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 This quasi-experimental study was conducted to test the effects of nurses 

practicing the HeartTouch technique on hardiness, spiritual well-being, and perceived 

stress, as compared to the comparison group who did not practice the HeartTouch 

technique.  The HeartTouch technique is a brief, internal maneuver designed to help 

the nurse notice and change thoughts and feelings, and can be practiced during daily 

activities. 

 This study supported Martha Rogers’ nursing paradigm, the Science of 

Unitary Human Beings.  Instruments used to measure the outcome variables included 

the Dispositional Resilience Scale to measure hardiness, the Spiritual Well-being 

Scale to measure spiritual well-being, the Perceived Stress Scale to measure stress,   



 ix 

and the HeartTouch Questionnaire to assess nurses’ experience of practicing the 

HeartTouch technique. 

 Participants included female RN’s, 58 in the experimental group and 40 in the 

comparison group, employed in the hospital setting.  The nurses were primarily 

Caucasian and from many different nursing specialties. 

Due to the quasi-experimental nature of the investigation and some pretest 

differences, the pretest scores were treated as covariates and a series of analysis of 

covariance (ANCOVA) was performed to compare the experimental and comparison 

groups on each of the adjusted posttest scores.  Although there were no statistically 

significant results, all means were in the expected directions with the improvement in 

the experimental group greater than the comparison group on all variables.  

To assess practical significance of the findings, were computed for each 

outcome variable, ranging from .14 to .35, with Perceived Stress, d=.14, Hardiness, 

d=.21, and Spiritual Well-being=.32.  The effect sizes obtained in this study 

suggested that nurses who practiced the HeartTouch technique would most likely 

notice a decrease in their perceived stress and an increase in their spiritual well-being 

and hardiness compared to nurses who did not practice the technique.  The qualitative 

data in this study supported the practical significance of practicing the HeartTouch 

technique, with nurses reporting various mental, emotional, and spiritual benefits in 

their work and home life, including decreased stress and increased control and 

meaningful connection with others and Higher Power. 
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Chapter 1:  Introduction 

In America, stress is an epidemic.  Approximately 80% of all illnesses are 

considered to be stress related.  Many chronic diseases such as diabetes, arthritis, and 

heart disease seem to be affected by the stress one experiences (Goldberg Group, 

1993).  Although some suggest that stress and other emotional states do not seem to 

affect cancer (Tross, et al., 1996; Cassileth, 1997; Sampson, 2002), others report 

relationships between stress and cancer incidence, progression and me tastatsis 

(Lutgendorf, et al., 2002; Abo & Kawamura, 2002; Yang and Glaser, 2003; Shi, et al., 

2003; and Ben-Eliyahu, 2003).  Scofield (1990) suggests that stress related disorders 

account for 70%-80% of all visits to physicians.  This may in part be due to the fact 

that increased stress contributes to decreased immune function (Kiecolt-Glaser, 

McGuire, Robles, & Glaser, 2002), slowed wound healing (Marucha, Kiecolt-Glaser, 

& Favagehi, 1998), and increased blood pressure and risk of heart disease (Ruiz & 

Smith, 2002). If stress becomes chronic, immune system function may not have an 

opportunity to recover, and may continue to downgrade (Kiecolt-Glaser, Dura, 

Speicher, Trask, & Glaser, 1991).  Perceived stress also contributes to mental and 

emotional disturbances, including depression, helplessness, lack of control, tension, 

anxiety, and distorted thinking (Kaye, Morton, Bowcutt, & Maupin, 2000).  

Seventy two percent of American workers experience stress related mental or 

physical conditions that greatly increase health care costs, employee turnover, and 

absenteeism (Childre, 1994), with the cost of stress related illness estimated at $44-

$65 billion per year (Anxiety Disorders Association of America, 1997).  Worldwide, 
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the United Nations International Labor Organization (1993) reported that stress-

related workforce losses were approximately $200 billion each year.  

 According to the Job Strain Model (Karasek, 1979), staff whose jobs have low 

control and high demands are at greater risk for cardiovascular disease and poor 

psychological well-being.  In a study of occupational stress among healthcare 

workers, Landsbergis (1988) found that burnout and job strain (depression, job 

dissatisfaction, psychosomatic symptoms) were significantly higher in jobs that 

combined high workload demands with low decision making authority.  Healthcare 

professionals with the highest levels of job strain had the highest levels of job stress 

(Quine, 1998).  According to the U.S. National Health Interview Survey, workplace 

stress contributes to employee burnout, poor staff morale, acute and chronic health 

conditions, and reduced job performance (Antai-Ontong, 2001).  The main causes of 

burnout are feeling overloaded (too much to do in too little time), feeling a lack of 

control over one’s work, and feeling a lack of meaningful connection with others 

(Maslach & Leiter, 1997). 

 Nursing is one of the most stressful occupations, with job dissatisfaction being 

a major cause of stress (Yu, Mansfield, Packard, Vicary, & McCool, 1989).  Job 

dissatisfaction has been shown to cause decreased immune function, low motivation, 

decreased coping ability, and feelings of helplessness (Williams, 1993).  Another 

major source of stress for nurses is a perceived lack of control over their practice 

(Antai-Ontong, 2001).  Many nurses also report that they feel overloaded and 

perceive a lack of meaningful connection with clients.  Nursing stressors are the 
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largest predictors of burnout (Payne, 2001; Bakker, 2000). Not all nurses who 

experience stress in the workplace experience burnout.  Self renewal activities that 

help the nurse view potentially stressful situations in positive ways decrease stress 

and burnout (Antai-Otong, 2001; Payne, 2001; Walker & Walker, 2003).  The nurse 

will hereafter be referred to in the feminine tense (she/her). 

 The level of stress that a person experiences is determined more by 

perceptions, or thoughts and feelings, about an event, than by the event itself 

(Goldberg Group, 1993). Very few people are taught to intentionally notice and 

choose their thoughts and feelings, especially in potentially stressful situations.  A 

study conducted by the University of London School of Medicine over a 20 year 

period showed that unmanaged mental and emotional reactions to stress present a 

more dangerous risk factor for heart disease and cancer than either eating foods high 

in cholesterol or smoking cigarettes (Grossarth-Maticek, Eysenck, & Vetter, 1988). 

Unmanaged mental or emotional reactions refer to those reactions that are not 

intentionally chosen, but occur as a result of habitual patterns. 

Research in psychoneuroimmunology (PNI) indicates that thoughts and 

feelings affect emotional, mental, and physical health and well-being either 

positively or negatively depending on the specific thought or feeling. For example, 

in men and women 45-64 years old, proneness to anger predicted coronary heart 

disease (Williams, et al., 2000), and increased hostility was significantly correlated 

with increased coronary artery calcification in men and women age 18-30 (Iribarren, 

et al., 2000).  Hardiness (feelings of control, commitment, and challenge) 
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contributed to increased immune system function in healthy men and women age 25-

60 under non-stressed conditions (Dolbier, et al., 2001).  Emotions such as love, 

care, appreciation, and compassion had a significant positive effect on physical and 

emotional well-being, including fewer duodenal ulcers in men over age 40 (Medalie, 

Stange, Zyzanski, & Goldbourt, 1992),  less likelihood of developing coronary artery 

disease in both men and women (Seeman & Syme, 1987), increased immune 

function in healthy men and women age 17-50 (Rein, Atkinson, & McCraty, 1995), 

and decreased coronary artery disease, hypertension, duodenal ulcer, and alcoholism 

in middle aged men (Russek & Schwartz, 1997).  

Techniques that focus on increased awareness of and modifying thoughts and 

feelings have been found to increase mental and emotional health (Kabat-Zinn, et al., 

1993; Benson, 1996) and increase cardiovascular and immune functioning (Childre 

& Martin, 1999). Many of these techniques use relaxation, meditation, and imagery 

to reduce stress, and they produce increased health outcomes (Antoni, et al., 2000; 

Speca, Carlson, Goodey, & Angen, 2000).  The inclusion of spirituality in one’s life, 

whether praying in solitude, worshipping with others, being prayed for by others, or 

reading spiritual writings also may contribute to mental, emotional, and physical 

well-being (Matthews & Larson, 1995).   

In summary, chronic stress seems to contribute to a wide variety of physical 

illnesses and mental and emotional imbalances in the individual, and with this 

chronic stress, workforce losses increase.  Chronic stress presents a significant 

problem in healthcare professions, with stress often leading to burnout.  Some of the 
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main causes of burnout are lack of control over one’s work and lack of meaningful 

connection with others.  Nursing is one the most stressful professions with job 

dissatisfaction and lack of control being some of the greatest stressors.  However, 

not all nurses who experience stress become burned out.  Self renewal activities that 

help nurses view stressful situations in different ways decrease stress and burnout.  

This may occur because the level of stress a person experiences is usually 

determined by the person’s perception of, or thoughts and feelings about, the 

situation rather than the situation itself.  Specific thoughts and feelings have been 

linked to specific disease states in the body.  Techniques that focus on increased 

awareness of and changing unwanted thoughts and feelings increase mental, 

emotional, and physical health and well-being.  Including spirituality in one’s life 

also seems to have physical and emotional benefits. 

Therefore, what the nurse thinks and feels may play a role in the stress she 

experiences, as well as affecting her emotional, mental, spiritual, and physical health 

and well-being. There seems to be a need to test an intervention (referred to hereafter 

as HeartTouch) that teaches the nurse to intentionally choose her thoughts and 

feelings, and provides a way for the nurse to include spirituality as a part of her 

nursing practice. 

Purpose 

This research project has two goals:  1) To determine whether nurses will 

practice an internal maneuver such as HeartTouch on a regular basis over time, and if 

so, what their experiences of this practice are and  2) To explore the effects of the 



 6

nurse’s thoughts and feelings on her hardiness, perceived stress, and spiritual well-

being. This study will test a technique called HeartTouch that has three steps: 1) 

Heart-Centered Awareness,  2) Loving-Touch, and  3) Connecting with Higher 

Power.   Nurses will be taught to use the HeartTouch technique to:  1) notice and 

change their thoughts and feelings at will, especially when they experience stress or 

other unwanted emotions, 2) feel greater connection with, and love for, their clients, 

and 3) incorporate spirituality into their practice.  

If this study demonstrates that nurses will practice the HeartTouch technique 

and that practicing HeartTouch has an effect on the nurse’s perceived hardiness, 

perceived stress, and spiritual well-being, the next step may be to determine whether 

practicing this technique has an effect on the nurse’s physical well-being, and 

whether there are any physical, emotional, and spiritual effects on the client while the 

nurse is practicing HeartTouch. 

Background 

The stress a person experiences is usually determined by her or his appraisal 

of, or thoughts and feelings about, the situation (Lazarus & Folkman, 1984; Lazarus, 

1991).  PNI suggests that our thoughts and feelings affect the functioning of the mind 

and all areas of the body.  Specific feelings have now been linked to specific changes 

in the body and mind, some changes are positive and some negative, depending on 

the thought or feeling.  Four popular areas of PNI research are: 1) stress, 2) perceived 

control, 3) connection with others-social support, love, appreciation, and 4) anger and 

hostility.  The first three areas closely relate to the three aspects of hardiness: 1) 
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viewing events as a challenge rather than a threat, 2) perceived control in situations of 

life, and 3) commitment to the people and events in one’s life, which might involve 

creating a connection with others.  Hardiness is a personality characteristic that has 

been found to be a resource in resisting the negative effects of stress and decreasing 

the incidence and severity of stress-related illness (Kobasa, 1979; Carson & Green, 

1992).  

A situation is often perceived as stressful when it is appraised to be a threat to 

physical or emotional well-being.  A perception of stress negatively affects mental 

and emotional functioning including depressed mood, unhappiness, anxiety, and 

hopelessness.  Chronic stress also negatively affects all body systems, including 

cardiovascular, respiratory, renal, gastrointestinal, musculoskeletal, hematologic, 

neurologic, and immunologic  (Kaye, Morton, Bowcutt, & Maupin, 2000).  Epel, 

McEwen, and Ickovics (1998) found that perceptions of threat or loss created a 

negative stress arousal that inhibited growth and restorative functioning in women 

exposed to laboratory stress sessions. Viewing events as challenges moderated the 

response to stressors leading to neuroendocrine responses that promoted growth and 

healing. 

Secondly, the amount of perceived control in a situation is negatively 

associated with the amount of perceived stress (Karasek, 1979; Karasek & Theorell, 

1990; Quine, 1998).  Karasek proposes that in situations of little control and high 

demands, stress leve ls will be very high and can be predictive of the development of 

heart disease.  His model suggests that challenging, demanding situations in which 
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people have the opportunity for control, lead to active learning, sympathetic arousal, 

belief in their ability to problem solve, and suppression of cortisol levels (increased 

immune functioning).  Immobilizing or defeating situations with lack of control, or 

monotonous performance of tasks, lead to sympathetic arousal, but also withdrawal, 

increased cortisol, and perceived loss of ability to solve problems, make judgements, 

and tackle challenges. 

In a study of health care workers testing Karasek’s (1979) model of 

occupational stress, Quine (1998) reported that staff in high strain jobs (high demands 

and low control) had the greatest amount of job- induced stress.  High demands in the 

job were significantly associated with greater levels of stress than low demands, 

regardless of the amount of support the participant received.  Participants in the study 

(n=1,100) were women (84%) and men working for the National Health Service in 

England, with 73% holding professional qualifications.  

In an early study in this area, Frankenhauser, Lundberg, and Forsman (1980) 

found that in Type A and Type B men and women, low levels of perceived control 

led to sympathetic arousal and decreased immune system function (high cortisol 

levels) while high levels of perceived control contributed to sympathetic arousal, but 

did not lead to decreased immune system function.  Bosma, et al., (1997) found that 

perceived control, regardless of job status, significantly contributed to less coronary 

artery disease in male and female British civil servants.  

Third, feeling a commitment or connection with others has been studied in 

several ways including the effects of social support and feeling love, appreciation, 
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and/or compassion. In a review of 81 studies, social support was found to be very 

beneficial to the cardiovascular, endocrine, and immune systems (Uchino, et al., 

1996). 

Love, care, compassion, and appreciation seem to have a significant positive 

effect on emotional well-being.  Intentionally feeling love, care, compassion, and 

appreciation led to decreased anxiety and irritability (Rozman, Whitaker, Beckman, 

& Jones, 1995), decreased anger, hostility, and confusion (Rein, Atkinson, & 

McCraty, 1995) and increased sense of empowerment and contentment and decreased 

sense of burnout (Barrios-Choplin, McCraty, & Cryer, 1997).  Feeling love, 

appreciation, and/or compassion also had physical effects including decreased blood 

pressure, respiration, and perceptions of stress, and increased immune function and 

heart rate variability  (McCraty, Atkinson, Tiller, Rein, & Watkins, 1995; Rein, 

Atkinson, & McCraty, 1995; Tiller, McCraty, & Atkinson, 1996).  Low heart rate 

variability has been shown to be a predictor for hypertension, major depression, panic 

disorders, rejection of heart transplants, and sudden death from congestive heart 

failure and heart attack (McCraty, et al., 1995). 

Meaningful connection with others and a Higher Power, giving and receiving 

love, and being committed to being fully present for another are aspects of 

spirituality (Dyson, Cobb & Forman, 1997).  Spirituality or spiritual health is 

essential to psychological hardiness and health (Frankl, 1963; Carson & Green, 

1992).  Spiritual well-being was significantly correlated with hardiness and with 

each of the three aspects of hardiness, and was found to be a predictor of hardiness 



 10

in HIV positive men and women (Carson & Green, 1992). A growing body of 

research reports that the inclusion of spirituality and/or religion in one’s life 

contributes positively to physical, mental, and emotional well-being in a variety of 

physical and emotional conditions, including psychological distress, anxiety in 

people with cancer, alcoholism, heart disease, emphysema, and cirrhosis (Matthews 

& Larson, 1995).  After removing the effects of social support, the people who 

depended heavily on religious faith were 3 times more likely to survive the first six 

months after cardiac surgery than those who had no religious involvement (Oxman, 

Freeman, & Manheimer, 1995).  In a study of older adults at a university medical 

center, those who participated in regular spiritual activities had stronger immune 

functioning compared to those who did not participate in regular spiritual activities 

(Koenig, 1998).  Sellers and Haag (1998) report that nurses state that spirituality is a 

vital part of nursing care, and that the nurse must develop her own spirituality to 

effectively provide spiritual care to clients.  They also found that nurses believe that 

the subject of spirituality is lacking in nursing education, and the number of spiritual 

nursing interventions is insufficient.    

Finally, feeling anger and hostility over time were significantly related to the 

development of coronary artery disease (Williams, et al., 2000; Iribarren, et al., 

2000).  Even experiencing anger for as little as 5 minutes was significantly associated 

with decreased immune function and heart rate variability (Rein, Atkinson, & 

McCraty, 1995; McCraty, Atkinson, Tiller, Rein, & Watkins, 1995).  In people in 

close relationships, experiencing anger and hostility during problem solving 
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significantly contributed to decreased cardiovascular and immune functioning 

(Kiecolt-Glaser & Newton, 2001). 

Significance 

 Practicing the HeartTouch intervention may benefit the nurse by increasing 

her experience of 1) a sense of control in her environment,  2) an increased ability to 

view situations as challenges rather than threats, and 3) an increased commitment, 

including connection with, and love for, clients and others in the work environment.  

As a result, the nurse may experience increased hardiness and perceive decreased 

stress, contributing to increased emotional, mental, and physical well-being.  

Practicing the HeartTouch intervention may also give nurses an opportunity to 

develop their own sense of spiritual connection.   

In addition to benefiting the well-being of the nurse, this study aims to 

influence the nurse’s practice.  Nurses often feel angry, depressed, overwhelmed, and 

ineffective in helping clients feel better (Antai-Otong, 2001).  As the nurse focuses on 

love and appreciation (HeartTouch), her words and actions toward the client may 

change, becoming more patient and kind.  As a result of this change, clients may feel 

more cared about.  They may be kinder and more appreciative to the nurse, which 

may increase the nurse’s job satisfaction.  Job satisfaction may improve job 

performance, resulting in a decrease in the symptoms of burnout, and enhancing 

mindbody wellness (Maslach & Leiter, 1997).  Nurses with higher spiritual well-

being are more positive toward spirituality in nursing care and more perceptive of 

their clients’ spiritual needs (Ellison & Smith, 1991).  As a result of practicing 
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HeartTouch, the nurse may also feel more comfortable providing spiritual care to 

clients.  

The main goal of nursing practice is to help the client heal in body, mind, and 

spirit.  When the nurse practices HeartTouch, her thoughts and feelings may directly 

affect the client’s physical health and emotional well-being.  A new area of research, 

Distant Intentionality, suggests that the thoughts and feelings a person is having may 

affect not only oneself, but other individuals (Schlitz & LaBerge, 1997).  Reviewing 

30 studies, Schlitz and Braud (1997) found that when one person (the sender) created 

a relaxed condition in him/herself using mental imagery, and imagined a 

corresponding change in another person (the receiver) who was several rooms away, 

the results across the experiments showed a significant change in the receiver 

corresponding to the change that the sender created in her/himself, during the distant 

healing periods.  These results were compared with randomly interspersed control 

periods of not practicing the distant intentionality. 

Distant healing, defined as “a  consciously dedicated act of mentation 

attempting to benefit another person’s physical or emotional well-being, at a 

distance” (Sicher, Targ, Moore, & Smith, 1998) includes prayer, directed thoughts 

and feelings, energy-based therapies, and spiritual healing techniques.  People who 

received distant healing experienced improved recovery from hernia repair (Bentwich 

& Kreitler, 1994), persons with AIDS had fewer AIDS related illnesses and improved 

moods (Sicher, Targ, Moore, & Smith, 1998), and people admitted to a coronary care 

unit had improved cardiac (physical) outcomes (Byrd, 1988; Harris, et al., 1999).  



 13

Thus, when nurses practice HeartTouch, creating a relaxed, loving experience within 

themselves and intending that feeling of love to influence the client, clients may 

experience the physical and mental benefits that increased relaxation and feeling love 

can bring.   

Carson and Green (1992) suggested the need for a nursing intervention to 

teach cognitive strategies that affect spiritual well-being and hardiness, increasing 

feelings of control, commitment, and the ability to see stressors as challenges.  

Considering all of the above information, it seems that an intervention for nurses such 

as HeartTouch that incorporates spirituality, intentionally noticing and choosing 

thoughts and feelings, and feeling love for self and clients might help meet that need. 

Theoretical Framework 

Martha Rogers’ nursing paradigm, the Science of Unitary Human Beings provided 

the theoretical framework for this study (see Figure 1.1).  The diagram in Figure 1.1 

was adapted from the model of Rogers’ framework in Allen (1985).  Four main 

concepts form the foundation of the Science of Unitary Human Beings: 1) energy 

field, 2) openness 3) pattern and patterning, and 4) pandimensionality. Rogers (1980) 

says that person and environment do not have energy fields, they are energy fields.  

All matter is made of subatomic particles.  Subatomic particles continuously 

transform from matter to energy to matter to energy, creating continual, dynamic 

interaction.  This interaction is the energy field.  The energy field is electromagnetic 

in nature, composed of moving waves of subatomic particles. Certain patterns of  
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moving energy create atoms (a more “solid” or dense form), other patterns of moving 

energy create the energy field (a less dense form).  An “individual” could be regarded 

as both an energy field consisting of waves moving in patterns that are visible to the 

eye (the physical body) and waves moving in patterns not visible to most people (the 

energy field).  The energy field reveals the total nature of the being, and is in a 

constant state of flux, changing shape and density depending on changes in the 

person/environmental interaction.  

Openness, the second concept, suggests that energy fields are continuously 

open systems, receiving and giving energy (Rogers, 1980; Rogers, 1992).  Person and 

the environment, being energy fields, are inseparable, having continually fluctuating 

arbitrary boundaries, constantly exchanging energy.  Because they are also 

coextensive with the universe, a change in either the human or environmental fields 

sends a wave of change through the universe.  Since individuals are continually, 

coextensive energy fields, it is difficult to speak of separate “individuals”.  Yet, for 

the sake of discussion, research, and the living of life, individual energy fields are 

associated with individual beings, both living and “non- living”.   

The pattern of an energy field is the pattern of the movement of the waves 

within it (Rogers, 1980; Rogers, 1992).  Pattern is a key concept.  The pattern is 

unique for each field, and so identifies it.  By noticing pattern, we see the observable 

properties of energy fields (Malinski, 1994).  For example, subatomic particles that 

make up all atoms are stable patterns of moving energy.  This stable pattern of 

movement allows a hydrogen atom to always act like a hydrogen atom (Capra, 1983).  
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These stable patterns in the field also allow us to tell a tree from a flower and 

recognize a friend.  Patterns of energy in the field affect the physical body, 

contributing to health or disease (Karagulla & Kunz, 1989).   

Observable human behavior is a manifestation of the pattern and patterning of 

the field (Rogers, 1970). Patterning refers to the action of changing or creating new 

patterns in a field.  Stress is one phenomenon that alters the pattern of the field, and 

signals disharmony in the person/environmental field (Allen, 1985).  The field 

continuously repatterns into another novel, diverse form in response to internal and 

external wave input, or energy, in myriad forms.  Energy from the hands, light, sound, 

thoughts, feelings, atoms, and gravity all flow in rhythmic patterns, or waves of 

energy, and can repattern the field.  The pattern of the individual field evolves out of 

multiple previous person/environment interactions with growing complexity as life 

evolves.  Without pattern and patterning, the field disintegrates, and pain, illness, or 

death result.  Patterning allows change within the maintenance of a sense of self.  The 

concepts of pattern and patterning suggest that continuous, creative, innovative 

change is basic to the paradigm.   

The last concept, pandimensionality, refers to an infinite, nonlinear domain 

without spatial or temporal attributes or limits (Rogers, 1992).  Energy is not confined 

by space and time.  Einstein discusses this idea in his theory of special relativity 

(Einstein, 1961; Lanczos, 1965).  He showed that space and time are not separate 

dimensions, but are intimately connected and form a fourth dimension, space-time.  

Einstein's unification of space and time suggests that matter only has the appearance 



 17

of being fixed and solid.  Matter occupies space.  Matter is made of subatomic 

particles, which are constantly moving.  Movement creates time, therefore, space and 

time are always interconnected.  

As a result, subatomic particles have a space aspect and a time aspect.  Their 

time aspect makes them appear to be constantly moving patterns of energy, their 

space aspect makes them appear as solid objects with mass.  These dynamic patterns 

of energy form the atoms of cells of matter.  Because we are made of subatomic 

particles, we also have a time aspect making us a dynamic pattern of energy, and a 

space aspect which makes us appear to be a solid object, constantly changing and 

transforming, and affected by all forms of energy (Capra, 1983; Walker & Walker, 

2003). 

The energy field, being a dynamic energy pattern, is not confined by space 

and time.  Rogers (1992) suggests that pandimensionality lays a foundation for 

“paranormal” studies.  This might include exploring the intentional use of 

consciousness, as in distant healing, Therapeutic Touch, imagery, and meditation. 

Consciousness, as a form of energy, can roam freely in space and time (Allen, 1985).  

Some physicists, mathematicians, biologists, systems theorists, and engineers propose 

that consciousness is a fundamental, causal factor in the universe, not confined to the 

brain or body, or the present time (Goswami, 1993; Dossey, 1997).  Humans as 

energy fields and consciousness can occupy infinite space and time.   Allen (1985) 

suggests that space and time imply separateness where space-time allows 
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interconnectedness, an essential ingredient in Rogers’ paradigm of an open universe 

with interacting energy fields. 

 The Science of Unitary Human Beings includes several secondary concepts 

(Rogers, 1992).  Person (unitary human being) and environment are irreducible, 

indivisible, pandimensional energy fields identified by pattern, manifesting 

characteristics that are different from those of the parts and cannot be predicted from 

knowledge of the parts.  Unitary person refers to wholeness and interconnectedness 

within the person, and interconnectedness of the person with the universe (Allen, 

1985).  The environment is everything that impacts the human field interaction 

(Rogers, 1986). 

There is an implicate, inherent, underlying order in the universe, 

characterized by oneness, unity, and perfection (Allen, 1985).  When the field is 

patterned in synchrony with this implicate order, this energy of the universe can help 

oneself and others heal, such as with intentional thought, Therapeutic Touch, or 

spiritual healing.   

Life process describes the rhythmic pattern of development of the human 

interacting with the environment (Rogers, 1980).  The life processes are a symphony 

of rhythmical vibrations oscillating at various frequencies.  Patterns that indicate 

growth are increased capacity for humanness, such as thoughts and feelings that 

indicate increased self-knowledge (Allen, 1985). 

Health is a greater developmental coherence that evolves from 

person/environmental energy field interactions that are novel, emerging, and more 
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diverse in pattern (Rogers, 1980).  Promoting health is helping people with 

opportunities for rhythmic consistency and coherence.  Optimum health is a pattern of 

increasing human capacities (thought, feeling, and self knowledge) paired with 

harmonious human/environment interactions (Allen, 1985). 

 The purpose of nursing is to help all people, wherever they are, achieve 

maximum well-being within the potential of each individual, family, and group 

(Rogers, 1970).  Nursing involves the nurse as part of the client’s environment.  

Nursing practice is accepting the responsibility to pattern one's own field for 

maximum growth, accept diversity and change as positive and the norm, become 

attuned to patterning, recognize and use wave modalities, and accept the integral 

connectedness of life. 

Rogers’ three Principles of Homeodynamics (change throughout life), 

resonancy, integrality, and helicy explain the relationships between and among the 

concepts of the paradigm (Rogers, 1986, 1992).  They suggest the nature and 

direction of human development, and provide direction to the nurse in application of 

the nursing process (Fitzpatrick, 1994).   

According to the principle of resonancy, fields are wave patterns (Rogers, 

1986; Rogers, 1992).  Therefore, changes in the pattern of the human and 

environmental fields are created by any other form of wave pattern, such as light, 

sound, thought, microwaves, electric blankets, etc.  For example, music (sound 

waves) vibrate the energy field and body to create stimulation or relaxation, 

depending on the music.  Thoughts and feelings are forms of energy and so create 
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wave patterns.  Resonancy also predicts change from lower to higher frequency wave 

patterns throughout the life span, and that the change is continuous. 

Integrality describes the continuous mutual human and environmental field 

process (Rogers, 1986; Rogers, 1992).  Integrality predicts the mechanism through 

which change occurs.  Because the human and environmental fields are integral to, 

and continuous with, each other and the universe, when one changes, the other 

immediately and automatically changes, assuming a similar pattern.  

 Helicy predicts the direction of change, transformation, or growth of an 

individual (Rogers, 1986; Rogers, 1992).  This change is toward constant innovation, 

creativity, and diversity, from simplicity to complexity in a rhythmical manner.  In 

1988, Rogers clarified that change does not proceed in a unidirectional manner, but 

rhythmically, moving in a spiral pattern.   For example, many people notice that they 

seem to be experiencing very similar lessons throughout life, yet, hopefully, as they 

spiral back around each time, they have learned more, and so make better choices.  

Goals and actions are governed by probabilities due to the rhythmicity of the spirals.  

 In summary, Rogers’ paradigm supports the proposed reseach in the 

following ways.  According to the principle of resonancy, fields are wave patterns 

and so are affected by other wave patterns.  When the nurse feels love for the client 

while practicing HeartTouch, she causes her field to vibrate in a particular frequency 

pattern that corresponds to the feeling of love.  The integrality principle suggests that 

because two fields are always interacting, when one field changes, the other changes, 

assuming a similar pattern. Because nurse and client are continuous through the 
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energy field, when the nurse feels love and directs it to the client, the client’s field 

repatterns in resonance with the nurse’s, affecting the client's thoughts, feelings, and 

physiology.  The changes in the client’s field then repatterns the field of the nurse.  

Finally, helicy is the outcome or transformation of the field to a more coherent and 

innovative pattern.  As the nurse connects with a Higher Power, the energy field of 

the nurse begins to resonate with Higher Power, or Implicate Order, with repatterning 

and transformation of her field occurring, and so the client’s field as well. 

Research Model 

This study will examine the effects of the HeartTouch technique on the 

nurse’s perceived spiritual well-being, perceived hardiness, and perceived stress.  The 

major constructs for the research model are Education for the Nurse, HeartTouch 

technique, and Nurse’s Well-being (see Figure 1.2). 

The research model suggests that nurses first receive education, including the 

theory and research regarding PNI and stress.  Participants will also learn theory and 

research related to the HeartTouch technique, including the three steps of the 

technique.  

The HeartTouch technique is comprised of three concepts, a triad of internal 

maneuvers that the nurse performs: 1) Heart-Centered Awareness, 2) Loving-Touch, 

and 3) Connecting with Higher Power.  Heart-Centered Awareness involves focusing 

on the area around the heart and feeling love by remembering a loving situation.  In 

Loving-Touch, the nurse sends these loving feelings to another individual, and in the 
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third step, through whatever way is comfortable for the nurse, she connects with her 

view of a Higher Power, or Source of Love and Wholeness. 

The third construct, nurse’s well-being, contains three concepts (spiritual 

well-being, hardiness, and perceived stress).  For this study, spiritual well-being 

refers to purpose in life and connection with God.  Hardiness is a perception of 

control (tendency to feel and act as if one is influential in various life circumstances), 

commitment (involves oneself in whatever one is doing or encounters), and challenge 

(believes that change is normal and the anticipation of it is viewed as an incentive to 

growth) (Kobasa, Maddi & Kahn, 1982).  

Perceived stress is the degree to which a person appraises events in his/her life 

as stressful (Cohen, Kamarck, & Mermelstein, 1983).  Persons perceive events as 

stressful when they believe they have insufficient resources to cope with a situation 

they perceive as a threatening or demanding.  The cognitive and emotional response 

creates the perception of stress rather than the objective event (Lazarus & Folkman, 

1984). 

There are several supporting concepts in this study (love, appreciation, 

compassion, care, and healing).  Love is feeling warmth, nurturing, and respect for 

self or other.  Loving another is intentionally opening a two way heart connection 

with them for the purpose of helping them remember wholeness, and feel appreciated 

and accepted (Walker & Walker, 2003).  For this study, love does not include 

romantic or sexual feelings.  Appreciation encompasses a sensitive awareness, 

acceptance, recognizing the worth, value, quality, or significance of something.  
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Compassion is an awareness of, and sympathy with, someone else’s distress, coupled 

with a desire to alleviate it; a benevolent consideration for, and understanding of, the 

feelings of another.  Care is an interest or concern, liking, fondness, to give care 

(Merriam-Webster’s 9th Collegiate Dictionary, 1987).  Healing is the perception of 

being whole, in balance, or in harmony in body and/or mind and/or emotions and/or 

spirit. 
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The research model proposes that each of the three components of 

HeartTouch will interact positively with each other, creating a healing triangle 

between nurse, client, and Higher Power.  Further, the model shows that performing 

the three steps will increase the nurse’s well-being by decreasing her perceived stress 

through offering a way to appraise stressors in a positive way.  The well-being of the 

nurses will also improve as perceived spiritual well-being increases through focused 

connection with Higher and meaningful connection with the client, contributing to 

increased sense of purpose in life.  Practicing HeartTouch is also proposed to improve 

the well-being nurses by increasing their hardiness.  HeartTouch offers the nurse a 

tool to change her thoughts and feelings in any circumstance, increasing her ability to 

view the situation as a challenge rather than a threat.  By creating more options for 

behavior, HeartTouch may help many nurses feel more in control of their own 

emotions, responses, and work environment.  Feeling a greater sense of control and 

decreased perceived stress may lead to increased job satisfaction, contributing to 

greater commitment to, and involvement with, clients and colleagues.  Practicing 

HeartTouch may foster more meaningful connections with clients also leading to 

greater commitment, or willingness to involve oneself with the people and events of 

life for many nurses.  Greater hardiness may contribute to decreased stress, and 

hardiness and spiritual well-being may each contribute to the increase of the other.  
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Research Questions  

1.  What is the effect of nurses practicing the HeartTouch technique on their 

spiritual well-being, hardiness, and perceived stress? 

2.  Will nurses practice the HeartTouch technique, and what are the nurses’ 

experiences regarding their practice of the HeartTouch technique? 

Definition of Terms  

For the purposes of this study, these terms are defined as follows: 

1.  Hardiness—a perception of control (tendency to feel and act as if one is 

influential in various life circumstances), commitment (involves oneself in whatever 

one is doing or encounters), and challenge (believes that change is normal, and the 

anticipation of it is viewed as an incentive to growth) in the variety of situations 

encountered in life.  Hardiness is operationalized by the Dispositional Resilience 

Scale (Bartone, Ursano, Wright, & Ingraham, 1989).  The Dispositional Resilience 

Scale has advantages over other hardiness scales, and the items form the three factors 

(control, challenge, commitment) consistent with hardiness theory (Funk, 1992; 

Steinhardt, Dolbier, Gottlieb & McCalister, 2003).  The hardiness score is the sum of 

the scores of the three subscales. 

2.  Perceived stress— the degree to which a person appraises (has thoughts 

and/or feelings about) events in his/her life as stressful, as operationalized by the 

Perceived Stress Scale which assesses thoughts and feelings regarding the 

stressfulness of a situation (Cohen, Kamarck, & Mermelstein, 1983).  Stress occurs 

when a person believes they have insufficient resources to cope with a situation they 
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appraise as threatening or demanding (Cohen, Kamarck, & Mermelstein, 1983; 

Lazarus & Folkman, 1984).   

3.  Spiritual well-being—sense of well-being in relation to God as well as a 

general sense of life purpose and life satisfaction (Ellison, 1983).  Spiritual well-being 

is operationalized in this study by the Spiritual Well-being Scale (Paloutzian & 

Ellison, 1982) measuring life purpose (existential well-being) and connection with 

God (religious well-being).  The participants will be instructed to substitute whatever 

name they use for Higher Power, if it is different than God, as long as it refers to 

Truth, Wholeness, Love, and Light.  The total spiritual well-being score is the sum of 

the scores for the two subscales. 

Assumptions  

One assumption in this studyias that participants will honestly answer the 

questions on the surveys.  It is also assumed that the energy of Higher Power is a 

stronger vibrational frequency than the energy of the nurse, and so can effect the 

nurse’s field. 

Limitations  

A non-probability sample will be employed so that it is possible that only the 

nurses who are already interested in these ideas will volunteer for the study, and all 

areas of nursing may not be represented.  It is also possible that the nurses already 

incorporate similar ideas into their practice.  Therefore, the findings of the study will 

be generalizable only the participant of the study. 
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Since hardiness, spiritual well-being, and perceived stress were measured 

using self-report questionnaires, limitations of such data collection techniques must 

be acknowledged.  

Finally, since HeartTouch is an internal maneuver, it may be difficult to tell if 

the nurse is really practicing it, how often she practices it, and whether she is doing 

the steps correctly. 

Summary 

The literature acknowledges that stress and burnout continue to be major 

health problems in our society and in nursing, affecting individuals and organizations.  

Research in the area of PNI suggests that what a person thinks and feels in a stressful 

situation greatly impacts physical and emotional health and well-being, with love and 

appreciation positively affecting many areas of health.  What the nurse thinks and 

feels while working with a client may be a key to decreasing her stress in the 

workplace.  Few intervention studies were found teaching nurses how to notice and 

change thoughts and feelings to reduce stress, and no intervention studies were found 

addressing intentionally feeling love and appreciation for clients. 

This chapter presented the problem, purpose, background, significance, and 

theoretical framework related to this research project.  Relevant definitions, 

assumptions, and limitations were included.  Chapter 2 presents a review of the 

literature that supports this study.  
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Chapter 2:  Review of the Literature  

 This chapter presents a review of the literature relevant to nursing stress, 

psychoneuroimmunology (PNI), and the HeartTouch technique.   The literature 

related to the HeartTouch technique includes heart-centered awareness, love, distant 

intentionality, and spirituality.  The intent of the chapter is to:  1) confirm that nursing 

stress and burnout are hazards to nurses and the nursing profession,  2) discuss PNI, 

exploring the role that thoughts and feelings play in physical and emotional health 

including anger and hostility, perceived stress, perceived control, and meaningful 

connection,  3) present the value of cognitive behavioral interventions similar to 

HeartTouch,  4) establish the HeartTouch technique as a valuable tool that may have 

a positive impact on the nurse’s own health and her nursing practice, 5) discuss the 

benefits of increasing perceived spiritual well-being and hardiness as means of 

reducing perceived stress and improving health and well-being, and 6)  suggest the 

importance of nurses intentionally monitoring and choosing what they think and feel 

especially while with clients and in stressful situations.  

Stress and Burnout in Nursing 

 The deleterious effects of stress in nursing have been noticed, described, and 

studied for over 70 years (Michaels, 1932; Menzies, 1960; Gardam, 1969; Gentry, 

Foster, & Froehling, 1972; MacNeil & Weisz, 1987; Duquette, Kerouac, Sandhu, & 

Beaudet, 1994; Stordeur, D’hoore, & Vandenberghe, 2001).  These studies have been 

conducted with nurses in many different specialty areas and countries around the 

world.  Stress and burnout contribute to decreases in physical and mental health, and 
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increased likelihood of nurses leaving the profession (Omdahl & O’Donnell, 1999).  

Causes of stress and burnout, and ideas for reducing them have been proposed.  

Because the problem still exists to such a great degree, one might suspect that it has 

not been solved.  There appears to be a need for effective techniques that nurses can 

use to change their appraisal of stressful situations and to increase their sense of 

reward and meaning in the workplace.  

 Gentry, Foster, and Froehling (1972) conducted one of the first quantitative 

studies regarding the psychological and emotional responses of nurses in ICU and 

non-ICU hospital settings.   The Tennessee Self-Concept Scale, Zung Self-Rating 

Depression Scale, Buss-Durkee Hostility Inventory, and the MMPI were administered 

to all registered nurses working in 3 ICU and 3 non-ICU areas.  Thirty four nurses 

responded to the survey.  Nurses working in the CCU and acute care/recovery room 

had significantly higher scores, than did the nurses working in general 

medical/surgical areas, on depression, hostility (irritable, resentful, and verbally 

aggressive), and anxiety.   The psychological stress seemed to be associated with 

overwhelming workload, too much responsibility, poor communication between 

nurses and physicians, limited work space, and too little continuing education. 

 Duquette, Kerouac, Sandhu, and Beaudet (1994) reviewed 300 articles 

involving organizational stressors, sociodemographic factors, and buffering factors 

related to nursing burnout.  Criteria for inclusion in the review were:  1) a correlative 

research design, 2)  a population of mostly nurses,  3)  a participation rate of over 

35%,  4)  an instrument that measured burnout,  5) instruments to measure variables 
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related to burnout, and 6) sufficient information on the method, as well as, the 

reliability and validity of the instruments.  After the analysis, 36 studies were chosen 

and 15 variables were retained.  Findings from this review suggest that although 

nursing is a stressful occupation, not all nurses develop burnout.  Among the 

organizational stressors, role ambiguity and workload were correlates of nursing 

burnout.  Burnout did not seem to be related to direct time spent with clients, or to the 

specific type of nursing unit.  Age was the only sociodemographic variable that 

correlated with burnout, with younger nurses being more susceptible than older 

nurses to burnout.  Hardiness, social support, and coping strategies acted as buffering 

factors protecting the nurse from developing burnout.  Nurses who scored high in 

hardiness tended to score low on burnout.  Social support in the workplace included 

support from superiors and colleagues and was significantly related to decreased 

burnout.   There was a significant relationship between coping strategies and burnout 

with action-oriented strategies (cognitive appreciation, positive reappraisal, planful 

problem solving, and seeking social support) seeming to reduce burnout, and 

avoidance strategies (escape, inhibition, self blaming, non-expression of feeling) 

contributing to burnout.  An increase in burnout seemed to decrease the nurse’s 

ability to use buffers that moderate the effects of stress. 

Kennedy and Grey (1997) studied stress and burnout in nursing by conducting 

80 qualitative interviews with hospital nurses in England working in a variety of 

specialty areas.  The participants also completed questionnaires including the 

Maslach Burnout Inventory and the General Health Questionnaire.  From the 



 31

interviews, it was found that direct contact with clients and working in a team were 

positive aspects of work.  The researchers also found that the more time staff spent 

with clients, the less likely they were to experience emotional exhaustion (one aspect 

of burnout).  The participants noted that direct patient contact was the most satisfying 

part of their work because it had immediate reward.  There were no differences in 

levels of distress, burnout, or coping strategies between work settings.  These findings 

suggest that the nurse’s perception of her work environment, rather than the type of 

client or the work setting, played a large role in stress and burnout.  

In a study of the determinants of intrinsic work motivation (the degree to 

which a person wants to do a good job for internal satisfaction), burnout, and turnover 

intentions among 156 Dutch general hospital nurses, Janssen, de Jonge, and Bakker 

(1999) found that high quality of work content increased intrinsic motivation.  

Quality of work content means that the job provides task significance, opportunities 

to be creative, a variety of skills to perform, and performance feedback, and is 

challenging and worthwhile.  Participants who reported greater quality of work 

content had less intention to leave the job.  Higher levels of emotional exhaustion 

(burnout) were reported from participants who had high work overload combined 

with low social support from colleagues.  Nurses who had unrealized career 

expectations experienced higher levels of burnout and greater intention to leave 

nursing.  

Omdahl and O’Donnell (1999) studied the extent to which emotional 

communication variables (emotional contagion, empathic concern, communicative 
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effectiveness) contributed to nursing stress and occupational commitment in 164 (160 

female) nurses from two hospitals in the US.  Emotional contagion was defined as 

sharing the client’s emotions, empathic concern as being concerned for, or caring 

about, the client, and communicative effectiveness was defined as effectively 

communicating with clients and their families.  The researchers used the Maslach 

Burnout Inventory, the Organizational Commitment Questionnaire, and 3 

questionnaires measuring the empathy variables.  The researchers found that 

emotional communication variables significantly predicted nursing stress and 

burnout.  Emotiona l contagion was positively associated with burnout, and empathic 

concern and communicative effectiveness were negatively associated with burnout.  

Omdahl and O’Donnell suggested that engaging in effective communication 

(communicative effectiveness) and increasing the nurse’s ability to care for the 

client’s well-being (empathic concern) should enhance the nurses’ sense of personal 

accomplishment and should reduce the burnout symptom of depersonalizing clients.   

Interpersonal exchanges trigger burnout when there is an effort-reward 

imbalance (imbalance between effort spent at work and rewards obtained)  (Schaufeli, 

Van Dierendonck, & Van Gorp, 1996), and can lead to autonomic nervous system 

arousal, including the stress response (Siegrist, Peter, Junge, Cremer, & Seidel, 1990; 

Siegrist, 1996). Bakker (2000) studied effort-reward imbalance in 207 female hospital 

nurses in Germany using questionnaires measuring intrinsic and extrinsic effort, 

occupational rewards, and burnout.  Effort reward imbalance was significantly 

predictive of two dimensions of burnout— emotional exhaustion and 
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depersonalization of clients.  The third dimension, feelings of personal 

accomplishment, was significantly lowest in those nurses who experienced this 

imbalance. 

In summary, not all nurses who are stressed develop burnout.  Hardiness, 

social support, and coping strategies that include cognitive appreciation and positive 

reappraisal seem to be buffers protecting nurses from developing burnout.  Rewarding 

direct contact with clients, ability to effectively communicate with the clients and 

care for their well-being, and a balance in perceived effort given and reward received 

also seem to reduce burnout.  Greater quality of work content appear to diminish the 

nurses’ intention to leave nursing. 

After 70 years of research, stress and burnout still plague nurses and the 

nursing profession, affecting the physical, mental, and emotional health of the nurse, 

as well as job satisfaction.  Practicing the HeartTouch technique may encourage 

positive appraisal of stressful situations as challenges rather than threats, promote 

meaningful connection with clients and colleagues, and contribute to feelings of 

control and personal accomplishment in work situations.  Therefore, there is a need to 

evaluate techniques such as HeartTouch to determine its influence on nurses’ 

hardiness and perceived stress. 

Psychoneuroimmunology 

 According to the above studies, the nurse’s appraisal of the situation may be a 

factor in whether a situation is perceived as stressful, and if stress leads to burnout.  

Appraisal involves the thoughts and feelings a person is having regarding a situation 
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(Lazarus, 1999).  Researchers in the field of psychoneuroimmunology (PNI) explore 

the effects of what we think and feel on the health of the body and mind. The science 

of PNI suggests that the immune, endocrine, nervous, cardiovascular, and digestive 

systems communicate with each other through chemical messengers (neuropeptides) 

that are affected by what we think and feel.  Therefore, thoughts and feelings affect 

the body, and the state of the body affects what we think and feel.  By becoming 

aware of what we are thinking and feeling, we can then actively choose thoughts and 

feelings that are most helpful, especially in stressful situations, decreasing or stopping 

the stress response.   

In 1964, Soloman coined the term psychoimmunology and published a 

theoretical article on emotions, immunity, and disease.  In the early 1970’s two 

landmark research studies began the explosion of research that is now PNI.    

In 1973, researchers located and labeled the receptors in the brain for 

endogenous (within the body) opiate neuropeptides (endorphins, enkephalins, and 

dynorphins) (Pert, Pasternak, & Snyder, 1973).  Opiate neuropeptides are chemically 

very similar to morphine, producing feelings of euphoria.  This discovery led the 

research suggesting that peptides (chemistry) within the body produce feelings, and 

that feelings initiate the movement of peptides (affect chemistry). 

About this same time, Ader and Cohen (1975) found that the immune system 

of rats could be affected by the central nervous system, which was not previously 

thought to be possible.  In one group of rats, Ader and Cohen administered saccharin 

(a placebo) and 30 minutes later administered a one time dose of cyclophosphamide, 
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a drug which creates nausea and decreases immune function.  Subsequently, when 

they gave only the saccharin, the immune systems of the mice was again suppressed, 

indicating that the immune system function was being regulated by the central 

nervous system, since saccharin does not have that effect.  This suggested, for the 

first time, that the central nervous system can have a direct effect on the immune 

system.  

Among the many topics included in PNI research, the effects of specific 

thoughts and feelings on health is one area of growing interest.  The literature 

suggests four areas in which significant links are being found between what a person 

thinks and feels and her/his health:  anger and hostility, stress, perceived control, and 

meaningful connection (love, social support, appreciation, compassion).  These areas 

seem to be particularly relevant to nurses.   

When nurses feel a lack of control over their practice, they often experience 

chronic anger and hostility, or even aggression (Antai-Otong, 2001).  Hostility is 

defined as cynical mistrust, frequent angry outbursts, and/or aggression (Irribarren, et 

al., 2000).  Hostility is a predictor of coronary heart disease (Davis, Matthews, & 

McGrath, 2000).   

Nurses experience less stress and burnout when social support from 

colleagues and supervisors is high (Duquette, Kerouac, Sandhu, & Beaudet, 1994) 

and when they have direct interactions with clients because they are rewarding and 

satisfying (Kennedy & Grey, 1997).  Nurses expressed a view that love was their 

primary motivation in nursing and an enhancement of the nurse-client relationship 
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(Pepin, 1992), and Eriksson (2002) introduced her new nursing theory that she 

believes revives love and compassion in caring theory and focuses on the spiritual 

aspect.   

Hardiness is a personality characteristic that includes viewing life events as 

challenges, feeling control in life situations, and feeling a commitment to people and 

events in life.  Hardy individuals seem to be able to appraise stressors in such a way 

as to decrease the incidence and severity of stress related diseases (Kobasa, 1979; 

Carson & Green, 1992).  Because hardiness involves appraisal (thoughts and feelings) 

and is related to stress and burnout (Simoni & Paterson, 1997), hardiness literature 

will be reviewed in the PNI section.   

Anger and Hostility  

A prospective study of 12,986 black and white women and men (45-64 years 

old) suggested that proneness to anger predicts coronary heart disease (CHD) in 

middle aged people, independent of the established risk factors, including alcohol, 

diabetes, cholesterol level, smoking, or age (Williams, et al., 2000).  Anger was 

measured using the Health-Life Profile.  Data were obtained on all established risk 

factors for CHD.  Participants were free of clinical symptoms of CHD at baseline.  

Incidents of CHD (acute MI/fatal CHD, silent MI, or cardiac revascularization 

procedure) were obtained during the 3-5 years (median 53 months) after the clinic 

visit where the initial information was obtained.   Among people with normal blood 

pressure, individuals with high trait anger had a significantly lower probability of 

having a CHD event- free followup period, compared with those reporting low or 
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moderate trait anger.  In other words, individuals with high trait anger had a greater 

chance of having incidents related to CHD during the followup period.  High trait 

anger was associated with a 2-3 times greater risk of a CHD event than low trait 

anger.  

 Using a prospective design over 10 years, the relationship between hostility 

and coronary artery calcification (a marker of atherosclerosis) in young adults, aged 

18-30, was studied using coronary calcium scores (Iribarren, et al., 2000).  

Measurements of risk factors for atherosclerosis were recorded at the beginning of the 

study, including cholesterol, blood pressure, smoking, and alcohol consumption.  The 

Cook-Medley hostility assessment scale was used to assess levels of hostility of a 

volunteer sample of 374 black and white men and women, at baseline and 5 years 

later.  At the 10 year exam, tomographic scans were performed of the coronary 

arteries.  Hostility scores at baseline and at 5 years were significantly correlated with 

calcium scores, as was cynical distrust (an aspect of hostility), after adjusting for 

demographics, lifestyle, and physiological variables. 

 In summary, the emotions of anger and hostility seem to significantly affect 

cardiovascular health.  Responding to situations with anger over time seems to predict 

the development of CHD in middle aged people, independent of established risk 

factors.  In young adults, responding to life situations with hostility over time seems 

to predict coronary artery calcification, independent of established risk fractors. 
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Stress   

Stress and how it affects health is such a pervasive topic in many areas of the 

world today that it is often discussed in the popular media as well as the research 

literature.  In the Austin American Statesman, Balzar (2003) reports that according to 

the American Institute of Stress, stress is America’s number one health problem, 

costing the economy $300 billion a year, double what it was 15 years ago.  Balzar 

also notes the deleterious effects of stress in our society, saying that in the last four 

years, the number of workers calling in sick due to stress has tripled, according to 

Fortune magazine.  The National Institute for Occupational Safety and Health, as 

cited by Balzar (2003), reported that job stress is a major problem in the lives of more 

than 50% of employed Americans, creating a threat to the health of workers and 

organizations.  Even more alarming, Balzar suggests that stress may be contagious.  

He discusses the views of biologist, Jay Phelan of the University of California, who 

states that as a survival mechanism, animals perceive stress in their companions.  

Without having to experience the source of danger themselves, they also have a stress 

reaction.  Balzar describes a study in Australia that forced a group of deer to live in an 

enclosure near a tiger with no chance of escape.  The constant stress hormones 

(cortisol) the deer secreted caused muscle deterioration and eventually death. 

In research literature, Hans Selye is considered by most to have documented 

the stress response around 1936.  According to Selye (1973), even plants and simple 

animals with no nervous systems demonstrate stress reactions.  In 1842, in England, 

Curling noted that many of his patients with severe burns experienced acute 
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gastrointestinal ulcers.  In 1914, Cannon described “emergency adrenalin secretion” 

in response to fear and rage.  In 1936, Selye discovered that rats developed these 

same symptoms in response to a variety of “noxious agents”.  These symptoms in the 

rats included adrenal cortex enlargement, shrinkage of the thymus, spleen, and lymph 

nodes, and deep bleeding ulcers in the stomach and upper intestines.  These same 

symptoms were seen in rats in response to emotions such as fear and anger as well as 

a variety of physiologic stressors such as cold, heat, and injected substances.  Selye 

labelled this alarm reaction or stress syndrome, the General Adaptation Syndrome, 

and defined stress as the nonspecific response of the body to any demand made upon 

it, in an effort to readjust itself (Selye, 1973).  At that time, Selye believed that the 

intensity of the demand was the only factor that  determined the strength of the 

body’s reaction.  Selye also noted a puzzling aspect of stress theory—individual 

differences.  The reasons individuals reacted differently to the same degree of stress 

produced by the same agent were intriguing questions.  In 1973, Selye began to 

explore the effects of individual perceptions on the stress response.  

Over the last 30 years, hundreds of studies have explored the deleterious 

physical, mental, and emotional effects of short term and chronic stress.  This review 

cannot begin to report them all.  However, two areas have received much attention—

the effects of stress on the immune system and on the cardiovascular system. 

Kiecolt-Glaser, McGuire, Robles, and Glaser (2002) discussed the effects of 

psychological factors, including stress, on the immune system and health, reporting 

the results of over 100 studies from 1991-2002.  The researchers concluded that both 
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short term, acute stressors and long term, chronic stressors negatively affect many 

aspects of immune function.  Kiecolt-Glaser and colleagues further suggested that 

decreased immune function may influence the etiology, progression, and/or severity 

of some cancers, infectious disease, wound healing, autoimmune diseases, and 

HIV/AIDS, and that various cognitive behavioral interventions seemed to contribute 

to increased immune function.  Some of the most recent research suggested that stress 

and negative emotions may directly stimulate the overproduction of proinflammatory 

cytokines (indicators of immune function).  This dysregulation of the immune system 

may contribute to a wide variety of conditions associated with aging such as arthritis, 

osteoporosis, Type 2 diabetes, cardiovascular disease, some cancers, and functional 

decline.  

  When exploring the effects of stress on the cardiovascular system, many 

studies assess coronary heart disease (CHD).  This is appropriate given that each year 

about 945,000 Americans die from CHD, making CHD the number one cause of 

death in the United States (American Heart Association, 2001).  Between 25-35% of 

healthy 40 year old women and 40-50% of healthy 40 year old men will develop 

CHD.  Each year 1 million people experience initial or recurrent coronary episodes.  

Almost one out of two women will eventually die from heart disease or stroke, 

compared to 1 in 29 who will die of breast cancer.  Lack of awareness of women's 

risk for CHD contributes to this statistic.  Cardiovascular diseases take more lives in 

America than the next five leading causes of death combined (American Heart 

Association, 2001).  
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Smith and Ruiz (2002) discussed the effects of psychological and social 

influences on the development and progression of coronary heart disease (CHD), 

reporting the results of over 300 studies from 1992-2002.  The reviewers concluded 

that stress and negative emotions contributed to coronary artery disease and 

myocardial ischemia, and so the development and progression of CHD.  Smith and 

Ruiz suggested that psychosocial characteristics including hostility, anger, social 

dominance (a set of controlling behaviors), depression, anxiety, social isolation, 

conflict, and job stress are risk factors and predict the development and course of 

CHD.  Psychosocial interventions seemed to prevent the recurrence of cardiac events 

through the modification of psychosocial risk factors mentioned above and the 

reduction of stress. 

In a review of 68 articles, Von Kanel, Mills, Fainman, and Dimsdale (2001) 

found that people with chronic psychosocial stressors, such as job strain or low 

socioeconomic status, were in a hypercoagulable state with increased procoagulant 

molecules and decreased fibrinolytic activity (breakdown of clots).  The reviewers 

report that increased coagulation is related to cardiovascular disease progression and 

acute coronary events.  With increased coagulation, there is a greater chance for 

increased blood clots, strokes, and myocardial infarctions.  

In summary, this section suggests the widespread detrimental effects of short-

term and chronic stress on the cardiovascular and immune systems.  Down regulation 

of the immune system may contribute to increased colds, allergies, infectious 

illnesses, cancer, and the debilitating diseases of aging.  Down regulation of the 
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cardiovascular system may contribute to chest pain, hypertension, CHD, and sudden 

death from MI.  Appraisals of potentially stressful situations contribute to emotions 

felt by individuals in those situations.  Emotions such as anger, hostility, sadness, and 

lack of control are associated with decreased immune function and cardiovascular 

health.  Since nurses experience these feelings regularly in the workplace, an 

intervention such as HeartTouch is needed to help nurses choose thoughts and 

feelings that lead to positive appraisals of potentially stressful situations. 

Perceived Control 

 In an early study, Frankenhauser, Lundberg, and Forsman (1980) found that 

people who experienced a lack of control and/or monotonous performance tasks 

experienced sympathetic stimulation, but also withdrawal and increased cortisol 

levels.  Low control environments seemed to reduce coping abilities and motivation 

to improve the environment.  Situations that were perceived as challenging, in which 

there was the opportunity for control, led to high motivation, job satisfaction, 

sympathetic stimulation, activity, and decreased cortisol levels.   

 Landsbergis (1988) explored the association between the job demands-

control model of occupational stress (developed by Robert Karasek in 1979) and 

burnout, using Maslach’s burnout scales.  All employees in two hospitals and one 

nursing home were administered surveys assessing depression, coronary heart disease 

symptoms, and job characteristics, including burnout, decision latitude, workload 

demands, social support, psychological strain, and job satisfaction.  Of 289 responses, 

61% were RN’s, 12% were LPN’s and 8% were nurse’s aides.  Job strain was defined 
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as job dissatisfaction, depression, and psychosomatic symptoms.  Job strain and 

burnout were significantly higher in jobs that combined high workload demands with 

low decision latitude (control), even after controlling for age, sex, education, marital 

status, number of children, hours worked, and shift worked.   

 Whether a situation is appraised as challenging or threatening seems to be 

one of the most important moderators of the physiological stress response.  

Appraisals of a situation as being threatening are usually a response to a situation of 

low perceived control and high distress, and are associated with higher levels of 

cortisol.  Situations appraised as a challenge, on the other hand, consist of an 

increased sense of control, active coping, and increased catecholamines (fight and 

flight) (Varnes, Ursin, Darragh, & Lambe, 1982). Epel, McEwen, and Ickovics (1998) 

found that women who viewed previous life trauma as growth producing and 

spiritually rewarding had quicker adaptation to repeated laboratory stressors, as 

evidenced by lower levels of cortisol over time.  These results suggest that appraising 

stressors as challenges that are controllable may lead to the neuroendocrine responses 

most conducive to health, such as rapid cortisol responses to stressors with quick 

recovery and better cortisol adaptation in response to a repeated stressor (lower levels 

of cortisol on day 3 than on day 1).  

In a study from 1985 to 1993 with 10,000 female and male British civil 

servants, those who felt they had control at work had significantly less CHD 

compared to those who felt they had little control, regardless of job status (Bosma, et 

al., 1997). The intensity of job demands and social support did not contribute to the 
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difference in heart disease.  Perceived control included decisions about who they 

worked with, flexible time, and input into job tasks.  These results were found even 

after controlling for the CHD risk factors of low physical activity, high cholesterol, 

smoking, obesity, and high blood pressure.  

 Having a hardy personality (views change as a challenge, has a sense of 

personal control over life events, and is committed to people and activities) 

contributed to improved immune function in a group of 21 employees from Motorola 

and 3M who were selected from a pool of 382 employees who had previously 

completed a questionnaire assessing hardiness as part of a larger study (Dolbier, et al., 

2001).  The 21 participants were divided into two groups, low and high hardiness 

based on their placement in the upper or lower third of the hardiness distribution in 

the larger study.  The low hardiness group consisted of 10 people from the bottom 

third of the hardiness distribution with the lowest hardiness scores. The high 

hardiness group was from the top third of the hardiness distribution with the highest 

hardiness scores.  There was no difference in the two groups with respect to age, 

gender, ethnicity, education, salary, or job function.  Blood samples were drawn 

under non-stressful conditions.  Functional immune assays tested for natural killer 

cell activity and proliferation responses to Candida, PPD, LPS, ConA, and Staph A.  

The high hardy group had significantly larger proliferation responses for Candida, 

PPD, ConA, and Staph A, meaning that the immune response to pathogens was 

significantly better (less susceptible to the pathogen) in the high hardy group than the 

low hardy group. 
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 In summary, one of the greatest determinants of whether a situation is 

appraised as threatening or challenging is whether a person experiences low 

perceived control or high perceived control, respectively.  Low perceived cont rol at 

work contributes to burnout, job dissatisfaction, depression, and decreased coping 

abilities and motivation.  High perceived control is associated with significantly less 

CHD and significantly increased immune function. 

Meaningful Connection 

 One of the strongest findings in PNI is the relationship between personal 

relationships and immune function (Uchino, Cacioppo, & Kiecolt-Glaser, 1996).  For 

this research project, meaningful connection included social support and feeling 

loved.  

Social Support 

 Social support typically includes structural (existence and interconnection of 

relationships) and functional (emotional support) measures.  Uchino, Cacioppo, and 

Kiecolt-Glaser (1996) conducted a meta-analytic review of 81 studies from PsycLIT  

(1974-1995) and Medline (1983-1995) that directly measured the association between 

positive social support and physiologic function.  Uchino and colleagues found that 

increased social support was reliably related to positive outcomes in immune, 

endocrine, and cardiovascular functioning.  Twenty one of the 81 studies found a 

significant negative association between social support and blood pressure, in both 

men and women.  Results of eight intervention studies in populations at risk for CHD 

showed that social support manipulations significantly and negatively affected blood 
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pressure.  Correlational studies (12 studies) that assessed social support of family 

members found a significant negative association between social support and blood 

pressure.  Experimental, laboratory studies (15 studies) suggest that social support 

significantly reduces the reactivity of the cardiovascular system to acute 

psychological stress.   

In the above review, Uchino, et al. (1996) included studies exploring the 

effects of social support on endocrine function that suggested that there is a negative 

association between social support and catecholamine levels.  In two meta-analyses 

examining the relationship between social support and immune function, Uchino, et 

al. (1996) also reported a significant positive relationship between social support and 

the performance of several different types of immune cells.  In a meta-analysis of 

studies assessing functional social support (emotional support), a significant positive 

association between emotional support and immune function was reported, suggesting 

that emotional support may be a predictor of immune function.  

In a review of 64 articles published between 1990 and 1999, Kiecolt-Glaser 

and Newton (2001) examined the relationship between marital relationship and 

physical health.  They suggested that negative aspects of marital relationships had 

indirect negative influences on health by contributing to depression and poor health 

habits (substance abuse and eating habits), and direct negative influences on the 

immune, endocrine, and cardiovascular systems.   Kiecolt-Glaser and Newton (2001) 

also reported that hostility, as a mode of relating in marital conversation and 
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behaviors, contributed to negative interactions, decreased perceived marital quality, 

and increased negative physiological outcomes.  

In summary, social support, both diversity of the network and the emotional 

support received from relationships, seems to be positively related to immune, 

cardiovascular, and endocrine function.  Even in relationships with high levels of 

reported satisfaction, conflict during problem solving is significantly negatively 

related to immune and endocrine function.   

Feeling Loved and/or Cared For by Another 

In a study of 119 men and 40 women, structural and functional aspects of 

social network ties were examined as predictors for coronary artery disease as 

measured by coronary angiography (Seeman & Syme, 1987).  Feelings of being loved 

were significantly negatively associated with incidence of coronary atherosclerosis, 

and feeling loved was a greater predictor of coronary atherosclerosis than the size of 

the social network.  For men, after adjusting for all risk factors and demographics, the 

more they felt loved, the less atherosclerosis they experienced. 

Medalie, Stange, Zyzanski and Goldbourt (1992) studied the importance of 

biopsychosocial factors in the development of duodenal ulcers in middle aged men.  

A random sample of 8,458 Israeli male civil servants was assessed at baseline, 2, and 

5 years for duodenal ulcer.  At baseline, all subjects were excluded who showed any 

evidence of an ulcer.  Baseline physiologic data were obtained on all known risk 

factors for ulcers, as well as life situations perceived as stressful.   Level of perceived 

love from their wife was a significant predictor for duodenal ulcer.  Men who felt 
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loved by their wives had 1/3 the incidence of ulcers over the 5 year period compared 

to men who felt their wives did not love them. 

Sears, Maccoby, and Levin (1957) interviewed 379 mothers when the ir child 

was 5 years old, regarding the child rearing behaviors of their husbands and 

themselves since the child was born.  The children consisted of 202 boys and 177 

girls with equal numbers from middle class and working class families.  These 

children were again assessed by Franz, Weinberger and McClelland (1991) when they 

were 41 years old to examine the relationship between child rearing practices and 

adult social accomplishment (having a long, happy marriage, children, and/or 

relationships with close friends).  A warm and affectionate (hugs, kisses, holding, 

cuddling, time spent playing with the child, and enjoyment of the relationship) mother 

or father at age 5 was significantly associated with social accomplishment at age 41. 

Those with a warm and affectionate mother or father also reported higher levels of 

work accomplishment and psychological well-being, and lower levels of strain. 

Russek and Schwartz (1997) found that perceived caring from parents in 126 

undergraduate men at Harvard predicted health status in 116 of these men, 35 years 

later.  Subjects were chosen at random to participate in a mastery of stress study while 

at Harvard.  One factor measured in the study was parental caring which included 

love, fairness, hardworking, cleverness, and strength.  Mothers and fathers were rated 

separately on 6 positive words and 6 negative words.  Thirty five years later, 116 of 

the 126 were contacted, and detailed medical and psychological histories and medical 

records were obtained.  Participants who had illnesses including coronary artery 
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disease, hypertension, duodenal ulcer, and alcoholism had given their parents 

significantly lower ratings on perceived parental caring while in college.  This effect 

was independent of demographics and lifestyle habits.  Of those who rated both 

parents low in caring, 87% had diseases in midlife, where only 25% of those who 

rated both parents as caring had developed diseases.  Low perceptions of parental 

caring and severe anxiety on stress tests were independent risk factors for illness in 

midlife.  Of the men who had low perceptions of parental caring and high anxiety, 

94% developed disease in midlife, compared to 24% of those with high perceived 

parental caring and high anxiety. 

In summary, these studies suggest that when a person feels loved and/or cared 

for by another person, he or she has increased physical health, psychological well-

being, and social accomplishment. 

Hardiness 

 As mentioned earlier, hardiness is a personality characteristic identified by 

Kobasa (1979) consisting of challenge, control, and commitment.  Kobasa, Maddi, 

and Kahn (1982) found that employees in an organizational setting who had the 

hardiness characteristics did not become ill during stressful life events.  Gentry and 

Kobasa (1984) suggested tha t hardy individuals reduce stress through reappraisal of 

stressors and by using adaptive coping strategies.  

 Carson and Green (1992) found that in 86 men and 14 women who were 

HIV+ or were diagnosed with ARC or AIDS, those who were hardier were more able 

to find meaning in life and were more spiritually well, as assessed by the Spiritual 
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Well-Being Scale.  There was a significant positive relationship between spiritual 

well-being and hardiness, and between the existential component of the Spiritual 

Well-Being Scale and hardiness.  Spiritual well-being was also significantly 

correlated with each of the three hardiness subscales.  Both spiritual well-being and 

existential well-being were found to be significant predictors of hardiness in this 

population.   

Jennings and Staggers (1994) conducted a critical analysis of the hardiness 

literature, finding that in the 97 studies reviewed, 35 were authored by nurses, 

suggesting that hardiness is of interest to nurses, 15 were authored by Kobasa and 

colleagues, and 47 were conducted by researchers from various other disciplines.  In 

the nursing studies on hardiness, nurses were the subjects in most of the studies, with 

a few researchers exploring hardiness in clients with chronic illnesses.  Hardiness was 

found to have a direct (main) effect in the stress-health relationship in 15 of the 

nursing studies, 3 studies reported indirect (mediating) effects, and 1 study reported 

an interactive or buffering effect.   

Duquette, Sandhu, and Beaudet (1994) conducted a literature search of 300 

articles on nursing burnout and reviewed 36 that met the inclusion criteria. Criteria 

for inclusion in the review were:  1) a correlative research design, 2)  a population of 

mostly nurses,  3)  a participation rate of over 35%,  4)  an instrument that measured 

burnout,  5) instruments to measure variables related to burnout, and 6) sufficient 

information on the method, as well as, the reliability and validity of the instruments.  

Fifteen variables were selected with five concerning organizational stressors, seven 
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concerning sociodemographic factors, and three buffering factors including hardiness, 

coping mechanisms, and social support.  The reviewers reported a significant positive 

relationship between lack of hardiness and burnout, and a significant negative 

relationship between social support and burnout.   

Collins and Pettis (1996), in a study of 113 full time hospital staff nurses, 

found a significant negative relationship between hardiness and nursing stress, and 

between hardiness and nursing burnout. 

In a study of 440 randomly selected female nurses, Simoni and Paterson 

(1997) found that nurses who scored high in hardiness reported significantly less 

stress in the form of burnout than those lower in hardiness.  Nurses using strategies to 

confront and change the stressor and to find positive aspects in the situation reported 

the lowest incidences of burnout. 

  Harrisson, Loiselle, Duquette, and Semenic (2002) examined the 

relationships among hardiness, psychological distress, and work support in nurse 

assistants (n=171) and how these scores were similar to ones reported by registered 

nurses (n=1550) in Quebec, Canada.  Nursing assistants and registered nurses 

reported similar levels of psychological distress (mean= 24.6 and 23.3) and work 

support (mean=30 and 30.9).  Nurse assistants reported significantly less hardiness 

than registered nurses.  Among nurse assistants there was a significant negative 

relationship between hardiness and psychological distress, and between psychological 

distress and work support.  A significant positive relationship between hardiness and 
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work support was found.  Hardiness was also found to be a significant mediator 

between work support and psychological distress. 

 Steinhardt, Dolbier, Gottlieb, and McCalister (2003) studied the relationships 

between the predictors of hardiness, supervisor support, and group cohesion and the 

criterions of job stress and job satisfaction in employees (n=160) from nine work 

groups from Dell Computer Corporation.  They found that hardiness and 

interpersonal relationships, measured as supervisor support and group cohesion, were 

significantly negatively related to job stress, and significantly positively related to job 

satisfaction.  Job stress was also significantly negatively related to job satisfaction.  

The researchers suggest that health promotion interventions designed to increase 

hardiness, improve supervisor/employee relationships, and improve relationships 

among employees may be able to decrease job stress and increase job satisfaction, 

and should be included in future research in health promotion, and stress management 

and prevention.   

In summary, the studies in this PNI section suggest that a person’s thoughts 

and feelings, or appraisal of situations, may affect immune, endocrine, and 

cardiovascular health, and psychological well-being.  Specifically, decreased 

perceived stress, anger, and hostility, and increased perception of control and 

experience of meaningful connections seem to be related to increased health.  

Hardiness includes perceived control, viewing events as challenges, and commitment 

to people and events, and seems to be negatively related to nursing stress and burnout.  

Since thoughts and feelings affect perceived stress, perceived control, and meaningful 
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connection to others, it seems likely that thoughts and feelings can affect hardiness.  

Few intervention studies were found in the nursing literature testing techniques nurses 

can use to learn to change thoughts and feelings and to positively appraise stressors.  

There also does not seem to be intervention studies suggesting methods by which 

nurses can increase their levels of hardiness.  Thus, there appears to be a need for 

research on techniques like HeartTouch that nurses can practice that increase 

hardiness, reduce perceived stress, increase perceived control, and increase a sense of 

meaningful connection and personal accomplishment. 

Interventions that Intentionally Choose Thoughts and Feelings 

HeartTouch was derived both inductively from techniques developed and used 

by the author in her practice, and deductively from the literature, including Freeze 

Frame (Childre, 1994), Holoenergetic Healing (Laskow, 1992), and the LeShan 

healing method (LeShan, 1974).  The HeartTouch technique addresses meaningful 

connection with others, imagery, focused awareness of thoughts and feelings, and 

spirituality.  Since this was the first study testing HeartTouch, this section offers 

support for an intervention of this kind. 

Berkman (1995) suggests that creating meaningful connections with others 

alters social networks in positive ways, and that it is critical to develop psychosocial 

interventions that attempt to alter social networks in ways that improve health 

outcomes.  She adds that since individuals are part of social networks, the health of 

all in the network depends on the ability to communicate optimally.  Berkman 

suggests that social support interventions must provide an increased sense of 
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intimacy, belonging, and help people feel more competent, and that interventions that 

restructure naturally occurring networks and resources for support will likely be most 

effective.  Practicing the HeartTouch technique may provide an increased sense of 

closeness with clients, and help nurses feel more competent in creating meaningful 

connections with them. 

Wells-Federman, et al., (1995) suggest that because it is often difficult for 

adults to focus their attention in the moment, it is necessary to practice the skill of 

being absorbed in the present.  Interventions that access the mind-body connection, 

including breathing, meditation, imagery, and mindfulness, can be used in all 

healthcare areas from acute care to hospice.  HeartTouch may access the mind-body 

connection using some of the above techniques.  

Imagery has been defined as the use of focused concentration to create mental 

images (Bazzo & Moeller, 1999).  Imagery includes process imagery (imaging the 

steps unfolding that will achieve the goal) and end result imagery (picturing the goal 

already achieved) (Walker & Walker, 2003). In discussing imagery as a 

psychoneuroimmunological nursing intervention, Giedt (1997) reported that the use 

of imagery contributed to significant increases in immune function, including natural 

killer cell function and numbers and function of lymphocytes.  Heinschel (2002) 

reviewed 29 nursing studies from 1981-1997 using imagery with nurses, clients, 

nursing students, and parents of clients.  The review suggested that practicing 

imagery significantly decreased anxiety and pain and decreased the number of 

hospital days.   
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Antoni, et al., (2000) tested the effects of a 10 week cognitive behavioral 

stress management intervention with 73 HIV+ men.  The intervention included 

anxiety reduction skills (relaxation techniques, guided imagery, meditation) and 

cognitive behavioral techniques that modify maladaptive cognitive appraisals of 

stressful events.  Compared to the control group, the treatment group showed 

significantly lower self-reported anxiety, anger, perceived stress, total mood 

disturbance and norepinephrine output.  Six to twelve months later, significantly 

greater numbers of T-cytotoxic/suppressor (CD3+CD8+) lymphocytes were found in 

the treatment group suggesting an improved condition. 

Wallace, Benson, and Wilson (1971) found a generalized decrease in central 

nervous system arousal, including a decreased metabolic state and feeling of deep rest 

in people who were meditating.  These effects seemed to occur as the result of 

focused attention on a simple word, phrase, or image.  The researchers labeled this 

the Relaxation Response, being the physiologic opposite of the stress response.  

According to Benson (1996), research over the last 30 years has found that practicing 

the Relaxation Response is associated with decreased muscle tension, sympathetic 

nervous system activation, blood pressure, and respiratory and metabolic rate.  When 

studying the long term effects of practicing the Relaxation Response, Hoffman, et al. 

(1982) exposed a control and experimental group to mental stress and assessed heart 

rate, blood pressure, respiratory and metabolic rate and muscle tension in response to 

repeated stressors.  The experimental group was then taught the Relaxation Response 

technique and asked to practice it for 20 minutes a day for 28 days.  Then they were 
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exposed to the same repeated mental stressors in the lab, and retested on the 

physiologic measures.  Results indicated that the experimental group had decreased 

heart rate, blood pressure, respiratory and metabolic rate and muscle tension as 

compared to the control group.  In a review of 37 research studies testing the 

effectiveness of the use of the Relaxation Response by adult patients with a variety of 

health conditions in a variety of settings, Mandle, Jacobs, Arcari, and Domar (1996) 

suggested that practicing the Relaxation Response can reduce insomnia, pain, anxiey, 

hypertension, and medication use. 

 Benson and Stuart (1993) and Wells-Federman, et al. (1995) suggest that 

practicing the Relaxation Response may have psychological benefits including being 

able to focus attention more easily and being able to appraise thoughts and feelings in 

a more objective and conscious way.  These abilities may enable a person to choose 

new ways of thinking and behaving that contribute to greater health and happiness.  

Stuart, Deckro and Mandle (1989) describe a clinical program in which they used the 

Relaxation Response and cognitive restructuring as part of a 13 week ( 2 hours/week) 

Hypertension Group Program for patients at New England Deaconess Hospital in 

Boston.  The program was a cardiac risk reduction program using 

nonpharmacological approaches to treat hypertension that included education and 

teaching skills that encourage a shift in attitude to view life in a positive way, 

facilitating the integration of one’s resources.  They report that practicing the 

Relaxation Response, along with cognitive restructuring techniques to replace 

negative thought habits with positive ones, elicited openness and peace of mind, 
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which they found to be critical because it facilitated a change in attitude.  Stuart and 

colleagues suggested that an increased sense of well-being may provide the 

opportunity for entertaining spiritual perspectives. 

Buselli and Stuart (1999) reviewed 55 articles on the influence of 

psychosocial factors such as stress, anger, social isolation, depression, and hostility 

on patient outcomes after a myocardial infarction.  They also included studies 

reporting the benefits of psychosocial interventions on cardiovascular health, and 

offered a biopsychosocial model of nursing care.  According to the reviewers, 

psychosocial or mind-body interventions include information, cognitive restructuring 

(the relationship between thoughts, feelings, behaviors, and physiology), relaxation 

techniques, and connection with others, self, and one’s meaning and purpose in life.  

Buselli and Stuart suggest that these kinds of interventions encourage the adoption of 

self-management or self-monitoring skills that are crucial for a long term shift in 

attitude and behavior change.  The HeartTouch technique includes all of the above. 

Deckro et al. (2002) found that in male (n=51) and female (n=77) college 

students, those who practiced the Relaxation Response and cognitive behavioral skills 

for 6 weeks had significantly less perceived stress (Perceived Stress Scale), state 

anxiety (STAI), and psychological distress (Symptom Checklist-90-Revised) than 

they did before the intervention and compared to a control group.  According to the 

researchers, cognitive behavioral interventions are formulated on the idea that 

emotions arise from thoughts.  The cognitive intervention in this study included 

identifying automatic thoughts, challenging thoughts and feelings that were not true, 
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positive affirmations, and goal setting.  The participants practiced the Relaxation 

Response daily and completed a practice log.  

Speca, Carlson, Goodey, and Angen (2000) tested the effectiveness of a 7 

week mindfulness meditation-based stress reduction program on mood and symptoms 

of stress in 90 people of various ages with varying types and stages of cancer.  In 

mindfulness meditation, the person attempts to be aware of and observe the thoughts 

and feelings that pass through the mind.  With this goal, it is more likely to notice 

stress-producing thought habits and appraisals of situations, and to change them.  This 

program included imagery, breathing, self reporting, and education about the 

relationship between the stress response and what a person thinks and feels.  Patients 

in the treatment group had significantly lower scores on total mood disturbance on the 

Profiles of Mood States, and also on the subscales of depression, anxiety, anger, and 

confusion, than did control subjects.  The treatment group also had significantly fewer 

symptoms of stress, as measured by the Symptoms of Stress Inventory, than the 

control group. 

As mentioned earlier, Carson and Green (1992) found that there was a 

significant association between spiritual well-being and hardiness.  They suggested 

that intervention studies are needed that introduce variables to manipulate hardiness 

and spiritual well-being.  Carson and Green suggest researching an intervention that 

uses imagery to cognitively reframe a stressful situation as a challenge instead of a 

threat and that increases feelings of control and commitment.  They also suggest 

using a small group approach to teach participants cognitive strategies that increase 
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feelings of control and commitment, help participants view a situation as a challenge, 

and help them find increased meaning in the situation.  

Hawks, Hull, Thalman, and Richins (1995) reviewed 71 articles in education, 

psychology, nursing, and medicine on interventions for enhancing spirituality, and the 

relationships between spiritual interventions and physical, emotional, and behavioral 

outcomes.  Hawks and colleagues found that interventions that include group support 

activities, prayer, mindful awareness, imagery, and/or meditation seem to enhance 

spiritual health by increasing self awareness, a sense of meaning and purpose in life, 

and a greater feeling of connectedness with self, others, and a larger reality.  In the 

review, physical and emotional benefits of interventions such as prayer, mindful 

awareness, group support activities, imagery, and/or meditation included reduced 

anxiety, improved mood states, decreased cancer mortality, and heart disease reversal.  

The researchers suggested a need for developing interventions that address spiritual 

health, and that include imagery, meditation, and group support.  

Baldacchino and Draper (2001) reviewed 187 articles in the nursing research 

literature from 1975-2000 examining spiritual coping strategies of patients 

experiencing stress in many different settings with a wide variety of health 

conditions.  The reviewers suggest that one method of coping with stress may be 

through spiritual practices such as reflection or turning inward, relationships with 

others, and relationship with God or Higher Power.  The review shows that these 

practices may instill hope, motivation to change, and may help the individual to find 

meaning and purpose, resulting in greater ability to cope with stress. Spirituality may 
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also help the individual to connect, with self, others, and with a power greater than 

self.    

In summary, since the HeartTouch technique has never been tested before, 

this section presented information about techniques that contain aspects included in 

the HeartTouch technique, and the positive benefits people experienced who 

practiced these techniques.  These techniques include one or more of the following:  

meaningful connection with others, focusing attention in the present moment, 

intentional breathing, imagery, noticing and choosing thoughts and feelings (appraisal 

and cognitive restructuring), and spiritual awareness.  Some of these articles also 

include the importance of education sessions discussing the potential benefits of 

practicing the technique, and the relationship between what a person thinks and the 

stress response.  Because of the positive benefits gained by practicing the techniques 

mentioned in this section, and the similarities between these techniques and the 

HeartTouch technique, the findings of this section lend support for practicing the 

HeartTouch technique.  

HeartTouch Technique  

Heart-Centered Awareness 

Heart-Centered Awareness is the first step of the HeartTouch technique.  In 

Heart-Centered Awareness, focusing on the breath is suggested as a method to bring 

the participant’s awareness to the present moment.  Then, focusing on the heart and 

feeling love is proposed as a way to encourage harmonious, balanced functioning 

within the body as described in the literature that follows, contributing to physical and 
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mental benefits.  The purpose of Heart-Centered Awareness is to help the nurse feel 

more in control of her internal and external experience and to improve the health and 

well-being of the nurse, including stress reduction.  It also provides the nurse with a 

way to intentionally evoke a feeling of love in preparation for directing this loving 

feeling to the client in the second step of the HeartTouch technique, Loving-Touch, 

and as a possible means of Connecting with Higher Power in the third step. 

Intentionally directing thoughts and feelings to the area of the heart has been 

shown to affect the heart.  The heart seems to be able to influence the functions of 

several areas of the body (Childre & Martin, 1999).  The heart sends neural messages 

to the brain influencing autonomic nervous system activities, and to the cortex of the 

brain, the center of higher thought and reasoning (Lacey & Lacey, 1970).  From the 

field of neurocardiology, it is known that the heart secretes a chemical, atrial 

natriuretic factor, that affects the endocrine and immune systems (Childre & Martin, 

1999).  The heart also affects the brain and body through the blood pressure waves 

that travel through the body with each heartbeat.  Finally, the heart is the strongest 

biological oscillator in the body, with the rhythm of the heartbeat producing an 

electromagnetic field that is approximately 5,000 times stronger than the field 

produced by the brain, and can be detected 8-10 feet away from the body using a 

magnetometer (Song, Schwartz, & Russek, 1998).  The electrical patterns generated 

by the heart can also be detected in our brain waves. 

Freeze Frame is a technique developed by the Institute of HeartMath (Childre, 

1994).  It is designed to be used during a stressful situation to interrupt the stress 
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response by changing the focus of a person’s thoughts and feelings.  In Freeze Frame, 

the person directs her/his attention to the area of the heart, where most people 

subjectively feel positive emotions, and then is directed to remember a positive, fun 

time or feeling.  From that internal experience he/she may be better able to choose a 

response to the stressful situation that is most effective. The purpose of this technique 

is stress reduction and self management, teaching individuals how to change their 

thoughts and feelings which may improve their health and relationships with others 

(Childre, 1994).  A limitation of the following stud ies testing the Freeze Frame 

technique is that the number of subjects in each study was small.  A control group 

was used in only one study, with pre-post design used in the others.  However, these 

are some of the first studies to test the effect of intentional heart focus and the effects 

of appreciation, love, and compassion on the heart.  These studies suggest that people 

have the ability to consciously affect various areas of the body by feeling love and 

appreciation.   

Rozman, Whitaker, Beckman, and Jones (1995) conducted a pilot study to 

assess the effects of the Freeze Frame technique on the psychological state and 

quality of life of HIV+ individuals.  The participants committed to practice Freeze 

Frame one hour per day and listen to a specific audiotape of music designed to bring 

about mental and emotional balance five times a week.  Of 38 initial volunteers, 21 

men and 3 women with a mean age 41, completed the 6 month study.  Pre and post 

study measures revealed a significant decrease in state and trait anxiety and 

irritability.  There was also a significant increase in hardy outlook (stress resistant, 
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hopeful, optimistic), positive affect, physical vitality, and general well-being, as 

measured by the General Well-Being Scale.  The limitations in this study are the 

small numbers of participants and the lack of a control group.  

The effects of compassion and anger on salivary IgA (immune system 

measure) were tested in 30 participants, 13 male and 17 female, (mean age 38) (Rein, 

Atkinson, & McCraty, 1995).  The participants were age and sex matched and 

randomly assigned to one of three, 10 member groups:  control, care/compassion, or 

anger/frustration to determine the long term effects of these emotions on S-IgA.  For 

a 5 minute period, the care and compassion group used Freeze Frame to elicit these 

feelings in themselves, and the anger and frustration group used self recall of an event 

to elicit feelings of anger or frustration.  Saliva samples were taken before the period 

of eliciting the emotions, immedia tely after, and every hour for six hours for all three 

groups.  Profile of Mood States questionnaire was given before and after the 

intervention period to assess total mood disturbance.  ECG measurements were also 

recorded before, during and after the intervention period.  No significant changes in 

IgA levels were noted in the control group.  The group practicing Freeze Frame (care 

and compassion) for 5 minutes had significantly higher IgA levels immediately after 

the intervention period.  At one hour, the levels had returned to baseline but then 

increased gradually over the six hours.  Participants reported increased feelings of 

love, appreciation, and tranquillity.  Total mood disturbance, including fatigue, 

confusion,  tension-anxiety, and anger-hostility significantly decreased.  There was a 

slight, but not significant increase in heart rate in the group practicing Freeze Frame. 
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The anger and frustration group had an immediate increase in S-IgA, but it 

was not significant.  From hour 1-6, S-IgA was significantly lower than the baseline 

reading. Participants reported resentment, frustration, and aggravation, with total 

mood disturbance significantly increased, p<.01.  Heart rate increased significantly. 

McCraty, Atkinson, Tiller, Rein, and Watkins (1995) tested the effects of 

appreciation and anger on heart rate variability.  Heart rate variability indicates the 

balance of the sympathetic and parasympathetic regulation of the heart and suggests 

the heart’s ability to change its rate under stress.  Low heart rate variability is 

associated with hypertension, depression, and sudden death from congestive heart 

failure and coronary artery disease.  Nine men and fifteen women had learned the 

Freeze Frame technique prior to the study, and were randomly assigned to two age 

and gender matched groups.  Baseline ECG measurements were taken.  Then, for 5 

minutes, one group evoked feelings of appreciation using Freeze Frame, and the other 

elicited anger using recall of an event that still produced angry feelings.  Total 

autonomic activity increased significantly for both groups as measured by power 

spectral density, a noninvasive measure of heart rate variability that measures 

sympathetic and parasympathetic regulation of the sinoatrial node of the heart using 

the ECG recording.  However, the two emotional states had different effects on the 

sympathetic and parasympathetic influence on the heart.  Anger resulted in a 

significant increase in sympathetic activity (stimulating), with no change in 

parasympathetic activity (relaxation).  Appreciation resulted in an increase in 

parasympathetic activity although it was not statistically significant.  When 
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comparing anger with appreciation, sympathetic influence was significantly greater 

during anger and baroreceptor activity (neural pathway from the heart to the brain 

that influences blood pressure control) was significantly greater during appreciation.   

Tiller, McCraty, and Atkinson (1996) studied the effect of Freeze Frame on 

heart rate variability in the laboratory and during periods of stress in the work place in 

twenty participants previously trained in Freeze Frame.  ECG measurements were 

recorded during a 10 minute period with the last 5 minutes serving as a baseline.  

ECG recordings were taken again during a 5 minute session of the participants 

practicing Freeze Frame and consciously focusing on a feeling of love, during which 

a significant increase in baroreceptor activity and parasympathetic activity from 

baseline was recorded.  The same 20 participants mentioned above wore a Holter 

monitor for a 24 hour period that included a day at work.  They were instructed to use 

Freeze Frame at least three times during the 24 hours at times when they were feeling 

stressed, beginning the recording when they began practicing Freeze Frame.  During 

the period of practicing Freeze Frame, there was a significant reduction in 

sympathetic activity, and a significant increase in baroreceptor activity and 

parasympathetic activity compared to the baseline measurements of ECG.  

 From monitoring the participants’ ECG recordings and comparing them with 

the participants verbal descriptions of what they were feeling, Tiller, McCraty, and 

Atkinson (1996) also found that as individuals consciously created the internal feeling 

states of  appreciation, sincere caring, and love using the Freeze Frame technique, the 

waveforms of the heart rate variability shifted to what the researchers call the 
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entrainment mode of heart function.  The heart rate variability wave form entrains 

other biological oscillators (areas of the body such as the cardiovascular, respiratory 

and digestive systems and the brain that have pacemaker cells).   All of the areas then 

produce wave forms of the same frequency (approximately .1 Hz.), creating a state of 

internal coherence.  Feeling appreciation, love, and sincere caring produced a balance 

between the sympathetic and parasympathetic regulation of the heart, that was evident 

in the wave form, resulting in greater heart rate variability.  These findings suggest 

that focused attention on an area that is an oscillator can change its wave form.  Since 

all of the oscillators can entrain each other, changing one can affect all, bringing them 

all into a synchronous balance.  A second internal state created by some of the 

participants when they practiced Freeze Frame, called amplified peace, occurs when 

one’s internal mental and emotional dialogue is greatly reduced.  During amplified 

peace, parasympathetic and sympathetic input from the brain to the heart are greatly 

decreased.  Participants whose heart rate variability wave form demonstrated either 

the entrainment mode or the amplified peace mode reported decreased intrusion of 

thoughts, feelings of deep peace, and increased intuitive awareness.   

Employees at Motorola (including assembly line workers, executive, 

administrative, and engineering employees) practiced Freeze Frame while at work for 

6 months when they felt stressed.  Compared with measurements recorded before 

learning Freeze Frame,  90% of the participants had increased productivity, 

teamwork, and reported feeling a greater sense of empowerment.  Everyone with high 

blood pressure at the beginning of the 6 months had normal blood pressure readings 
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at the end.  In addition to the above findings, 26% of the participants reported reduced 

feelings of burnout, 36% reported reduced stress symptoms, and 32% reported 

increased contentment (Barrios-Choplin, McCraty, & Cryer, 1997). 

In summary, these studies suggest that feeling compassion, sincere caring, 

love, and/or appreciation, and directing these feelings to the heart area may positively 

influence the heart, and that the heart can influence the brain and other areas of the 

body creating more synchronized, healthy functioning.  This improved functioning 

appears to reduce perceived stress, increase emotional well-being, and may increase 

physical health by increasing heart rate variability and improving immune function.  

No studies were found in the nursing literature discussing the effects of nurses 

focusing on the heart and intentionally choosing thoughts and feelings. This lack of 

research suggests a need for testing the HeartTouch technique with nurses.  

Loving-Touch 

After the nurse practices Heart-Centered Awareness, she focuses on the 

second component of HeartTouch, Loving-Touch.  Once the nurse has entered the 

state of Heart-Centered Awareness, she then directs feelings/energy of love and/or 

appreciation to the client, establishing an energetic connection with him.  This can be 

done while physically touching the client, or if the nurse is a few feet, or several 

rooms away from the client.  Loving Touch provides a way to create a meaningful 

connection with a client and involves the concept of distant healing, defined as a 

conscious, intentional mental act attempting to benefit another’s phys ical or 

emotional well-being at a distance (Sicher, Targ, Moore, & Smith, 1998).  If the nurse 
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is touching the client, the nurse is still using a mental act to direct her thoughts and 

feelings to the client to intentionally benefit him.   

Distant healing is under the larger umbrella of distant intentionality.  Distant 

intentionality is the intent to have an effect on another from a distance and includes 

the effects of mental intention on “non- living” and living systems.  In a series of 

studies at the Princeton Engineering Anomalies Research Laboratory, Jahn and 

Dunne (1987) tested the ability of people to effect machines, sitting in front of them, 

and from a distance.  They found that people could significantly influence machines 

(a random event generator) in the desired direction with their thoughts and feelings.  

Benor (1990, 1992) reviewed 131 published, laboratory, controlled studies on distant 

intentionality and distant healing on a variety of living systems including enzymes, 

bacteria, cells in test tubes, animals, and humans, with 56 studies reporting 

statistically significant results in the desired directions.  

In a meta-analysis covering 20 years of work beginning in the early 1970’s, 

Schlitz and Braud (1997) evaluated distant intentionality in humans.  In 30 published 

experiments from different labs, autonomic nervous system activity was measured in 

the form of electrodermal activity (skin resistance), a measure of the sympathetic 

nervous system.  The person sending the mental intentions (sender) was either the 

researcher, untrained volunteers, or a professional distant healer.  The receivers of the 

distant intentions were usually male and/or female volunteers not otherwise 

associated with the study.  The electrodermal activity of the receiver was measured 

during randomly selected recording periods.  During half of these times, interspersed 
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at randomly selected times, the sender sent mental intentions for either relaxation or 

stimulation, and the other half were control periods when no intention was sent.  The 

sender was in a separate room attempting to interact with the receiver, and the 

receiver did not know when the sender was sending the distant intentions.  During 

control periods, the sender thought about events other than the experiment.  During 

influence periods, the sender was instructed to either:  1)  use imagery or any other 

self-regulation technique to induce the intended state in him/herself (relaxation or 

stimulation), and imagine and intend a corresponding change in the receiver or  2)  

imagine the receiver in a relaxing or stimulating environment.  The receiver was 

instructed to simply observe their thoughts and feelings, not trying to control them in 

any way.  Results from all 30 experiments suggest a significant desired effect during 

the distant intentionality periods compared with the control periods. 

 In another study exploring distant intentionality, Wiseman, Smith, Freedman, 

Wasserman, and Hurst (1995) tested whether a person could detect if they were being 

stared at from a distance.  Using skin resistance (electrodermal activity) as a 

measurement of autonomic nervous system activity, they did not find significant 

results.  Schlitz and LaBerge (1994), however, conducting a very similar study, found 

significant results.  Schlitz is a proponent of distant intentionality, and Wiseman is a 

skeptic.  Wiseman and Schlitz (1997) investigated whether or not the researcher’s 

beliefs had an effect on the results of an experiment, even though she/he may not be 

intentionally trying to effect the outcomes.  Both experimenters used the same 

location, subject pool, methods, and equipment, with 32 subjects acting as the 
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receivers.  They were assigned to Wiseman or Schlitz in an opportunistic fashion 

(whichever experimenter was available) rather than a random fashion, with each 

sender working with 16 participants.  Wiseman or Schlitz explained the purpose of 

the experiment to the receiver.  Receivers sat in a chair and completed a belief in 

distant intentionality questionnaire.  The sender (Schlitz or Wiseman) performed 16, 

30 second control trials of directing his/her attention away from the receiver and 16, 

30 second trials of staring and directing her/ his attention to the receiver.  The sender 

was in one room, viewing the receiver on a one-way closed circuit television, and the 

receiver was in another room.  Schlitz’ receivers showed a significant difference 

between test and control periods, and Wiseman’s receivers showed no difference 

between test and control.  Participants belief in distant intentionality did not 

significantly correlate with their detecting stare scores. 

The researchers hypothesized that their beliefs were unintentionally 

communicated to the subjects in the initial information period, or that the researchers 

thoughts and beliefs unintentionally influenced the results they desired through a 

distant effect. 

Finally, studies of distant healing were examined where there was an intention 

to benefit another rather than just an intention to affect another. Distant healing 

involves energy based therapies, like Therapeutic Touch, Reiki, and Healing Touch 

(no necessary connection with Higher Power), prayer (connection with Higher 

Power), and other forms of spiritual and mental healing.  Studies involving prayer are 

discussed in the section on Connecting with Higher Power. Even though the client’s 
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response was not measured in this study, the act of helping the client by performing 

Loving-Touch benefited some nurses.  Helping others has been found to have 

physical and emotional benefits for the giver as well as receiver (Quinn & 

Strelkauskas, 1993; Field, et al., 1997; Ornish, 1998).  

In a 6 month randomized, double blind control study of people with advanced 

AIDS (n=40), distant healing was given to the experimental group 1 hour/day, 6 

days/week for 10 weeks according to a prescribed schedule.  The subjects and healers 

never met, and  the healers were located all over the United States.  The healers had 

an average of 17 years in a healing practice and had treated an average of 106 patients 

at a distance.  The healers were told to practice whatever form of distant healing they 

used in their practices, which included Buddhist, Jewish, Christian, Native American, 

and graduates of schools of bioenergetic healing.  Subjects were pair matched for 

number of AIDS defining illnesses, age, and CD4 count, and randomly assigned to 

experimental or control groups.  Subjects were assessed at 10 weeks, 4 months, and 6 

months.  Both experimental and control groups received standard medical care.  At 6 

months, compared to the control group, the treatment group had significantly lower 

illness severity, had acquired significantly fewer AIDS related diseases, had 

significantly fewer hospitalizations and days of hospitalization, and required 

significantly fewer visits to physicians.  There were no significant differences in CD4 

count.  Their moods were also significantly improved (Profile of Mood States) 

(Sicher, Targ, Moore, & Smith, 1998). 
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In a review of 23 studies of distant healing, involving 2,774 human patients, 

Astin, Harkness, and Ernst (2000) reported thirteen studies (57%) yielding 

statistically significant results in the expected direction, 9 showing no effect 

compared with controls, and 1 showing a negative effect.  All 23 studies used control 

groups, random assignment, and were published in peer reviewed journals.  These 

studies included prayer (n=5), mental healing and spiritual healing (n=7), and 

noncontact Therapeutic Touch (n=11).   

Krieger (1976) conducted one of the earliest studies on Therapeutic Touch in 

which 32 hospital nurses (16 experimental and 16 control) cared for 2 patients each.  

The experimental group of patients received Therapeutic Touch in addition to the 

standard care that both groups received.  Patient hemoglobin levels were recorded at 

the beginning and end of the study.  The control and experimental subjects were 

matched for hemoglobin and hematocrit levels and were blinded as to whether they 

were in the control or experimental group.  Findings showed that hemoglobin levels 

were significantly higher in the experimental group compared to the controls.  In a 

review of research on Therapeutic Touch, Wilson (1995) suggests that 90% of people 

who received Therapeutic Touch reported decreased anxiety and pain and a profound 

relaxation response with warmer extremeties, decreased respirations, and a lower 

pitched voice. 

One problem with studies where the person giving the Therapeutic Touch 

treatment is in the room with the receiver is that just the presence of the sender may 

have a relaxing effect on the receiver, thus the outcomes may not be due entirely to 
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the distant healing effect.  Taking this into account, Quinn (1989), created a “mock” 

Therapeutic Touch experiment where the sender stood near the receiver but did 

mental arithmetic instead of the healing technique.  Five minutes of Therapeutic 

Touch was given to 51 cardiac surgery patients who were anxious with half of the 

patients receiving the “mock” technique and half receiving Therapeutic Touch.  

Diastolic blood pressure was significantly reduced in the Therapeutic Touch group as 

compared with the group receiving the mock technique. 

In a study of noncontact Therapeutic Touch, Wirth (1990) explored the effect 

of Therapeutic Touch on surgically incised skin wounds.  Using a double blind, 

randomized, control group study of 44 male participants, the treatment group received 

Therapeutic Touch treatments on the wound and the control group did not.  The 

participants in both groups sat on one side of a wall with their wounded arm placed 

through a hole in the wall.  The participants were unable to see into the other room.  

In the treatment group, the person giving the Therapeutic Touch sat on the other side 

of the wall and administered noncontact Therapeutic Touch to the wound for 5 

minutes each day for 16 days.  For the control subjects, the procedure was the same 

except that no one was in the other room administering Therapeutic Touch.  On days 

8 and 16, the treatment group’s wounds were significantly more healed than the 

control group, as measured by a direct tracing method to measure the surface area of 

the wound.  On day 16, 13 of the 23 treatment subjects were completely healed and 

none of the control subjects were completely healed. 
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In JAMA, Rosa, Rosa, Sarner, and Barrett  (1998) suggest that “the  claims of 

Therapeutic Touch are groundless and that  further professional use is unjustified” 

based on their one study of 21 Therapeutic Touch practitioners.  The rigor of this 

study is questionable because there was no randomization and no control group yet 

the findings were generalized to all who practice Therapeutic Touch.  In this 

experiment (designed to be a 9 year old’s science project), the Therapeutic Touch 

practitioners held their palms up through a hole in a screen so they could not see the 

experimenter.  The experimenter (9 years old) held her palm in the air over one or the 

other of the palms of the practitioner.  The hypothesis was that if Therapeutic Touch 

is valid, then the practitioners should have been able to tell which of their hands the 

experimenter’s hand was hovering over, 100% of the time.  The conclusions of this 

study are questionable at best because this study design does not test the technique 

that Therapeutic Touch practitioners are trained to perform.  Therapeutic Touch 

practitioners are trained to use their hands to perceive imbalances in the energy field 

of an individual and to direct energy to help that field rebalance itself.  They are not 

trained to detect whether an energy field is present or not, therefore there is no reason 

to expect that a Therapeutic Touch practitioner could detect whether a palm was 

placed over theirs.   

The studies in this section suggest that people are able to affect individuals 

with their thoughts and feelings in close proximity, and at a distance, affecting 

physical health and emotional well-being.  Feeling a state in oneself and directing it 

to another, as in the distant intentionality research, seems to be an effective way to 
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bring about a similar state in a distant person.  Some articles in the nursing literature 

suggest that feeling love for clients is a core component of feeling connected (Reed, 

1992), that nurses describe loving clients as their primary motivation for being a 

nurse (Pepin, 1992), and that love takes nurses into a dimension of commitment that 

is beyond duty (Fitzgerald & van Hooft, 2001).  Hall (1997) suggests that nurses have 

had little professional preparation for the loving of self, others, and life.  The Loving-

Touch step in the HeartTouch technique may provide a way for nurses to love clients, 

families, and colleagues in a way that promotes healing.    

Connection With Higher Power 

The final step of HeartTouch, Connecting with Higher Power, will now be 

discussed.  Once the nurse has created an experience within herself of love and/or 

appreciation and then directed it to the client with the intention for their improved 

well-being, she turns her thoughts and feelings to connecting with a Higher Power.  

The author hypothesizes that feeling love may help to create an energetic connection 

with Higher Power.  This step might also be called a form of distant intentionality 

because there is an intention for connection at a distance.  Studies relating to 

Connecting with Higher Power involving spirituality, religious activities, prayer, and 

health will now be reviewed.  Prayer is addressed here rather than in the distant 

healing section because prayer typically involves connecting with a Higher Power 

where many forms of distant healing do not involve a Higher Power.   

Over the last 5-10 years, the exploration of the relationship between 

spirituality and/or religious activities and healing has entered scientific research.  In a 
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review of  212 studies examining the effects of religious commitment on health, 

Matthews and Larson (1995) found that 75% of the studies reported benefits when 

people had religious commitment.  Religious commitment included one or more of 

the following: 

1.  Prayer 

 2.  Intimacy with God  

 3.  Scripture and other devotional reading 

 4.  Religious programs on television 

 5.  Religious and other volunteer activities 

 6.  Financial contributions to ministries 

 7.  Feeling religion has importance and meaning in your life 

 8.  Attendance in a place of worship  

The positive benefits of religious commitment included decreased:  psychological 

distress, emphysema, heart disease, cirrhosis, alcoholism, and state and trait anxiety 

in people with cancer.   

 Oxman, Freeman, and Manheimer (1995) studied the relationship between 

mortality, social support, and religion, during the 6 months aft er elective open heart 

surgery in older patients.  Of the 232 patients who started the study, 21 died within 6 

months of surgery.  A multivariate analysis was done and social support and religion 

were found to be significant predictors of mortality, after adjusting for history of 

previous cardiac surgery, greater impairment in presurgery basic activities of daily 

living, and older age.  Among the social support and religion variables, two were 
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consistent predictors of mortality- lack of participation in social or community groups 

and absence of strength and comfort from religion.  Mortality rate was 12 times 

greater for those who were socially isolated and who had no religious involvement, 

than those who were socially involved and had great religious involvement.  After 

removing the effects of social support, the people who depended heavily on religious 

faith were 3 times more likely to survive the first six months after cardiac surgery as 

compared to those who had no religious involvement. 

In a sample of 1,718 people, Koenig, Cohen, George, Hays, and Blazer (1997) 

found that those who attended religious services at least once a week had stronger 

immune system functioning compared to less frequent attendees.  Burgener (1994) 

found that in 135 caregivers of patients with Alzheimer’s disease, attendance at 

religious services was positively and significantly associated with social functioning 

and general well-being.  Having spiritual needs met was positively and significantly 

correlated with mental health and significantly negatively correlated with caregiver 

stress. 

Harris, et al. (1995) found that in 40 cardiac transplant recipients, religious 

beliefs and religious practices two months after the surgery were predictive of mental 

and physical health at one year postop.  Participants completed questionnaires 

measuring physical function, self esteem, and emotional well-being at 2, 7, and 12 

months postop.  At these times they also answered questionnaires assessing religious 

beliefs and practices.  Participants who reported their religious beliefs to be highly 

influential in their lives had significantly better physical functioning than those whose 
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religious beliefs were not influential in their lives.  Participants who regularly prayed 

and consulted God about decisions in their lives had significantly less difficulty 

following the medical regimen for recovery than those who did not pray or connect 

with God regularly.  

Byrd (1988) conducted one of the first randomized double blind controlled 

clinical studies of the effect of prayer on health outcomes.  Patients (n=393) admitted 

to the San Francisco General Hospital coronary care unit were randomized to control 

or treatment (prayer) groups.  The treatment group (n=192) received prayer daily 

from a participating member of various Christian denominations praying outside the 

hosptial for the participants.   The ones praying were asked to pray for a rapid 

recovery and for prevention of complications and death.  Both patient groups received 

standard care while hospitalized.  The patients receiving the prayer had a more 

favorable outcomes, including significantly less:  congestive heart failure, pneumonia, 

antibiotic use, intubation, use of diuretics, and cardiac arrest, than did the control 

group patients.   

In a replication of Byrd’s study mentioned above, Harris et al. (1999) studied 

990 consecutively admitted patients to a coronary care unit (CCU) in a randomized, 

controlled, double-blind study of men and women, mean age 66 years old.  The 

treatment group received daily prayer for 4 weeks from people from a variety of 

Christian traditions.  The patients and those doing the praying never met.  Both 

patient groups received routine care.  The MAHI-CCU (Mid America Heart Institute-

Cardiac Care Unit) scoring system was developed by 4 experts to summarize a CCU 
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course, with a point given for each undesirable cardiac event that occurred in the 

CCU.  The course score was on a scale that attempted to describe the outcomes of the 

patients’ CCU stay from excellent to catastrophic.  To evaluate interrater reliability, 

ten physicians blindly scored 11 randomly selected patient charts.  Physicians were in 

agreement on the items Mean+/-SD, 96%,+-3% of the time.  The prayer group had 

significantly better CCU course scores as derived from blinded, retrospective chart 

review, compared to the control group.  Length of hospital stay and CCU stay were 

not significantly different between treatment and control groups. 

Goldberg (1998) found that spirituality in nursing included physical aspects 

(touch), emotional aspects (love, meaning, religious/transcendence), and a focus on 

relationships.  Burkhardt and Nagai-Jacobson (1994) suggest that spirituality is the 

cornerstone of holistic nursing practice, and that the nurse intentionally nurturing her 

own spiritual nature encourages the integration of spirituality into clinical practice.  

Ellison & Smith (1991) reported that the spiritual well-being of nurses (using the 

Spiritual Well-being Scale) affects their attitudes and practice of spiritual caregiving 

to clients.   Also, nurses who scored higher in spiritual well-being had more positive 

attitudes regarding the spiritual aspects of nursing care and were more perceptive of 

their clients’ spiritual needs.  

Sellers and Haag (1998) found that nurses (n=224) believe nursing education 

regarding spirituality is lacking, with 1/3 of the respondents saying they felt 

inadequate in providing spiritual care to clients.  Of those who responded, 50% 

mentioned the scarcity of nursing research studies examining spirituality and that the 



 80

numbers of nursing interventions involving spirituality are insufficient.  A second 

major theme was the nurses’ belief that to provide effective spiritual care, the nurse’s 

own spirituality must be developed and nurtured.  Another theme was that if nursing 

is to achieve its goal of promoting health, clients must be viewed holistically, 

including the spiritual dimension.  The fourth theme was that spiritual care should be 

expanded in all areas of healthcare, and especially in the hospital setting. 

In summary, studies involving the effects of spirituality, prayer, and religious 

involvement on health are in an early stage.  After controlling for the effects of social 

support, religious activities seem to benefit physical and emotional health in many 

ways.  Prayer seems to affect physical health positively.  Although the mechanisms 

through which these changes occur have not yet been discovered, they all do involve 

connecting with a Higher Power.  Nurses want to incorporate spirituality into their 

practices for themselves, and their clients.  As nurses practice HeartTouch in the 

healthcare setting, they may be able to provide insight into these questions, positively 

affect their own health, and have a way to nurture their own spirituality in the 

healthcare setting.   

Summary 

 After 70 years of nursing research, stress and burnout still present formidable 

problems for nurses and the nursing profession.  Stress and burnout contribute to 

ailments of the body and mind, decrease job satisfaction, and play a role in the 

decision to leave nursing.  However, not all nurses experience deleterious amounts of 

stress, and not all nurses who are stressed experience burnout.  Nurses who 
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incorporate spirituality into the workplace and experience meaningful connections 

with clients and colleagues experience less stress and burnout.  In addition, nurses 

who score high in hardiness and use action oriented coping strategies, such as positive 

appraisal, in stressful situations are less likely to experience burnout. 

 Appraisal includes what a person thinks and feels about a situation.  PNI 

research addresses the effects of thoughts and feelings, and suggests that decreased 

chronic anger and hostility, feeling control in life (especially in stressful situations), 

reducing perceived stress by appraising situations as challenges rather than threats, 

and creating supportive, meaningful connections significantly increases the healthy 

functioning of the cardiovascular and immune systems.  Hardiness is a way of 

viewing situations that involves control, challenge, and commitment and has been 

shown to prevent stress and burnout, and predict spiritual well-being.  Love, 

appreciation, and sincere caring seem to be significantly associated with physical and 

emotional health.     

 Several different interventions including relaxation techniques, meditation, 

heart focused awareness, and imagery seem to contribute to improved physical and 

emotional health and well-being.  Research in distant intentionality suggests that 

creating a relaxed state in one’s body and imaging that state in another contributes to 

significant desired effects in the receiver.  Research indicates that although the 

mechanism is not yet known, spirituality, prayer, and connecting with a Higher Power  

is significantly related to physical, mental, emotional, and social health and well-

being. 
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The nursing literature suggests the need for staff development educators to 

implement hardiness training programs to reduce nursing stress and burnout (Collins 

& Pettis, 1996).  According to Simoni and Paterson (1997), future research in 

hardiness might focus on assessment of initial perceptions, accepting or changing 

those perceptions, and choosing effective responses to stressors.  Wells-Federman, et 

al. (1995) suggested that inventions that access the body-mind that include imagery, 

breathing, meditation, and mindfulness be included in all areas of healthcare.  Carson 

and Green (1992) propose that intervention studies using imagery to cognitively 

reframe stressful situations are needed to study the effects of hardiness on spiritual 

well-being.  And finally, Sellers and Haag (1998) found that nurses want more 

research on ways to include spirituality into their practices. 

This research study will test the HeartTouch technique which includes three 

steps:  Heart-Centered Awareness, Loving-Touch, and Connecting with Higher 

Power.  These steps include mindfulness, heart focused awareness, imagery, love, 

appreciation, distant intentionality, and connecting with a Higher Power.  HeartTouch 

may offer nurses a way to notice and change their thoughts and feelings before, 

during, or after a stressful situation to reappraise the situation in ways that are 

challenging and health promoting rather than threatening and stress producing.  

Practicing HeartTouch may give some nurses a greater sense of control because they 

may be better able to choose their responses to stressful events in their environments 

and thus effect their experience in their workplace.  When responses to stress are 

intentionally chosen, there is more chance of viewing the situation as a challenge 
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rather than a threat.  The HeartTouch technique may help nurses feel love and 

appreciation for their clients, may create meaningful connections, and may provide a 

way to include spirituality in their practices.  

Therefore, practicing the HeartTouch technique that includes focused 

attention, heart centered awareness, feeling love, creating meaningful connection with 

another, and connecting with Higher Power may reduce the nurse’s perceived stress, 

and increase her hardiness and spiritual well-being. 

Although the literature discusses interventions containing some of these 

aspects of HeartTouch,  a technique containing all of these components was not 

found.  In searching the nursing literature, no interventions addressing heart centered 

awareness, increasing hardiness, intentionally loving a client, or distant intentionality 

were found.  Considering this review of the literature, there seems to be a need for 

this research project testing the effects of nurses practicing the HeartTouch technique 

on their spiritual well-being, perceived stress, and hardiness.  
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Chapter 3:  Research Methodology 

 The intent of this chapter is to discuss the research methodology that was used 

to determine if there was a difference in spiritual well-being, perceived stress, and 

hardiness between one group of nurses practicing the HeartTouch and a comparison 

group not practicing HeartTouch, and to discuss the methodology used to describe the 

nurses’ experience of the practicing of the HeartTouch technique.  A description of 

the design, setting and subject selection, procedure, instrumentation, and methods for 

data analysis is presented. 

Design 

 A one between (experimental and comparison groups) and one within (pretest 

and posttest) factor repeated measures design was used.  A quasi-experimental design 

was used because intact groups were recruited instead of using random assignment.  

The comparison and experimental groups of nurses were not recruited from the same 

hospitals to maximize independence of observations, that is, to encourage minimal 

interaction between the experimental and comparison groups.  Due to the fact that the 

HeartTouch technique is strictly an internal maneuver, a method of adjusting thoughts 

and feelings, if participants for both groups were randomly chosen from the same 

hospital, it would not be difficult for a participant from the experimental group to 

discuss the technique with a participant in the comparison group, and cross 

contamination would be possible.  
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Setting and Subject Selection 

The target population was nurses working a hospital network in a city in the 

south-central US.  The accessible population consisted of nurses in six of the 

hospitals in the network who agreed to participate in the study.  The nurses who met 

the inclusion criteria were invited to participate in the study.  Inclusion criteria 

specified that the participants in both groups must be nurses employed by the hospital 

network, and participants in the experimental group were those who agreed to 

practice the HeartTouch technique in their work setting for a one month period.  The 

network consists of two large hospitals and many smaller ones throughout the city.  A 

coin toss was used to determine which of the two large hospitals would be the 

experimental hospital and which would be the comparison hospital.  Most of the 

educational sessions were given at these two hospitals.  To increase ease of access so 

that greater numbers of nurses could come to the educational sessions, two hospitals 

were added to the experimental group that were in close proximity to the hospital 

offering the education sessions for the experimental group, and two hospitals were 

added to the comparison group that were in close proximity to the hospital offering 

the education sessions for the comparison group.  Flyers were posted throughout the 6 

hospitals, 3 with information for the experimental group and 3 with information for 

the comparison group, including the researcher’s contact information. (See Appendix 

A for flyers).  Potential subjects were instructed to contact the researcher if they had 

questions or wanted to participate.   
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Procedures 

 Human subjects approval was obtained from the IRBs of the University of 

Texas at Austin and the hospital network before beginning the recruitment of nurses 

for the study. (See Appendix B for IRB permission letters).  Following IRB approval 

from all institutions, flyers were distributed throughout the hospitals.  The flyers in 

the hospitals from which the comparison group was recruited invited nurses to 

participate in a research study which required the participants to attend an educational 

session about PNI, stress, and the physiology of the stress response.  Flyers in the 

hospital where the experimental group was recruited invited nurses to participate in a 

study requiring participants to attend an educational session regarding stress, PNI, the 

stress response, and HeartTouch, an internal maneuver for reducing stress.  To 

encourage participation, nurses were offered CEU’s for the educational session and 

were given a letter validating their participation in nursing research.  When potential 

subjects contacted the researcher, they were told about the study, questions were 

answered, and the researcher inquired of their interest to participate in the study.  

When a potential subject agreed to participate, she was given the time and location of 

the educational session. 

The researcher provided 13 educational sessions for the comparison groups 

and 11 educational sessions for the experimental groups over a 4 month period, with 

the session for the comparison group being 2 hours in length and the experimental 

group, 3 hours in length (1 extra hour for the HeartTouch technique).  Several times 

were offered, morning, afternoon, and evening, in an attempt to provide convenient 
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times for nurses working all shifts.  At the beginning of each session, participants in 

both the comparison and experimental groups were given a consent form explaining 

consent procedures and confidentiality, were told to ask any questions they had about 

the consent form or the questionnaires, and asked to sign the consent form after all 

questions were answered.  (See Appendix C for consent forms).  Both comparison 

and experimental groups were then asked to complete the Demographic Data Form, 

the Spiritual Well-being Scale (Paloutzian & Ellison, 1982), the Dispositional 

Resilience Scale (Bartone, Ursano, Wright, & Ingraham, 1989) measuring hardiness, 

and the Perceived Stress Scale (Cohen, Kamarck, & Mermelstein, 1983).  (see 

Appendix D for instruments). 

The comparison group then received information, in a lecture format, about 

PNI, stress, and the stress response.  (see Appendix E for outlines for both groups). 

They were given opportunities to ask questions about the information.   The 

experimental group received information about PNI, stress, the stress response, and 

HeartTouch.  They were given opportunities to ask questions about the information.  

The participants in the experimental group then learned and practiced the HeartTouch 

technique.  The HeartTouch technique is an internal maneuver composed of three 

steps that the participant performs (Walker & Walker, 2003).  

To teach HeartTouch, the researcher first asked the participants to sit in a 

comfortable position and close their eyes to learn the HeartTouch technique.  The 

researcher talked the participants through the steps of the technique aloud, asking the 

participants to perform the mental maneuvers as she explained them.  
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A.  Heart-Centered Awareness 

 1.  Centering 

 The participant was instructed to take 3 slow, deep breaths (similar to a sigh) 

in a slow rhythm that was comfortable to the participant.  The researcher 

demonstrated the suggested breathing pattern.  The participant was asked to focus her 

attention on the inha le and exhale, bringing her conscious thoughts to the present time 

and to her body in the room.  She was asked to let go of all thoughts when they arose 

and return her attention to the exercise. 

 2.  The participant was instructed to imagine a small circle of light in the 

center of her forehead and watch it move slowly down her face, then her neck, then 

her chest, and see it come to rest in the area of the heart.  The participant was asked to 

allow the circle to grow in size with each inhale and exhale until it was a sphere 

encircling and permeating the entire chest area. 

 3.  The participant was asked to recall a situation where she felt very loved or 

where she felt very loving toward another individual, whether person, animal, plant, 

or regarding a certain environment.  She was then asked to relive the situation, feeling 

the feelings and experiencing the sights, sounds, smells, tastes, and touches, including 

any movement that was occurring in the situation.  The participants remained in that 

experience for approximately 1 minute. 

B.  Loving-Touch 

 1.  The participant was then asked to send the feeling of love that she was 

feeling to an individual she had a close and non-stressful relationship with by imaging 
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the love as a stream of light moving from her heart area to the heart area of the other 

individual and then to see the light and love filling and surrounding the other 

individual.  The participant was told that if she was touching the other individual in 

her image, or in real life, to visualize the love as a stream of light moving down her 

arm to her hand, filling and surrounding the other individual. 

 2.  The participant was then asked to mentally identify something about the 

other individual that she could love and/or appreciate. 

C.  Connecting with Higher Power 

 Finally, while maintaining the connection with the other individual, the 

participant was instructed to create a connection with her view of a Higher Power, a 

Source of Love, Light, Truth, and/or Wholeness, whether it be through prayer, 

meditation, or another personal method that was comfortable for her.  Having created 

a connection with the client and Higher Power, the participant was instructed to 

image a three way connection between the client, herself, and a Higher Power, which 

might look like a triangle of light.  The researcher suggests that the feeling of love is 

the connecting energy between nurse, client, and Higher Power that creates balance, 

wholeness, and health.  

The researcher then instructed the participants to slowly bring their attention 

back to the room, taking as much time as needed, whenever they were ready.  After 1 

minute, the researcher asked the participants if they had any questions about the 

technique or their experience, or if they had anything they wanted to share with the 

class about their experience.  All questions were answered.  The researcher could not 
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demonstrate the technique because it is a completely internal maneuver, but the 

researcher described her experience of practicing HeartTouch. 

 The researcher guided the participants through one more experience of 

HeartTouch following the procedure outlined above, asking them this time to choose 

an individual that they had a stressful relationship with.  After the experience, the 

researcher asked if anyone  had any problems with the technique and answered any 

questions. 

 Next, the participants formed pairs to do a role play exercise.  One person 

played themselves and described to their partner a stressful encounter they had 

recently at work.  While the partner played the other person in the encounter, the first 

person practiced HeartTouch.  Afterward, the participant and her partner shared both 

of their experiences practicing the technique with each other.  Then the two 

participants changed roles, with the partner now assuming the role of nurse (herself) 

in a situation of her choosing, and repeating the above procedure.  After the trade was 

complete, the researcher answered any questions. 

The researcher then suggested ways the participants might use HeartTouch in 

their work setting during the next month such as before entering a client’s room, 

while washing their hands after entering the client’s room, while touching the client 

performing nursing care activities, or during the day if they happen to think about a 

client.  It was suggested that they especially practice HeartTouch when they felt 

anxious, angry, or stressed, before, during, or after a stressful situation with clients, 

colleagues, supervisors, or physicians.  They were told that HeartTouch can be used if 
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they find themselves feeling stressed while even just thinking about a situation by 

themselves. 

Richardson (1994) reports that diaries are an effective method of collecting 

information about daily activities over time, suggesting one month as an appropriate 

time period for collecting data to learn about activities that are included in one’s day.  

Richardson also suggests that linking diary data with other sources of data is a 

valuable approach to research.  Nurses in the experimental group received a pocket 

sized diary to keep with them and instructions to make a mark on the appropriate day 

each time they practiced the HeartTouch technique, to assess adherence and 

frequency of practice. (See Appendix F for page from diary).  Diaries were turned in 

to the researcher at the end of the study.  To insure anonymity and accurate recording 

of data, the questionnaires and diary of each person received the same code number.  

The participants were instructed to begin practicing the HeartTouch technique as soon 

as they left the class and to practice it each day for one month as often as they 

remembered to do it.  

 The experimental group was required to meet again for 60 minutes, 2 weeks 

from the initial educational session to discuss questions and problems.  Participants in 

both the comparison and experimental groups were instructed to attend a final 

followup one month from the initial educational session to complete the posttest 

questionnaires and receive CEU certificates and letters of participation.  At this time 

the experimental group also completed the HeartTouch questionnaire (Appendix D). 
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At the conclusion of the study, nurses in the comparison group were given 

seven different opportunities to learn the HeartTouch technique in a one hour 

presentation offered by the researcher including the same information and exercises 

taught to the experimental group.  

Instruments 

Five instruments were used to measure the variables in this study, the 

Demographic Data Form, the Spiritual Well-being Scale (SWB) (Paloutzian & 

Ellison, 1982), the Dispositional Resilience Scale (DRS) (Bartone, Ursano, Wright, & 

Ingraham, 1989) measuring hardiness, the Perceived Stress Scale (PSS) (Cohen, 

Kamarck, & Mermelstein, 1983), and the HeartTouch Questionnaire (See Appendix 

D).  

Demographic Data Form 

 A demographic data form was developed to assess age, gender, educational 

preparation, ethnicity, area of nursing specialty, how many years in nursing, and how 

many years at current place of employment.  Additional questions relevant to this 

study assessed frequency of practicing any form of meditation, and if any, what kind 

of meditative practice; frequency of practicing any kind of stress management, and if 

any, what kinds; and the type and frequency of engaging in spiritual/religious 

activities such as attending a place of worship, reading spiritual/religious literature, or 

connecting with Higher Power in some way.  These last questions aided in the 

analysis and interpretation of the data since the HeartTouch technique has meditative 

characteristics and addresses stress and spirituality.   
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Spiritual Well-being Scale 

The Spiritual Well-Being Scale (Paloutzian & Ellison, 1982) measures 

perceived spiritual well-being and was used to measure spiritual well-being in this 

study.  It has two subscales, assessing two aspects of Spiritual Well-being; Religious 

Well-being measures a sense of well-being in relation to God, and Existential Well-

being measures a sense of life purpose and life satisfaction apart from any religious 

reference.  Nurses were instructed to substitute whatever name they used for Higher 

Power that refers to a source of love, light, and truth for “God”  if they wanted to.  

Using the Spiritual Well-Being Scale, a total score for Spiritual Well-being (Religious 

Well-being plus Existential Well-being) can be obtained as well as a separate score 

for Religious Well-being and one for Existential Well-being.  Ellison (1983) states 

that this tool is designed to measure connection with God and life purpose.  The 

Spiritual Well-being Scale is a subjective tool, measuring the participants’ 

perceptions of their views of spiritual well-being.   

The scale is composed of 20 items on a 6-point Likert scale from strongly 

agree to strongly disagree, 10 questions measure religious well-being and 10 

questions measure existential well-being.  Each of the two subscales contains 

approximately equal numbers of positively and negatively worded statements to 

minimize response set bias.  Higher scores represent higher levels of spiritual well-

being.  According to Ellison (1983), test-retest reliability coefficients were .93 for 

SWB, .96 for RWB and .86 for EWB.  Correlations between the Spiritual Well-being 

Scale (SWB) and the Religious Well-being (RWB) subscale have been r=.90, and 
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between the Spiritual Well-being Scale and the Existential Well-being (EWB) 

subscale, r=.59.  Internal consistency was adequate with coefficient alphas of .89 

(SWB), .87 (RWB), and .86 (EWB).  According to Nunnally (1978), r> .7 is an 

acceptable measure of internal consistency.  Convergent validity was found with 

SWB (-.55), RWB(-.48) and EWB (-.57) correlating negatively with the Loneliness 

Scale (Russell, Peplau & Ferguson, 1978), and positively with the Purpose in Life 

Scale (Crumbaugh & Maholick, 1964), SWB (.52), RWB(.28) and EWB (.68).  In 

this study,  internal consistency was adequate for SWB with Cronbach’s alphas of .93 

(pretest) and .94 (posttest), for RWB, .96 (pre), .94 (post), and for EWB, .87 (pre) and 

89 (post).  Internal consistency for all scales and subscales is summarized in Table 

3.1.     

Researchers have used the SWB scale in hospitals, clinics, prisons, 

universities, and seminaries with nurses, professional women, college students, 

housewives, and people who are hospitalized.  

Dispositional Resilience Scale  

The 30 item Dispositional Resilience Scale (DRS) (Bartone, Ursano, Wright 

& Ingraham, 1989), a modified version of Kobasa’s hardiness scale (1979), was used 

to measure hardiness in this study.  In the literature, the terms resilience and hardiness 

are often used in similar ways.  Traditionally, the term “resilience” has  been used 

when referring mostly to children or adolescents who are able to succeed even when 

faced with serious life challenges (Miller, 2003), and hardiness is a term used to refer 

mostly to adults who succeed and don’t become ill even when experiencing stressful 
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life events.  Hardiness has been called a resilience or protective resource (Wallace, 

Biscotti, & Bergeman, 2001). 

In a review of the literature on hardiness scales, Funk (1992) suggests using 

the DRS because due to its positive wording of items, the scale actually measures the 

presence of control, commitment, and challenge rather than inferring their presence 

by measuring a lack of something else with the use of negatively worded items in 

previous scales.  The intent of Bartone and colleagues was to create a shorter 

hardiness measure than Kobasa’s original version that did not use exclusively 

negatively worded items.  Wording in the DRS has been changed from the wording 

on the Kobasa (1979) scale so that there are equal numbers of positively and 

negatively worded items, retaining a -.93 correlation with Kobasa’s long form of the 

scale.  Based on high item-scale correlation, a 45 item scale was developed.  Principal 

components factor analyses revealed three factors: control, commitment, and 

challenge.  There was an internal consistency of .85 between items.  From the 45 item 

version, Bartone, et al. (1989) developed a 30 item version of the DRS, with an 

internal consistency of .82, which was used in this study.  The items are measured 

using a 4-point  Likert scale from not at all true to completely true, with 10 items 

measuring commitment, 10 measuring control, and 10 measuring challenge.  A 

composite hardiness score is obtained by calculating a combined sum of all the items, 

with the higher score indicating greater hardiness.  The 30 item scale has been used to 

measure hardiness with disaster family assistance workers (Bartone, Ursano, Wright 

& Ingraham, 1989), healthy workers at 3M and Motorola (Dolbier, et al., 2001), 
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undergraduate university students, and corporate employees (Dolbier, Soderstrom, & 

Steinhardt, 2001), and employees of Dell Computer Corporation (Steinhardt, Dolbier, 

Gottlieb & McCalister, 2003).  In this study, internal consistency was adequate fo r 

total hardiness with Cronbach’s alphas of .74 (pretest) and .77 (posttest), and for the 

subscale posttest with Cronbach’s alphas of .70.  However, internal consistency on 

the subscales for commitment pretest (.63), control (.32-pretest, .44 posttest), and 

challenge (.64 pretest, .54-posttest) were not adequate.  Due to the inadequate internal 

consistency for the subscales in this sample, hardiness will be measured as a unitary 

construct. 

Perceived Stress Scale  

 The 14- item Perceived Stress Scale (PSS) (Cohen, Kamarck, & Mermelstein, 

1983) was used to measure perceived stress in this study.  The PSS measures the 

degree to which situations in one’s life over the last month were perceived as 

stressful.  It is especially appropriate for this study because it assesses thoughts and 

feelings related to stress.  There are 7 positively stated items and 7 negatively stated 

items scored on a 5-point Likert scale from never to very often, with higher scores 

indicating greater perceived stress.  Internal consistency was .84, .85, and .86 in three 

different samples, and test-retest reliability was .85 over a two day period.  Providing 

evidence of concurrent and predictive validity, correlations were obtained between 

the PSS and measures of depressive (r=.76 ) and physical (r=.52) symptomatology, as 

measured by the Center for Epidemiologic Studies Depression Scale and the Cohen-

Hoberman Inventory of Physical Symptoms Checklist, respectively, and social 
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anxiety (r=.48) measured by the Social Avoidance and Distress Scale.  The PSS has 

been used in a wide variety of both subjects and settings.  In this study, internal 

consistency was adequate for perceived stress with Cronbach’s alphas of .85 (pretest) 

and .88 (posttest). 

Table 3.1   Internal Consistency for all Scales and Subscales 

Scale Number of items Pretest 
Cronbach’s alpha 

Posttest 
Cronbach’s alpha 

Spiritual well-being-
total  (SWB) 

20 .93  .94 

SWB-Religious 
well-being 

10 .96 .94 

SWB-Existential 
well-being 

10 .87 .89 

Perceived stress 14 .85  .88 
Hardiness-total 30 .74  .77 
Hardiness-
Commitment 

10 .63 .70 

Hardiness-Control 10 .32 .44 
Hardiness-
Challenge 

10 .64 .54 

 

HeartTouch Questionnaire 

 This questionnaire was developed to gain qualitative information about the 

participants’ experience of practicing the HeartTouch technique.  It was given to the 

experimental group at the end of the intervention period (1 month) and consisted of 6 

open ended questions and an additional invitation for further discussion.  Open ended 

questions added richness and depth to the questionnaire data, and assisted in the 

interpretation of the quantitative data. 
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Data Analysis 

Questionnaires were reviewed for completeness.  Data were entered into the 

SPSS statistical software program, with random checks of 20% of the data to ensure 

accurate data entry.  Frequency distributions were used to determine if there were 

outliers, errors in data entry, or missing data.  

Descriptive statistics (mean, standard deviation, frequency, percentage, and 

range) were used to describe the characteristics of the sample and the distribution of 

demographic variables.  Chi-Square test of independence, corrected for continuity, 

was used to analyze 2 by 2 contingency tables, and t-test for independent samples was 

used to analyze continuous data.  The data from the HeartTouch diaries was analyzed, 

reporting frequency of the participants’ practice of HeartTouch over the month.  Due 

to initial random group differences, the pretest score was used as a covariate, and 

ANCOVA was used to test the effects of nurses practicing HeartTouch by comparing 

the experimental and comparison groups on adjusted outcome measures.  To examine 

the practical significance of the findings, standardized mean differences (SMD) effect 

sizes were computed for each outcome measure.  Alpha coefficients were calculated 

to estimate the internal consistency of the Perceived Stress Scale, Spiritual Well-

being Scale, and Dispositional Resilience Scale and all subscales. Prior to analysis, 

the data were evaluated for violations of the statistical tests. 

The researcher examined the qualitative data from the HeartTouch 

questionnaire, using this information to add depth to the interpretation of the data 

obtained from the three questionnaires.  Each question was analyzed individually, 
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using content analysis (Krippendorff, 1980; Waltz, Strickland, & Lenz, 1991; 

Neuendorf, 2002).  For example, the data for question 1 from each questionnaire were 

transcribed under question 1 on a master document.  The data were read and reread 

for words, phrases, and statements that appeared frequently and were relevant to the 

question being asked.  These words and phrases became the categories into which the 

data were organized, with subcategories emerging for several questions.  The 

categories and subcategories were defined to reflect the data.  The data were reread to 

see if information was overlooked that would fit into the categories, and the 

categories were compared to the data to see if they adequately represented the data.  

The data were then coded using the categories, to assess presence, frequency, 

intensity, and nature of the characteristics being measured, as well as the relationships 

among the categories.  This was done for each question and the invitation for further 

comments.  Frequencies and percentages were calculated to describe how often 

responses in the categories and subcategories were used by the nurses.  

Trustworthiness was established by achieving confirmation and consensus of the 

coding by an independent expert.  
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Chapter 4:  Results 

 This chapter includes a description of the characteristics of the sample, 

descriptive statistics for the variables, and the analysis of the data addressing the 

research questions. 

Characteristics of the Sample 

The final sample (N=98) included 58 female nurses in the experimental group 

and 40 female nurses in the comparison group.  The data for the male nurses were 

dropped from the study due to small numbers (n=4) since when the data were 

analyzed including the 4 male nurses, and the results were the same.  Participants 

were primarily Caucasian (79%) and all of the nurses were Registered Nurses (RN’s), 

with 44% having a Bachelor of Science in Nursing (BSN), and 9% having a Master of 

Science in Nursing (MSN).  The nurses were from many nursing specialties, 

including surgical services (operating room (OR), pre and post surgery, recovery, day 

surgery, outpatient surgery, and perioperative), mother/child (labor and delivery 

(L&D), mother/baby, pediatric, neonatal, neonatal intensive care unit (NICU)), 

medical (neurology, orthopedic, general, oncology, geriatrics), intensive care unit 

(ICU/PACU)), psychiatric, cardiology/cardiac rehab, emergency room (ER), and 

administration/education.  The characteristics of the sample are summarized in Tables 

4.1 and 4.2.  

The experimental group had a mean age of 45.78 years (SD=9.23) and the 

comparison group had a mean age of 42.7 years (SD=9.64).  The age difference was 

not statistically significant, t(96)=1.59, p=.12.  Nurses in the experimental group had 
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been nurses significantly (t(96)=2.037, p<.05) longer with a mean of 19.63 years 

(SD=11.2), than those in the comparison group (M=15.18, SD=9.72).  Nurses in the 

experimental group had been practicing in their current area of nursing significantly 

(t(95)=2.524, p<.05) longer (M=11.62 years, SD=9.90), than the nurses in the 

comparison group (M=7.24, SD=5.57).  

 There were significantly (x2 (1,N=97)=4.24, p<.05) more nurses in the 

experimental group (n=24, 42%) that practiced some form of meditation or imagery 

at pretest than in the comparison group (n=8, 20%), from occasionally to daily.  In the 

experimental group these methods included imagery/visualization (n=11, 19%), 

meditation (n=10, 17%), prayer (n=4, 6.9%), and yoga (n=3, 5%).  In the comparison 

group these methods included imagery/visualization (n=5, 13%), yoga (n=3, 8%), and 

prayer (n=2, 5%).  

There was no significant (x2(1,N=97)=.009, p=.93) difference between the 

groups at pretest regarding their practice of stress management techniques.  

Participants in both the experimental group (n=36, 62%) and the comparison group 

(n=23, 59%) practiced some form of stress management at pretest, with exercise 

being the most frequent, experimental (n=22, 38%) and comparison (n=15, 38%).  

Participants in both groups talked to friends, experimental (n=3, 5%) and comparison 

(n=3, 8%), and used music, experimental (n=3, 5%) and comparison (n=4, 10%) as 

stress management techniques.  There were some differences regarding the kinds of 

stress management they practiced, including deep breathing [experimental (n=12, 

20%) and comparison (n=2, 5%)], meditation [experimental (n=5, 9%) and 



 102

comparison (n=0)], and reading [experimental (n=1, 2%) and comparison (n=5, 

13%)].   

There was no significant (x2 (1,N=97)=2.18, p=.57) difference between the 

groups at pretest regarding how often they encouraged clients to talk about their 

feelings, with both groups encouraging clients to talk about their feelings at least once 

a day,  experimental (n=30, 52%) and comparison group (n=15, 38%).   

There was also no significant (x2(1,N=98)=2.04, p=.15) difference between 

the groups at pretest regarding whether they had some form of spiritual/religious 

practice.  Participants in both the experimental group (n=50, 86.2%) and in the 

comparison group (n=29, 72.5%) had some form of spiritual/religious practice.  The 

most prevalent practice was attending church/synagogue [experimental (n=31, 53%) 

and comparison (n=19, 49%)] and praying [experimental (n=23, 39%) and 

comparison (n=16, 41%)].   There were some differences in the forms of spiritual 

practice, including eclectic spiritual practices/reading spiritual literature 

[experimental (n=14, 24%) and comparison (n=6, 15%)], meditation [experimental 

(n=3, 5%) and comparison (n=0)], using music [experimental (n=4, 7%) and 

comparison (n=0)], and being in nature [experimental (n=3, 5%) and comparison 

(n=0)].  Testing the significance of the group differences on the variables of 

education, ethnicity, and touch clients to convey comfort was not possible because of 

cells with expected frequency of less than 5.  However, 75% of the experimental 

group and 66% of the comparison group touched their clients in non-procedural ways 
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intending to convey comfort and caring many times a day.  The demographic 

characteristics for the sample are described in Tables 4.1 and 4.2.  

Demographic Characteristics for the Sample  

Table 4.1  Mean, Standard Deviation, and Range for Age, Years as a Nurse, and 
Years in Current Area of Nursing 
 
 Experimental group      n(58) 

Mean           SD             Range  
Comparison group    n(40) 
Mean           SD                Range 

Age  (years) 45.78            9.23            23-70 42.70          9.64            23-60 
Years as a nurse 19.63          11.2             .25-49 15.18          9.72           .25-39 
Years in current 
nursing area 

11.62            9.9             .25-45   7.24          5.57           .25-33                            

 

Table 4.2  Frequency of Ethnicity, Education, Nursing Specialty, and Other 
Demographic Variables  
  
 Experimental  

Group 
n(58)             (%) 

Comparison Group 
n(40)               (%) 

Total Sample 
N(98)             (%) 

Ethnicity 
 
Caucasian  
Hispanic 
Asian 
Native American 
African American  
Other 

 
   
49                   84.5  
  1                     1.7 
  4                     6.9 
  1                     1.7 
  2                     3.4 
  1                     1.7 

 
   
28                   70.0   
  7                   17.5 
  1                     2.5 
  3                     7.5 
  1                     2.5 
  0                     0 

 
   
77                 78.6   
  8                   8.2 
  5                   5.1 
  4                   4.1 
  3                   3.1 
  1                   1 
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Table 4.2 (Continued)  Frequency of Ethnicity, Education, Nursing Specialty, and 
Other Demographic Variables 
 
 Experimental  

Group 
n(58)             (%) 

Comparison Group 
n(40)               (%) 

Total Sample 
N(98)             (%) 

Education 
 
RN 
BSN 
MSN 

 
 
27                    46.6 
24                    41.4 
  7                    12.1 
 

 
   
19                  47.5 
19                  47.5 
  2                    5 
 

 
   
46                    46.9 
43                    43.9 
  9                      9.2 

Nursing specialty 
 
Medical  
Surgical services 
ICU/PACU 
Other  
Mother/child  
ER  
Administration 
Cardiology/ 
cardiac rehab 
Psychiatric  
 

 
 
15                     25.9 
14                     24.1 
  6                     10.3 
  9                     15.5 
  3                       5.2 
  1                       1.7 
  4                       6.9 
  3                       5.2 
 
  3                       5.2 
   

 
 
  5                    12.5 
  3                      7.5 
10                    25.0 
  6                    15.0 
10                    25.0 
  4                    10. 
  1                      2.5 
  1                      2.5 
 
  0                      0 

 
 
20                     20.4 
17                     17.4 
16                     16.3 
15                     15.3 
13                     13.3 
  5                       5.1 
  5                       5.1 
  4                       4.1 
 
  3                       3.1 
 

Practice meditation, 
imagery? 
 
Yes 
No 

 
 
 
24                    42.1 
33                    57.9 

 
 
   
8                        20.0 
32                      80.0 

 
 
 
32                      33.0 
65                      67.0 

Practice any form of 
stress management? 
 
Yes 
No 

 
 
 
36                     62.1 
22                     37.9 

 
 
 
23                       59 
16                       41 

 
 
 
59                    60.8 
38                    39.2 

Encourage client to 
talk about feelings? 
 
Rarely 
Occasionally 
Once a day 
Many times/day 
 

 
 
 
  9                    15.5 
19                    32.8 
  8                    13.8 
22                    37.9 
 

 
 
 
  6                    15.4 
18                    46.2 
  5                    12.8 
10                    25.6 

 
 
 
15                    15.5 
37                    38.1 
13                    13.4 
32                    33.0 
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Table 4.2 (Continued) Frequency of Ethnicity, Education, Nursing Specialty, and 
Other Demographic Variables 
 
 Experimental  

Group 
n(58)             (%) 

Comparison Group 
n(40)               (%) 

Total Sample 
N(98)             (%) 

Touch clients to 
convey comfort? 
 
Rarely 
Occasionally 
Once a day 
Many times/day 

 
 
 
  2                       3.4 
13                     22.4 
  5                       8.6 
38                     65.5 

 
 
 
  0                       0 
  7                     17.5 
  3                       7.5 
30                     75.0 

 
 
 
  2                      2.0 
20                    20.4 
  8                      8.2 
68                    69.4 

Engage in spiritual 
or religious 
practice? 
 
Yes 
No 

 
 
 
 
50                    86.2 
  8                    13.8 

 
 
 
 
29                    72.5 
11                    27.5 

 
 
 
 
79                    80.6 
19                    19.4 

 

Descriptive Statistics for Variables 

 Spiritual well-being and its subscales (religious well-being and existential 

well-being), perceived stress, and hardiness were measured in this study at pretest and 

posttest for the experimental and comparison groups.  Descriptive statistics for these 

variables are presented in this section. 

 The possible range of the scores on the spiritual well-being scale was from 0 

to 120,  with religious well-being and existential well-being from 0 to 60 on each one. 

The possible range of the scores on the perceived stress scale was from 0 to 56.  The 

possible range of the scores on the hardiness scale was from 0 to 90.  The means and 

standard deviations for the pretest and posttest scores for each scale are summarized 

in Table 4.3 
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Table 4.3  Pre and Posttest Means and Standard Deviations for Spiritual well-being 

and its Subscales (Religious well-being, Existential well-being), Perceived stress, and 

Hardiness 

Scale               Experimental n(58) 
          Pre                     Post 
Mean        SD       Mean       SD 

          Comparison n(40) 
Pre                      Post 
Mean        SD        Mean       SD 

Spiritual well-being 97.55      14.40    102.86    16.39 89.28      17.53     92.15       18.89 
    Religious  
    well-being 

49.41         9.61     51.76      9.53          41.73      13.17     44.23       13.10 

    Existential  
    well-being 

48.14         6.72     51.10       7.77            47.55        7.94      47.93        8.61 

Perceived stress 25.62         7.81     18.98       7.50 26.88        6.77      20.63        6.60 
Hardiness 61.71         7.01     65.38       7.09                               61.20        6.76      63.65        6.06        
 

Analysis of the Data 

Research Question 1 

1.  What is the effect of nurses practicing the HeartTouch technique on their  

spiritual well-being, hardiness, and perceived stress? 

Due to the quasi-experimental nature of the investigation and some pretest 

differences (spiritual well-being, religious well-being, years of nursing, years in the 

current area of nursing, and meditation practice), pre-experimental equivalence was 

not assumed.  Therefore, pretest scores were treated as covariates and a series of 

univariate analysis of covariance (ANCOVA) were performed to compare the 

experimental and comparison groups on each of the adjusted posttest scores.  In all 

analyses, the assumption of the homogeneity of regression slopes was met.  

Homogeneity of variance was assessed, using Cochran’s C test of equality of error 

variance and after adjusting for multiple tests, in all analyses, the assumption was met 

(Stevens, 1999).  To examine the practical significance of the findings, standardized 
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mean differences (SMD) effect sizes were computed for each outcome measure by 

dividing the difference between the adjusted posttest means of the experimental and 

comparison groups by the pooled standard deviation (Howell, 1992), and were 

characterized  as .2=small effect, .5=medium effect, and .8=large effect (Cohen, 

1988).   

Spiritual Well-being 

ANCOVA indicated that the experimental group scored higher on the adjusted 

posttest scores than did the comparison group, but the differences were not 

statistically significant, F(1,95)=3.27, p=.07.  The SMD effect size was .32.  The 

assumption of homogeneity of regression slopes was met, F(1,94)=.03, p=.87. 

Religious Well-being 

The experimental group scored higher on the adjusted posttest scores than did 

the comparison group, but the differences were not statistically significant, 

F(1,95)=1.84, p=.18.  The SMD effect size was .22.  The assumption of homogeneity 

of regression slopes was met, F(1,94)=.2.45, p=.12. 

Existential Well-being 

The experimental group scored higher on the adjusted posttest scores than did 

the comparison group, but the differences were not statistically significant, 

F(1,95)=3.89, p=.051.  The SMD effect size was .35.  The assumption of 

homogeneity of regression slopes was met, F(1,94)=3.2, p=.08. 
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Perceived Stress 

The comparison group scored higher on the adjusted posttest scores than did 

the experimental group (desired direction since high scores indicate greater perceived 

stress), but the differences were not statistically significant, F(1,95)=.64, p=.43.  The 

SMD effect size was .14.  The assumption of homogeneity of regression slopes was 

met, F(1,94)=.00, p=.97. 

Hardiness 

The experimental group scored higher on the adjusted posttest scores than did 

the comparison group, but the differences were not statistically significant, 

F(1,95)=2.09, p=.151.  The SMD effect size was .21.  The assumption of 

homogeneity of regression slopes was met, F(1,94)=.55, p=.46. 

The means, standard deviations, effect sizes, and p values for all posttest 

measures are summarized in Table 4.4. 

Table 4.4  Means, Standard Deviations, Effect Sizes, and p Values 
 for Posttest Measures 
                           Experimental Group 
                                       (n=58) 

                Comparison Group 
                          (n=40) 

Posttest 
measure 

M1 M2 SD M1 M2 SD P ES 

Spiritual  
well-being 

102.86 
 

100.30 16.39 92.15 94.71 18.89 .07  .32 

  Religious   
  well-being 

51.76 49.22 9.53 44.23 46.76 13.10 .18  .22 

  Existential  
  well-being 

51.10 50.93 7.77 47.93 48.10 8.61 .051  .35 

Perceived 
stress 

18.98 19.30 7.50 20.63 20.31 6.60 .43 -.14 

Hardiness 65.40 65.20 7.10 63.65 63.83 6.06 .15  .21 
M1=Observed mean, M2=Adjusted Mean, ES=Effect size 
ES-Standardized mean difference effect size, .2=small, .5=medium, .8=large 
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 A power analysis designed for studies using ANCOVA (Kouzekanani, 2003) 

was conducted to determine the sample size that would have been necessary to 

achieve statistical significance (at p<.05) in this study using the outcome measures 

that were used.  For existential well-being, with the experimental group having the 58 

that it did and the comparison group having 42 instead of 40, statistical significance 

would have been achieved.  For spiritual well-being, both groups would have needed 

62 participants.  For hardiness, both groups would have needed 90 participants.  For 

perceived stress, both groups would have needed 300 people.  So, to achieve 

statistical significance on all outcome measures using this sample and this research 

design, 600 nurses would have had to participate in the study. 

Research Question 2 

Will nurses practice the HeartTouch technique, and what are the nurses’ 

experiences regarding their practice of the HeartTouch technique? 

The first part of this question, “Will nurses practice the HeartTouch 

technique?” was answered positively by reviewing the qualitative data discussed 

below, and also by obtaining the frequency with which the nurses in the experimental 

group practiced the technique by analyzing the data in their diaries.  The nurses were 

instructed to use the diary to record the number of times they practiced the technique 

each day during the one month study period.  Results showed that the nurses did 

practice the technique (93%), with only 4  of the 58 nurses not turning in their diaries.  

The diary data indicated that 20 nurses (39%) practiced the technique from 6-30 times 

within the one month study period, 16 nurses (31%) practiced the technique 31-55 
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times, and an additional 19% practiced the technique 56-80 times.  The remaining 6 

nurses practiced it 81-205 times, with one nurse practicing it 204 times in one month.  

The diary data are summarized in Table 4.5.  

Table 4.5  Frequency of Nurses Practicing the HeartTouch Technique in 1 Month 

Number of times 
practiced in 1 month 

        
  (n) 

         
  (%) 

6-30   20 38.5 
31-55   16 30.7 
56-80   10 19.3 
81-105     2     3.8 
106-130     1   1.9 
131-155     0   0 
156-180     2   3.8 
181-205     1   1.9 

  

The second part of this question, “What are the nurses’ experiences regarding 

their practice of the HeartTouch technique?” was answered using the HeartTouch 

questionnaire which contained 6 open ended questions and an invitation to offer any 

additional information, designed to further understand the nurses’ experience of 

practicing the HeartTouch technique.  This questionnaire was completed by 48 nurses 

in the experimental group.  These data were analyzed using content analysis 

(Krippendorff, 1980; Waltz, Strickland, & Lenz, 1991; Neuendorf, 2002). 

Question 1  What was your experience of practicing the HeartTouch technique? 

Nurses offered more comments when answering question 1 than any of the 

other questions.  Three categories emerged from the data for question 1 (Use of the 

Technique, Impact on Others, and Impact on Self). 
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Use of the Technique :  comments discussing aspects of using of the HeartTouch 

technique.  

Category one, Use of the Technique, contained 3 subcategories 

(Effectiveness/ease of practicing the HeartTouch technique, Instances in which 

technique was used, and Characteristics of technique). 

Effectiveness/ease of practicing the technique:  includes comments indicating 

the nurses’ assessment of the results they experienced and whether they practiced it or 

not, including a range from very positive results/very easy to do, to frustrating/didn’t 

do it.  Most of the nurses (85%) practiced the technique with 75% indicating that they 

had positive results. Some nurses (n=5, 10%) said it was hard to remember to practice 

it, and that it was hard to do because “I  don’t seem to have the time, I start thinking 

about other things” and  “old  habits are hard to break”.  The nurses (n=5, 10%) who 

didn’t practice the technique or found it frustrating said, “I find myself reacting to 

situations so quick and getting stressed out…it’s too late to practice the technique”,  

and “I found it frustrating to try to practice this technique and do critical thinking and 

decision making at the same time”.  

Instances in which technique was used: included when and where the 

participants practiced  the technique.  Many nurses (n=17, 35%) said they practiced it 

when they were stressed, either before, during or after the stressful situation, 

including, “ I feel in control during or just after a stressful encounter”,  and “it  has 

helped to calm me at stressful times”.  Some nurses not only practiced  it at work but 

also mentioned that they practiced it at home (n=7, 15%).   
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Characteristics of the technique: comments about their experience of steps of 

the technique.  These comments included “it was a bit more invasive than I like to be” 

(n=1, 2%), they made changes in the order of the steps or some details of the steps, 

saying, “I modified it to do heart centered awareness first, then higher power, then 

loving touch” (n=3, 6%), and “I enjoyed revisiting pleasant memories” (n=3, 6%). 

Impact on Others :  comments discussing the impact that practicing the technique 

had on others. 

 Even though the purpose of practicing the technique was to benefit the nurses, 

nurses mentioned the effects they noticed on others when they (the nurse) were 

practicing the technique.   

Positive: includes comments suggesting that when the nurse practiced the 

technique she noticed a positive change in the person with which she was interacting.  

Several nurses (n=6, 13%) mentioned positive effects on others, such as “not only 

brings peace and calm to me but seems to affect the person who is receiving” , “it was 

shocking and wonderful-each time I really applied it I had a real positive occurrence 

with the other and with me”, “calmed  me and people around me”,  and “benefited  

me, and my stress level, and also benefited the one with whom I was practicing it”.    

Negative: includes comments suggesting that when the nurse practiced the 

technique she noticed a negative change in the person she was interacting with.  Only 

one nurse mentioned a negative effect on another saying, “it was more invasive than I 

like to be. Some of my energetically active patients were aware of it and the paranoid 

ones reacted negatively”. 
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Impact on Self:  comments describing the effects that nurses noticed that practicing 

the technique had on themselves.  

 This category had 5 subcategories (Emotional/mental benefits; Changes in 

thoughts, feelings, behaviors; Awareness, focus; Physiologic observations; and 

Connection with God). 

 Emotional/mental benefits:  refers to internal states that they noticed, benefits 

that had to do with how they felt and thoughts they had.  Many nurses (n=29, 46%) 

mentioned emotional/mental benefits that they noticed including “it made me feel 

good about myself”, “I  felt very hopeful”, “it  has helped me realize I have control 

over how I feel about events going on in my life”, “allowed me to slow down and 

think, and helped me center”,  “the correct words just seem to ‘flow’”, “there seems 

to be aura of calm” , and “I was able to control my emotions when stressed, and the 

outcome was positive”.  No one had any negative emotional/mental comments about 

the use of the technique. 

 Changes in thoughts, feelings, behaviors:  includes comments emphasizing 

change, that as a result of practicing the technique, nurses experienced a positive 

change in what they were thinking, feeling, and/or their behaviors.  Nurses (n=17, 

25%) mentioned that they noticed that practicing the technique seemed to create a 

change from how they usually felt or might have behaved, such as, “I felt more at 

ease and relaxed”,  “it helped me listen more compassionately to others”,  “my 

feelings toward others improved-less judgmental, more tolerant, more loving”, “ this 

really worked to help me be more patient at times”, and “more in tune with the 



 114

positive things in life and I find more to be thankful for”.  This group also reported,  

“I’m not so angry”, “I interrupted people less”, “allowed me to take back control of 

situations”, “gave me time to feel different, not so stressed”, and  “I would come to 

work expecting the worst and catch myself and recenter”.  No one mentioned any 

negative changes. 

Awareness, focus:  includes comments indicating that nurses felt that 

practicing the technique helped them become more consciously aware of what they 

were thinking and feeling, more able to focus on the present situation, and more able 

to choose their responses.  Nurses (n=8, 15%) emphasized awareness, mentioning 

that they felt that practicing the technique helped them become consciously aware of 

what they were thinking and feeling, and more able to focus on the present situation 

and choose a response.  Comments included “it gave me time to reflect, to take time 

to think of something pleasant”, “it made me aware”,  “helped me focus on what I 

was feeling, thinking, and how my body was responding to a situation”,  “tangible 

reminder that I need to expect and wish the best for others”, and “makes me take time 

out before I say or do anything”. 

 Physiologic observations:  includes comments referring to sensations the 

nurses perceived in their bodies, or having to do with physical conditions, when 

practicing the technique.  Nurses (n=6, 13%) commented on how their bodies felt 

while practicing the technique and how it helped them with physiologic functions.  

Comments included “I could physically feel a warmth in my chest over my heart”, “it 
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made me feel warmer”, “I  can feel the tension leave my body”, and “helps me sleep 

better”.   No one mentioned any negative physical occurrences. 

Connection with God:  includes comments referring to the nurse’s increased 

relationship with God.  Nurses (n=3, 6%) mentioned “Connection with God”, 

including “this technique probably has brought me a little closer to God”, “it gave me 

personal comfort and strength in my faith with God to be a conduit for others”, and “I 

had to touch God before I could do anything”. 

Question 2  What was easy about practicing the HeartTouch technique? 

Three categories (Steps of the Technique, Convenient, Simple, and Not easy) 

emerged from the data as nurses discussed what was easy for them about practicing 

the HeartTouch technique. 

Steps of the Technique:   comments referring to specific aspects of the technique 

itself that the participants found easy to do.   

Nurses (n=28, 58%) discussed steps of the technique that were easy for them. 

These comments included aspects of Heart Centered Awareness--creating love within 

self (n=10, 21%) such as, “actually opening my heart and feeling the ‘loving’ 

feeling”, imaging the light in the chest (n=4, 8%), such as “the visual image of the 

light, love and sending that energy out”, taking deep breaths (n=8, 17%) and  

centering (n=2, 4%).  Connecting with another person as in the Loving Touch step 

was mentioned by 9 nurses (19%), such as “the mental image of sending love and 

connection was very balancing” and “the concept of light from my heart being shared 

with another”.  Connecting with Higher Power was mentioned by 8 nurses (17%), 
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such as “it was easier for me if I connected with God first”, “reminds me to keep in 

touch with God”, and “trying to reach out to God to help me through a situation”.  

Simple, convenient : included comments expressing how easy it was to practice the 

technique in general, incorporating it into their daily life at work and home. 

 Nurses (n=26, 54%) mentioned how convenient and easy it was to practice the 

technique, including “once I was familiar with the steps it became almost second 

nature to me.  I like the fact that it only takes a minute or less to do it and it has 

significant results with the way I feel”.  Nine nurses (19%) mentioned that  “you can 

do it anywhere and almost anytime”.   Several nurses mentioned that “nothing was 

needed except your mind and some concentrating”, “ after practicing it became easier 

and faster to incorporate into daily settings”, and “it was easy to practice before and 

after stressful situations, really helped to prevent stress.” 

Not easy:   comment suggesting that practicing the technique was not easy. 

 The final category, was mentioned by 1 nurse, “It was not easy for me”. 

Question 3  What was difficult about practicing the HeartTouch technique? 

 Three categories emerged from the data including Practicing the Technique, 

Steps of the Technique, and Nothing difficult. 

Practicing the Technique : comments referring to difficulties they had with the 

process of practicing the technique in general.  

Nurses (n=27, 56%) mentioned aspects of practicing the technique.  

Remembering to do it (10 nurses, 21%) was the most frequently referred to as in, 

“remembering to do it in the moment”.  Ten nurses (21%) talked about that it was 
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hard to do during stressful situations, such as “when there was a conflict with a 

person it was difficult to concentrate on listening to the person and then doing the 

technique” and “hard  to practice it when in a stressful confrontation with an angry 

person”.  Several nurses (n=8, 17%) said that  “I found the pace at work to be too fast.  

I found the situation already happened and then I thought to use the technique” and 

“taking the time..it’s harder to do when you are busy”. 

Steps of the Technique :  comments referring to difficulties they had with specific 

aspects of the steps of the technique.  

This category involved what 22 nurses (46%) found difficult about the steps 

of the technique.  More nurses (n=6, 13%) found “I had a very hard time envisioning 

the light from my forehead to heart” than any other difficulty.  Several nurses (n=5, 

10%) mentioned that they had a hard time doing all the steps, such as “hard  to 

transfer the heartfelt feelings to someone causing the stress”, “trying to make the 

technique fit me”,  and “hard to do all the steps quickly”.  Several nurses (n=6, 13%) 

mentioned a difficulty staying focused on the steps, including “it required a lot of 

mind attention”, “difficult to focus on the steps”, and “hard to get centered”.  

Nothing difficult:  comments suggesting that nothing was difficult about practicing 

the technique. 

This category was mentioned by 5 nurses (10%), including, “I have never 

really felt this to be difficult” and “there was nothing difficult about it for me”. 
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Question 4   Did practicing HeartTouch change your feelings about your work 

or your patients?  If so, please explain. 

 Three categories emerged for question 4 (Impact on Others, Impact on Self, 

and No change). 

Impact on Others :  comments describing ways that practicing the technique changed 

their feelings about patients and others in their work environment. 

  Nurses (n=39, 82%) mentioned that practicing the technique changed their 

feelings about their interactions with others. Two subcategories emerged from the 

data (Impact on patients, Impact on work environment). 

  Impact on patients:  included comments reflecting different ways that 

practicing HeartTouch made changes in the nurses’ feelings toward their patients, and 

changes the nurses noticed in their patients when the nurse was practicing the 

technique.  “Impact on patients” was mentioned by 21 nurses (44%).  Seven nurses 

(15%) stated that it changed their feelings about difficult patients, with comments 

including, “it helped me to be more empathetic with difficult patients and families”.  

Four nurses (10%) mentioned that it improved their connection with patients, “it 

makes a much firmer connection with the patients and thus forms a better rapport and 

thus better response to redirection and promotes more open communication” and “I 

felt more loving toward individuals who were stressed and needing assistance” .   

Impact on work environment: comments reflecting different ways that 

practicing HeartTouch made changes in the nurses’ feelings toward several different 

aspects of their work environment, other than patients.  Of the 18 nurses (38%) that 
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mentioned the work environment, 7 (15%) discussed the impact on coworkers and 

physicians, “when I sense myself becoming agitated or annoyed with a patient, boss, 

or coworker, I more readily step back and try the technique” and “I began to use 

mostly positive energy..being upbeat, encouraging words, and thoughts to patients, 

coworkers, family, friends”.  In describing the work environment, 6% (n=3) said “it 

made the environment less stressful and more satisfying when those situations arose” 

and “I was more able to enjoy my work and feel a greater satisfaction at the end of the 

day”. 

Impact on Self:  comments reflecting changes the nurses noticed in their own 

feelings and thoughts as a result of practicing the technique. 

 Almost half of the nurses (n=23, 48%) offered comments in this category. 

Three subcategories emerged (Changed thoughts, Changed feelings, No change).   

Changed thoughts:  comments indicating that nurses found that practicing 

HeartTouch contributed to changes in the thoughts they were having at work and 

home.  Nurses (n=11, 23%), mentioned an increased awareness, including, “helped 

me get in touch with what and how I’m thinking and finding that it affects my 

emotions”, “ we can actually interrupt negative thoughts/energy before it affects us 

negatively” and “it made me realize that the way people react to me is often a reaction 

to my communication”.    

Changed feelings: comments indicating that nurses found that practicing 

HeartTouch contributed to changes in the feelings they were having at work and 

home.  In the second subcategory, 12 nurses (25%) discussed how practicing the 
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technique changed their feelings.  Three nurses (6%) mentioned increased control 

such as “it makes you feel more confident and in control” and “I felt more in control 

of my everyday interactions”,  and 15 (25%) mentioned feeling less stressed, “It 

instantly made me feel less stressed knowing I could count on the technique”,  “it 

created a sense of calm and caring as if we were all being nurtured by God”, and “I 

used this more in my personal life….directing it at myself when I just felt really 

down”.  

No change:  comments indicating that nurses did not notice any change in their 

feelings about their patients or their work. 

 Several nurses (n=7, 15%) mentioned that they did not notice a change in their 

feelings about work or patients as a result of practicing the technique, stating, “I feel 

like I have a somewhat holistic approach and this hasn’t changed”,  “I like my 

coworkers and patients”,  “found it difficult to practice the entire technique”, and “I 

have always liked my work and patients and usually do not have a lot of problems 

there”.       

Question 5  Would you recommend this technique to others? 

 Two categories emerged from the data (Not sure and Yes). 

Not sure :  comments indicating that they were not sure whether they would 

recommend the technique.  

Two nurses (4%) said “I don’t want to say that I would or wouldn’t  

recommend this” and “not sure, I have to really believe in and practice it well to see if 

it works completely for me”. 
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Yes:  comments indicating that they would recommend the technique.  

 The rest of the nurses (46, 96%) said that they would recommend the 

technique with 21% (n=10) saying “I have recommended it to 5-6 people already and 

tried to teach them the technique” and “I’ve already told others about the technique 

and the positive effect it has had in my professional and personal life”.  Some nurses 

(n=5, 10%) said they would especially recommend it to others in healthcare and for a 

greater spiritual connection to patients, peers, and God. 

Question 6  What suggestions would you have for changing and/or improving 

the HeartTouch  technique? 

 Three categories emerged from the data (The technique, Teaching the 

technique, and No changes) in which 47 nurses (98%) offered suggestions for change. 

The Technique :  comments referring to suggestions for changing the technique itself. 

 Two subcategories emerged (Individualize the 3 main steps and Major 

changes), with 22 nurses’ (46%)  commenting on how they would change the 

HeartTouch technique itself. 

Individualize the 3 main steps:  comments indicating that they liked the 3 

main steps of the technique but suggested small changes within the steps or in the 

order of the steps to better fit their beliefs and work situation.  

The first subcategory included comments about individualizing the technique 

such as, “I think allowing people to find a sequence that works best for them is very 

powerful”, “stress in the beginning that the steps can be changed around”, and “ I 

would start with touching God and straight to the heart, then to others”.  
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Major changes: comments indicating that they felt major changes needed to 

be made in the technique for them to practice it in their lives.   

 In the second subcategory, some nurses (n=7, 15%) thought that major 

changes should be made in the technique such as “the whole process is probably too 

long but just stopping and taking deep breaths would help”, “I don’t know if everyone 

can mentally project images…so another scenario for doing it might help”, “I had 

trouble passing the warm loving feeling onto someone else” and “just 3 steps might 

be of value”. 

Teaching the Technique:  comments suggesting changes that could be made in ways 

the technique was taught. 

 Two categories emerged (Educational session and Using it in daily life), with 

14 nurses (29%) offered suggestions for teaching the HeartTouch technique.   

Educational session:  includes comments about changes that would make the 

initial educational session more effective.  Some nurses (n=6, 13%) suggested 

changes in the initial educational session so that the HeartTouch technique would be 

easier to learn and practice, “maybe having the 2nd meeting one week after the initial 

meeting.  Or else at initial meeting talk more about possible problems you might 

encounter”,  “more exercises in creating mental stillness amongst the chaos”, 

encourage people to practice more in a relaxed state so the process will flow more 

easily in a difficult situation” and “offer alternatives other than the light”.   

Using it in daily life:  refers to suggestions to include in the initial session that 

would help them practice the technique more effectively in their daily lives, and ways 
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to introduce more people to it.  Nurses (n=8, 17%) suggested things to include in the 

teaching of the technique so it would be easier to use in daily life such as “have a 

work badge business card size laminated reminder of the instructions”, “would enjoy 

doing this with other coworkers so we could discuss the technique”,  and “translate it 

into Spanish and sign language. 

No changes:  comments indicating the nurses had no suggestions for changing the 

technique 

 Nurses (n=11, 23%) commented  “don’t  change a thing” and  “none, I think 

it’s great”.  

Addition: Participants were offered an opportunity to add anything else. 

 Four categories emerged (Good Experience/good information, Benefits to 

Self, Benefited Others, and Discussing the Presentation/presenter).  

Good Experience/good information:  comments expressing gratitude for being able 

to participate in the study and the value of the information presented.   

Nurses (n=13, 27%) mentioned that taking part in the study and practicing the 

technique was a good experience for them, including comments such as “an overall 

wonderful experience” and “ I really enjoyed the study and the information given to 

me to carry on”.  

Benefits to Self:  includes stories of how they used HeartTouch and personal benefits 

they received from practicing the technique 

 Nurses (n=10, 21%) also commented on the benefits they received including 

“thank you for helping me become heart healthy”,  and “In a very difficult meeting 
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with coworkers….I beamed three streams of light to each individual.  It was an 

incredibly powerful experience for me. I was less stressed and did not feel my heart 

race.”  These nurses also commented “it made a better wife and mother of me” and “ 

it has rekindled my interest in exploring a deeper meaning with God”.   

Benefited Others :  comments suggesting that the nurses believed that when they  

practice the HeartTouch technique it is of benefit to others  

Nurses (n=6, 13%) also mentioned that when they practiced the technique, 

they felt that others benefited, “I feel I have a new tool that benefits myself and 

others.  I never thought about sending loving thoughts and feelings to the person.  I 

look forward to making this a part of my daily life practices”,  “it helped my 

relationship with my husband and parents because I was able to decrease my stress 

levels during stressful situations and thus not be so defensive and not escalate the 

situation”, “I think this is a worthwhile technique that should be taught to everyone, 

not just nurses”, and “very interesting to see how quickly it affects others and the 

initiator”.   

Discussing the Presentation/presenter:  comments indicating that they felt the 

manner of presenting the information was effective, and that the presence of the 

presenter was a positive aspect of the experience  

Nurses (n=3, 7%) mentioned the initial educational session and the presenter, 

such as “the research and information regarding stress was an eye opener” and 

“wonderful job with the teaching” . 
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Informal Feedback from Comparison Groups 

These data pertain to the comparison groups only.  It was not planned that the 

comparison groups would have any written or verbal opportunity at the one month 

final session to discuss their experiences over the month because they were not asked 

to practice anything at the initial session.  In the next final session of a comparison 

group, after completing the questionnaires, a nurse asked, “Aren’t  you going to ask 

us how we used the information to reduce our stress this month?”  All but one nurse 

in the group enthusiastically shared what pieces of the information from the 

educational session they had used in their lives.     

At the remaining final sessions for the comparison groups, after they answered 

their questionnaires, the researcher asked, “ Was there anything from the educational 

session that you found yourself using in your life?”  In each group, all but 1 or 2 

nurses once again enthusiastically relayed what information they had used from the 

educational session. 

Several nurses had begun using deep breathing when they felt stressed, some 

started journalling about stressful events, and one bought a book that was 

recommended on increasing perceived control.  One nurse started laying on the floor 

and playing with her young son each night.  Another nurse combined everything that 

was said in the educational session and used her notes to teach her adolescent nephew 

how to control his anger and create new possibilities at school.  This helped her feel 

more connected to him and less out of control to help him.  Several nurses said that 

when they got in traffic they stopped, noticed what they were thinking and feeling, 
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and chose more positive thoughts.  They noticed that they felt better.  Another nurse 

commented that she had always been “uptight and worried a lot”.  Over the month, 

she tried smiling when she felt stressed and noticed that she “took things a lot easier”.  

Finally, a nurse manager in one group taught the nurses in her unit the information in 

the educational session because “my nurses have been having a lot of stress lately and 

I think this helped them”.   

Summary 

 This chapter included descriptive statistics of the sample and the variables, 

and the analysis of the data addressing the research questions.  SPSS was used to 

analyze the data.  The sample included 98 female nurses (58 experimental, 40 

comparison) who were all RN’s from many different areas of nursing practice within 

the hospital setting.  The experimental and comparison groups differed significantly 

on years they had been a nurse and years in their current area of nursing, with nurses 

in the experimental group reporting more years in nursing and in their current areas.  

The two groups were also significantly different at pretest on spiritual well-being and 

religious well-being scores, and there were significantly more nurses in the 

experimental group who had practiced some form of meditation or imagery at pretest 

than in the comparison group. 

 The variables measured in this study at pretest and posttest for the 

experimental and comparison groups were spiritual well-being and its subscales 

(religious well-being and existential well-being), perceived stress, and hardiness.  

Due to the quasi-experimental nature of the study and previously mentioned group 
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differences at pretest, ANCOVA was performed, using pretest scores as covariates.  

No statistical differences were found between the groups at posttest on any of the 

adjusted outcome measures, although the experimental group out performed the 

comparison group on all outcomes in the expected directions.  Assessing practical 

significance of the difference between the groups at posttest, effect sizes were 

computed  for each outcome variable, ranging from .14 to .35. 

 Descriptive statistics were used to analyze the data from the diaries used by 

nurses in the experimental group to record the frequency of their practice of the 

HeartTouch technique.  It was determined that 93% of the nurses did practice the 

technique over the one month period, ranging from 6-204 times.  Content analysis 

was performed on the data obtained from the HeartTouch questionnaire containing 6 

open ended questions and an invitation to discuss additional information.  In 

discussing their experience of practicing the technique (Question 1), most nurses said 

it was a positive experience, they did practice it when they were stressed, they 

mentioned that when they practiced the technique they noticed a positive effect on 

other people, and they noticed physical, mental, and emotional benefits for 

themselves. 

 In discussing what was easy for them about practicing the technique (Question 

2), nurses mentioned aspects of the technique itself, such as creating love within 

themselves, deep breathing, connecting with the other person, and connecting with 

God.  Over half of the nurses mentioned that because it was a short, simple, internal 

technique, they could do it anywhere, anytime. 
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In discussing what was difficult for them about practicing the technique 

(Question 3), nurses mentioned remembering to do it and that it was hard to do during 

stressful situations.  Some commented that it was difficult imaging the light moving 

from their head to their heart, hard to stay focused, were too many steps, and they 

wanted to personalize the steps of the technique to fit their beliefs and work 

situations.  

When asked if practicing the technique changed their feelings about work or 

their patients (Question 4), nurses replied that it made it easier to be compassionate 

with difficult patients, families, physicians, and coworkers.  They also said that 

practicing the technique helped them feel more satisfied with their work in general.  

Nurses also commented on how practicing the technique changed their thoughts and 

feelings, such as having an increased awareness of what they were thinking and 

feeling, feeling like they had more control over their interactions, and that they felt 

less stressed. 

Most nurses (96%) said they would recommend the technique (Question 5), 

and some have already taught it to others. 

In suggesting ways to change the technique (Question 6), many nurses said no 

changes were needed, some nurses said they thought it was important for nurses to be 

able to individualize the 3 main steps (change the order of the steps, just do main 

steps without substeps).  A few nurses said the whole technique should be shorter, 

leaving out some of the main steps.  Nurses also offered suggestions for the method 

of teaching the technique, including encouraging people to practice more and at non-
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stressful times to better ensure success during stressful times, and putting more 

emphasis on discussing potential problems they might experience practicing the 

technique at the initial educational session. 

When nurses had the opportunity to add anything, they told stories about 

using the technique and benefits they noticed for themselves, such as being more in 

control and feeling less stressed, and they talked about how others benefited when 

they (the nurse) practiced the technique. 
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Chapter 5:  Summary, Discussion, and Recommendations  

 The first section of this chapter presents a summary of the study, including the 

purpose, research questions, methodology, and data analysis procedures.  The second 

section presents a discussion and interpretation of the findings, including theoretical 

and methodological aspects.  Finally, recommendations for future research, and 

implications for nursing theory, education, and practice will be suggested. 

Summary of the Study 

The purpose of this quasi-experimental study was to determine whether nurses 

would be able to notice and change what they were thinking and feeling in their daily 

life, especially involving stressful situations, using the HeartTouch technique as a 

method for intentionally changing their thoughts.  Additionally, whether practicing 

the HeartTouch technique would affect the outcome measures of the nurses’ 

hardiness, perceived stress, and spiritual well-being was also investigated.  

The research questions in this study were:  1)  What is the effect of nurses 

practicing the HeartTouch technique on their  spiritual well-being, hardiness, and 

perceived stress?, and 2)  Will nurses practice the HeartTouch technique, and what 

are the nurses’ experiences regarding their practice of the HeartTouch technique? 

A one between (experimental and comparison groups) and one within (pretest 

and posttest) ) factor repeated measures design was used.  Chi-Square test of 

independence, corrected for continuity, was used to analyze 2 by 2 contingency 

tables, and t-test for independent samples was used to analyze continuous data.  Pre-

experimental equivalence was not assumed, and the pretest score was used as a 
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covariate, and ANCOVA was used to test the effects of nurses practicing HeartTouch 

by comparing the experimental and control groups on the outcome measures of 

perceived stress, spiritual well-being and its subscales (religious well-being and 

existential well-being), and hardiness.  To examine the practical significance of the 

findings, standardized mean differences (SMD) effect sizes were computed for each 

outcome measure.  

Human subjects approval was obtained from the IRBs of the University of 

Texas at Austin and the hospital network before beginning the recruitment of nurses 

for the study.  Flyers were distributed throughout the participating hospitals.  The 

final sample (N=98) included 58 female nurses in the experimental group and 40 

female nurses in the comparison group.  The data of the male nurses were dropped 

from the study due to small numbers (n=4).  This was a quasi-experimental study 

because intact groups (experimental and control groups were from different hospitals) 

were recruited instead of using random assignment, due to the nature of the 

intervention.   

The researcher provided educational sessions at 6 hospitals within the network 

with the session for the comparison group being 2 hours in length (including 

information regarding stress, PNI, and the stress response) and the session for the 

experimental group, 3 hours in length (regarding stress, PNI, the stress response, and 

the  HeartTouch technique).  Both comparison and experimental groups were asked to 

complete the Demographic Data Form, the Spiritual Well-being Scale (Paloutzian & 

Ellison, 1982), the Dispositional Resilience Scale (Bartone, Ursano, Wright, & 
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Ingraham, 1989) measuring hardiness, and the Perceived Stress Scale (Cohen, 

Kamarck, & Mermelstein, 1983).  At the end of the one month study period, both 

groups completed the questionnaires again, and the experimental group also 

completed the HeartTouch questionnaire (6 open ended questions regarding nurses’ 

experience of practicing the technique  (see Append ix D for instruments). At the 

conclusion of the study, nurses in the comparison group were given opportunities to 

learn the HeartTouch technique in a one hour presentation offered by the researcher 

including the same information and exercises taught to the experimental group. 

Quantitative data were analyzed using SPSS (the Statistical Package for Social 

Sciences) to code, enter, and analyze the data.  Qualitative data from the open ended 

questions (HeartTouch questionnaire) was analyzed using content analys is, and 

descriptive statistics were used to analyze the diary data recording frequency of 

practice of the HeartTouch technique. 

Discussion and Interpretation of Findings 

This section includes an interpretation of the findings.  Discussion will first 

focus on the sample, followed by a discussion of the research questions.  Since this 

study is the first time the HeartTouch technique has been tested, there are no studies 

for direct comparison on sample and findings.  As a result, throughout this section, 

the findings in this study will be compared to current research and literature with 

either similar samples, outcome measures, and/or interventions.     
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Sample 

 The total sample in this study was primarily Caucasian (79%) and entirely 

female after dropping the data of the 4 males from the study due to small numbers.  

The sample was all RN’s, with almost half having a BSN, and 24% under the age of 

40, and 75% under the age of 50 (M=46, SD=9).  A wide variety of nursing practice 

areas (35 different areas) was represented, with approximately 50% of the nurses 

having practiced 6.5 years in their current area of practice, and approximately 50% 

having been a nurse for 20 years.  Most of the participants had practiced some form 

of stress management at pretest.   

 In the year 2000, considering the RN population in the United States, 30% had 

a BSN and 32% were under the age of 40.  The profession is still predominantly 

female (95%), with 88% being Caucasian.  The largest number of employed nurses 

worked in hospitals (59%), with the average age of the hospital nurse being 42.  

Texas had the 5th largest RN population in the country, with approximately 78% 

being Caucasian, age 40-44, and the majority working in the hospital setting 

(American Nurses Association, 2004). 

 The RN’s in this sample were very similar to the national population in 

gender.  Compared to the national population, more RN’s in the current study had a 

BSN.  Compared to the total population of nurses, this sample was younger, however 

the nurses in this study were very similar in age to the hospital nurses nationwide.  A 

greater percentage of nurses nationwide were Caucasian than were nurses in this 

study.  However, when comparing the nurses in this study to nurses in Texas, the age 
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and ethnicity were very similar.  These demographics suggest that in the above areas, 

the nurses in this study were very similar to other nurses in Texas, and compared 

favorably to nurses nationwide. 

Research Question 1   

What is the effect of nurses practicing the HeartTouch technique on their 

spiritual well-being, hardiness, and perceived stress?  

 To discuss the findings of this study that address question 1, literature is 

discussed relating to the outcome measures (perceived stress, hardiness, spiritual 

well-being) and the HeartTouch technique (similar techniques).    

Perceived Stress 

 Although the results were not statistically significant, the adjusted posttest 

means of the experimental group were less than the adjusted posttest means of the 

comparison group, indicating that the experimental group experienced less perceived 

stress at posttest than the comparison group. 

 Lee and Crockett (1994) conducted a two group experimental study in a 

hospital setting with a sample of 60 nurses who were either in the experimental group 

receiving an assertiveness training or the comparison group receiving updated 

computer knowledge.  The Perceived Stress Scale was used to measure the nurses’ 

stress at pre and posttest (1 month).  The experimental group scored significantly 

lower (M=20, p<.001) than the comparison group (M=28).  Only one study was 

found in which the sample consisted of nurses learning a stress management 
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technique in an experimental/comparison experimental design using the Perceived 

Stress Scale to measure stress at pretest and posttest. 

 In Lee and Crockett’s study the education that the comparison group received 

had nothing to do with assertiveness, and statistically significant differences were 

found.  Their study design and outcome measure is similar to the current study, so 

perhaps future HeartTouch research might find statistically significant findings if the 

comparison group received information unrelated to the outcome measures in the 

education session.   

Additionally, in the Lee and Crockett study the experimental and comparison 

groups believed they were being recruited for two different reasons, one to learn 

assertiveness and one to learn updated computer information.  In the current study, 

both groups believed they were being recruited to learn about stress and stress 

management.  The comparison group may have scored lower on perceived stress at 

posttest because they believed they were supposed to take the information in the 

education session and use it to reduce their stress as part of being in the study.  Belief 

affects perception, and the way an event is perceived plays a large role in whether the 

person experiences stress in that situation (Walker and Walker, 2003; Lazarus, 1991). 

Hardiness 

 Although the results were not statistically significant, the adjusted posttest 

means of the experimental group were greater than the adjusted posttest means of the 

comparison group, indicating that the experimental group experienced more hardiness 

at posttest than the comparison group. 
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Hardiness is a personality characteristic including the self-perceptions of 

control, commitment and challenge.  Persons high in hardiness are better able to 

manage stressful situations in ways that transform them into growth experiences.  

These persons rely on themselves to find something interesting and beneficial in what 

they are experiencing (Maddi, Kahn, & Maddi, 1998).  To test the effectiveness of a 

hardiness training program, Maddi, Kahn, and Maddi (1998) randomly assigned 46 

managers of a utility company to three groups, one receiving hardiness training, one 

relaxation/meditation training, and one involving stress management education and 

discussion with peers (served as the comparison group).  All groups believed they 

were recruited to learn effective stress management techniques.  All groups had 

increased hardiness and decreased job strain at posttest, with the group learning 

hardiness training having the most improvement, followed by the relaxation group, 

and finally, the group receiving education and group discussion.  The hardiness 

training inc luded learning to cognitively and emotionally explore their appraisals of 

potentially stressful situations, and to implement problem solving action plans. 

The current study and the above study by Maddi, Kahn, and Maddi had 

several elements in common.  The group learning hardiness training and the group 

learning the HeartTouch technique and the accompanying education session both 

believed they would learn stress management techniques.  They both also learned 

ways to address thoughts and feelings and to choose different thoughts and behaviors 

in stressful situations.  The comparison group of the current study believed they were 

in the study to learn stress management, received education about stress management, 
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had informal group discussion about stressful situations, and chose to practice some 

relaxation techniques.  In the relaxation group of Maddi, Kahn, and Maddi’s study, 

the participants believed they were there to learn stress management techniques and 

practiced relaxation techniques during the study period.  The third group in the above 

study believed they were there to learn stress management and got education and 

group discussion about stress, and they also had increased hardiness and decreased 

stress, although not as much.  To have an increase in hardiness, one must have a 

change in thoughts, feelings, beliefs, and actions.  Although the groups learning the 

hardiness training and practicing the HeartTouch technique did have greater 

improvement compared to their respective comparison groups, from these two 

studies, it seems that perhaps if a group in a study learns any information or has any 

interactive discussion with others about decreasing stress and increasing relaxation, 

and the participants have enrolled in the study to learn to reduce their stress, an 

increase in hardiness may occur.  This increase may be due to the fact that by learning 

new information and problem solving with others, the participants may feel better 

able to have control in their situations, they are relying on themselves to create 

change in the situation, and they want to create change rather than continue in the old 

patterns.  These are the characteristics of persons high in hardiness. 

 Webster and Austin (1999) conducted an experimental study testing the effect 

of a Wellness Program on adults who believed their lives were being affected by 

stress.  The study was designed to help individuals respond to stress as a challenge, to 

assume control in their lives, and to develop life purpose and commitment.  This 
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program took place over a 9 month period assessing scores at pretest and posttest.  

The Health Related Hardiness Scale (Pollock & Duffy, 1990) was used to measure 

hardiness (control, commitment, and challenge).  Open ended questions were asked of 

both groups at posttest about perceived changes over the study period.  No significant 

differences were found between groups at posttest, however the answers to the open 

ended questions suggested positive changes in thoughts, feelings, and behaviors in the 

experimental group. 

 Even though Webster and Austin and the current study used different 

measures of hardiness, similar concepts were measured.  In addition, even though the 

participants were not nurses in Webster and Austin’s study, the participants in both 

studies were adults who believed stress was affecting their lives and they wanted to 

learn and practice new techniques for stress management.  The interventions in both 

studies were strictly internal, learning ways to choose different thoughts, feelings, and 

behaviors.  Neither Webster and Austin or the current study found statistically 

significant differences between groups, however the qualitative data in each study 

suggested that the participants felt they benefited from the intervention.  Although in 

Webster and Austin’s study, the comparison group did not learn any information, they 

did answer the open ended questions at the end asking about changes they noticed 

over the study period.  In both studies, the means of both experimental and 

comparison groups increased from pretest to posttest, but in Webster and Austin’s 

study the comparison group had higher hardiness scores than the experimental group 
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at posttest.  In the current study, the experimental group means were more in the 

desired direction than the comparison group means for hardiness. 

 The study of Webster and Austin and the current study suggest that 

quantitative data regarding hardiness may be statistically nonsignificant, yet 

qualitative data suggests that participants received benefit and an increase in 

hardiness and a decrease in stress.   

In the study of Webster and Austin (1999) the comparison group believed 

stress was affecting their life and wanted to learn how to reduce it.  The participants 

had increased scores on hardiness at posttest.  The findings of the HeartTouch study 

suggested that nurses benefited most from an intervention that included learning 

about and practicing the HeartTouch technique.  However, nurses in the comparison 

group also experienced less stress and experienced increased hardiness and spiritual 

well-being.  The nurses in the comparison group may have believed that stress was 

affecting their life and wanted to learn something to reduce it.  It is possible that the 

information in the educational session acted as an intervention suggesting that 

information alone about ways in which thoughts and feelings affect stress, health and 

illness inspired the nurses to create changes in their lives that reduced their stress.  

Another important possibility to consider is that the nurses in the comparison group 

were so stressed, so hungry for tools to reduce their stress, that they picked 

information out of the lecture and created their own interventions, even though they 

were not asked to do anything but return in one month to fill out the questionnaires 

again.   
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In all three of the studies mentioned above measuring hardiness, it may be 

possible that if people volunteer for a stress management study and believe they are 

learning a technique that will reduce stress, they feel more in control of their 

situation, they find ways to receive benefit from the experience of the study and get 

involved in it, and they seek growth rather than remaining in a routine that doesn’t 

work.  These behaviors indicate hardiness.  This may explain the fact that the 

comparison groups in all three studies increased in hardiness, even though they did 

not receive the training designed to increase hardiness. 

Spiritual Well-being 

 Although the results were not statistically significant, the adjusted posttest 

means of the experimental group were greater than the adjusted posttest means of the 

comparison group, indicating that the experimental group experienced more spiritual 

well-being at posttest than the comparison group. 

 Although no studies were found testing an intervention to determine its effect 

on spiritual well-being, several nursing studies used the Spiritual Well-being Scale to 

assess nurses’ spiritual well-being.  Vance (2001) used this scale to assess the 

spirituality of 162 acute care nurses and the spiritual care they delivered to patients 

with the mean score for the sample, M=101.7.  In a national descriptive study of 

parish nurses, Tuck, Wallace, and Pullen (2001) used this scale to assess the spiritual 

well-being of parish nurses, finding a M=108.58.  In a nursing study assessing 

spiritual well-being using this scale, Isaia, Parker, and Murrow (1999) studied healthy 

older adults living in the community in the southern US and found a M=103.  The 
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posttest mean of the experimental group in this research study involving HeartTouch 

was similar to the means in the three studies aforementioned.  There are studies 

suggesting spiritual interventions nurses can use to provide spiritual care for patients 

(Tuck, Wallace, & Pullen, 2001; Brown-Saltzman, 1997), but none were found 

suggesting what nurses can do to increase their spiritual well-being.  Both the 

qualitative and quantitative data in this study suggest that practicing the HeartTouch 

technique increased nurses’ spiritual well-being. 

 In summary, it is possible that if the comparison group had not had an 

educational session, or if the educational session had nothing to do with stress 

management, the difference between the groups at posttest may have been different.  

Also, even though the results in the current study were not statistically significant, the 

qualitative data indicated value to the participants.  The studies discussed above 

support these observations.  

Interventions Similar to HeartTouch 

 Each step of the HeartTouch technique involves noticing and choosing 

thoughts and feelings.  Noticing thoughts and feelings is central to Mindfulness, or 

Insight Meditation (Kabat-Zinn, 1982).  This technique can be practiced sitting still or 

during one’s daily activities and involves noticing the thoughts, feelings and 

sensations passing through the mind and body.  Practitioners are taught to consciously 

respond rather than unconsciously react to stressful situations.  In an experimental 

study (Williams, Kolar, Reger, & Pearson, 2001), 59 adults in the experimental group 

learned Mindfulness Mediation and practiced it over 8 weeks.  The comparison group 
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(n=44) received educational materials and were encouraged to use community 

resources for stress management.  The outcome measures for both groups were stress 

of daily hassles, psychological distress, and number of medical symptoms.  At 2 and 

3 months, the experimental group had significantly larger reductions on all outcome 

measures than did the comparison group. 

 Imagery is also used in all steps of the HeartTouch technique.  Hernandez and 

Kolb (1998) conducted an experimental study, testing the effect of breathing and 

imagery relaxation techniques on state anxiety in a group of primary caregivers of 

chronically ill children.  The study was conducted over 8 weeks while the 

experimental group received an educational session learning to use imagery, and the 

control group spent the same amount of time discussing the care of the child and 

problems they were having.  There were no statistically significant posttest 

differences on state anxiety, however, both groups reported feeling less stressed at the 

end of the study.  These findings are similar to the ones in the HeartTouch study 

suggesting that when people are feeling stressed and wanting to reduce their stress, 

being in a comparison group and discussing problems may serve as an intervention 

for stress reduction. 

Methodological Aspects 

Effect sizes are increasingly being reported to describe differences between 

groups, especially with psychological variables, to capture changes that would make a 

difference in daily life, but that may not reach statistical significance (Ottenbacher, 

1992; Polit & Sherman, 1990; Winkelman, 2001; Rothstein & Tonges, 2000). 



 143

Winkelman (2001) suggests that a statistically nonsignificant finding does not mean 

that there is no difference between the groups.  It means that the researcher cannot 

rule out chance as an explanation for the results.  Effect sizes describe the magnitude 

of the differences between the observations.  According to Stevens (1999), small and 

medium effect sizes are very common in social science research, suggesting that in 

new programs or interventions, any positive findings are “good news”.  In new areas 

of research, effect sizes are likely to be small (Cohen, 1977; Ottenbacher, 1992).  

Psychological variables are being measured, this is the first time the HeartTouch 

technique has been tested, and the concepts of heart focused awareness and distant 

intentionality are new areas of research in general. 

To assess practical significance of the difference between the two groups in 

this study at posttest, effect sizes were computed  for each outcome variable with 

effect sizes ranging from .14 to .35, with Perceived Stress, d=.14, Hardiness, d=.21, 

and Spiritual Well-being=.32 (.2=small effect, .5=medium effect, and .8=large 

effect.)  The effect sizes obtained in this study suggested that nurses who practiced 

the HeartTouch technique would most likely notice a decrease in their perceived 

stress and an increase in their spiritual well-being (total, existential, and religious) and 

hardiness compared to nurses who did not practice the technique.  The qualitative 

data in this study supported the practical significance of practicing the HeartTouch 

technique, with nurses reporting various mental, emotional, and spiritual benefits in 

their work and home life.  The literature supports these findings. 
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Polit and Sherman (1990) analyzed the effect sizes of all studies in Nursing 

Research and Research in Nursing and Health in 1989 and the average effect size 

was .35.  Of the 62 studies they included, 50 had small effect sizes.  The large 

majority of nursing studies cannot expect effect sizes larger than .5, with .2 to .4 

being the common range, due to the complexity of measuring psychosocial 

phenomenon.  The above range of .2 to .4 is the range of the effect sizes for most of 

the outcome measures in this study.  Polit and Sherman reported that with the small 

effect sizes in the research studies they investigated, the researchers in many studies 

would have needed approximately 218 participants per group for an alpha of .05.  As 

previously mentioned, to obtain statistical significance at p<.05 for all outcome 

measures with the effect sizes in the current study, a sample of 300 participants per 

group would have been necessary. 

Czaia and Schultz (2003) suggest that in addition to statistical significance 

and practical significance, researchers in the social and behavioral sciences especially 

are beginning to assess the clinical significance of interventions.  Clinical significance 

is defined as the “practical importance of the effect of an intervention or the extent to 

which the intervention makes a real difference to the individual or society.”  The 

intervention should make a change over the course of treatment on an outcome that is 

important in the life of the individual.  Social validity is a measure of clinical 

significance, and is defined as the need to show that an intervention is feasible and 

acceptable within the setting.  In the qualitative data, nurses reported that practicing 

the HeartTouch technique improved their stress levels, hardiness, and spiritual well-
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being, and was feasible to incorporate into their professional and personal lives.  The 

quantitative data showed that the means changed from pretest to posttest in the 

experimental group in the desired directions on all outcome measures.  Considering 

the above, the HeartTouch technique may have clinical significance for this group of 

nurses. 

Research Question 2 

Will nurses practice the HeartTouch technique, and what are the nurses’ 

experiences regarding their practice of the HeartTouch technique? 

Addressing the first part of this question, “Will nurses practice the 

HeartTouch technique?”, the findings in this study determined that nurses (93%) 

would practice the HeartTouch technique in their daily life, at work and at home, by 

analyzing the diary data, and reviewing the qualitative data discussed below.  Many 

nurses reported that they carried their diaries with them each day to record how often 

they practiced the technique.  A few nurses recorded comments in the diary about 

their experiences of the HeartTouch technique.  These data appear to suggest that 

nurses were motivated to practice this new technique for stress management during 

the one month period, some occasionally and some very frequently.  The diary data 

were valuable information since the technique was a totally internal maneuver with 

no external signs of practicing it.  The fact that nurses were able and willing to notice 

and change their thoughts and feelings, and create new habits of behavior was 

encouraging and remarkable.   
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The use of a daily diary to assess frequency of practicing the HeartTouch 

technique is supported in the literature.  Diaries have been used in many different 

ways in nursing research.  Astedt-Kurki and Isola (2001) asked 16 nurses, including 

nurses working in hospitals and home health, to use a daily diary to record the 

frequency and experience of humor both between nurses and patients and among the 

nursing staff.  They found that nurses oft en said that humor helped both nurse and 

patient cope with difficult situations, avoid conflict, and create interaction, and it 

diffused tension on the units.  

In a meta-analysis of 13 studies using a daily diary to record frequency, 

duration, and intensity of pain, Stinson (2003) suggested that psychological 

interventions such as relaxation and cognitive behavioral therapy reduced the 

frequency and severity of pain in children and adolescents with chronic pain.  

Addressing the second part of question 2, “What are the nurses’ experiences 

regarding their practice of the HeartTouch technique?”, according to the content 

analysis of the open ended questions of the HeartTouch questionnaire, 75% of the 

nurses reported positive experiences as a result of practicing the technique.  These 

experiences included decreased stress and increased spiritual well-being (religious 

and existential- life purpose) and hardiness (felt more in control, perceived situations 

as challenges rather than threats, and felt more commitment or connection in 

relationships).  

The literature supports using qualitative analysis to study these variables, and 

to study an energy based therapy such as the HeartTouch technique.  Tyler and 
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Ellison (1994) used interviews in addition to questionnaires to study perceived 

sources of stress, psychological well-being, and coping styles in 45 nurses working in 

high dependency areas of nursing in the hospital setting.  The coping strategies 

mentioned by these nurses were similar to those reported by the nurses in the 

HeartTouch study, including talking to friends, exercise, prayer, deep breathing, and 

becoming aware of stressors. 

Another qualitative study explored the lived experience of the nurse/Reiki 

practitioner while practicing Reiki with patients.  Reiki is an energy based therapy 

which has some principles in common with the HeartTouch technique.  In a 

phenomenological study, Whelan and Wishnia (2003) found that nurses reported 

feeling more calm, relaxed, centered, and less stressed.  They noticed that their 

patients experienced reduced pain and increased relaxation.  Nurses in the 

HeartTouch study also mentioned similar benefits to themselves and their clients. 

In summary, the effect sizes in the current study indicated that the differences 

between the comparison and experimental groups at posttest suggested practical 

significance of practicing the HeartTouch technique to reduce stress and increase 

hardiness and spiritual well-being.  Content analysis of the qualitative data supported 

this, indicating that the majority of the nurses practiced the technique and found the 

results to be positive, with benefits to themselves their patients, families, and 

coworkers.  The qualitative data indicated that nurses who practiced the HeartTouch 

technique were less stressed and experienced increased hardiness and spiritual well-

being. 
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Theoretical Aspects 

This study supported the relationships proposed in the research model 

discussed in Chapter 1.  The model suggested that performing the three steps of 

HeartTouch would help to create a connection between nurse, client, and Higher 

Power, and increase the nurse’s well-being by decreasing her perceived stress and 

increasing her perceived spiritual well-being and hardiness. 

This study also appeared to support Martha Rogers’ paradigm, the Science of 

Unitary Human Beings (Rogers, 1980; Rogers, 1992).  Rogers postulates that the 

nurse is an energy field that is an open system, constantly giving and receiving 

energy.  Thoughts and feelings are forms of energy wave input.  Because the field is 

pandimensional, consciousness, thought, and feeling can roam freely in space as 

energy.  The principle of resonancy suggests that fields are wave patterns and so are 

affected by other wave patterns. Rogers’ principle of helicy states that open sys tems 

continuously change toward greater order and well-being, with greater creativity and 

innovation.   

The nurse’s thoughts and feelings are vibrating waves of energy, so may 

affect her body and energy field in different ways, depending on the particular 

thought or feeling.  She may be able to intentionally repattern her field by choosing 

her thoughts and feelings.   

This study suggested that some nurses can intentionally change what they 

think.  Nurses reported that changing their thoughts created changes in their feelings 

and their perceptions of their physiology.  As a result, some nurses reported physical, 
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mental, and emotional benefits.  In this study, some nurses noticed situations in which 

they felt stressed and used the HeartTouch technique to change their thoughts and 

feelings.  Some of them were able to intentionally interrupt stress-producing thoughts 

and focused on feelings of acceptance, appreciation, and/or love.  The mean 

differences in this study were not statistically significant, however, effect sizes and 

desired direction of means suggested practical significance.  Qualitative data showed 

that practicing the technique may have benefited the nurses because they reported a 

decrease in their perceived stress, and reported a increase in hardiness, including 

increased perceived control in various situations, increased commitment or 

connection to others, and increased ability to perceive events as challenges rather than 

threats.  The qualitative data also suggested that practicing the HeartTouch technique 

may have benefited nurses as they mentioned changes in their thoughts, including 

becoming consciously aware of what they were thinking and feeling, and being more 

able to focus on the present situation with the ability to choose a response.  They also 

mentioned changes in feelings, such as feeling more in control and less stressed. 

Rogers’ principle of integrality points out that when two fields interact, they 

both instantly repattern.  Because the nurse and client are open systems continually 

interacting, the nurse’s thoughts and feelings affected her own field, which 

theoretically repatterned the client’s field, and, in turn, repatterned the field of the 

nurse.  The qualitative data suggested that some nurses believed that when they 

practiced the HeartTouch technique, it had beneficial effects on patients, coworkers, 

and their own families.  The nurses reported that others became more calm and 
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responded with kinder words and behaviors.  Nurses mentioned that when others 

responded in a kinder way, the nurse felt more in control and less stressed. 

Rogers refers to “implicate order” , which is defined similarly to Higher 

Power, as oneness, unity, and perfection in the universe (Allen, 1985).  According to 

Rogers’ concept of pandimensionality, persons are one, or coextensive, with the 

universe, which is itself a field of energy, connecting everything.  According to the 

principles of resonancy and integrality, connecting with implicate order allows a 

repatterning that is in harmony with unity and oneness.  In this study, when nurses 

practiced the HeartTouch technique, they used their thoughts and feelings to connect, 

or realize their connection, with Higher Power.  The quantitative data supports a 

positive change, or repatterning, in the nurses’ spiritual well-being as a result of 

practicing HeartTouch.  The qualitative data supports this as nurses stated that 

practicing the technique made them feel closer to, and nurtured by God. 

Rogers (1990, 1992) suggested that non- invasive therapies like unconditional 

love, imagery, meditation, mood, attitude, relaxation, and Therapeutic Touch were 

congruent with her paradigm.   

The review of the literature suggested that feeling love may improve health 

outcomes.  Love, consisting of thought and feeling, is a vibrationa l frequency.  

Perhaps when the nurse practiced the HeartTouch technique, feeling love within 

herself repatterned her energy field, creating patterns of wholeness, unity, and health.  

If implicate order is oneness and unity, then love is a feeling that may create a 
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synchronous vibration, or a connection, with implicate order, contributing to 

wholeness, perfection, and healing.  

Attitude and mood are related to thought and feeling.  The HeartTouch 

technique includes noticing and changing thoughts and feelings, as well as the use of 

forms of imagery, meditation, and relaxation.  So, the HeartTouch technique seems to 

be congruent with Rogers’ suggested non- invasive therapies. 

Limitations  

Because the participants were not randomly chosen or randomly assigned to 

groups, the external validity was limited to the study participants.  

Because some nurses in the comparison group in this study reported that they 

used the information in the educational session to reduce their stress during the time 

of the study, posttest mean differences between the groups may have been affected.  

If the comparison group had not received the educational session, there may have 

been statistically significant differences and/or larger effect sizes between the 

comparison group and the experimental group on the outcome measures.  

The participants may have answered the questions in ways that they believed 

would help the researcher have “good” results.  The results may have been different if 

the nurses received the educational session and learned the technique, as an inservice 

on stress management, rather than as a research study. 

Finally, as mentioned in the literature review of distant intentionality, it may 

be possible for a researcher to influence participants unintentionally, nonverbally or 

verbally, in the direction desired by the researcher.  Because in this study, the 
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researcher presented all of the educational sessions, an unintentional, distant 

intentionality phenomenon may have occurred.  To minimize the occurrence of this 

phenomenon, the same information, in the same order, was given to both groups 

(except for the HeartTouch information), the same stories were used for examples, 

and an attempt was made to use the same level of enthusiasm when delivering the 

information, with both groups.  Both groups were told to answer the questionnaires 

honestly and that any information they contributed was valuable. 

Recommendations for Research 

There are several recommendations for future research.  The first 

recommendation involves the design of the study.  It may be revealing to use an 

experimental design that includes four groups: a comparison group that receives no 

educational session; one group that receives only an educational session including 

stress, PNI, and the stress response; one group that receives only the HeartTouch 

technique; and one group that receives an educational session including stress, PNI, 

the stress response, and the HeartTouch technique.  Such a design may clarify the 

findings of this study. 

A randomized study would allow the findings to be generalized to a larger 

group of nurses.  Also, a study might be conducted recruiting only ethnic minorities, 

male nurses, and LVN’s to determine whether the effects of practicing HeartTouch 

would be different for these populations.  Testing intervention delivery via video 

and/or having persons other than the researcher conduct the educational sessions 

might help to control for researcher expectations and distant intentionality.  Using 
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different measures of stress, hardiness, and spiritual well-being, or choosing 

completely different outcome measures might better capture the effects of nurses 

practicing the HeartTouch technique.  The measures might include the Nursing Stress 

Scale (Gray-Toft & Anderson, 1981) to measure nursing stress, the Health Related 

Hardiness Scale (Pollock & Duffy, 1990) or the Personal Views Survey II (Maddi, 

1997) to measure hardiness, and the Spiritual Involvement and Belief Scale (Hatch, 

Burg, Naberhaus, & Hellmich, 1998), or the Self Transcendence Scale (Reed, 1991) 

to measure spirituality.  The HeartTouch technique could also be studied in 

populations other than nursing where stress is a problem. 

Regarding the steps of the HeartTouch technique, it might be valuable to 

describe the three main steps as circular instead of a linear progression so that nurses 

could practice the steps in whatever order was most comfortable for them.  At posttest 

evaluation, nurses could be offered several choices of varying orders of the three 

steps of the technique, asking them to choose which one they used most often during 

the month.  It could be determined whether there was a relationship between the order 

of steps and scores on the outcome measures.  Future research should include ample 

time in the initial session to discuss possible problems nurses may have as they begin 

practicing the technique.   

Finally, since this study determined that most nurses would practice the 

HeartTouch technique, and that they received benefit from it, a study could be 

conducted testing the effects noticed by patients when their nurses practiced the 

technique.  Outcome measures could be perceived stress, satisfaction with care, and 
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physiological variables, including blood pressure, respiration, pulse, cortisol levels, 

and heart rate variability.  It would also be valuable to measure the above physiologic 

variables for nurses as they practice the HeartTouch technique. 

Implications for Nursing 

Practice 

A nurse’s practice includes both her internal state and her interaction with 

clients, families, and coworkers (Walker & Walker, 2003).  Nurses often experience 

extreme stress in health care facilities (Payne, 2001; Bakker, 2000).  As mentioned 

earlier, the amount of stress that is felt is based more on perceptions, or thoughts and 

feelings, about an event, than on the event itself (Lazarus, 1991; Goldberg Group, 

1993).  The research in PNI suggests that when situations are perceived as threats, 

especially with a loss of control, the stress response begins (Karasek & Theorell, 

1990; Quine, 1998).  

 Experiencing stress contributes to decreased immune function (Kiecolt-

Glaser, & Glaser, 1997), slowed wound healing (Kiecolt-Glaser & Marucha, 1995) 

and increased blood pressure and risk of heart disease (Goodman, 1996).  Feelings of 

having control and viewing a situation as a challenge rather than a threat enhances 

many factors contributing to health, including immune function (Pelletier, 1993).  

Both the quantitative (although not statistically significant) and the qualitative 

findings in this study suggested that the HeartTouch technique offered nurses a tool to 

increase feelings of control, in both their professional practice and in their personal 

life, especially in stressful situations.   
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Job dissatisfaction has been shown to cause decreased immune function, low 

motivation, decreased coping ability, and feelings of helplessness (Williams, 1993).  

Job satisfaction improves job performance, results in a decrease in the symptoms of 

burnout and enhances mindbody wellness (Leiter & Maslach, 1997).  The qualitative 

findings in this study also suggested that when nurses practiced the HeartTouch 

technique, they felt that work was less stressful, and so it was more rewarding and 

satisfying.   

Nurses often feel angry, depressed and overwhelmed, and ineffective in 

helping clients feel better (Antai-Otong, 2001).  The qualitative findings in this study 

showed that nurses practicing HeartTouch helped them to not feel as angry at work or 

at home, and that they were able to step back and choose behaviors that defused 

potentially angry situations.   

The nurse’s true reward is seeing her clients return to, and maintain, wellness.  

The greater the role she can play in that improvement, the greater is the nurse’s sense 

of fulfillment and job satisfaction.  The qualitative findings in this study suggested 

that when the nurses practiced the HeartTouch technique they noticed positive 

changes in patients, coworkers, and in their family members, including reduced 

stress, increased relaxation, more open communication, and greater cooperation. 

 Sellers and Haag (1998) found that nurses believe nursing education regarding 

spirituality is lacking and the numbers of spiritual nursing interventions are 

insufficient.  They also reported that nurses’ believed that the nurse’s own spirituality 

needed to be developed and nurtured to provide effective spiritual care.  In this study, 
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practicing the HeartTouch technique seemed to increase nurses’ spiritual well-being 

as suggested by the quantitative and qualitative findings.  

Education 

 As nursing contemplates the future of the profession, it must focus on the 

education of new nurses.  Nursing education must consider that roughly 42% (a 10% 

increase in 5 years) of the American public is searching, and paying, for 

complementary/integrative health care techniques such as energy healing, massage, 

herbal medicine, self help groups, and homeopathy to maintain health, and prevent 

and treat illness  (Eisenberg, et al., 1998). The National Institutes of Health National 

Center for Complementary and Alternative Medicine had a $50 million budget for 

research in 1999.  In 1992, health care costs in the United States exceeded $800 

billion (Goleman & Gurin, 1993).  Techniques using various forms of relaxation, 

meditation and visualization for reducing stress have been shown to be as, and often 

more, cost effective than current medical treatment with greater health outcomes 

(Caudill, Schnable, Zuttermeister, Benson, & Friedman, 1991; Goleman & Gurin, 

1993; Herron, Hillis, & Mandarino, 1996).  

In 1996, recommendations for incorporating integrative practices into medical 

and nursing education were issued by an interdisciplinary panel of nurses, 

administrators, and physicians that assembled at the National Conference on Medical 

and Nursing Education in Complementary Medicine.  The pane l recommended that 

nursing and medical education provide course content that includes philosophical and 
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spiritual paradigms, scientific foundations, and research-based evidence of the 

effectiveness and safety of integrative practices (Walker & Walker, 2003).   

Reed, Pettigrew and King (2000) suggest that nursing schools adopt 

categories of integrative therapies similar to those suggested by the Office of 

Alternative Medicine, including mindbody techniques.  The HeartTouch technique is 

an integrative modality addressing the mind, body, and spirit.  The findings of this 

study suggest that it may be a valuable addition to undergraduate and graduate 

nursing curricula, as a way for nurses to increase job satisfaction through decreased 

stress, increased hardiness, and increased spiritual well-being.  In addition, the 

qualitative findings of this study suggested that the information presented in the 

educational session (addressing the importance of noticing and changing thoughts and 

feelings that create the experience of stress, as well as contributing to health 

problems) may benefit nurses.  The HeartTouch technique is easy to learn and teach, 

making it easy to incorporate into nursing curricula.  Nurses in this study reported 

that it was easy to incorporate it into their nursing practice as well.  

Conclusion 

This was the first study testing the effects of nurses practicing the HeartTouch 

technique.  The findings suggest that practicing the HeartTouch technique may 

increase hardiness, decrease stress, and increase spiritual well-being for nurses in the 

hospital setting.   

Although there were no statistically significant results, all means were in the 

expected directions with the improvement in the experimental group greater than the 
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comparison group on all variables.  Small effect sizes indicated practical significance. 

Small to medium effect sizes are common in nursing and other social science 

research, especially with psychological variables and when testing new interventions 

(Polit & Sherman, 1990; Stevens, 1999; Winkelman, 2001.  Psychological variables 

such as attitudes, habits, and beliefs are often difficult to change and to measure.  This 

study asked that nurses notice and change thoughts and feelings by practicing the 

HeartTouch technique, especially in stressful situations, where people often react out 

of past habits rather than consciously choosing a response.  Thus, considering that 

this is a new intervention, the effect sizes fall within ranges typical of research in the 

social sciences. 

Qualitative data suggested that nurses did practice the technique and reported 

emotional, mental, physical, and spiritual benefits to themselves, including reduced 

stress, increase sense of control, and increased sense of meaningful connection with 

others and Higher Power.  Nurses also found that when they practiced the technique, 

others benefited, including their patients, nurses colleagues, physicians, and 

individuals in their personal lives.  

The results of this study suggested that nurses are very interested in learning 

techniques that are easy to do and that they can include in their daily lives to reduce 

their stress.  All findings favored the experimental group; however, the findings also 

suggest that the information in the educational session alone may have contributed to 

decreased perceived stress and increased hardiness in the comparison group.  The 

information in the educational session may be a valuable intervention when used by 
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itself.  Due to the unexpected beneficial nature of the educational session, future 

research might include a comparison group that receives no educational component. 

The findings of this study supported Rogers’ nursing paradigm, the Science of 

Unitary Human Beings.  The findings suggest that practicing the HeartTouch 

technique may be a valuable contribution to nursing practice and education.  As this 

is the first study testing the technique, many possibilities for future research exist. 

Considering that all of the findings favored the experimental group in all 

analyses, additional research testing the HeartTouch technique is warranted as a tool 

that nurses can use that may help them reduce the stress they experience, and increase 

their hardiness and spiritual well-being.  The qualitative data suggest that it also 

seems to be a method nurses can use for increasing caring, love, and meaningful 

connection with patients, and for increasing job satisfaction.  

This is an intervention that is totally internal, shifting years of habits of 

thinking and feeling, and ways of dealing with stress.  Considering the difficulty 

many people have when they try to change habitual ways of reacting, the fact that 

nurses practiced this, and in one month changes were seen in attitudes, beliefs, and 

behaviors, is quite amazing.  As mentioned in the literature review, articles in the 

nursing literature call for interventions for increasing hardiness and spiritual 

wellbeing and decreasing stress.   

All changes in a person’s experience of stress must include a change of 

perception for the changes to be long lasting. Very few people are taught the reasons 

they should be aware of their thoughts and feelings, or how to intentionally choose 
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and direct them.  No studies were found in the nursing literature examining the effects 

of nurses’ thoughts and feelings on their patients.  There were no nursing studies on 

distant healing or distant intentionality.  Of the studies that have examined the effects 

of distant healing in other disciplines, none focused on the thoughts and feelings of 

health care providers and their effects on clients.  Few studies were found in the 

nursing literature testing interventions for helping nurses reduce stress and increase 

hardiness by noticing and changing their thoughts and feelings.  No intervention 

studies were found teaching nurses how to notice and change thoughts and feelings 

addressing intentionally feeling love and appreciation for clients. 

If a nurse's thoughts and feelings can benefit the body/mind/spirit of the nurse 

and client, there is a need for the further testing and application of the HeartTouch 

technique to foster the conscious choice of thoughts and feelings by the nurse, for the 

well-being of nurses, and the health of those they serve. 

This dissertation concludes with the words of two nursing leaders and the 

hope that nurses will use the HeartTouch technique to bring love, joy, and Spirit to 

their heart and the hearts of those they serve. 

Jean Watson (2003) suggests that if the profession of nursing embraces love 

and caring, nursing has a critical role in moving humanity closer to God.  “We have 

forgotten that we are nurtured and sustained by love, by grace, by the beauty and 

depth of life.  We now have a new call to bring us back to that which resides deep 

within us, to uncover the latent love in our caring work.  Perhaps it is love that 

underpins and connects us,…and in the end it is only love that matters.  Rather than 
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asking, How can we dare to bring love and caring together into our lives and work?, 

we can ask, How can we bear not to?” 

And, as early as 1873-74, Florence Nightingale wrote,  “What is Spirituality?  

Feelings called forth by the consciousness of a presence of higher nature than human.  

In accordance with God’s law, human consciousness is intending to become one with 

the consciousness of God.  Heaven is neither a place nor a time.  There might be a 

Heaven not only here but now....Where shall I find God?  In myself.”   (Calabria & 

Macrae, 1994).   
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Have you ever wondered what stress actually does 
to your body? 

 
  Have you ever noticed that some people are stressed 
when others aren’t?  
 

 If you participate in this study, you will receive:  
     •  A 2 hour educational session about the relationships           
         among your thoughts, feelings, the stress you 
experience, and your health 
 
Upon completion of the study, you will receive: 

•  Contact hours and a career portfolio letter for 
nursing 
    research participation for Level III and IV of the 
Clinical Ladder 

 
If you are a nurse (direct patient care, management, 

administration, etc.) and would like to find out more about this research 
study, please contact: 
 
Marsha Walker, MSN, RN       441-6631       walkerj@io.com 
DCHSA/SETON Healthcare Network is an approved provider of continuing nursing education by the Texas Nurses Association, an 
accredited  approver by the American Nurses Credentialing Center’s Commission on Accreditation.  This activity meets Type I criteria 
for mandatory continuing education requirements towards relicensure as established by the Board of Nurse Examiners for the State of 
Texas.   

 
 
A Research Study for Nurses  
 
    Are You Feeling 
      Stressed Out? 
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Have you ever wondered what stress actually does to your 
body?  

 
  Have you ever wished that you could find something that 
really works to reduce your stress?  
 

If you participate in this study, you will receive:  
• A 3 hour educational session about the relationships among  

your thoughts, feelings, the stress you experience, and your health 
     • Instruction and practice in the HeartTouch technique, a 1  
 minute internal maneuver useful in almost any situation to     
 reduce the stress you feel and create a heart centered 
connection 
 
Upon completion of the study, you will receive: 

• Contact hours and a career portfolio letter for nursing         
research participation for Level III and IV of the Clinical Ladder  
 
If you are a nurse (direct patient care, management, 

administration, etc.) and would like to find out more about this study, 
please contact: 
 
Marsha Walker, MSN, RN  441-6631  walkerj@io.com 
 
DCHSA/SETON Healthcare Network is an approved provider of continuing nursing education by the Texas Nurses Association, an 
accredited  approver by the American Nurses Credentialing Center’s Commission on Accreditation.  This activity meets Type I criteria 
for mandatory continuing education requirements towards relicensure as established by the Board of Nurse Examiners for the State of 
Texas.     
  

   
  
 
A Research Study for Nurses 
 
Are You Feeling 
 Stressed Out? 
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Appendix C 
 

Consent Forms 
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Appendix D Instruments 
 

Demographic Data Form 
 
Please make a check mark by the correct answer or write in an answer on the line 
provided. 
 
1.  Age _______ 
 
2.  Female________       Male__________ 
 
3.  Education completed: 
 LVN________ 
 RN _________ 
 BSN________ 
 MSN________ 
 Other________ 
 
4.  Other credentials or 
certifications_________________________________________ 
 
_____________________________________________________________________
_ 
 
5.  Racial/ethnic group 
 Native American___________ 
 White/Caucasian_____________ 

Asian_________ 
African American_____________ 
Hispanic_______________ 
Other_______________ 

 
6.  How many years have you been a nurse?______________ 
 
7.  What is your current area of nursing practice?_____________________________
  
  How many years in your current area?___________________ 
 
8.  Do you practice any form of meditation, visualization, or imagery?_____ 
 
 If so, what kind?______________________________________________  
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How frequently?____________________________________ 

 
9.  Do you practice any form of stress management?________ 
 
 If so, what kind?________________________________________________ 
  
 

 
 
 
 
How frequently?___________________________________ 

 
10.  How often do you encourage clients to talk about feelings or circumstances that 
may be bothering them?  
 ______Rarely 
 ______Occasionally 
 ______Once a day 
 ______Many times a day 
 
11.  How often do you touch clients in non-procedural ways intended to convey 
comfort and caring?   
 ______Rarely 
 ______Occasionally 
 ______Once a day 
 ______Many times a day 
 
12.  Do you engage in any spiritual/religious practices such as attending a place of 
worship, reading literature, or connecting with Higher Power in some 
way?__________________ 
 
 If so, what kinds?________________________________________________ 
 
 
 
  

 
How frequently?___________________________________ 
 
 
 
Do you have a particular religious affiliation?________________ 
 If so, what is it?______________________________________  
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Spiritual Well-Being Scale 

For each of the following statements, please circle the choice that best 

indicates the extent of your agreement or disagreement as it describes your personal 

experience: 

6=Strongly Agree     3=Disagree 

5=Moderately Agree     2=Moderately Disagree 

4=Agree      1=Strongly Disagree 

 

1.  I don’t find much satisfaction in private prayer with God.        6     5     4     3     2    1 

2.  I don’t know who I am, where I came from, or where              6     5     4     3     2    1 

      I’m going. 

3.  I believe that God loves me and cares about me.            6     5     4     3     2    1 

4.  I feel that life is a positive experience.            6     5     4     3     2    1 

5.  I believe that God is impersonal and not interested in               6     5     4     3     2    1 

      my daily situations.          

6.  I feel unsettled about my future.             6     5     4     3     2    1 

7.  I have a personally meaningful relationship with God.          6     5     4     3     2    1 

8.  I feel very fulfilled and satisfied with life.           6     5     4     3     2    1 

9.  I don’t get much personal strength and support from my God. 6     5     4     3     2    1 

10.I feel a sense of well-being about the direction my life             6     5     4     3     2    1 

     is headed in. 

11.I believe that God is concerned about my problems.          6     5     4     3     2    1 
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12.I don’t enjoy much about life.             6     5     4     3     2    1 

13.I don’t have a personally satisfying relationship with God.      6     5     4     3     2    1 

14.I feel good about my future.             6     5     4     3     2    1 

15.My relationship with God helps me not to feel lonely.           6     5     4     3     2    1 

16.I feel that life is full of conflict and unhappiness.           6     5     4     3     2    1 

17.I feel most fulfilled when I’m in close communion with God.  6     5     4     3     2    1  

18.Life doesn’t have much meaning.             6     5     4     3     2    1 

19.My relation with God contributes to my sense of well-being    6     5     4     3     2    1 

20.I believe there is some real purpose for my life.           6     5     4     3     2    1 
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Perceived Stress Scale 

 

The questions in this scale ask about your feelings and thoughts during the last 

month.  In each case, you was asked to indicate how often you felt or thought a certain 

way.  Although some of the questions are similar, there are differences between them 

and you should treat each one as a separate question.  The best approach is to answer 

each question fairly quickly.  That is, don’t try to count up the number of times you felt 

a particular way, but rather indicate the alternative that seems like a reasonable 

estimate. 

For each question choose from the following alternatives: 

0  never 

1  almost never 

2  sometimes 

3  fairly often 

4  very often 

1.  In the last month, how often have you been upset because of something that 

happened unexpectedly?         0  1  2  3  4 

2.  In the last month, how often have you felt that you were unable to control 

 the important things in your life?                                                                   0  1  2  3  4 

3.   In the last month, how often have you felt nervous and “stressed”?        0  1  2  3  4 
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4.   In the last month, how often have you dealt successfully with irritating 

life hassles?                                                                                                   0  1  2  3  4 

5.   In the last month, how often have you felt that you were effectively coping 

 with important changes that were occurring in your life?                           0  1  2  3  4 

6.   In the last month, how often have you felt confident about your ability to 

 handle your personal problems?                                                                  0  1  2  3  4 

7.   In the last month, how often have you felt that things were going        0  1  2  3  4 

your way?  

8.   In the last month, how often have you found that you could not cope  

with all the things that you had to do?             0  1  2  3  4 

9.    In the last month, how often have you been able to control irritations 

 in your life?                                                                                                0  1  2  3  4 

10.  In the last month, how often have you felt that you were                    0  1  2  3  4 

on top of things? 

11.  In the last month, how often have you been angered because of things 

 that happened that were outside of your control?                                       0  1  2  3  4    

12.  In the last month, how often have you found yourself thinking about 

 things that you have to accomplish?                                                             0  1  2  3  4 

13.  In the last month, how often have you been able to control the way you 

 spend your time?                                                                                          0  1  2  3  4 

14.  In the last month, how often have you felt difficulties were piling up so 

 high that you could not overcome them?               0  1  2  3  4 
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Dispositional Resilience (Hardiness) 

  

Below are statements about life that people often feel differently about. Circle a 

number to show how you feel about each one.  Read the items carefully and indicate 

how much you think each one is true in general.  There are no right or wrong answers; 

just give your own honest opinions. 

Not at all true=0 

A little true=1 

Quite true=2 

Completely true=3 

1.  Most of my life gets spent doing things that are worthwhile.  0  1  2  3 

2.  Planning ahead can help avoid most future problems.   0  1  2  3 

3.  No matter how hard I try, my efforts usually accomplish nothing. 0  1  2  3 

4.  I don’t like to make changes in my everyday schedule.   0  1  2  3 

5.  The “tried and true” ways are always best.    0  1  2  3 

6. Working hard doesn’t matter, since only the bosses profit by it.  0  1  2  3 

7.  By working hard you can always achieve your goals.   0  1  2  3 

8.  Most of what happens in life is just meant to be.    0  1  2  3 

9.  When I make plans, I’m certain I can make them work.   0  1  2  3 

10.  It’s exciting to learn something about myself.    0  1  2  3 

11.  I really look forward to my work.     0  1  2  3 

12.  If I’m working on a difficult task, I know when to seek help.  0  1  2  3 
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13.  I won’t answer a question until I’m really sure I understand it.  0  1  2  3 

14.   I like a lot of variety in my work.     0  1  2  3 

15.  Most of the time, people listen carefully to what I say.    0  1  2  3 

16.  Thinking of yourself as a free person just leads to frustration.   0  1  2  3 

17.  Trying your best at work really pays off in the end.   0  1  2  3 

18.  My mistakes are usually very difficult to correct.                                   0  1  2  3  

19.  It bothers me when my daily routine gets interrupted.   0  1  2  3 

20.  Good athletes and leaders are born, not made.    0  1  2  3 

21.  I often wake up eager to take up my life where it left off.  0  1  2  3 

22.  Lots of times, I don’t really know my own mind.   0  1  2  3 

23.  I respect rules because they guide me.     0  1  2  3 

24.  I like it when things are uncertain or unpredictable.   0  1  2  3 

25.  I can’t do much to prevent it if someone wants to harm me.  0  1  2  3 

26.  Changes in routine are interesting to me.    0  1  2  3 

27.  Most days, life is really interesting and exciting to me.   0  1  2  3 

28.  It’s hard to imagine anyone getting excited about working.  0  1  2  3 

29.  What happens to me tomorrow depends on what I do today.   0  1  2  3 

30.  Work is just too boring to be worth doing.    0  1  2  3 

 

 



 186

HeartTouch Questionnaire  

Please answer the following questions and elaborate as much as you like 

 

1.  How did you feel while you were practicing the HeartTouch technique? 

 

 

  

 

 

2.  What was easy about practicing the HeartTouch technique? 

 

 

 

 

 

 

3.  What was difficult about practicing the HeartTouch technique? 

 

 

 

4.  Did practicing HeartTouch change your feelings about your work or your patients?  

If so, please explain. 
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5.  Would you recommend this technique to others? 

 

 

 

6.  What suggestions would you have for changing/improving the HeartTouch 

technique? 

 

 

 

 

 

 

 If you want to add something about your experience of practicing HeartTouch other 

than what the questions ask, please feel free to do so on the back. 
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Appendix E 

Educational Session for the Comparison Group 

I. Psychoneuroimmunology (PNI) 

A.  Introduction 

 B. The PNI Communication Network 

 C.  Ways in Which Thoughts and Feelings Affect Health 

II.  The stress epidemic 

 A. Definition of stress 

 B. Causes 

 C. Physiological response to stress 

 D. Ways in which stress affects health 

 E. Early warning signs of inadequate coping 

Educational Session for the Experimental Group 

I. & II. Identical to the Comparison Group 

III.  HeartTouch 

 A. Introduction 

 B. The Technique 

  1.  Heart Centered  Awareness  (Background, Research) 

  2.  Loving Touch  (Background, Research) 

  3.  Connecting with Higher Power  (Background, Research) 

 C.  Benefits to Nurse and Client  

D.  Instruction and Practice of the Technique as in the text in Chapter 



 189

 

 

 

 

 

 

 

 

 

 

Appendix F 

Page from HeartTouch Diary 
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                                                                                   HeartTouch Steps 

  HeartTouch       January       1.  Heart centered awareness 

      Diary                                 2004         2.  Loving Touch 
                                                                                     3.  Higher Power 
Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

                                                                1       2              3 

        4          5                        6                           7                               8                         9         10                   

 
 
 
 
 



 191

References 

Abo, T. & Kawamura, T.  (2002).  Immunomodulation by the autonomic nervous 

system:  therapeutic approach for cancer, collagen diseases, and inflammatory 

bowel diseases.  Therapeutic Apheresis, 6(5), 348-357. 

Ader, R. & Cohen, N.  (1975).  Behaviorally conditioned immunosuppression.  

Psychosomatic Medicine, 37(4), 333-339. 

Allen, C.  (1985).  Martha Rogers model:  An interpretation and application.  In 

Higgs and Gustafson, (Eds.), Community as a client:  Assessment and 

diagnosis.  Philadelphia:  F.A. Davis. 

American Heart Association (2001).  2001 heart and stroke statistical update.  

Dallas, TX:  Author. 

American Nurses Association (2004).  Nursing facts.  American Nurses Association 

webpage, http://www.nursingworld.org/readroom/fsdemogrpt.htm#summ. 

Antoni, M., Cruess, D., Cruess, S., Lutgendorf, S., Kumar, M., Ironson, G., Klimas, 

N., Fletcher, M., & Schneiderman, N.  (2000).  Cognitive-behavioral stress 

management intervention effects on anxiety, 24-hr. urinary norepinephrine 

output, and t-cytotoxic/suppressor cells over time among symptomatic HIV-

infected gay men.  Journal of Consulting and Clinical Psychology, 68(1), 31-

45. 

Antai-Otong, D.  (2001).  Creative stress-management techniques for self-renewal. 

Dermatology Nursing, 13(1), 31-32, 35-39. 



 192

Astedt-Kurki, P. & Isola, A.  (2001).  Humour between nurse and patient, and among 

staff:  analysis of nurses’diaries.  Journal of Advanced Nursing, 35(3), 452-

458. 

Astin, J., Harkness,E., Ernst, E.  (2000).  The efficacy of “distant  healing”:  A 

systematic review of randomized trials.  Annals of Internal Medicine, 132, 

903-910. 

Bakker, A.  (2000).  Effort-reward imbalance and burnout among nurses.  Journal of 

Advanced Nursing, 31(4), 884-891. 

Baldacchino, D. & Draper, P.  (2001).  Spiritual coping strategies:  A review of the 

nursing research literature.  Journal of Advanced Nursing, 34(6), 833-841. 

Balzar, J.  (2003, January, 29).  The only thing we have to stress about is stress itself.  

Austin American Statesman.  

Barrios-Choplin, B., McCraty, R., & Cryer, B.  (1997).  A new approach to reducing 

stress and improving physical and emotional well being at work.  Stress 

Medicine, 13, 193-201. 

Bartone, P., Ursano, R., Wright, K, & Ingraham, L.  (1989).  The impact of a military 

air disaster on the health of assistance workers:  a prospective study.  Journal 

of Nervous and Mental Disease, 177(6), 317-328. 

Bazzo, D. & Moeller, R.  (1999).  Imagine this!  Infinite uses of guided imagery in 

women’s health.  Journal of Holistic Nursing, 17(4), 317-330. 



 193

Ben-Eliyahu, S.  (2003).  The promotion of tumor metastasis by surgery and stress:  

immunological basis and implications for psychoneuroimmunolgy.  Brain, 

Behavior, and Immunity, 17, S27-S36. 

Benor, D.J. (1992).  Healing research, vol.1.  Deddington, England:  Helix Editions. 

Ltd. 

Benson, H. (1996).  Timeless healing.  New York:  Simon and Schuster. 

Benson, H. & Stuart, E.  (Eds.).  (1993).  The wellness book:  A comprehensive guide 

to maintaining health and treating stress-related illness.  New York:  Simon 

& Schuster. 

Bentwich, Z. & Kreitler, S.  (1994).  Psychological determinants of recovery from 

hernia operations.  Paper presented at the Dead Sea Conference; Tiberias, 

Israel. 

Berkman, L.  (1995).  The role of social relations in health promotion.  

Psychosomatic Medicine, 57, 245-254. 

Berkman, L. & Syme, S.  (1979),  Social networks, host resistance, and mortality:  A 

nine year follow-up study of Alameda County residents.  American Journal of 

Epidemiology, 109, 186-204. 

Bosma, H., Marmot, M., Hemingway, H., Nicholson, A., Brunner, E., & Stanfeld, S.  

(1997).  Low job control and risk of coronary heart disease in the Whitehall II 

(prospective cohort) study.  British Medical Journal, 314, 558-565. 

Brown-Salzman, K.  (1997).  Replenishing the spirit by meditative prayer and guided 

imagery.  Seminars in Oncology Nursing, 13(4), 255-259. 



 194

Burgener, S.  (1994).  Caregiver religiosity and well-being in dealing with 

Alzheimer’s dementia.  Journal of Religion and Health, 33(2), 175-189. 

Burkhardt, M. & Nagai-Jacobson, M.  (1994).  Reawakening spirit in clinical 

practice.  Journal of Holistic Nursing, 12(1), 9-21. 

Buselli, E. & Stuart, E.  (1999).  Influence of psychosocial factors and 

biopsychosocial interventions on outcomes after myocardial infarction.  

Journal of Cardiovascular Nursing, 13(3), 60-72. 

Byrd, R. 1988.  Positive therapeutic effects of intercessory prayer in a coronary care 

unit population.  Southern Medical Journal, 81(7),  826-9. 

Calabria, M. & Macrae, J.  (1994).  Suggestions for thought by Florence Nightingale.  

Philadelphia:  University of Pennsylvania Press. 

Capra, F.  (1985).  The tao of physics.  Boston: New Science Library. 

Carson, V. & Green, H.  (1992).  Spiritual well-being: a predictor of hardiness in 

patients with acquired immunodeficiency syndrome. Journal of Professional 

Nursing, 8(4), 209-20, . 

Caudill, M., Schnable, R., Zuttermeister, P., Benson, H., & Friedman, R.  (1991).  

Decreased clinic utilization by chronic pain patients:  response to behavioral 

medicine intervention.  Clinical Journal of Pain, 7, 305-310. 

Childre, D.  (1994).  Freeze frame.  California: Planetary Publications. 

Childre, D. & Martin, H.  (1999).  The HeartMath solution.  San Fransisco: 

HarperCollins Publishers. 



 195

Cohen, J.  (1977).  Statistical power analysis for the behavioral sciences.  New York:  

Academic Press. 

Cohen, J.  (1988).  Statistical power analysis for the behavioral sciences.  Hillsdale, 

NJ:  LEA. 

Cohen, S., Kamarck, T., & Mermelstein, R.  (1983).  A global measure of perceived 

stress.  Journal of Health and Social Behavior, 24, 385-396. 

Collins, M. & Pettis, J.  (1996).  The relation of work stress, hardiness, and burnout 

among full- time hospital staff nurses.  Journal of Nursing Staff Development, 

12(2), 81-85. 

Crumbaugh, J. & Maholick, L.  (1964).  An experimental study in existentialism;  the 

psychometric approach to Frankl’s noogenic neurosis.  Journal of Clinical 

Psychology, 20(2), 200-207. 

Czaia, S. &Schultz, R.  (2003).  Does the treatment make a real difference?  The 

measurement of clinical significance.  Alzheimer’s Care Quarterly, 4(5), 229-

240. 

Davis, M., Matthews, K., McGrath, C.  (2000).  Hostile attitudes predict elevated 

vascular resistance during interpersonal stress in men and women.  

Psychosomatic Medicine, 62, 17-25. 

Deckro, G., Ballinger, K., Hoyt, M., Wilcher, M., Dusek, J., Myers, Pl, Greenberg, 

B., Rosenthal, D. & Benson, H.  (2002).  The evaluation of a mind/body 

intervention to reduce psychological distress and perceived stress in college 

students.  Journal of American College Health, 50(6), 281-287. 



 196

Dolbier, C., Cocke, R., Leiferman, J., Steinhardt, M., Schapiro, S., Nehete, P., 

Perlman, J., Sastry, J.  (2001).  Differences in functional immune responses of 

high vs. low hardy healthy individuals.  Journal of Behavioral Medicine, 

24(3), 219-229. 

Dolbier, C., Soderstrom, M., Steinhardt, M.  (2001).  The relationships between self-

leadership and enhanced psychological, health, and work outcomes.  Journal 

of Psychology, 135(5), 469-485. 

Dossey,L. (1997).  Be Careful What You Pray For.  San Fransisco:  HarperCollins 

Publishers. 

Duquette, A., Kerouac, S., Sandhy, B., & Beaudet, L.  (1994).  Factors related to 

nursing burnout:  A review of empirical knowledge.  Issues in Mental Health 

Nursing, 15, 337-358. 

Dyson, J., Cobb, M., Forman, D.  (1997).  The meaning of spirituality:  a literature 

review.  Journal of Advanced Nursing, 26(6), 1183-1188. 

Einstein, A.  (1961).  Relativity: The special and the general theory. Authorized 

translation by Robert Lawson.  New York: Crown Publishers. 

Eisenberg, D., Davis, R., Ettner, S., Appel, S, Wilkey, S., Van Rompay, M., Kessler, 

R. (1998).  Unconventional Medicine in the United States. The New England 

Journal of Medicine, 328(4), 246-252. 

Ellison, C.  (1983).  Spiritual well-being:  conceptualization and measurement.  

Journal of Psychology and Theology, 11(4), 330-340. 



 197

Ellison, C. & Smith, J.  (1991).  Toward an integrative measure of health and well-

being.  Journal of Psychology and Theology, 19(1), 35-48.  

Epel, E., McEwen, B., Ickovics, J.  (1998).  Embodying psychological thriving:  

Physical thriving in response to stress.  Journal of Social Issues, 54(2), 301-

322. 

Eriksson, K.  (2002).  Caring science in a new key.  Nursing Science Quarterly, 

15(1), 61-65. 

Field,T., Hernandez-Reif, M., Quintino, O., Wheeden, C., Schanberg, S. and Kuhn, 

C.  (1997).  Elder retired volunteers benefit from giving massage therapy to 

infants.  Journal of Applied Gerontology, 17, 229-239. 

Fitzgerald, L. & van Hooft, S.  (2001).  A Socratic dialogue on the question ‘what is 

love in nursing?’  Nursing Ethics, 7(6), 481-490. 

Fitzpatrick, J.  (1994).  Rogers’ contribution to the development of nursing as a 

science.  In Malinski and Barrett (Eds.), Martha Rogers:  Her life and works.  

Philadelphia:  F.A. Davis. 

Frankenhauser, M., Lundberg, U. & Forsman, L.  (1980).  Dissociation between 

sympathetic-adrenal and pituitary-adrenal responses to an achievement 

situation characterized by high controllability:  Comparison between Type A 

and Type B males and females.  Biological Psychology, 10, 79-91. 

Frankl, V.  (1963).  Man’s search for meaning.  Boston:  Beacon. 



 198

Franz, C., Weinberger, J., & McClelland, D.  (1991).  Childhood antecedents of 

conventiona l social accomplishment in midlife adults:  A 36-year prospective 

study.  Journal of Personality and Social Psychology, 4, 586-595. 

Funk, S.  (1992).  Hardiness: a review of theory and research.  Health Psychology, 

11(5), 335-345. 

Gardam, J.  (1969).  Nursing stresses in the intensive-care unit.  JAMA, 208, 2337. 

Gentry, W., Foster, S., Froehling, S.  (1972).  Psychological response to situational 

stress in intensive care and non-intensive care nursing.  Heart and Lung, 1, 

794. 

Gentry, W. & Kobasa, S.  (1984).  Social and psychological resources mediating 

stress-illness relationships in humans.  In W.D. Gentry (Ed.), Handbook of 

Behavioral Medicine.  New York:  Guilford Press. 

Giedt, J.  (1997).  Guided imagery:  A psychoneuroimmunological intervention in 

holistic nursing practice.  Journal of Holistic Nursing, 15(2), 112-127. 

Giese, L.  (2000).  Complementary health care practices.  Gastroenterology Nursing, 

23(4), 192-193. 

Goldberg, B.  (1998).  Connection:  An exploration of spirituality in nursing care.  

Journal of Advanced Nursing, 27, 836-842. 

Goldberg Group. (1993).  Alternative medicine.  Washington:  Future Medicine 

Publishing.  

Goleman, D.  and Gurin, J. (Eds.).  Mind Body Medicine.  New York:  Consumer 

Reports Book . 



 199

Goswami, A.  (1993).  The self-aware universe:  how consciousness creates the 

material world.  New York:  Tarcher. 

Gray-Toft, P. & Anderson, J.  (1981).  The nursing stress scale:  development of an 

instrument.  Journal of Behavioral Assessment, 3, 11-23. 

Grossarth-Maticek, R., Eysenck, H., Vetter.  (1988).  Personality type, smoking habit, 

and their interaction as predictors of cancer and coronary heart disease.  

Personality and Individual Differences, 9(2), 479-495. 

Hall, B.  (1997).  Spirituality in terminal illness.  Journal of Holistic Nursing, 15(1), 

82-96. 

Harris, R., Dew, M., Lee, A., Amaya, M., Buches, L., Reetz, D., & Coleman, C.  

(1995).  The role of religion in heart-transplant recipients’ long-term health 

and well-being.  Journal of Religion and Health, 34(1), 17-32. 

Harris, W., Gowda, M., Kolb, J., Strychacz, C., Vacek, J., Jones, P., Forker, A., 

O’Keefe, J., McCallister, B. (1999).  A randomized, controlled trial of the 

effects of remote, intercessory prayer on outcomes in patients admitted to the 

coronary care unit.  Archives of Internal Medicine, 159, 2273-2278. 

Harrisson, M., Loiselle, C., Duquette, A., & Semenic, S.  (2002).  Hardiness, work 

support and psychological distress among nursing assistants and registered 

nurses in Quebec.  Journal of Advanced Nursing, 38(6), 584-591. 

Hatch, R., Burg, M., Naberhaus, D, & Hellmich, L.  (1998).  The spiritual 

involvement and beliefs scale:  development and testing of a new instrument.  

The Journal of Family Practice, 46(6), 476-486. 



 200

Hawks, S., Hull, M., Thalman, R., & Richins, P.  (1995).  Review of spiritual health:  

Definition, role, and intervention strategies in health promotion.  American 

Journal of Health Promotion, 9(5), 371-378. 

Heinschel, J.  (2002).  A descriptive study of the interactive guided imagery 

experience.  Journal of Holistic Nursing, 20(4), 325-346. 

Hernandez, N. & Kolb, S.  (1998).  Effects of relaxation on anxiety in primary 

caregivers of chronically ill children.  Pediatric Nursing, 24 (1), 51-57. 

Herron, R., Hillis, S., Mandarino, J., (1996).  The impact of the Transcendental 

Meditation program on government payments to physicians in Quebec.  

American Journal of Health Promotion, 10, 208-216. 

Hoffman, J., Benson, H., Arns, P., et al.  (1982).  Reduced sympathetic nervous 

system responsivity associated with the relaxation response.  Science, 

215(4529), 190-192. 

Howell, D.  (1992).  Statistical methods for psychology.  Boston, MA:  PWS-Kent 

Publishing Company. 

Iribarren, C., Sidney, S., Bild, D.,  Liu, K.,  Markovitz, J., Roseman J., Matthews K. 

(2000).  Association of hostility with coronary artery calcification in young 

adults:  The CARDI study.  Journal of the American Medical Association, 

283, 2546-2551. 

Isaia, D., Parker, V. & Murrow, E.  (1999).  Spiritual well-being among older adults.  

Journal of Gerontological Nursing, 25(8), 15-21. 



 201

Jahn, R. & Dunne, B.  (1987).  Margins of reality.  San Diego:  Harcourt Brace and 

Co. 

Janssen, P., de Jonge, J., Bakker, A.  (1999).  Specific determinants of intrinsic work 

motivation, burnout and turnover intentions:  A study among nurses.  Journal 

of Advanced Nursing, 29(6), 1360-1369. 

Jennings, B. & Staggers, N.  (1994).  A critical analysis of hardiness.  Nursing 

Research, 43(5), 274-281. 

Kabat-Zinn, J. (1982).  An outpatient program in behavioral medicine for chronic 

pain patients based on the practice of mindfulness meditation.  General 

Hospital Psychiatry, 4, 33-47. 

Kabat-Zinn, J., Massion, A., Kristeller, J., Peterson, L., Fletcher, K., Pbert, L., 

Lenderking, W., & Santorelli, S.  (1993).  Effectiveness of a meditation-based 

stress reduction program in the treatment of anxiety disorders.  American 

Journal of Psychiatry, 149(7), 936-943.  

Karagulla, S., & Kunz, D.  (1989).  The chakras and the human energy fields.  

Wheaton, IL.:  Theosophical Publishing House. 

Karasek, R.  (1979).  Job demands, job decision latitude, and mental strain: 

implications for job redesign.  Administrative Science Quarterly, 24, 285-308. 

Karasek, R. & Theorell, T.  (1990).  Healthy work:  Stress, productivity, and the 

recon struction of work life.  New York:  Basic Books. 

Kaye, J., Morton, J., Bowcutt, M., Maupin, D.  (2000).  Stress, Depression, and 

Psychoneuroimmunology.  Journal of Neuroscience Nursing, 32 (2), 93-100. 



 202

Kennedy, P. & Grey, N.  (1997).  Stress: I can’t take anymore.  Nursing Times, 

93(29), 26-32. 

Kiecolt-Glaser, J. , Dura, J., Speicher, C., Trask, O., Glaser, R. (1991).  Spousal 

caregivers of dementia victims:  Longitudinal changes in immunity and 

health.  Psychosomatic Medicine, 53, 345-362.  

Kiecolt-Glaser, J., McGuire, Robles, T & Glaser, R.  (2002).  

Psychoneuroimmunology:  Psychological influences on immune function and 

health.  Journal of Consulting and Clinical Psychology, 3, 537-547. 

Kiecolt-Glaser, J. & Newton, T.  (2001).  Marriage and health:  His and hers.  

Psychological Bulletin, 127(4), 472-503. 

Kirk, R.  (1990).  Statistics:  An introduction.  Fort Worth, Texas:  Holt, Rinehart, and 

Winston, Inc. 

Kobasa, S.  (1979).  Stressful life events, personality, and health:  an inquiry into 

hardiness.  Journal of Personality and Social Psychology, 37, 1-11. 

Kobasa, S., Maddi, S., Kahn, S.  (1982).  Hardiness and health:  a prospective study.   

Journal of Personality and Social Psychology, 42, 168-177. 

Koenig, H.  (1998).  The effects of religion on health:  What science has to say.  

Presented at the Spirituality and Healing in Medicine Conference, Houston, 

Texas. 

Kouzekanani, K. (2003, August).  Statistical power analysis via SPSS.  Poster session 

presented at the annual convention of the American Psychological 

Association, Toronto, Canada. 



 203

Krieger, D.  (1976).  Healing by the laying-on of hands as a facilitator of bioenergetic 

exchange:  The response of in-vivo human hemoglobin.  International Journal 

for Psychoenergetic Systems, 2, 163.  

Krippendorff, K.  (1980).  Content analysis:  an introduction to its methodology.  

California:  Sage Publications, Inc. 

Lacey, J., & Lacey, B.  (1970).  Some autonomic-central nervous system 

interrelationships.  In P. Black (Ed.), Physiological correlates of emotion.  

New York:  Academic Press. 

Lanczos, C.  (1965).  Albert Einstein and the cosmic order.  New York:  Interscience 

Publishers. 

Landsbergis, P. (1988). Occupational stress among healthcare workers.  Journal of 

Organizational Behavior,9, 217-239. 

Laskow, L.  (1992).  Healing with love.  San Fransisco: HarperCollins Publishers. 

Lazarus, R. (1991).  Emotion and adaptation.  New York:  Oxford University Press. 

Lazarus, R.  (1999).  Stress and emotion:  A new synthesis.  New York:  Springer. 

Lazarus, R. & Folkman, S.  (1984).  Stress, appraisal, and coping.  New York:  

Springer Publishing. 

Lee, S. & Crockett, M.  (1994).  Effect of assertiveness training on levels of stress 

and assertiveness experienced by nurses in Taiwan, Republic of China.  Issues 

in Mental Health Nursing, 15, 419-432. 

LeShan, L.  (1974).  The medium, the mystic, and the physicist.  New York:  The 

Penguin Group  



 204

Lutgendorf, S., Johnsen, E., Cooper, B., Anderson, B., Sorosky, J., Buller, R., Sood, 

A.  (2002).  Vascular endothelial growth factor and social support in patients 

with ovarian carcinoma.  Cancer, 95(4), 808-815. 

MacNeil, J. & Weisz, G.  (1987).  Critical care nursing stress:  Another look.  Heart 

and Lung, 16(3), 274-277. 

Maddi, S.  (1997).  Personal views survey II:  a measure of dispositional hardiness.  

In C.P. Zalaquett & R.J. Wood (Eds.), Evaluating stress:  a book of resources.  

New York:  University Press. 

Maddi, S. Kahn, S., & Maddi, K.  (1998).  The effectiveness of hardiness training.  

Consulting Psychology Journal, 50(2), 78-86. 

Mandle, C., Jabobs, S., Arcari, P., & Domar, A.  (1996).  The efficacy of relaxation 

response interventions with adult patients:  A review of the literature.  Journal 

of Cardiovascular Nursing, 10(3), 4-26. 

Marucha, P., Kiecolt-Glaser, J., & Favagehi, M.  (1998).  Mucosal wound healing is 

impaired by examination stress. Psychosomatic Medicine, 60, 362-365. 

Maslach, C. & Leiter, M. (1997).  The truth about burnout.  San Fransisco: Jossey-

Bass Publishers. 

Matthews, D. & Larson, D. (1995).  The Faith Factor: An Annotated Bibliography of 

Clinical Research on Spiritual Subjects:  Vol. III.  Rockville, MD: National 

Institute for Health Care Research. 



 205

McCraty, R. , Atkinson, M., Tiller, W., Rein, G., Watkins, A. (1995).  The effects of 

emotions on short term power spectrum analysis of heart rate variability.  

American Journal of Cardiology, 76, 1089-1093. 

Medalie, J., Stange, K., Zyzanski, S., & Goldbourt, U. (1992).  The importance of 

biopsychosocial factors in the development of duodenal ulcer in a cohort of 

middle-aged men.  American Journal of Epidemiology, 136(10), 1280-87. 

Melland, H. & Clayburgh, T.  (2000).  Complementary therapies: introduction into a 

nursing curriculum.  Nurse Educator, 25(5), 247-250. 

Menzies, I.  (1960).  Nurses under stress.  International Nursing Review, 7, 9. 

Merriam-Webster’s collegiate dictionary (9th ed.).  (1987).  Springfield, MA:  

Merriam-Webster. 

Michaels, D.  (1932).  Too much in need of support to give any?  American Journal 

of Nursing.    

Miller, E.  (2003).  Reconceptualizing the role of resiliency in coping and therapy.  

Journal of Loss and Trauma, 8(4), 239-247. 

Neuendorf, K.  (2002).  The content analysis guidebook.  California:  Sage 

Publications,     Inc.  

Nunnally, J.  (1978).  Psychometric theory.  New York:  McGraw-Hill. 

Omdahl, B. & O’Donnell, C.  (1999).  Emotional contagion, empathic concern and 

communicative responsiveness as variables affecting nurses' stress and 

occupational commitment.  Journal of Advanced Nursing, 29(6), 1351-1359 

Ornish, D.  (1998).  Love and survival.  New York:  Harper Collins Publishers. 



 206

Ottenbacher, K.  (1992).  Research methods:  practical significance in early 

intervention research:  from affect to empirical effect.  Journal of Early 

Intervention, 16(2), 181-193. 

Oxman, T., Freeman,D. Jr., Manheimer, E.  (1995).  Lack of social participation or 

religious strength and comfort as risk factors for death after cardiac surgery in 

the elderly.  Psychosomatic Medicine, 57(1), 5-15. 

Paloutzian, R. &Ellison, C.  (1982).  Loneliness, spiritual well-being and quality of 

life.  In L. A. Peplau and D. Perlman (Eds.), Loneliness:  a sourcebook of 

current theory, research and therapy.  New York:  Wiley Interscience. 

Payne,R.  (2001).  Occupational stressors and coping as determinants of burnout in 

female hospice nurses.  Journal of Advanced Nursing, 33(3), 396-405. 

Pepin, J.  (1992).  Family caring and caring in nursing.  Image: Journal of Nursing 

Scholarship, 24(2), 127-131. 

Pert, C.  (1997).  Molecules of emotion. New York, NY: Scribner. 

Pert, C., Pasternak, G., and Snyder, S. (1973). Opiate agonists and antagonists 

discriminated by receptor binding in brain. Science, 182 (4119), 1359-1361. 

Pollock, S. & Duffy, M.  (1990).  The health-related hardiness scale:  development 

and psychometric analysis.  Nursing Research, 39, 218-222. 

Polit, D.& Hungler, B.  (1995).  Nursing research.  Philadelphia:  J.B. Lippincott 

Company. 

Polit, D. & Sherman, R.  (1990).  Statisical power in nursing research.  Nursing 

Research, 39, 35-369. 



 207

Quine, L.  (1998).  Effects of stress in an NHS trust: a study.  Nursing Standard, 

13(3), 36-41. 

Quinn, J. (1989).  Therapeutic touch as an energy exchange:  Replication and 

extension.  Nursing Science Quarterly, 2(2), 79-87. 

Quinn, J. & Strelkauskas, A.  (1993).  Psychoimmunologic effects of Therapeutic 

Touch on practitioners and recently bereaved recipients: a pilot study.  

Advances in Nursing Science, 15(4), 13-26. 

Reed, P.  (1991).  Toward a nursing theory of self- transcendence:  deductive 

reformulation using developmental theories.  Advances in Nursing Science, 

13, 64-77. 

Reed, P.  (1992).  An emerging paradigm for the investigation of spirituality in 

nursing.  Research in Nursing and Health, 15, 349-357. 

Reed, F., Pettigrew, A. , King, M.  (2000).  Alternative and    complementary  

therapies in nursing curricula.  Journal of Nursing Educaiton, 39(3), 133-139. 

Roberts, K.  (1999).  Nursing students elect to pursue wellness.  Nurse Educator, 

24(4), 10. 

Rein, G., Atkinson, M., McCraty, R. (1995).  The physiological and psychological 

effects of compassion and anger.  Journal of Advancement in Medicine, 8 (2),  

87-105. 

Richardson, A.  (1994).  The health diary:  An examination of its use as a data 

collection method.  Journal of Advanced Nursing, 19, 782-791. 



 208

Rogers, M.  (1970).  An introduction to the theoretical basis of nursing.  Philadelphia: 

F.A. Davis. 

Rogers, M.  (1980).  Nursing:  A science of unitary man.  In J.P. Reihl and C. Roy 

(Eds.), Conceptual models for nursing practice (2nd ed.). (pp. 329-337).  New 

York:  Appleton-Century Crofts. 

Rogers, M.  (1986).  Science of unitary human beings.  In Malinski (Ed .), 

Explorations on Martha Rogers science of unitary human beings.  Norwalk, 

CT:  Appleton-Century-Crofts. 

Rogers, M.  (1988).  Nursing science and art: A prospectus.  Nursing Science 

Quarterly, 1, 99-102. 

Rogers, M.  (1990).  Nursing:  science of unitary, irreducible, human beings.   In 

Malinski and Barrett (Eds.), Martha Rogers:  Her life and works.  

Philadelphia:  F.A. Davis. 

Rogers, M.  (1992).  Nursing science and the space age.  Nursing Science Quarterly, 

5, 27-34. 

Rosa, L., Rosa, E., Sarner, L., & Barrett, S.  (1998).  A close look at Therapeutic 

Touch.  JAMA, 279(13), 1005-1010. 

Rothstein, H. & Tonges, M.  (2000).  Beyond the significance test in administrative 

research and policiy decisions.  Journal of Nursing Scholarship, 32(1), 65-70. 

Rozman, D., Whitaker, R., Beckman, T., Jones, D. (1995).  A new intervention 

program which significantly reduces psychological symptomatology in HIV-

seropositive individuals.  Psychosomatics, 36(2), 207. 



 209

Russek, L & Schwartz, G. (1997).  Perceptions of parental caring predict health status 

in midlife: a 35-year follow-up of the Harvard mastery of stress study.  

Psychosomatic Medicine, 59(2), 144-49. 

Russell, D., Peplau, L., & Ferguson, L.  (1978).  Developing a measure of lone liness.  

Journal of Personality Assessment, 42, 290-294. 

Sampson, W.  (2002).  Controversies in cancer and the mind:  effects of psychosocial 

support.  Seminars in Oncology, 29(6), 595-600. 

Schaufeli, W., Van Dierendonck, D. & Van Gorp, K.  (1996).  Burnout and 

reciprocity: towards a dual- level social exchange model.  Work and Stress, 10, 

225-237.   

Schlitz, M. & Braud, W. (1997).  Distant intentionality and healing: assessing the 

evidence.  Alternative Therapies, 3(6), 62-73. 

Schlitz, M. & LaBerge, S.  (1999).  Covert observation increases skin conductance in 

subjects unaware of when they are observed.  Journal of Parapsychology, 

63(2), 182-4.  

Scofield, M.  (1990).  Are we there yet? Anticipating the future of worksite health 

promotion.  Occupational Medicine, 5(4), 863-75. 

Sears, R., Maccoby, E., & Levin, H.  (1957).  Patterns of child-rearing.  Evanston, 

Illinois:  Row. 

Seeman, T. & Syme, S. (1987).  Social networks and coronary relations as predictors 

of disease: a comparison of the structure and function of social relations as 

predictors of disease.  Psychosomatic Medicine, 49(4), 341-54. 



 210

Sellers,S. and Haag, B.  (1998).  Spiritual nursing interventions.  Journal of Holistic 

Nursing, 16(3), 338-354. 

Selye, H.  (1973).  The evolution of the stress concept.  American Scientist, 61, 692-

699. 

Shi, Y., Devadas, S., Greeneltch, K., Yin, D., Mufson, R., Zhou, J.  (2003).  Stressed 

to death:  implication of lymphocyte apoptosis for psychoneuroimmunology.  

Brain, Behavior, and Immunity, 17, S18-S26. 

Sicher, F., Targ, E., Moore, D., Smith, H. (1998).  A randomized double-blind study 

of the effect of distant healing in a population with advanced AIDS.  Western 

Journal of Medicine, 169, 356-363. 

Siegrist, J.; Peter, R., Junge, A., Cremer, P., Seidel, D.  (1990).  Low status control, 

high effort at work and ischemic heart disease; prospective evidence from 

blue-collar men.  Social Science  and Medicine, 31, 1127-1134. 

Siegrist, J.  (1996).  Adverse health effects of high effort- low reward conditions.  

Journal of Occupational Health Psychology, 1, 27-41.   

Simoni, P. & Paterson, J.  (1997).  Hardiness, coping, and burnout in the nursing 

workplace.  Journal of Professional Nursing, 13(3), 178-185. 

Smith, T. & Ruiz, J.  (2002).  Psychosocial influences on the development and course 

of coronary heart disease:  Current status and implications for research and 

practice.  Journal of Consulting and Clinical Psychology, 70(3), 548-568. 

Soloman, G. & Moos, R.  (1964).  Emotions, immunity, an disease:  A speculative 

theoretical integration.  Archives of General Psychiatry, 11, 657-674.   



 211

Song, L., Schwartz, G., Russek, L.  (1998).  Heart- focused attention and heart-brain 

synchronization:  Energetic and physiological mechanisms.  Alternative 

Therapies in Health and Medicine, 44(5),  44-62. 

Speca, M., Carlson, L., Goodey, E., & Angen, M.  (2000).  A randomized, wait- list 

controlled clinical trial:  The effect of a mindfulness meditation-based stress 

reduction program on mood and symptoms of stress in cancer outpatients.  

Psychosomatic Medicine, 62, 613-622. 

Steinhardt, M., Dolbier, C., Gottlieb, N., & McCalister, K.  (2003).  The relationship 

between hardiness, supervisor support, group cohesion, and job stress as 

predictors of job satisfaction.  American Journal of Health Promotion, 17(6), 

382-389. 

Stevens, J.  (1999).  Intermediate statistics. Mahwah, New Jersey:  Lawrence 

Erlbaum Associates, Publisher.     

Stinson, J.  (2003).  Review:  psychological interventions reduce the severity and 

frequency of chronic pain in children and adolescents.  Evidence-Based 

Nursing, 6(2), 45. 

Stordeur, S., D’hoore, W., & Vandenberghe, C.  (2001).  Leadership, organizational 

stress, and emotional exhaustion among hospital nursing staff.  Journal of 

Advanced Nursing, 35(4), 533-542. 

Stuart, E., Deckro, J., & Mandle, C.  (1989).  Spirituality in health and healing:  A 

clinical program.  Holistic Nursing Practice, 3(3), 35-46. 



 212

Thornton, L, Gold, J., & Watkins, M.  (2002).  The art and science of Whole-Person 

Caring:  an interdisciplinary model for health care practice.  International 

Journal of Human Caring, 6(2), 38-46. 

Tiller, W., McCraty, R., & Atkinson, M. 1996.  Cardiac coherence:  A new non-

invasive measure of autonomic system order.  Alternative Therapies, 2(1), 52-

65. 

Tuck, I., Wallace, D., & Pullen, L.  (2001).  Spirituality and spiritual care provided by 

parish nurses.  Western Journal of Nursing Research, 23(5), 441-453. 

Tyler, P. & Ellison, R.  (1994).  Sources of stress and psychological well-being in 

high-dependency nursing.  Journal of Advanced Nursing, 19, 469-476. 

Uchino, B., Cacioppo, J., Kiecolt-Glaser, J.  (1996).  The relationship between social 

support and physiological processes: A review with emphasis on underlying 

mechanisms and implications for health.  Psychological Bulletin, 119(3), 488-

531.  

United Nations International Labor Organization.  (1993).  Job stress:  The 20th 

century disease.  World Labor Report No. 6.  Geneva, Switzerland:  United 

International Labor Office. 

Vance, D.  (2001).  Nurses’ attitudes towards spirituality and patient care.  Medsurg 

Nursing, 10(5), 264-278. 

Varnes, R., Ursin, H., Darragh, A. & Lambe, R.  (1982).  Endocrine response patterns 

and psychological correlates.  Journal of Psychosomatic Research, 26, 123-

131. 



 213

Von Kanel, R., Mills, P., Fainman, C. & Dimsdale, J.  (2001).  Effects of 

psychological stress and psychiatric disorders on blood coagulation and 

fibrinolysis:  A biobehavioral pathway to coronary artery disease?  

Psychosomatic Medicine, 63, 531-544. 

Walker, M. & Walker, J.  (2003).  Healing massage: a simple approach.  New York:  

Delmar Thomson Learning.  

Wallace, R., Benson, H., & Wilson, A.  (1971).  A wakeful hypometabolic 

physiologic state.  American Journal of Physiology, 221(3), 795-799. 

Wallace, K., Bisconti, T., & Bergeman, C.  (2001).  The mediational effect of 

hardiness on social support and optimal outcomes in later life.  Basic and 

Applied Social Psychology, 23(4), 267-279. 

Waltz, C., Strickland, O., & Lenz, E.  (1991).  Measurement in Nursing Research.  

Philadelphia:  F. A. Davis. 

Wells-Federman, C., Stuart, E., Deckro, J., Mandle, C., Baim, M., Medich, C.  

(1995).  The mind-body connection:  the psychophysiology of many 

traditional nursing interventions.  Clinical Nurse Specialist, 9(1), 59-66. 

Williams, R. (1993).  Anger kills.  New York: Random House. 

Williams, J., Paton, C., Siegler, I., Eigenbrodt, M., Nieto, F., Tyroler, H.  (2000).  

Anger proneness predicts coronary heart disease risk.  Circulation, 101, 2034-

2039. 

Wilson, D.  (1995).  Therapeutic touch:  foundations and current knowledge.  

Alternative Health Practitioner, 1(1), 55-66. 



 214

Wirth, Daniel.  (1990).  The effect of non-contact therapeutic touch on the healing 

rate of full thickness dermal wounds.  Subtle Energies, 1(1), 1-20. 

Wiseman, R. & Schlitz, M.  (1997).  Experimenter effects and the remote detection of 

staring.  Journal of Parapsychology, 61, 197-207. 

Wiseman, R., Smith, B., Freedman, D., Wasserman, T., Hurst,C.  (1995).  Two 

further experiments concerning the remote detection of an unseen gaze.  

Proceedings of the Parapsychological Association 38th Annual Convention.  

Parapsychological Association, 480-478. 

Yang, E. & Glaser, R.  (2003).  Stress- induced immunomodulation:  implications for 

tumorigenesis.  Brain, Behavior, and Immunity, 17, S37-S40. 

Watson, J.  (1988).  Nursing:  human science and human care.  New York:       

National League for Nursing. 

Watson, J.  (1999).  Postmodern nursing and beyond.  New York:  Churchill-

Livingstone/Harcourt Brace. 

Watson, J.  (2003).  Love and caring:  ethics of face and hand.  Nursing 

Administration Quarterly, 27(3), 197-202. 

Watson, J. & Smith, M.  (2002).  Caring science and the science of unitary human 

beings:  a trans-theoretical discourse for nusing knowledge development.  

Journal of Advanced Nursing, 37(5), 452-461. 

Webster, C. & Austin, W.  (1999).  Health-related hardiness and the effect of a 

psycho-educational group on clients’ symptoms.  Journal of Psychiatric and 

Mental Health, 6, 241-247. 



 215

Whelan, K. & Wishnia, G.  (2003).  Reiki therapy:  the benefits to a nurse/reiki 

practitioner.  Holistic Nursing Practice, 17(4), 209-217. 

Williams, K., Kolar, M., Reger, B., Pearson, J.  (2001).  Evaluation of a wellness-

based mindfulness stress reduction intervention:  a controlled trial.  American 

Journal of Health Promotion, 15(6), 422-432. 

Winkelman, C.  (2001).  Effect size:  utility and application in neuroscience nursing.  

Journal of Neuroscience Nursing, 33(4), 216-218. 

Yu, L., Mansfield, P., Packard, J., et al. (1989).  Occupational stress among nurses in 

hospital settings.  American Association of Industrial Nurses Journal, 

37(4),121-125. 



 216

Vita 

 Marsha Jelonek Walker was born in Houston, Texas on October 26, 1953, the 

daughter of Florian Stanley Jelonek and Barbara Ann Jelonek.  She is married to 

Jonathan David Walker, and has no children.  After receiving her diploma from 

Milby High School in Houston, Texas, in 1972, she enrolled at the University of 

Texas in Austin, Texas, earning a Bachelor of Science in Nursing degree in 

December, 1977.  She received her Master of Science in Nursing degree in May, 

1991 from the University of Texas in Austin, Texas.  She has several years of nursing 

practice experience at Holy Cross Hospital and Upjohns Temporary Nursing Service 

in Austin, Texas.  With Holistic Adult Health being her nursing specialty, she has 

presented workshops on this topic locally and nationally since 1978, and has 

participated locally and nationally in the American Holistic Nurses Association.  

Since 1980, she has maintained a private practice consisting of stress management 

consultation, energy based therapies, and massage.  She is on the faculty of the 

Lauterstein-Conway School of Massage in Austin, Texas.  She has contributed 

chapters to two nursing texts and has co-authored a book on various aspects of 

holistic healing.  In September, 1997, she entered the doctoral program at the 

University of Texas at Austin. 

 

Permanent address:   2906 Westhill Dr.  #A, Austin, Texas, 78704 

This dissertation was typed by the author. 

 


