of an integrated, interactive, 
interdependent, and global system that requires a more sophisticated 
workforce—one that understands the signifi cance of big picture thinking; 
whose practice is based on knowledge, multiple, and oftentimes compet-
ing connections; and one that values relationships as the basis for actions 
and decision making. This new health care system is emerging rapidly, 
and the shift to such sweeping transformation is already occurring. 

 Big picture or systems thinking is a refl ective, evaluative process that 
enables one to visualize the whole, focus on the interaction among many 
parts, and see where and how he/she contributes to it. It is an expanded 
view that raises understanding (or consciousness), allows one to notice 
his/her importance to the whole, gain more insight, and, in the case of 
nursing, actively create the desired outcome. Slowing down, making 
time, and refl ecting contribute to systems thinking. Senge, in  The Fifth 
Discipline  (1990), spoke about the importance of systems thinking to 
individuals and the organizations in which they work. 

 Practice based on knowledge not only refl ects systems thinking but 
is one of the hallmarks of a profession (Lusk, 1997), and in the case 
of nursing, Fawcett, Watson, Neuman, Hinton-Walker, and Fitzpatrick 
(2001) remind us of the link between nursing theory, inquiry, evidence, 
and practice. That link, when fully established, verifi es the value or sig-
nifi cance of a profession and distinguishes the infl uence or contributions 
it makes to society. A practice profession that  uses  the knowledge of re-
lationships as the basis for its work understands the nature of humans 
as they exist in union with the universe. And a practice profession that 
acknowledges and acts in accordance with its implicit knowledge is able 
to progress and advance itself. These ideas have assisted in the redefi ni-
tion of the Quality-Caring Model. 

 QUALITY CARING, REVISITED 

 The philosophical and theoretical underpinnings of the revised  Quality-
Caring Model continue to draw upon earlier works in quality (e.g., Do-
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nabedian, 1966) and nursing with particular emphasis on Nightingale 
(1992), King (1981), and Watson (1979). Various mid-range theories also 
inform the model, such as Irvine’s Role Effectiveness Model (Irvine, 
Sidani, & McGillis Hall, 1998) and Swanson’s middle-range Theory of 
Caring (1991). With regard to the term  quality,  it remains nonlinear and 
continuous in nature and is associated with words such as knowledge, 
learning, innovation, and improvement. It is now more often referred 
to as a science with specialized evaluative processes (Berwick, 2008). 
And the most important aspect of quality is the understanding that it is 
a never-ending quest for excellence that is an intrinsic part of everyone’s 
job in health care (Batalden & Davidoff, 2007). This defi nition implies 
that nurses, all nurses,  are continuously involved in improving their 
practice, including the parts of it that interact with other health care pro-
viders. Active engagement in knowledge-generation through research, 
innovation, or improvement activities helps one learn about him/herself, 
patients/families/caregivers, and the health care system and then use 
that knowledge to advance (see Figure 10.1). 

 In this way of building excellence, one learns continuously through 
all forms of research, clinical experience-generated knowing, and per-
sonal refl ection (Antrobus, 1997). Practicing through the lens of con-
stant learning becomes the norm, each patient becomes an experiment, 
and learning about the self contributes to practice. Most important is 
the notion of action or using  the knowledge produced to advance prac-
tice by accelerating the way clinical knowledge is produced and quickly 

Figure 10.1 Learning through knowledge-generation.
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 converting statistical results into practice changes. One model for has-
tening learning, especially at the local level, is the Context/Mechanisms/
Outcomes (CMO) model (Pawson & Tilley, 1997). In this model, tradi-
tional randomized clinical trials and pre/posttesting are still used, but 
when improvements are needed or opportunities present themselves at 
a particular site, using the context (social and cultural conditions) and the 
most appropriate mechanisms (actual intervention or opportunity) for 
that site provide more practical fi ndings that can be introduced easier. 
This approach (called practice-based evidence by some [Horn & Gas-
saway, 2007]) recognizes the knowledge of clinicians and often produces 
results more effi ciently. Quality or excellence, then, can be said to be 
dynamic, fully integrated with practice, and scientifi c. 

 Caring, on the other hand, is implicitly tied to human beings as 
they exist in relationship to each other, communities or groups, and 
the universe. Humans as multidimensional beings are worthy in-
dividuals who vary in terms of characteristics, unique experiences,
beliefs, and attitudes. Using this variance, caring relationships en-
hance quality by bringing into play normal everyday human inter-
actions that provide feedback about life experiences and human 
advancement.

 The multidimensional nature of humans, when considered in its to-
tality, constitutes a holistic perspective some call an energy fi eld or phe-
nomenal fi eld and some religions call the soul (Watson, 1979). Ill persons 
have the added characteristic of severity, which denotes just how sick 
they are. Severity of illness is an important characteristic of ill persons 
because it impacts the processes and outcomes of health care (Sidani & 
Braden, 1998); as such, it must be accounted for in measures of qual-
ity. Humans interact in relationship with other beings and evolve over 
time and in the context of the larger universe. These connections actu-
ally sustain and enrich human existence. With adequate attention to the 
self, humans can blend external with internal ways of knowing to raise 
their consciousness or awareness. Finally, human beings live and work in 
communities or shared space where members are empowered through 
relationships to advance (see Figure 10.2). Active participation in one’s 
community strengthens the health and quality of life of its members. 
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 In health care situations, persons with health needs meet in rela-
tionship with health care providers who function independently and 
collaboratively with them. Independent relationships are those between 
patients and families and a health care provider, in this case, the profes-
sional nurse. Collaborative relationships are necessary to cohesively pro-
vide services such that they remain holistic and complementary. Such 
three-way encounters are relationship-centered  when the health profes-
sionals work in unison and mutually partner with patients and families in 
the delivery of health care services (see Figure 10.3). 

 Furthermore, when the relationship is grounded in the caring fac-
tors, a human connection occurs that is transpersonal (more than the 
individuals alone) and results in a knowing of the other that anticipates, 
guides, provides for, teaches and learns, protects, and advocates. This 
form of relationship has the potential to be transforming for all involved. 
The caring factors, namely,  mutual problem-solving, attentive reassur-
ance, human respect, encouraging manner, healing environment, appre-
ciation of unique meanings, affi liation needs,  and  basic human needs,  are 

Figure 10.2 Multidimensional humans “in relationship” to themselves and their 
 communities.
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fundamental and unique to the revised Quality-Caring Model because, 
although derived from theory, they have been preliminarily validated 
(Duffy, Hoskins, & Seifert, 2007). These factors, when applied expertly 
and over time, lead to “feeling cared for” in the recipient. This reaction 
is a necessary antecedent to risk-taking, learning, follow-through, disclo-
sure, and future interactions. Caring relationships with self, communi-
ties, patients and families, and between members of the health care team 
arouse persons’, groups’, and systems’ capabilities to change, learn and 
develop, or self-advance. In other words, original, unique systems gradu-
ally advance through these multiple complex interactions; such systems, 
whether they are individual persons, groups of persons, or organizational 
systems, manifest as self-healing or self-caring. This growth is fueled by 
the caring energy shared among the participants (see Figure 10.4). 

 Self-advancing systems are  quality  systems in that they refl ect dy-
namic positive progress that enhances the systems’ well-being. This 
process is not linear but has highs and lows and emerges gradually 
over time and in space. It unifi es the evidence and humanness 
required for excellence and transcends the current extremes of 
modernism and postmodernism. 

Figure 10.3 Relationship-centered professional encounters.
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 According to Roy (2000), “understanding human consciousness, 
awareness of self and environment, and accountability for the integra-
tion of human and environment creative processes is basic to envision 
and plan for the future” (p. 2). Caring relationships are crucial to this 
movement.

 Assumptions of the revised Quality-Caring Model (see Figure 10.5) 
include the following: 

 Humans are multidimensional beings capable of growth and change. 

 Humans exist in relationship to themselves, others, communities or 
groups, nature (or the environment), and the universe. 

 Humans evolve over time and in space. 

 Humans are inherently worthy. 

 Caring is embedded in the daily work of nursing. 

 Caring is a tangible concept that can be measured. 

 Caring relationships benefi t both the carer and the one being 
cared for. 

 Caring relationships benefi t society. 

Figure 10.4 Self-advancing systems.
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 Caring is done “in relationship.” 

 Feeling “cared for” is a positive emotion. 

 Propositions from the revised Quality-Caring Model include: 

 Human caring capacity can be developed. 

 Caring relationships are composed of discrete factors. 

 Caring relationships require intent, specialized knowledge, and time. 

 Engagement in communities through caring relationships enhances 
self-caring.

 Independent caring relationships between patients and nurses 
infl uence feeling “cared for.” 

 Collaborative caring relationships among nurses and members of 
the health care team infl uence feeling “cared for.” 

 Feeling “cared for” is an antecedent to self-advancing systems. 

Figure 10.5 Revised Quality-Caring Model©.
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 The overall role of the nurse in this model is to engage in car-
ing relationships with self and others to engender feeling “cared 
for.” Such actions positively infl uence intermediate and terminal 
health outcomes, including those that are nursing-sensitive. Feel-
ing “cared for” assists patients and families to assume self-healing 
or self-caring ways. 

 Specifi c responsibilities of the professional nurse include: 

 Attain and continuously advance knowledge and expertise in the 
caring factors. 

 Initiate, cultivate, and sustain caring relationships with patients 
and families. 

 Initiate, cultivate, and sustain caring relationships with other 
nurses and all members of the health care team. 

 Maintain an awareness of the patient/family point of view. 

 Carry on self-caring activities, including personal and professional 
development.

 Integrate caring relationships with specifi c evidenced-based 
nursing interventions to positively infl uence health. 

 Advance quality health care through research and continuous 
improvement.

 Using the expertise of caring relationships embedded in nursing, 
actively participate in community groups. 

 Feeling “cared for” infl uences the attainment of intermediate and 
terminal health outcomes. 

 Self-advancement is a nonlinear, complex process that emerges 
over time and in space. 

 Self-advancing systems are naturally self-caring or self-healing. 

 Relationships characterized as caring contribute to individual, 
group, and system self-advancement. 
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 Contribute to the knowledge of caring and, ultimately, the 
profession of nursing using all forms of knowing. 

 Maintain an open, fl exible approach. 

 QUALITY CARING IN ACTION: CLINICAL PRACTICE, 
EDUCATION, AND LEADERSHIP 

 Many have envisioned nursing’s future, and others have suggested posi-
tive, indifferent, or unpleasant scenarios for the future of health care 
(Bezold, 2005; Trossman, 2002). While some of these stories seem a bit 
“out there,” just a mere 30–40 years ago patients with acute myocardial 
infarction were hospitalized for three weeks and were maintained in a 
Coronary Care Unit (CCU) on complete bed rest with no stimulants 
(coffee or tea) for three days; vaginal childbirth required a 7-day hospi-
talization; and nurses wore white uniforms, shoes, and caps and worked 
fi ve 8-hour days and every other weekend! A lot has happened in health 
care and in nursing during these years, so it is not far-fetched to imagine 
a different nursing in 2060. 

 In this case, a more mature nursing workforce will dominate—one 
whose members are true knowledge-workers—that will lead the 
health care system in delivering services to those in need. These 
professionals will be salaried employees who are experts in and use 
caring as the basis of their work. To do this, they simultaneously 
make use of both inner and outer resources to provide strength 
and renewal. In other words, they can replenish themselves or are 
self-caring.

 Professional nurses of the future will have led the transformation 
from the biomedical, task-oriented, shift-focused approach of today 
to an alert, confi dent, engaged professional workforce that is true to 
its nature, caring.  Not only does this group have caring capacity, but 
they embody it—in other words, they work in congruence with their 
 knowledge-base and values. Despite the fact that there are not enough 
of them, these professionals use their time “in relationship” with pa-
tients and families, other health team members, and themselves to 
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THE SHIFTING FOCI OF PROFESSIONAL NURSING

TODAY 2060

Focus on disease Focus on a person with a disease or 
health problem

Focus on tasks Focus on relationships

Adherence to biomedical model Nursing practice based on nursing 
models

Focus on a few specialties All nursing is embraced as special

Focus on a unit as part of an 
organization

Expanded focus to the system and the 
community it serves

Focus on the need for 
administration to make 
work life better

Focus on self-caring and self-renewal

Victim focus Pride; focus on nursing’s unique and 
valued contribution

Table 10.1

promote feeling cared for. They focus on the person rather than the 
disease and have an appreciation for the larger system in which they 
work. They are responsible yet fl exible, see possibilities, and strive for 
self-improvement by accepting feedback and continuously learning. 
Such maturity is not related to age but to a willingness to take the es-
sence of nursing along with current knowledge and recreate a practice 
that is meaningful, a basis for pride, and that positively impacts patient 
outcomes (Watson, 1979, 1985). (See Table 10.1 for the Shifting Foci 
of Professional Nursing.)   

 In a focus group of recently discharged patients, the following ex-
emplars describe the experience of being “cared for” by mature profes-
sional nurses: 

 A young mother who was separated from her baby due to severe 
preeclampsia with a resultant admission to the intensive care unit 
relayed her thoughts about the nurses. “They tailored things to my 
needs; looked in my eyes; listened and heard; helped me relax so 
my only job was to get better; they felt what I felt .” 

 A well-educated, 60-year-old woman who was admitted the second 
time for severe abdominal complications after surgery at another 
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hospital explained the differences she found in her care at this 
hospital. “On admission to a hospital, patients have a high degree 
of fear. They want to know that the outcome/s will be the best they 
can be. The nurses at this hospital maintained their composure, 
focused on me, made eye contact, used soft voices. They talked and 
shared information with physicians and each other making sure 
that information was consistent. The sense was that I actually mat-
tered, that I got answers, and I never felt scared.”

 A mother shared her experience with her 14-year-old daughter 
who had major abdominal surgery. She said,  “My daughter was 
given every opportunity to manage her own care, including her 
pain. She got educated about her health, and my other children 
who were visiting benefi ted.  The overall experience, although un-
pleasant, taught her a valuable life lesson—to be in control of her 
health.”

 A 55-year-old man suffering from chronic alcohol abuse relayed the 
following: “The nurses had a nonjudgmental mind-set, treated me 
with respect, provided me with education, and followed up on me. 
A typical good nurse is not enough. It takes an exceptional nurse to 
bring someone out of addiction.”

 The professional caring delivered to these patients generated relax-
ation, security, knowledge, and hope for recovery; so much so that the 
patients returned to the hospital to tell their story. The patients were 
deeply affected by the nurses and believed their recovery was hastened 
because of them. The nurses expertly practiced the caring factors by 
placing the patients fi rst; integrating  being  with  doing;  and maintaining 
a purposeful, inclusive manner; in so doing, they met the needs of their 
patients.

 On the other hand, a young nurse relays the benefi ts she has gained 
as a result of her experiences in nursing: “I have grown exponentially 
as both a person and a nurse . . . My patients helped open my eyes to 
the diversity of the human experience—different places, situations, and 
experiences . . . The work is arduous, but the payoffs are some of the 
best that I have ever experienced: knowing I’ve used good judgment, 
admitting when I’ve made a mistake, applying clinical skills and assess-
ments, knowing I have made an otherwise unbearable situation more 
pleasant for someone, providing support to those in need, advocating 
for a patient, helping a coworker, learning to accept help from others, 
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resolving confl ict, fi nding creative solutions, feeling that I am genuinely 
appreciated” (D’Antonio, 2008, p. 35). 

 After only two years as a professional, this nurse describes the posi-
tive infl uence her chosen profession has had on her as a human being. 
Developing and using her caring capacity, she has effectively used her 
time with patients and families to care, to learn, and to make mean-
ing of her career. In so doing, the nurse has gained many life lessons 
that have affected her desire for future interactions with patients and 
families and the continuation of her career. As a matter of fact, Faw-
cett (2007) takes the stance that practicing true nursing (using nursing’s 
unique theory-driven knowledge) may, in fact, be tied to more available 
time with patients and families and fewer nursing shortages. 

 Professional nurses of the future will hold at least a baccalaureate 
degree, but most will have a graduate degree. As one of several health 
professionals, professional nurses will forge collaborative relationships 
with other health team members for the benefi t of patients and families 
and will actively incorporate evidence from quality improvement and 
research activities into their practice. Robotics and more technological 
advances will be present but will be considered tools to advance patient 
care, not the basis for care. The clinical nurse of the future will be ad-
mired as an essential member of the health care workforce and will be 
included in important health care decisions. 

 Recently, a woman relayed her experience with her husband’s nurse 
as he was preparing for lung surgery. A hospital-based nurse called the 
patient a week in advance of the surgery at his home to review the up-
coming procedure. She spoke about the early postoperative nature of 
the intensive care unit, the necessary chest tubes, and the pain involved. 
She coached him on using the 1 to 10 pain scale so they could ensure his 
comfort. She explained the anticipated length of stay and the recovery 
period after. While nurses have been doing pre-op teaching for years, 
thanks to the evidence provided by Lindeman and Van Aerman’s (1971) 
landmark study of the benefi ts of such teaching, pre-op teaching has be-
come routine. This experience was benefi cial to the patient and his wife, 
but consider how it might unfold in 2060. 

 A professional nurse working in a hospital perioperative services de-
partment introduces himself to the patient and his/her family via a signal 
transmitted through a pair of eyeglasses. In the comfort of their home, 
the patient and family see the nurse who initiates a caring relation-
ship with them by using the caring factors during the interaction. The 
nurse completes an assessment by taking a history and “virtual physical.”
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 During this assessment, the nurse perceives the situation (appreciating 
what is signifi cant) and then probes, through asking the “right” ques-
tions, to classify the data. He/she then synthesizes the data gathered 
and identifi es/prioritizes patient problems. Potential interventions are 
framed according to the caring factors. In this case, the nurse talks the 
patient and family through the procedure while they actually “see” it 
performed through the eyeglasses. The interactions are mutual and 
questions are encouraged; the nurse uses current literature to provide 
facts and responds to the family’s perceptions based on their own search 
of the literature. The nurse explains similar procedures he has been in-
volved in and listens intently to the patient and family’s individualized 
way of learning. He administers pre-op functional status and quality of 
life measures and informs the patient that these will be used again to 
track his progress and assess the success of the surgery. He is optimistic 
and offers his contact information. The following week, the family arrives 
at the hospital one hour before surgery, and the same nurse greets them, 
completing the pre-op requirements and assuring the patient that he 
will stay with him during the procedure. He offers the family resources 
during the wait and then works collaboratively with the entire operat-
ing room team to successfully complete the procedure. By the way, the 
“procedure” may not be in the form of surgery we know today; in fact, a 
small nanoknife may actually cut away the tumor. The nurse follows the 
patient to the recovery area (which may not be in ICU) and ensures that 
the handoff fl ows smoothly. He stays until the patient is oriented and 
comfortable and then informs him how the procedure went. The follow-
ing day, as the patient is getting ready to go home, this nurse reinforces 
the teaching provided a week earlier, offers guidance to the family, en-
courages questions and concerns, and sets a time to “meet” the following 
day. At this meeting, again using a remote system, the nurse checks the 
patient’s vital signs, intake and output, and other physical parameters; 
ensures his coughing and deep breathing exercises every two hours; and 
continues to provide information and deal with questions. In addition, 
he responds to any problems including poor sleeping and low mood or 
bad feelings, and he offers encouragement. He assesses the need for 
and timing of his next “visit.” Problems arise with this patient in terms of 
willingness to cough and deep breathe at regular intervals, and a small 
pneumonia developed. However, the nurse, through increased “visits,” 
detected it early, adjusted the pain medication schedule in collabora-
tion with nurse practitioner colleagues, and provided more coaching. In 
fact, he actually did the coughing and deep breathing with the patient 
several times to model how it is best performed! At the end of the fi rst 
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week, the nurse administers the same instruments used pre-op with an 
additional instrument that measures the experience of caring  the patient 
perceived during his surgery. The nurse then enters the data from his 
own home into the protected perioperative database for analysis. He 
stays in contact with the patient and family for the next six weeks and 
then again at an annual follow-up “visit.” Additional data are collected on 
the same instruments at six weeks and one year. The nurse participates 
in the monthly interprofessional quality improvement meeting where 
aggregated outcomes data are presented. He contributes to the discussion 
of increasing morbidity rates after lung surgery by relaying this patient’s 
experience with a setback of pneumonia. The group uses this informa-
tion, generated from practice, to develop a potential research question, 
and the nurse agrees to work with his peers on the literature review. In 
addition, he analyzes the caring factor scores and looks for areas needing 
improvement. He returns to his family of four each day tired but glad 
he chose nursing as a profession. During his evening run before dinner, 
he refl ects on his own practice and wonders if he can go to a conference 
this year on adherence after surgery. And, as a volunteer fi reman in his 
community, he uses his knowledge of nursing to help the community 
with emergency preparedness. Although the nurse’s focus in this exam-
ple remained on the relationship with the patient and family as well as 
the health care team, advanced technology was imbedded throughout. 
He was assigned to several patients at once, although only one example 
was provided. He demonstrated an ethic of caring that is consistent with 
the profession combined with an interest and participation in generating 
evidence for future health care interactions. As Swanson (2008) stated, 
he was “being a nurse” versus “doing nursing.” Receiving outcomes data 
provided this nurse with feedback on his performance, but more impor-
tantly, it highlighted his contribution to the overall health and quality of 
life of the patients he cared for. 

 Obviously, a workforce of professional nurses such as the one  described 
requires an educational program that prepares them for this role. 

Values-based learning  assists students to address the confl icts or 
tensions between theory and practice and facilitates a greater 
alignment between the two. In this form of teaching, there are 
no single best answers but rather differences of opinion that must 
be explored. Using case examples and real experiences enhances 
understanding.



206 Quality Caring in Nursing

 Framing the learning experience in a format similar to ethical de-
cision making where facts are exposed, perspectives are clarifi ed, ap-
propriate values are named, alternatives are examined, and eventual 
decisions are made leads to values-based choices; in this case, caring 
choices. For example, the following case may be presented to prelicen-
sure students: 

 You are a nurse on a busy pediatric unit. One of your patients is a 6- month-
old boy who was admitted at 8 lbs, 2 oz. with a “feeding problem” diagno-
sis. This is his third hospital admission. The young mother states that the 
boy cries a lot; yet he smiles and has eaten well in your care. You observe 
the reaction of the child to the mother’s signifi cant other (he grimaces and 
does not seem to want to be held by him). When approaching the pediatri-
cian about your concerns, he tells you that he called protective services in 
the past about this child. They did a thorough investigation and found no 
evidence of abuse. So, he proceeded to discharge the child to the mother’s 
care. You feel uneasy and approach your supervisor who agrees with the 
physician.

 Facilitating a class discussion about this case, the faculty member 
would guide the students to gather facts, name appropriate values that 
could guide decisions, and choose a course of action. Students would 
be allowed to disagree and challenge each other resulting in a lively di-
alogue that would stimulate learning. Or, the following case might be 
used for senior nursing students who are studying ethics: 

 A nurse manager called an emergency staff meeting and announced that she 
just received a message from the computing center that a patient’s medical 
record had been accessed by persons who were not assigned to the patient. 
The patient was the wife of the former mayor and had been admitted for 
“abdominal pain.” The nurse manager asked for an explanation, and the 
group remained silent. One nurse knew what had occurred but declined 
to relay it in public. After the meeting, she approached the nurse manager 
and told her about three nurses who thought it would be fun to fi nd out 
“why the patient was really here.” The three nurses were disciplined and 
accused the reporting nurse of being a rat; they have since stopped talking 
to her and don’t include her in unit activities. 

 The faculty member would facilitate a conversation about the case 
using a values-based framework, allowing the students to come to a con-
clusion about the action of the reporting nurse. At the graduate level, 
students in an administration program might be presented with the 
 following: 
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 Stan, a 56-year-old night nurse, has worked at a hospital for 24 years. He 
is a loyal employee and fi lls in frequently for employees who call in sick. 
He is well-liked and personable. However, his nurse manager has recently 
discovered that he is taking food and supplies from the unit and has con-
fronted him. He cites his young daughter who has had recent surgery and 
needs frequent dressing changes that are taxing his budget. Hospital policy 
requires termination, but he offers to pay the hospital back and insists he 
won’t do it again. 

 Using a values-based decision framework, the faculty member would 
facilitate students to reach a decision for or against termination of the 
nurse. Using the caring factors, the faculty member gently engages the 
students, appreciates their input, and suggests possible alternatives. No 
one defi nitive answer but multiple opinions may emerge. In both in-
stances, the faculty member helps the students see a course of action 
that aligns best with caring and produces the greatest benefi t to patients 
and families. Values-based teaching and learning require a comfort with 
open dialogue and student-led discussions. 

 Because future nurses will likely be educated at the baccalaureate 
level, examining these programs in relation to the knowledge required 
to work in this manner is paramount. 

 Using a caring approach of shared study, educators will need to 
value caring relationships as essential to health and be committed 
to the development of caring knowledge in themselves and their 
students. To promote a growing awareness of self, students need 
to be exposed to nursing early in their freshman year and build on 
the experiences and characteristics they brought to the program. A 
focus on personal knowing or balancing inner and external knowl-
edge is paramount. 

 Educational experiences that are open, with mutual dialogue and 
refl ective analysis, enhance such learning. Planned content delivered in 
lecture format with set course scheduling may not always be the best 
way to learn and be caring. Caring experiences with patients and families 
during praxis help students appreciate its value to health care outcomes 
and their own growth as a caring person. Designing such experiences is a 
role of the faculty. Crucial to such experiences is asking questions during 
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praxis that stimulate students to think about their experiences with pa-
tients and families. Questions such as: What relationships are emerging? 
What is the quality of the relationships? What seems important to the 
relationships? and What are the potential consequences of the observed 
relationships? provide opportunities for much more introspection. 
Helping students learn the caring factors through study, simulations, and 
modeling creates situations where students can test their interactions in a 
safe place under the guidance of experts. Grounding nursing simulations 
in caring allows faculty to create an environment where the uniqueness 
of the human person and the fullness of nursing practice can be un-
derstood (Eggenberger & Keller, 2008). Likewise, in the online course 
environment, faculty members must ensure the wholeness of patients 
and families is preserved. Integrating knowledge from multiple sources 
is a skill necessary for quality care, so performing this activity early and 
repeatedly is wise. Finally, ensuring caring competency through forma-
tive and summative evaluation helps prepare professional nurses “to be” 
as well as “to do” nursing. 

 Interestingly, according to Barry and Purnell (2008), graduate stu-
dents (who are functioning at rapid paces) often come to educational 
programs seeking another way of being. They state that “the pedagogical 
challenge for faculty is to provide an opening for students to slow down, 
to search inside and to fi nd meaning in their nursing” (p. 19). 

 At the graduate level, in addition to learning new specialty bio-
medical content, more time would be better spent looking inward 
and sharing nursing experiences through refl ection and integra-
tion among faculty, preceptors, and students. The students’ chal-
lenge is to fi nd new ways of being that affi rms the values of nursing 
through interpretive activities such as refl ective analysis that assist 
in the development of alternative perspectives and approaches. 

 Facilitating caring science at the doctoral level through advanced 
inquiry requires faculty mentors who understand its nature and who are 
involved with the science themselves. Research mentoring is crucial to 
build a future group of caring scientists, as is leadership mentoring to 
build a future group of nursing leaders. 
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 Nurse executives leading upcoming health care institutions will be 
challenged to create caring-healing-protective environments for staff 
and patients that are cost-effective.  Concurrently balancing organiza-
tional costs with the human caring needs of patients and staff requires 
 relationship-centered approaches that depend on caring expertise. Ac-
cording to Pappas (2008), the high cost of nursing-sensitive adverse 
events (those poor outcomes that refl ect nursing care) provides informa-
tion and some justifi cation for specifi c RN staffi ng patterns. In this study 
of 3,230 medical and surgical patients from 2 hospitals in the western 
United States, “for each additional adverse event, the cost per case in-
creased by $1,020.00” for medical patients and “$903.00” for surgical pa-
tients (p. 234). The most frequent nursing-sensitive adverse event found 
was urinary tract infection (UTI) in both groups of patients, UTI and 
pressure ulcers in the medical patients, and UTI and pneumonia in the 
surgical patients. Interestingly, this study adjusted the adverse outcomes 
for patient age and severity and found that these variables also infl uenced 
whether adverse events occurred. Although limited, this study is impor-
tant because it demonstrates the cost implications of nursing-related ad-
verse outcomes and begins to portray nursing not only as an expense 
but as a crucial asset to the success of an organization. It also begins to 
confi rm factors that must be taken into consideration for effective and 
effi cient staffi ng. For example, increased nursing time to assume care 
for patients without urinary catheters or to facilitate good postoperative 
pulmonary assessment and airway clearance is crucial to the prevention 
of nursing-sensitive adverse outcomes. Also, because the older, more se-
verely ill person is more likely to acquire an adverse outcome, these fac-
tors must enter into staffi ng plans. Professional nurses with some added 
time and competent skills are in a unique position to detect triggers of 
harm, prevent errors, and ensure safe practice (Institute for Healthcare 
Improvement, 2006). 

 Leaders are already being challenged to balance human caring with 
the economic complexities of the current system. Examining the weekly 
calendars of most nursing leaders will likely fi nd time spent in multiple 
meetings, resolving confl icts, or balancing the budget. Little time is left 
to inspire staff, visit with patients and families (the customer), culti-
vate meaningful caring relationships with health care colleagues, teach 
and learn how to improve nursing, or build a lasting legacy for the next 
generation of nurses. Yet, the value of nursing lies in its caring core. 
As Swanson and Wojnar (2004) reported, “a caring, healing, integra-
tive approach to health care embraces the importance of sustaining the 



210 Quality Caring in Nursing

wholeness of the one caring” (p. S-43). The future will demand leaders 
who can demonstrate a return on investment for the caring behaviors of 
professional nurses. Evidence such as increased safety (for both patients 
and the health care workforce); increased patient satisfaction; faster and 
better attainment of clinical outcomes; longer-term outcomes such as 
quality of life, functional status, and return to work; nurse retention; and 
workforce health will be needed to show how professional nursing infl u-
ences the performance of a health care system. 

 Diffi cult decisions will need to be made  in the best interest of pa-
tients and families  in the next few years that will tax nursing  leadership 
(see Table 10.2). For example, research is beginning to show some 
negative consequences of 12-hour shift scheduling (Rogers, Hwang, 
Scott, Aiken, & Dinges, 2004; Scott, Rogers, Hwang, & Zhang, 2006). 
Although originally intended to offer nurses more fl exibility and work–
life balance while meeting the economic constraints of the health care 
system (Lorenz, 2008), nurses today either can’t seem to leave on 
time, “volunteer” for more hours and extra shifts, or actually assume 
another job on their time off. This has resulted in a tired workforce, 
poor continuity of patient care, and, in some cases, medical errors. The 
question for nursing administration is whether 12-hour scheduling is 
benefi cial to patients and families and the nurses themselves. Lorenz 
(2008) poses this question as an ethical one because the interests of 
patients and families are cited as the fi rst priority  of health care execu-
tives (American College of Health Care Executives, 2007). Another re-
cent study of nurse scheduling examined the mix of shifts nurses work 
(e.g., 4-hour, 6-hour, 8-hour, and 12-hour) to see whether this chaotic 
pattern with resultant multiple handoffs contributed to patient safety 
and quality (Kalisch, Begeny, & Anderson, 2008). The results showed 
an infl uence on teamwork and continuity of care, and implications for 
decreasing the number of different shifts were suggested. In a time of 
nursing shortage where staff nurses want fl exible scheduling, nursing 
leaders are faced with this preliminary evidence that requires thought-
ful decision making.   

Redesigning clinical work,  including rethinking the nature of tasks 
and relationships, is a national priority. Consider how acute care nurses 
use their time during a shift. First, they spend about one hour receiving 
reports from the prior shift—oftentimes this is not comprehensive or re-
lationship-enhancing. Next, they organize themselves according to the 
various tasks—assessments, medication administration, and treatments 
that need completion. Then, as they proceed down the list of tasks, they 
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are checked off one by one until fi nally documentation, which is typi-
cally saved until last, appears. At this point, they save up all this infor-
mation and report it to the oncoming nurse. One or two disruptions or 
emergencies can throw the entire checklist off, necessitating overtime 
in order to complete the list. But, during this 8–12-hour period, one of 
the patients received a cancer diagnosis, another did not achieve pain 
relief, another patient requiring a complex dressing change after dis-
charge was told by his daughter that she would not be able to take him 
home with her, and a physician on the staff just found out his daughter 
was admitted to the psych ward for bulimia. In the busyness of complet-
ing the checklist, how aware were the nurses on this unit of the com-
plexities of their patients’ or coworkers’ lives? Or for that matter, their 
own stomachs or bladders? 

 Patients and families desire information, reassurance, acceptance, 
support, commitment, kindness, acknowledgment, competence, mu-
tual decision making, vigilance, comfort, security, family engagement, 
and their basic human needs met (Duffy et al., 2007; Fomella & Shel-
don, 2004). They want to be treated as if they were a close relative of the 
care provider; they want to matter. And don’t we all? Nurses consistently 
say they want to relate to their patients and work with other nurses who 
perform the same way (Studer Group, 2005). In other words, they want 
a caring-healing-protective environment. Yet, all predictions point to a 
lower supply of professional nurses. Designing care delivery models that 
incorporate caring relationships with fewer RNs requires careful, refl ec-

Table 10.2
LEADERSHIP DECISIONS NECESSARY FOR THE FUTURE OF NURSING

1. Balance caring-healing-protective environments for staff and patients with 
costs

2. Safe staffi ng—assure the appropriate number of professional nurses for 
individual patients’ human caring needs

3. Appraise nurse scheduling to respect fl exibility while ensuring continuity of 
services and decreased opportunities for human error

4. Redesign clinical work that integrates being and doing caring

5. Address workplace abuse and violence

6. Empower nursing leadership at all levels to express caring



212 Quality Caring in Nursing

 It is in the daily, oftentimes ordinary, processes of feeding, bath-
ing, changing dressings, administering medications, or ambulating 
that nurses relate to patients in an intimate manner at some of the 
most vulnerable times of life. Completing these tasks affords the 
opportunity to accurately understand from the patient’s point of 
view what is important and design individualized patient-sensitive 
interventions.

 Expert nurses incorporate the caring factors during these activities, 
and in so doing, they create health experiences that are safe, comfort-
able, optimistic, and that preserve the wholeness of persons. In other 
words, competent nurse work consists of specifi c actions delivered in 
a particular patient-defi ned context. A well-represented national think-
tank or study of the future role of professional nursing may be a prelimi-
nary step toward better understanding of professional nurse work. The 
roles of front-line managers and other health care leaders will be modi-
fi ed to accommodate such care delivery models. Dramatic restructuring 
of nursing work with resulting implications for staffi ng, scheduling, and 
the work of other health professionals will follow. 

Affectively addressing abuse and violence  in the workplace is an-
other arduous but necessary leadership responsibility. Caring relation-
ships minimally demand civil discourse; expecting caring relationships 
at all levels requires relationship-centered leadership with skills in con-
sensus building, confl ict resolution, and maintaining a work focus on the 
patient and family. Understanding how abusive nurses impact the rest 
of the health care team and dealing effectively with them, including let-
ting them go if necessary, is imperative. In fact, the Joint  Commission
on  Accreditation of Healthcare (JCAHO) has recently called attention 
to and created standards dealing with disruptive and inappropriate 
workplace behaviors (JCAHO, 2008). These standards specifi cally hold 

tive analysis of the work of professional nursing, identifi cation of the role 
dimensions of future professional nurses, and tough decisions about how 
that work will be accomplished. Included in this analysis must be the fun-
damental understanding that nursing incorporates both being  with and 
doing  for in an integrated fashion. This is known as clinical integrity. 
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 leaders accountable for consistently ensuring acceptable professional 
behavior. Without such leadership, good nurses may eventually leave or, 
worse, resign themselves to the situation and stagnate. This is not in the 
best interest of quality patient care. 

Maintaining a team of fi rst-line managers who focus primarily on 
caring relationships  is another leadership challenge. Today’s performance 
expectations of fi rst-line managers have positioned them uncomfortably 
between staff and administration. On the one hand, they are responsible 
for quality patient care, and on the other hand, they are asked to prepare 
reports, attend meetings, attain another degree, or reconcile the budget. 
The real work of fi rst-line nurse managers of the future will be to create 
safe, open, fl exible environments that successfully safeguard patients and 
families, preserve the integrity of professional nursing, and contain orga-
nizational costs. This requires global awareness; analytical and sophisti-
cated research and evaluation capacity; expert interpersonal relationship 
skills; self-caring ability; advanced knowledge of nursing, including nurs-
ing theory and professional practice models; the ability to collaborate, 
share successes, and acknowledge failures; and most importantly, the 
ability to express caring. Just as with staff nurses and educators, a shortage
of fi rst-line and executive-level nursing leadership is predicted (Sherman 
& Bishop, 2007). Now is the time to shore up fi rst-line nurse managers 
to build teams capable of renewing nursing. Some nurse executives have 
already started this by creating self-caring teams of nurse managers. One 
example includes a medical–surgical division in an acute care hospital 
with eight nurse managers who regularly meet weekly for one hour just 
to “check in,” participate in a book club (of relevant readings), and at-
tend off-campus gatherings once a month to work on mutual goals and 
support each other; they are only allowed to bring or order “healthy” 
foods during these group meetings. In addition, the vice president for 
patient care services at this organization partners with the local nursing 
program in an annual nursing renewal ceremony. The students have an 
annual commitment ceremony at this school that replaces the more tra-
ditional capping ceremony. The hospital in partnership with the nursing 
program has begun participating by sending its nursing staff and leader-
ship and often furnishing the guest speaker. During the ceremony the 
entire group (students and nurses alike) recites the International Pledge 
for Professional Nursing. This ceremony usually takes place in the fall 
and helps to honor and renew professional nursing. First-line managers 
in this organization know that their primary role is to “be” caring. 

 In a 2008 review summary regarding sustaining nursing leader-
ship that fosters a healthy work environment; collaboration; increased 
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 education; the ability to motivate, communicate, support, listen, and 
manage confl ict; and ongoing professional development were synthe-
sized from 48 qualitative studies as necessary leadership qualities (The 
Joanna Briggs Institute, 2008). Expecting and ensuring that future front-
line nurse managers have the knowledge and skills necessary to keep the 
focus on caring relationships means making hard decisions about who 
will be hired, how persons will be evaluated and rewarded, who will be 
retained, and how persons will be prepared. The future will demand a 
minimum  masters preparation for the fi rst-line manager and a doctoral 
preparation for executive leadership. 

 According to Roy (2000), the principles upon which nursing admin-
istrators should plan for the future include unity, maximizing human po-
tential, and promise. Unity suggests less boundaries and more harmony, 
partnership, collaboration, and integration. Maximizing human poten-
tial fi rst recognizes the word  human —multidimensional beings—and 
potential,  or possibilities. Maximizing human potential realizes that hu-
mans are capable of advancing and through relationships can grow and 
change. Promise indicates hope. Each of these principles hinges on rela-
tionships. Nursing leaders who embrace caring relationships will step up 
to the plate and make the hard decisions required for radical and lasting 
professional renewal. 

 NURSING’S PROMISING FUTURE 

 Cornish (2004) affi rmed that history teaches us how to approach new 
frontiers by learning from the explorers of every age. In his text Futur-
ing: The Exploration of the Future,  he recounted the lessons of earlier 
explorers (pp. 1–8). They are: 

 Prepare carefully 

 Anticipate needs 

 Use available information 

 Expect the unexpected 

 Think long- AND short-term 

 Dream productively 

 Learn from your predecessors 
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 Using these principles as a guide, nursing has a real opportunity to 
provide evidence of its value, improve patient care, generate new ways 
of doing nurse work, and advance the profession. Preparing for a system 
of complexity means sitting down and planning how to cope or rather 
transcend the diffi culties presented to us. Anticipating by identifying po-
tential needs and imagining how to meet them using available practical 
guidance helps one make decisions in situations that require immediate 
action. Expecting unforeseen circumstances helps garner the resources 
required to master them before they occur. Long-term thinking, while 
simultaneously managing the present, allows goals to become reality. 
And productive  dreaming sustains the long-term thinking, enabling the 
achievement of realistic goals, including the strategies for getting there. 
Finally, placing a heavy emphasis on lessons learned from the past helps 
prevent mistakes. Taken together, these principles have guided the evo-
lution of the Quality-Caring Model such that it incorporates a longer-
term, more holistic, integrated set of relationships from which to guide 
professional practice. 

 We are beginning to appreciate the signifi cance of caring relation-
ships as the basis for professional nursing. Acknowledging this 
uniqueness and demonstrating a professional commitment to it of-
fer a way for nursing to survive as a fl ourishing profession. It is in 
the ordinary everyday actions of professional nurses that transform-
ing experiences occur. These experiences occur in  both  patients and 
nurses and provide opportunities of real meaning—witnessing a 
couple in love with their newborn baby, eye contact with another 
nurse while turning a bed-bound patient, understanding seen in 
the eyes of a male ventilator-dependent patient after an explana-
tion about his constant secretions, sitting with a family gathered by 
the bedside of a dying person, the slight smile on a young boy’s face 
who fi nally had enough courage to give himself an insulin injection 
after learning from a nurse, the appreciation of an employee for 
counseling provided—all create possibilities. Embodying caring—
giving it form—demonstrating who we are as human beings; living 
and working in a way that integrates body, mind, soul; and creating 
community partnerships lead to a wholeness or synthesis that infl u-
ences future interactions and advancement. 
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 According to Swanson (2008), the outcomes infl uenced by nurses 
who practice this way include: helping patients and families feel under-
stood, valued, safe, comfortable, capable/confi dent, and hopeful. These 
outcomes are a compelling witness to professional nursing! In another 
dimension, however, individual nurses themselves can benefi t from car-
ing professional practice. Although illness can be sad, it also creates the 
possibility for patients and families to pause from life’s busyness and do 
some introspection as they try to make sense of their illness. Patients 
who are sick tend to be doing just that as they lie in wait for diagnostic 
tests or recovery; nurses can access those life lessons everyday through 
caring relationships! 

 Turmoil and instability sometimes prevent consideration of what 
really matters—in this case, professional nursing’s primary function, 
caring relationships. But, it is precisely at this time that pondering the 
essence of nursing may provide the strength necessary to carry out dra-
matic change. Professional nurses are educated primarily to care but 
programmed by the work environment to carry out multiple tasks as 
if they were independent from caring relationships. This creates ten-
sion and discord and leads to job dissatisfaction. Uniting the caring core 
of nursing with the scientifi c principles of inquiry will provide nursing 
with theory-guided, evidence-based professional practice that is holistic 
and meaningful (Watson, 1979, 1985). Kitson (1996) reminds us that 
nursing’s roots were born in a period of social reform, scientifi c advance-
ment, and controversy. Blending nursing’s fundamental nature,  caring,
with the continued search for excellence will enable the profession to 
advance and thrive. One hospital participated in a future search vision-
ing exercise over several months. Through the process that involved all 
levels of nursing, they forged new relationships built on trust and a level-
ing of hierarchy, and they discovered common ground about nursing that 
was fi lled with hope, enthusiasm, and wonder for the future (Capuano, 
Durichin, Millard, & Hitchings, 2007). This nursing group got engaged 
and created the future of nursing in their organization. 

 Taking advantage of this time in history to make a profound impact 
on patient outcomes will revitalize professional nursing. Some would 
argue that professional nursing will be determined by those outside the 
profession. Others believe it is a moral imperative of nursing to leave 
a legacy of caring and quality (Johnstone & Kanitsaki, 2006; Watson, 
2006). Whatever one’s stance on the future of nursing, vulnerable, de-
pendent, sometimes poor, and often fearful patients  need  to feel secure 
about the intentions, actions, and professional competence of nurses. 
The profession’s future rests on all of us. 
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 SUMMARY 

 Refl ections about the future were presented. Particular attention was 
paid to health care, including projected technological advances, contin-
ued cost pressure, and the challenges of a growing complex system. A so-
phisticated nursing workforce will be needed that understands the “big 
picture” and practices from a caring stance. The revised Quality-Caring 
Model provides a framework for such practice and offers persons with 
health needs experiences that preserve their wholeness and advance self-
caring. Assumptions and propositions of the model are included, and the 
role of the nurse is specifi ed. Nursing in 2060 is envisioned with exam-
ples, and a values-based learning approach is described as one method 
of preparing future nurses. Multiple forms of nursing education (e.g., 
classroom, simulation, online) that are grounded in caring as well as the 
development of synthesis skills were emphasized. Making diffi cult deci-
sions in the best interest of patients and families such as staffi ng, sched-
uling, addressing workplace violence, and maintaining caring- focused
front-line nurse managers were stressed as important to future nursing 
leaders. Rethinking the work of nursing in order to effect lasting change 
for professional nursing was considered a major leadership charge for 
the immediate future. Finally, embracing caring relationships as the 
basis for practice offers professional nursing a promising future that will 
make a profound impact on patient outcomes. 

 CALLS TO ACTION 

Relationships, specifi cally caring relationships, as the basis for ac-
tions and decision-making are necessary to discover the clinical 
and organizational knowledge that already exists in health care 
systems. Highly developed, inclusive, and interdependent profes-
sional nurses who understand the signifi cance of the whole and 
whose practice is based on caring evidence are needed to generate 
the critical mass needed for lasting change.   Identify  the caring 
leaders you can turn to for guidance. 

Using the knowledge of caring relationships as the basis for its 
work, nursing validates the nature of humans as they exist in union 
with the universe.   Consider  how nursing serves society. 

(continued)
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The caring factors ground human relationships such that a 
connection occurs that is transpersonal (more than the individu-
als alone). Transpersonal relationships lead to knowing the other; 
knowing another facilitates actions such as anticipation, guidance, 
providing for, teaching and learning, protecting, and advocating. 
Human relationships that are transpersonal create possibilities for 
development and progress in all those involved.   Experiment  with 
ways to deepen your knowledge of “the other.” 

The dynamic, progressive nature of excellent health care sys-
tems refl ects the caring ability of its workforce. Employees who 
cultivate caring relationships with themselves, their communities, 
patients and families, and among members of the health care team 
contribute to an organization’s health. That is, an organization’s 
capacity to fi nd its strengths, change, learn, and adapt, particu-
larly during diffi cult times, is dependent on the caring relation-
ships of its employees.   Discover and imitate  the caring experts 
in your organization. 

A mindful, engaged, and scientifi c professional workforce that 
remains true to its caring roots will help shift the biomedical, task-
oriented, shift-focused approach of today to an interactive, whole-
system, theory-based practice that invigorates the health care system.
Regularly participate  in self-awareness practices and  research. 

Nursing educators who value caring relationships as essential 
to health will further the development of caring knowledge.   Inter-
nalize  the signifi cance of caring relationships to health. 

Rethinking the task-focused work of professional nursing is a 
national priority. The nonlinear and multiple relationships so com-
mon to health care work require a completely different focus of at-
tention—one that embraces little structure and form but allows for 
relationships to generate ideas and conditions for innovation. The 
goal of the leader is to enable the health care system to emerge and 
self-advance by increasing the number and quality of interactions, 
developing caring-healing-protective environments, and being 
mindful of the unfolding world in which they function.   Generate
new ways of thinking about nursing work. 

(continued)
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Demonstrating a return on investment for the caring behav-
iors of professional nurses will be a leadership responsibility.   Offer
some practical evidence of nursing’s value to your organization. 

Refl ective analysis of the future work of professional nursing, 
including the identifi cation of role dimensions, will require diffi cult 
decisions about how that work will be accomplished.   Think about
the meaning in patient encounters, including the technical skill 
required.

Expecting caring relationships in all interactions minimally 
demands civil discourse. Nontolerance for verbal or other abuse 
in the workplace starts with relationship-centered leadership that 
continuously focuses on what’s best for patients and families.   Role
model  caring relationships. 

How front-line nurse managers will be prepared, hired, evalu-
ated, rewarded, and retained for a work environment focused on 
caring relationships will require in-depth analysis and crucial de-
cision making.   Challenge  front-line nurse managers to  embrace
caring professional practice models. 

Weaving the caring core of nursing with the scientifi c prin-
ciples of inquiry strengthens and forms new connections that will 
infl uence the future direction of professional nursing.   Engender
hope and possibility. 

 Refl ective Questions/Applications for Students 

1.  Discuss professional nursing practice in 2060. What will the 
work environment look like? What actions will make up the 
majority of nursing time? 

2.  In preparing for tomorrow’s professional nurse, what do you 
consider are the top fi ve needs? What can we glean from the 
pioneers in nursing that may help this transition? 

3.  What do we need to do as a profession to better prepare nurses 
of the future for the challenges that await them? 



220 Quality Caring in Nursing

4.  What attitudes need to change? 
5.  What do we want to conserve about nursing? 
6.  Discuss the philosophical and theoretical underpinnings of the 

Quality-Caring Model. How do Donabedian (1966), Watson 
(1979), King (1981), and Irvine et al. (1998) inform the model? 

7.  Explain how the caring factors assist in protecting patients 
from harm. Be specifi c. 

   8.  List and discuss fi ve assumptions of the Quality-Caring Model. 
   9.  Discuss the pros and cons of salaried professional nurses. 
 10.  Create a future scenario (25 years from now) of a patient situ-

ation from your area of expertise. What is different about pro-
fessional nursing, and what remains the same? 

 Refl ective Questions/Applications for Educators 

 11.  Describe how a values-based approach to a sophomore nursing 
course could be initiated. What would be required of faculty? 
Students? How would the course be evaluated? 

 12.  What are the necessary thinking patterns that will have to 
occur in graduate students in order to meet the challenges of 
relationship-centered caring? 

 13.  Create a future clinical nursing scenario either for the simula-
tion lab or for use as a case study. Evaluate it with real students 
and revise as necessary. 

 14.  Design a leadership course introducing the Quality-Caring 
Model. Include objectives and an evaluation mechanism. How 
would you know if the students could apply the model to their 
practice?

15.  Choose a proposition from the revised Quality-Caring Model. 
Using a population of interest, present a research question 
that could test this proposition. Include relevant variables 
and hypotheses. What instruments might be used to test your 
 hypotheses? 

 16.  Evaluate the necessity of introducing nursing courses early 
(fi rst semester) in a baccalaureate academic program? 

 17.  Discuss with fellow faculty members the redesign and test-
ing of one undergraduate and one graduate course using a 
values-based approach. What would the objectives look like? 
Who would teach it? How would the students and faculty be 
 evaluated? 
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 Refl ective Questions/Applications for Nurse Leaders 

 18.  Record the methodology you would use to justify increased 
RN staffi ng for a nursing unit with the majority population 
older than 65 years. 

 19.  Examine Table 10.2. Provide some input/suggestions into the 
resolution of these diffi cult decisions keeping in mind the “best 
interest of patients and families.” 

 20.  Create a plan for dramatically altering RN work at your orga-
nization. Who would be involved? What methodology would 
be used? How long would it take? What implications for RN 
staffi ng and scheduling would occur? How would you ensure 
that all opinions and ideas were heard? 

 21.  What critical knowledge and skills concerning caring relation-
ships has the nursing leadership team in your organization 
 acquired? What caring knowledge and skills do they lack? Cre-
ate a plan for attaining the requisite knowledge and skills for 
 relationship-centered caring. 

 22.  How do  you  help nurses stay focused on caring relationships in 
their day-to-day practice? 

 23.  What can nurse leaders do to ensure that professional nurses 
will focus on the “big picture” and be willing to accept the chal-
lenges of self-caring? 

 24.  What will your legacy be? What will you leave the next genera-
tion of nurses and patients? 

 25.  How does  quality  currently fi t within your everyday practice? 
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 Appendix A 

 QUALITY- AND CARING-BASED 
RESOURCES ON THE INTERNET 

 The Berkana Institute (http://www.berkana.org/) 
 The Caritas Consortium (http://www.caritasconsortium.org/) 
 Institute of Noetic Sciences (http://www.noetic.org/) 
 International Association for Human Caring (http://www.human

caring.org)
 The National Center for Nursing Quality (http://www.nursing

quality.org/) 
 Nursing Theory Link Page (http://nursing.clayton.edu/eichel

berger/nursing.htm)
 Nursing Theory Page (http://www.sandiego.edu/ACADEMICS/

nursing/theory/)
 The Plexus Institute (http://www.plexusinstitute.org) 
 Relationship-centered Care Initiative (http://meded.iusm.iu.edu/

resources/rcciinfo.htm)
 Society for Organizational Learning (http://www.solonline.org/

aboutsol/)
 Watson Caring Science Institute (http://www.watsoncaringscience.

org)

http://www.berkana.org/
http://www.caritasconsortium.org/
http://www.noetic.org/
http://www.humancaring.org
http://www.humancaring.org
http://www.nursingquality.org/
http://www.nursingquality.org/
http://nursing.clayton.edu/eichelberger/nursing.htm
http://nursing.clayton.edu/eichelberger/nursing.htm
http://www.sandiego.edu/ACADEMICS/nursing/theory/
http://www.sandiego.edu/ACADEMICS/nursing/theory/
http://www.plexusinstitute.org
http://meded.iusm.iu.edu/resources/rcciinfo.htm
http://meded.iusm.iu.edu/resources/rcciinfo.htm
http://www.solonline.org/aboutsol/
http://www.solonline.org/aboutsol/
http://www.watsoncaringscience.org
http://www.watsoncaringscience.org


This page intentionally left blank 



229

 Appendix B 

 IMPLICATIONS OF THE QUALITY-CARING MODEL©

 Common to All Nurses 

 1.  Develop caring capacity for relating to self, patients, and fami-
lies (or students, staff nurses); health care team members; and 
the community 

 2.  Learn and practice the caring factors 
 3.  Recognize the value of theory-based practice to professional 

nursing and quality health outcomes 

 Nurses in Clinical Practice 

 4. Advance your education 
 5. Let nursing theory guide your practice 
 6.  Use your work time wisely—focus on the two relationships nec-

essary for quality 
 7.  Use the caring factors to effectively collaborate with health team 

members
 8.  Build in time during the work day to remind yourself why you 

are there 
9.  Listen to your patients—they are the best source of information 



 Nurse Educators 

 10. Set the tone for student success 
 11. Increase contact with students 
 12. Preserve reciprocity between students and faculty 
 13. Choose values-based teaching–learning strategies 
 14. Increase clinical learning experiences 
 15. Test the Quality-Caring Model©

 16. Provide prompt feedback to students 
 17.  Develop orientation and continuing education programs to 

support caring knowledge and skills 
 18. Mentor emerging caring scientists 
 19. Use evaluation techniques that are meaningful 

 Nurse Leaders 

 20.  Use professional practice models as a foundation for nursing 
practice

 21.  Revise roles and responsibilities of nurse leaders 
 22.  Partner in demonstration projects 
 23.  Revise career development programs 
 24.  Recognize, reward, and incentivize nurses for their caring 

practice
 25.  Make tough decisions in the best interest of patients and 

 families 
 26.  Regularly renew/celebrate the caring spirit of nursing in your 

organization
27.  Care for yourself, your staff, your patients, and your community 
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 REFLECTIONS FOR CLINICAL PRACTICE 

■   Think about someone you have experienced as a caring leader and 
identify some of their key attributes. List them. 

■   Refl ect on an unhappy experience in your career. Write down 
some concrete examples or strategies that you used that were (a) 
helpful and (b) not helpful. 

■  Pretend you are intubated. 

 What would you want from your nurse? 
 What would you most want to say? 
 How would you most likely communicate your needs, especially 
 pain? 
 What would be most important to you? 

■   Remember a time when you really connected with a patient/
family. What was going on around you? What inner sense do you 
recall that might have energized you? 

■   Call to mind the activities you performed during your last shift. 
What did you primarily focus on? Did the activities create a sense 
of feeling “cared for” in your patients? How do you know? How 
did the time spent at work affect you? 



■   Think about the last time you asked a patient, “How are you 
today?” Did you really want to know the answer? What could you 
have done differently? 

■   Observe the attachment you might have to the hurried, multitask-
ing nursing environment. How often do you talk about it—with 
other nurses, at home? What pleasure do you derive from it? Be 
truthful.

■   Consider the wisdom of professional nurses. Where does it come 
from? How can you more easily tap into it? 
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 USING THE CARING FACTORS TO KEEP PATIENTS SAFE 

 Help patients and families understand the threats to their safety. 
 Listen to their concerns. 
 Clarify questions. 
 Routinely check, make rounds offering assistance with basic 

needs. 
 Anticipate their needs. 
 Assure availability. 
 Call patients and families by name. 
 Allow patients to choose when and where they receive care. 
 Remove noxious stimuli—lights, noise, and so on. 
 Position and reposition often. 
 Know what is important to patients. 
 Relieve muscle tension through range of motion, massage, exer-

cises, and relaxation techniques. 
 Provide fast and effective pain relief. 
 Assist patients with food, sleeping arrangements, and elimination. 
 Maintain privacy and confi dentiality. 
 Be alert for variables that are threats to safety. 
 Provide gentle, sensitive physical care. 
 Provide anticipatory guidance. 



 Engage family members in patients’ care and decision making. 
 Communicate (including shift report) at the bedside, including the 

patient in the discussion. 
 Use consistent verbal and nonverbal behaviors. 
 Show patients they can depend on you by walking the talk. 
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 COURSE OBJECTIVES AND CONTENT 
OUTLINE FOR A STAFF NURSE RESEARCH 
INTERNSHIP IN HUMAN CARING 

 Objectives 

 At the end of this program, students will be able to: 

 1.  Describe the major concepts, assumptions, and propositions of 
several caring theories. 

 2.  Link caring professional practice to nursing-sensitive patient 
outcomes.

 3.  Analyze the components of caring-based nursing interventions. 
 4.  Choose an instrument for the measurement of caring. 
 5.  Apply a research method to the study of caring in nursing. 

 Content Outline 

I.  Overview of human caring theories 
II.  Nursing-sensitive patient outcomes 
III.  Caring-based nursing interventions 



 IV.  Instruments used to measure caring 
    V.  Research methodologies in caring science 

 Evaluation 

 Completion of a mentored research study. 

236 Appendix E



237

  Appendix F 

 ASSESSMENT OF CARING PROFESSIONAL PRACTICE 

Directions:  To answer the following question:  Where is caring evi-
denced at your institution?  evaluate the following structure, process, 
and outcome variables for the presence and/or linkage to the caring 
factors. Next, evaluate how well they were represented on a scale from 
1 (poor) to 5 (extremely well). (Note: Higher scores [range from 22–
110] refl ect better representation of caring professional practice.) 

 Admission Database 

 Pathways/care plans—are they nurse or patient driven? 
 Documentation system 

 Daily processes 

 Shift report 
 Rounds/Physician visits 
 Delegation of responsibilities to patient care assistants 
 The admission process 
 Patient education materials 
 Discharge planning processes 
 Decision making at unit level 



 Family visitation 
 Policy and procedure manual 

 Physical environment 

 Family waiting areas 
 Bulletin boards 
 Meeting areas and learning resources for staff 
 Staff meetings 
 Scheduling/staffi ng 
 Assignments 

 Patient Outcomes 

 Routinely measured nursing-sensitive outcomes 
 Shared outcomes measured 
 Feedback mechanism for outcomes reporting 
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 POTENTIAL RESEARCH QUESTIONS FOR CARING SCIENCE 

 What difference do caring relationships make in specifi c nursing-
sensitive outcomes? 

 What are the qualities of environments and communities that are 
considered to be caring? 

 How does nurse caring infl uence patient outcomes in multiple set-
tings or patient populations (e.g., long-term care, schools, home 
health care)? 

 What structure and process factors infl uence nurse caring capacity? 
 How effective are caring-based interventions on health promotion, 

quality of life, self-caring, decreased symptoms, illness knowl-
edge, and hospital readmission rates? 

 What is the relationship between nurse caring capacity and patient 
safety?

 What is the cost/benefi t of caring professional practice? 
 What is the relationship between nursing leadership and caring 

capacity?
 What are the psychometric properties of caring tools for specialized 

populations (e.g., pediatrics)? 



 How do professional nurses and patients differ in terms of nurse 
caring capacity? 

 What improvements in nursing-sensitive patient outcomes are 
linked to nurse caring? 

 What is the nature of the student–teacher relationship? In under-
graduates? In graduate students? 

 What is the relationship between faculty caring and student 
 learning? 

 How does caring practice affect system outcomes (e.g., LOS, 
costs)?

 What is the best approach to mentor nurses in the science of 
 caring? 

 How are caring relationships with health care providers best sus-
tained over time? 

 How do outcomes of care differ between those sites that use caring 
professional practice models and those who don’t? 

 What research designs best answer caring research questions? 
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 Appreciation of unique meanings, 37 
 for communities, 105 
 for interprofessional practice, 90 
 leadership and, 126 
 nursing education and, 140 –141 
 for patient and family caring, 70 
See also  Eight caring factors; Quality-

Caring Model 
Assessing and Measuring Caring in 

Nursing and Health Sciences
(Watson), 168 

 Assumptions 
 about health, 35 
 defi ned, 33 
 in the Quality-Caring Model, 33 – 35 
 in the Quality-Caring Model, revised, 

197 –198 
 Attentive reassurance, 37 

 for communities, 104 
 for interprofessional practice, 90 
 for leadership, 125 
 for nursing education, 139 –140 
 for patient and family caring, 68 
See also  Eight caring factors; Quality-

Caring Model 
 Attitude, defi ned, 66 

 Balanced self, 49 
 Basic needs, 37, 71 

 for communities, 105 
 interprofessional practice and, 91 
 leadership and, 126 
 nursing education and, 141–142 
 for patient and family care, 71, 211 
See also  Eight caring factors; Quality-

Caring Model 
 Being, vs. doing, 76, 79 – 80, 144, 212 
 Belcher, Anne E., 102–103 
 Biological development, 47 

 AAN.  See  American Academy of Nursing 
 Absenteeism, 114 
 Abuse, in the workplace, 212–213 
 Academic-service partnership-model, 

93 – 94 
 Action inquiry, 118 
 Active listening, 143 
 Acute care, nurse-physician relationship 

and, 88 
 Adler, Mortimer, 133 
 Affective domain, 146 
 Affi liation needs, 37 

 for communities, 106 
 interprofessional practice and, 91 
 leadership and, 126 –127 
 nursing education and, 142 
 for patient and family care, 72 
See also  Eight caring factors; Quality-

Caring Model 
 Agency for Healthcare Research and 

Quality (AHRQ), 5 
 AHRQ.  See  Agency for Healthcare 

Research and Quality 
 Alfred Lord Tennyson, 63 
 American Academy of Nursing (AAN), 

Expert Panel on Quality Health 
Care, 28 

 American Nurses Association (ANA) 
 National Center for Nursing Quality, 12 
Nursing Care Report Card for Acute 

Care , 12 
 nursing-sensitive indicators study, 

9 –10 
Patient Safety Nurse Quality , 10 

 American Organization for Nurse 
Executives, Institute for Patient 
Care Research & Education, 
180 

 ANA.  See  American Nurses Association 
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 Biomedical factors, 35 
 Body-mind connection, 31 
 Brainstorming, 182 

 CAI.  See  Caring Ability Inventory 
 “Cared for” assumptions, 33 – 35 
 Caring Ability Inventory (CAI), 154 
 Caring Assessment Tool (CAT), 155, 168 
 Caring Assessment Tool—Educational 

Version (CAT-edu), 158 –159 
 Caring Behaviors Inventory for Elders, 

168
 Caring communities, 101–108 

See also  Community relationships 
 Caring demonstration projects, 170 
 Caring Effi cacy Scale (CES), 154 
 Caring factors.  See  Eight caring factors; 

Quality-Caring Model 
 Caring intention, 65 – 67 
 Caring Nurse-Patient Interaction Scale 

(Short Scale), 168 
 Caring relationships, 33 – 34 

 phases of, 73 –74 
See also  Eight caring factors; Quality-

Caring Model 
 Case examples 

 community relationships, 100 –101, 
106 –107 

 confl ict in the workplace, 86 – 87 
 feeling “cared for” by professional 

nurses, 201–205 
 interprofessional practice, 92– 93 
 patient and family care, 76 –79 
 prelicensure students, 206 –207 
 refl ective analysis, 54 – 56 
 taking responsibility, 90 – 91 
 time allocation, 76 –79 
See also  Studies 

 CAT.  See  Caring Assessment Tool 
 CAT-edu.  See  Caring Assessment 

Tool—Educational Version 
 CDC.  See  Centers for Disease Control 
 Centers for Disease Control (CDC), 3, 93 
 Certifi cation, 16 
 CES.  See  Caring Effi cacy Scale 
 Cognitive development, 47 
 Cognitive domain objectives, 142–143 
 Collaborative relationships, 87 – 88, 195 

 defi ned, 87 – 88 
 qualities of, 33 
See also  Colleagueship; 

Interprofessional practice 

 Colleagueship, 85 – 87 
See also  Collaborative relationships; 

Interprofessional practice 
Colleagueship in Nursing Practice

(Minnesota Nurse Association), 87 
 Communication, mix of rich and lean, 116 
 Community-based nursing programs, 

102–103
 Community-practitioner relationships, 32 
 Community relationships, 99 –110 

 case examples, 100 –101, 106 –107 
 changing communities, 100 –101 
 community-based nursing programs, 

102–103
 community capacity, 104 –108 
 community defi ned, 99 –100 
 enabling and, 102 
 healthy vs. unhealthy, 107 –108 
 nurse researchers in, 103 
 practice communities, 102 
 pressures on, 100 –102 
 Quality-Caring Model and, 104 –108 

 Competencies 
 defi ned, 147 –148 
 measuring, 153 –155 
 for new graduates /  beginning 

registered nurses, 148 –151 
 for professional decision making, 152 
 for professionalism, 152–153 
 for professional relationships, 151–152 
 purposeful interaction, 144 –145 
See also  Quality-Caring Model 

 Complex responsive processes of relating 
(CRPR), 32 

 Confl ict, 118 
 in the workplace, 86 

 Connection phase, 73 –74 
 Context  /Mechanisms /Outcomes, 194 
 Cost effectiveness, 209 –210 
 Crosby, Philip, 27 
Crossing the Quality Chasm  (IOM), 32 
 CRPR.  See  Complex responsive 

processes of relating 
 Curriculum revolution (1980s and 

1990s), 134 –135 

 Deming, W. Edwards, 27 
 Diversity 

 in communities, 100 
 of mental models, 116 
 in working groups, 85 

 Doing, vs. being, 76, 79 – 80, 144, 212 



Index 245

 Donabedian, Avedis, 28 
 Drucker, Peter F., 3 

 Education, community-based nursing 
programs, 102–103 

See also  Nursing education 
 Educational program evaluation, 

153 –159, 180 
See also  Evaluation; Measurement; 

Nursing education 
 Educational research, 16 –17 
 Eight caring factors, 195 –196 

 affi liation needs, 37, 72, 91, 106, 
126 –127, 142 

 appreciation of unique meanings, 37, 
70, 90, 105, 126, 140 –141 

 attentive reassurance, 37, 68, 90, 104, 
125, 139 –140 

 basic human needs, 37, 71, 91, 105, 
126, 141–142 

 encouraging manner, 37, 69 –70, 90, 
104 –105, 125, 140 

 healing environment, 37, 70 –71, 90, 
105, 126, 141 

 human respect, 37, 69, 90, 104, 125, 140 
 mutual problem solving, 37, 67 – 68, 

89 – 90, 104, 124 –125, 138 –139 
See also  Headings under each factor; 

Process of care; Quality-Caring 
Model

 Emergency department overcrowding, 5 
 Emerson, Ralph Waldo, 113 
 Enabling members of communities, 102 
 Encouraging manner, 37 

 for communities, 104 –105 
 for interprofessional practice, 90 
 leadership and, 125 
 for nursing education, 140 
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