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A qualitative, hermeneutic inquiry was undertaken for the purpose of 

understanding the meaning of nurse-patient interactions from the perspective of the 

patient. A philosophical stance of hermeneutics was used to guide data collection 

and interpretation. The nursing theory of Modeling and Role-Modeling (Erickson, 

Tomlin, & Swain, 1983) provided a framework for beginning to understand the 

patient’s world. The participant’s perception and interpretation of all interactions 

was accepted as the salient reality. 

Convenience methods were used to identify potential informants. Members 

of the researcher’s dissertation committee, friends, students, and family members 

approached potential informants for permission to be referred to the researcher. This 

method provided 14 diverse informants. Four men and 10 women participated in 

unstructured, in-depth interviews. Interview times ranged from 20 minutes to 3 

hours. All interviews were transcribed verbatim and reviewed for accuracy. 

Categories were developed using microanalytic coding of the transcribed data. As 

new categories emerged, reanalysis and recoding occurred. Data were handled using 

the NUD•IST software program. Use of this program simplified coding and 

recoding. 

The stories shared by these informants provided a data base for 

understanding the meaning of nurse-patient interactions to patients. When a nurse 
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validated the personhood of a patient through words or actions, the patient viewed 

the interaction as beneficial. When a nurse objectified or invalidated the personhood 

of a patient through words or actions, the patient viewed the interaction as 

nonbeneficial. Additionally, informants addressed the notion that they were 

cooperative when interactions were viewed as beneficial and actively, intentionally 

uncooperative when interactions were viewed as nonbeneficial. 

Building upon these data, the author extrapolated a framework for nurses to 

use in their interactions with patients. This framework includes the need to have a 

basic understanding of personhood, the need to understand that patients are people, 

too, and the benefit of enacting either participatory or collaborative patient care.  

The primary conclusion of this study is that “patients just want to be treated 

like real people who really matter!” A framework for nurses to implement 

interactions that facilitate this process has been provided. 
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CHAPTER 1 

INTRODUCTION 
 

Although it is generally accepted by nurses that beneficial nurse-patient 

interactions are essential for a therapeutically effective relationship to exist, this 

nurse has frequently been disturbed by observing other nurses who take care of 

equipment and bodies on beds without ever interacting with the persons housed in 

those bodies. Drew (1986) noted a similar discomfort when she observed nurses 

entering ICU cubicles without even acknowledging the presence of the persons.  

She noted that the attention of the nurses was focused on the monitor or other pieces 

of equipment and that the patients lying in bed were ignored as persons and not 

accorded the social recognition that they would have been given in different 

circumstances. Drew said that it is as though “the person in the bed had somehow 

vanished” (p. 39). She then wondered whether that sort of non- interaction made 

patients feel excluded, invisible, and nonexistent. This author, too, has wondered 

what meaning these types of interactions have for patients. Do they feel that they 

have become objects and somehow lost their personhood? There is very little 

research available that informs us about the answers to these questions. 

 Nurses need a more thorough understanding of the effects of their 

interactions with patients from  patients’ perspectives. Previous nurse-patient 

relationship (NPR)/nurse-patient interaction (NPI) research has focused on the 

nurses’ perspectives of those interactions or relationships. In the few studies that 
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have explored patients’ points of view, the participants have been asked about their 

opinions regarding particular nursing behaviors. The interactional perspective from 

the patient’s point of view is virtually missing in the research literature. Patients, 

and patients alone, can explicate for nurses what they want and need from these 

interactions and relationships, how they understand these interactions, and what 

these interactions mean to them as individual human beings. 

 This lack of knowledge means that most nurses are currently approaching 

NPIs either intuitively or with a task orientation that excludes the personhood of the 

patient. While many nurses are effective in participating in beneficial interactions 

with their patients, the importance and meaning of these interactions to patients 

remains an unknown. In order to reach some sort of an understanding of the 

significance of this phenomenon to patients, we must ask them to share their 

thoughts and experiences with us.    

Purpose 

 The purpose of this study was to investigate the perceptions of adult, 

recently-hospitalized patients regarding their interactions with nurses during their 

hospitalizations. The researcher explored how patients described beneficial 

interactions or relationships with nurses; what the patients perceived as the actions, 

words, or events that facilitated the establishment of the relationships; how patients 

understood the interactions they had with nurses; and how they interpreted those 

interactions. The researcher also explored the negative side of these questions in an 

effort to illuminate the positive phenomenon. Heidegger (1927/1962) noted that full 
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understanding of an object or phenomenon comes only when it is broken or 

something goes awry. One cannot fully understand the function of a hammer until 

one studies a broken hammer. 

Significance 

 In 1987, Kim suggested a typology for structuring nursing knowledge. This 

typology posited four spheres or domains in which nursing-relevant phenomena 

could be located. These four are (1) the client domain, (2) the client-nurse domain, 

(3) the practice domain, and (4) the domain of environment. Unfortunately, 

Fawcett’s earlier (1984) typology, or meta-paradigm, has been more widely used 

and accepted than Kim’s. This widely accepted meta-paradigm specifies the 

concepts (1) person, (2) environment, (3) health, and (4) nursing as the phenomena 

of interest to nursing science. While Fawcett acknowledged that there are 

relationships among these phenomena of interest, she failed to explicate the over-

arching importance of the person-nursing relationship and seemed to ignore the 

relevance of this domain in the realm of nursing research and theory development.  

As nursing leaders become increasingly concerned about relating nursing research 

and theory to nursing education and practice, it is imperative that nurses 

acknowledge  the importance of  a renewed focus on the client-nurse domain in 

research and theory development. This study has provided one link in forging that 

very important chain.  
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Statement of the Problem 

 While nurses acknowledge the need for beneficial interactions with clients in 

practice, there was very little available in the research literature that provided a 

guide for nurses who wish to initiate such beneficial NPIs/NPRs. The few studies 

that did consider the patient’s perspective of NPIs and NPRs tended to focus on 

nursing behaviors, rather than on the interaction. This forced the concerned reader to 

make inferences from the behavior to the interaction, without being certain that 

those inferences were correct.  

 Morse (1991) noted that an explanatory model for the development of  NPRs 

had not yet been developed, nor was there a theory about the process of developing 

these relationships for students to study.  While this study will not be adequate to 

develop such an explanatory model or process theory, it could provide an important 

stepping stone in that direction. 

Philosophical/Theoretical Framework 

 This study was guided by the broad, ontological, philosophical perspective 

of hermeneutics.  A hermeneutic view was chosen because it allowed the author to 

explicitly approach the research with some level of preunderstanding of the 

phenomenon to be investigated (Palmer, 1969). It also demanded the clear and open 

explication of values that influenced the mindset and thinking of the researcher 

(Richardson & Woolfolk, 1994).   

 Several theoretical constructs were examined to clarify the philosophical 

preunderstanding of this researcher.  A brief history of hermeneutics and the 
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philosophical underpinnings of a hermeneutic approach are presented. The theory of 

symbolic interactionism is addressed as a means of explaining why investigating  

the meaning of NPIs to patients is imperative. The researcher’s thoughts on higher 

order thinking (Mezirow, 1981) and reflective, professional practice (Schön, 1984, 

1987)  provide another window for viewing this author’s perspective on beneficial, 

professional interactions with clients. Also, the art of nursing is explicated and 

contrasted with the science of nursing.  

 Several nursing theories are presented. Three, Caring (Boykin & 

Schoenhofer, 1993; Gaut, 1984; Leininger, 1984; Watson, 1985a, 1985b), the 

Dynamic Nurse-Patient Process (Orlando, 1972, 1961/1990), and King’s goal-

attainment theory (1981), are reviewed briefly, so that the author could address the 

reasons that these well-accepted nursing theories are incongruent with the author’s 

philosophical perspective. The nursing theory of  Modeling and Role-Modeling  

(Erickson, Tomlin, & Swain, 1983) is presented in greater depth as the nursing 

theory that  provided the sensitizing framework for this researcher’s 

preunderstanding of beneficial nurse-client interactions. This theory was chosen 

because it is philosophically congruent with the author’s own beliefs (Rogers, 

1995b) about nurses and how they should approach interactions with patients in 

ways that facilitate beneficial relationships.  The author’s own construct of 

Facilitative Affiliation (Rogers, 1995a, 1995b, 1996) is also acknowledged and 

explained as a means of further explicating her perspective on NPIs.  
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The researcher’s views on healing and nurse as healer are also discussed in 

order to further clarify her perspective on the relationship between NPI/NPRs and 

patient outcomes. Lastly, the religious/spiritual perspective of the author is 

presented as an important aspect of her view of the world.  Specifically, the 

concepts of grace and servanthood are explored in order to further clarify the life 

philosophical perspective driving this project. 

Sensitizing Framework 

 As noted above, the nursing theory of Modeling and Role-Modeling (MRM) 

(Erickson, et al., 1983)  provided the sensitizing framework for this study. While 

other aspects of MRM are considered in the discussion of the researcher’s 

philosophical perspective, it seems appropriate to present at this point the portion of 

that theory that guided the researcher as she collected and analyzed data for this 

study.   

 In order to avoid misunderstandings, several things are noted about this 

theory. While MRM is a nursing theory, theories from other fields have been 

synthesized and integrated in the process of formulating a well-grounded, scholarly 

theory. Several of these theories are developmental (Erikson, 1963; Maslow, 1968, 

1970; Piaget & Inhelder, 1969) in nature. The other major theory informing the 

understanding of health and adaptation in MRM is Selye’s (1956, 1974, 1976) view 

of stress, stressors, and human response. The view of health within MRM is a 

eudemonistic view; in other words, “health is a state of physical, mental, and social 

well-being, not merely the absence of disease or infirmity” (Erickson, et al., 1983, p. 
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46). In summary, MRM is a developmental, needs satisfaction, stress adaptation 

nursing theory, not a role theory in any sense of the word. 

 Throughout MRM the relationship between nurse and client is always and 

ever a dynamic, interactive process. The nurse’s responsibility in her interactions 

with clients is to assist and facilitate the client in reaching his or her goals. The 

nurse is never viewed as a paternalistic (or even maternalistic) authority figure who 

knows best and seeks to impose her goals on a willing (or unwilling) patient.  

Modeling the client’s world means just that—the nurse building in his or her mind a 

cognitive model of how the client views the world, even though that view may be 

extremely incongruent with the nurse’s view of the world and/or even with objective 

reality as it is viewed by most individuals.   

“Role-modeling is the facilitation of the individual in attaining, maintaining, 

or promoting health through purposeful intervention” (p. 95), only after the nurse 

has modeled the client’s world and “aggregated and analyzed the constructs of that 

world” (p. 95). Role-modeling is the essence of nurturance and requires 

unconditional acceptance of the individual as he or she is, while “gently 

encouraging and facilitating growth and development at the person’s own pace and 

within the person’s own model” (p. 95) of the world.  

The specific portion of  MRM that served to inform this study are the five 

aims of nursing intervention. These five aims are discussed in greater detail in 

Chapter 2. The aims speak to the needs of every patient and the responsibilities of 

every nurse. Operationalizing this type of framework is the nurse’s responsibility.  
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Patients are not required to be nice or compliant, because the nurse is 

unconditionally accepting. When nurse goals and patient goals conflict, it is 

essential that the nurse more effectively model the client’s world, in order to satisfy 

the client’s unmet needs. Such was this researcher’s pre-study view of  beneficial 

nurse-patient interactions.   

Research Questions 

 The following research questions guided this study: 

1.  According to patients, what is the essence of a beneficial nurse-patient 

interaction? 

2.  According to patients, what are the words, actions, and/or events that 

facilitate the establishment of a beneficial nurse-patient relationship? 

3.  What meaning do interactions and relationships with nurses have for 

patients? 

4.  How do patients understand and interpret the interactions/relationships 

they have with nurses? 

Definitions 

 For the purpose of this study, the following definitions were used: 

nurse-patient interaction (NPI) - any event which brings a nurse and patient 

into contact with one another for whatever reason. This may include occasions when 

the nurse enters the patient’s room to provide care, accomplish a specific task, or 

impart information. It may also encompass chance encounters in the hallway and 

other unanticipated events. While interaction usually implies contact of shorter 
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duration than relationship, in the mind of this researcher, many of these short 

duration encounters have the potential for providing beneficial effects beyond the 

task of the moment. 

nurse-patient relationship (NPR) -  any ongoing encounter, from minutes to 

hours to days to weeks to months, between a nurse and a patient. While there is an 

underlying assumption in the nursing literature that relationship applies only in 

long-term situations, this researcher believes that an interaction can rapidly become 

a relationship, without the need for a long-term, ongoing situation to exist. For this 

reason, as well as inconsistencies in the nursing literature, this author used the terms 

NPI and NPR interchangeably. 

 beneficial NPI or NPR  - was defined by each study participant. This 

researcher believes it is an interaction during or after which the patient feels that the 

nurse has done or said something that was advantageous to the patient’s recovery or 

well-being. 

Assumptions 

 While the assumptions present in this study overlap the 

philosophical/theoretical perspective, the major assumptions underlying this 

research project are explicated. These are as follows: 

1.  Beneficial NPIs and NPRs result in advantageous outcomes for both the 

patient and the nurse. 

2.  The way in which a nurse approaches a patient will have a strong 

influence on the effectiveness of that interaction. 
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3.  Interactions with nurses have meaning and significance for patients. 

4.  Nurses have a responsibility to facilitate health and healing by initiating 

beneficial interactions with patients. 

5.  Every individual has the potential and a need for positive interactions 

and relationships with others. 

Limitations 

 As with any research, there are limitations in this study, as well as with the 

method used.  Research grounded in hermeneutics is best used to answer “what” and 

“how” questions.  Hermeneutic methods do not aid in prediction, but as we gain a 

fuller understanding of  what and  how, inferences can be made that could have 

important implications for nursing (Plager, 1994). This type of inquiry requires a 

great deal of commitment on the part of the researcher, as well as the subjects 

(Plager, 1994). 

 Tripp-Reimer and Cohen (1987) have criticized interpretive methods for 

being biased toward the investigator’s knowledge and experience and for not being 

true to the participant’s lived experience. Hermeneutic methods address this risk by 

remaining close to the original text (i.e., the stories told by the participants) and by a 

diligent effort to uncover biases for scrutiny (Plager, 1994). Heidegger, himself, 

noted  “the difficulty of this type of research lies in making it self-critical in a 

positive sense” (1927/1962, p. 61).  
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 Another limitation apparent in this project is the necessity to utilize a 

convenience sample. This limitation is of minimal concern, though, since neither 

generalizability nor randomization are issues in non-predictive qualitative research. 

Chapter Summary 

 Nurses know very little about patients’ views of nurse-patient 

interactions/relationships. Understanding the patient’s perspective of this 

phenomenon will provide nurses with some substantive knowledge that can serve to 

guide their approach to nurse-patient interactions in order to facilitate beneficial 

outcomes. 

 The only way to access this information is to provide patients with an 

opportunity to share their experiences and perceptions with an interested, open-

minded researcher. In the process of collecting data for this study, patients were  

provided with an opportunity to share their perspectives of the experiences they had 

with nurses. They were encouraged to share their understandings and interpretations 

of those events, as well as the more concrete stories of what really happened. 

 The purpose and significance of the study were explicated in this chapter.  

The philosophical/theoretical perspective that guided this research was briefly 

addressed. The sensitizing framework, research questions, definitions, assumptions, 

and limitations were delineated. 
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CHAPTER 2 

PHILSOPHICAL/THEORETICAL PERSPECTIVE 

This chapter provides an in-depth analysis of the philosophical/theoretical 

perspective that informed this author’s world view, as she pursued this research 

project. Afterthoughts are added to clarify significant changes that occurred in the 

researcher’s worldview during the dissertation process. 

Introduction to Philosophical/Theoretical Perspective 

 The section  describing the philosophical/theoretical perspective explicates 

the preunderstanding with which the researcher approached this study, and includes 

a brief history of hermeneutics and the philosophical underpinnings of a 

hermeneutic approach. It also attempts to reveal the ethical/value system held by 

this researcher that influenced the research process and analysis (Richardson & 

Woolfolk, 1994). 

The theory of symbolic interactionism is addressed as a means of explaining 

why investigating  the meaning of NPIs to patients is imperative. The researcher’s 

thoughts on higher order thinking (Mezirow, 1981) and reflective, professional 

practice (Dewey, 1933, 1938/1963; Schön, 1984, 1987) reveal more about this 

author’s perspective on beneficial, professional interactions with clients.   

Additionally, the art of nursing is explicated and contrasted with the science of 

nursing. 

Several nursing theories are presented. These were delineated in Chapter 1. 

MRM (Erickson, et al., 1983) is presented in greater depth and the philosophical 
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congruence of this theory with the author’s view of nursing is discussed. The 

author’s own construct of Facilitative Affiliation is also acknowledged as a means 

of further explicating her perspective on NPIs.  

The researcher’s views on healing and nurse as healer are discussed in order 

to further clarify her perspective on the relationship between NPI/NPRs and patient 

outcomes. Lastly, the religious/spiritual perspective of the author is presented as an 

important aspect of her view of the world. Specifically, the concepts of grace and 

servanthood are explored in order to further clarify the life philosophical perspective 

that drove this project. 

Hermeneutics 

 Hermeneutics is an ontological, dialectical, philosophical perspective related 

to understanding and meaning (Palmer, 1969). Three Greek words serve as the root 

for our English word hermeneutics. The first of these is a verb, hermeneuein, which 

means to interpret; the next is a noun, hermeneia, which means interpretation; the 

third is hermeios, a priest at the Delphic oracle. All three of these Greek words refer 

back to the messenger-god, Hermes, who had the responsibility of transmitting from 

the gods what is beyond human understanding into a form that human intelligence 

can grasp. Hermes is credited with the discovery of language and writing—the tools 

which humans use to grasp meaning and convey it to others (Palmer, 1969). 

   Philosophical hermeneutics has its origins in the discipline of Biblical 

exegesis or in-depth interpretation. The earliest use of the word hermeneutics in a 

book title dealing with Biblical interpretation was in 1654. There was growing 
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recognition, particularly among Protestant theologians in Germany, that literal 

Biblical interpretation was not always adequate for true understanding or to convey 

what was actually meant by a particular passage. Later, in English, the usage of  the 

word hermeneutics was broadened to include special methods required to extract 

hidden meaning from obscure, nonbiblical texts (Palmer, 1969). 

 Schleiermacher took hermeneutics beyond philological methodology by 

reconceiving it as a science or art of understanding. For the first time, hermeneutics 

was viewed as a general discipline, rather than a philological discipline and was 

described as the study of understanding itself (Palmer, 1969). Dilthey, a great 

philosophical thinker of the late 19th century and Schleiermacher’s biographer, saw 

hermeneutics as the foundation for all disciplines that focused on understanding 

man’s art, actions, and writings (Geisteswissenschaften). He sought to formulate a 

truly humanistic methodology for studying and understanding 

Geisteswissenschaften (Palmer, 1969). 

 Heidegger grappled with the ontological problem by using the 

phenomenology of his mentor, Husserl, to study man’s everyday being in the world.  

This resulted in the publication of Being and Time in 1927.  For Heidegger, 

hermeneutics refers to his phenomenological explication of human existing itself.  

His analysis indicated that understanding and interpretation are foundational modes 

of man’s being; that is, if we are truly human, we will seek to understand, interpret, 

and make sense of every occurrence in our life (1927/1962). In Gadamer’s mind, 



                                                                                                        

 

15 
 

Heidegger’s great contribution was in the revelation that understanding is not a 

methodological, but an ontological problem (Hekman, 1986). 

 In Truth and Method (1960/1989), Gadamer built upon Heidegger’s 

revolutionary contribution to hermeneutics. Additionally, he carried hermeneutics 

one step further by understanding it as an encounter with Dasein, simplistically, our 

human existence, through language. Hermeneutics was thus catapulted into the fully 

philosophical question of the relationship of language to being, understanding, 

history, existence, and reality (Palmer, 1969). 

 Both Heidegger and Gadamer expressed discomfort with a technological 

society bent on utilizing scientific methods to discover objective truth (Palmer, 

1969). For Heidegger, understanding is not a special capacity for feeling into the 

situation of another, but it is the power to grasp one’s own possibilities for being  

(Palmer, 1969). 

 Gadamer’s critique of method was driven by his conviction that man can 

never attain absolute knowledge. He maintained that as long as history continued, 

the absolutely rational position could always be enriched. In Gadamer’s mind the 

truly experienced person is ever open to new experiences; a crucial feature of 

rationality itself is for one to be open to the constant possibility of developing one’s 

perspective (Palmer, 1969; Warnke, 1987). 

 In Truth and Method (1960/1989) Gadamer stressed that the keys to 

understanding are not manipulation and control but participation and openness, not 

detached knowledge but experience, not methodology but dialectic. Thus, this 
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researcher did not seek to fully understand the experiences of others, but allowed 

others to reveal their understanding of their experiences through dialectical dialog. 

Some level of understanding did occur, though, as the researcher entered the 

hermeneutic circle. 

The Hermeneutic Circle 

 The elusive concept of the hermeneutic circle requires special consideration 

when research is approached with a hermeneutic philosophy. In order to grasp the 

significance of the hermeneutic circle we must acknowledge that understanding is a 

referential, dialectical process. We understand something by comparing it to 

something that we already know. We understand the meaning of a sentence from the 

words it contains. We also understand the meaning of each word in relationship to 

the context of the entire sentence. Any concept derives its meaning from the context 

in which it exists, but the context is made-up of the very elements that give it 

meaning. Understanding is circular; it is within this hermeneutic circle that meaning 

comes to stand (Palmer, 1969). 

 The concept of hermeneutic circle seems to involve a logical contradiction.  

We cannot grasp the whole until we understand the parts; but the parts make no 

sense unless we understand the whole. Thus, we must acknowledge that logic 

cannot fully explain the workings of understanding. So, we must leap into the 

hermeneutic circle and understand the whole and parts together (Palmer, 1969). 

 For the researcher, this means that she must have an area of shared 

understanding with those she seeks to understand. There is some minimal 
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preknowledge required before one is able to leap into the hermeneutic circle 

(Palmer, 1969).   

Hermeneutics and Preunderstanding 

 Gadamer (1960/1989) believed that true understanding could occur only if 

the inquirer were truly open-minded. In order to truly understand, one must be open 

to the possible truths of other points of view (Richardson & Woolfolk, 1994). At the 

same time,  according to Gadamer, the inquirer’s prejudices or pre-judgments are 

the inescapable bases for all interpretation. All interpretation is value- laden 

(Richardson & Woolfolk, 1994). Thus, it is essential for the hermeneutic researcher 

to expose those values, beliefs, and prejudices for examination by others, so that the 

applicability of new insights can be determined by those seeking to make such 

judgments (F. Richardson, personal communication, June, 1996).   

Science and Hermeneutics 

 As was noted in the historical overview of hermeneutics, Schleiermacher, 

Dilthey, Betti, and Hirsch sought to develop hermeneutics as a science for the study 

of human action and society (Crusius, 1991). Philosophical hermeneutics, though, as 

developed by Heidegger (1929/1962), Gadamer (1960/1989), and more recently, 

Taylor (1985a), radically questioned the assumptions of  this more objectivist view 

of hermeneutics. Nonetheless, their philosophical hermeneutics provides a valuable 

springboard for the study of human behavior and interactions. 

 While philosophical hermeneutics denies the quest for absolute truth, it does 

provide a stance from which “we can come to valid substantive ethical insights, 
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even if they are never final or certain. . . . [we can] fashion plausible accounts of 

human agency in the world and rationally defend our moral convictions” 

(Richardson & Woolfolk, 1994, p. 222).  Taylor (1985b) noted that it would be 

pointless and harmful to take an either/or approach to research in the social sciences. 

 Similarly, Wolfer (1993) noted: 

When we turn to the mental/symbolic realm of human discourse, the 
epistemology and methods of the physical sciences are inappropriate. No 
amount of scientific rigor and quantification can discover the meaning, 
intention and value of human interaction at the symbolic level. (p. 144)    
 

Wolfer posited that a new paradigm is needed for nursing research—one that values 

and makes room for both quantitative and qualitative research, depending on the 

nature of the phenomenon being investigated. He argued that qualitative methods 

are most appropriate when investigating the symbolic meaning of interactional 

events. Thus, a qualitative approach using a stance of philosophical hermeneutics  

appropriately framed this study. 

Moral/Ethical Value System 

 While each piece of this philosophical/theoretical explication exposed some 

part of the researcher’s moral/ethical value system, it seemed important to explicate 

a few moral/ethical commitments that may not appear elsewhere in this discourse.  

In this post-positivist era, it is generally accepted that there is no such thing as 

value-neutral research. The very choices a researcher makes about what to study and 

how to pursue that study reveals values that are usually implicit rather than explicit.  

Using a hermeneutic approach, though, demands that the researcher explore and 
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attempt to explicate the values that are driving and influencing the study at hand 

(Richardson & Woolfolk, 1994). 

 First of all, this researcher believes that each nurse has a moral/ethical 

responsibility to provide the best possible nursing care for each patient. The patient 

does not have any reciprocal responsibility to be pleasant, cooperative, or 

undemanding. The nurse’s responsibility is not diminished by any physical or 

personality characteristics of the patient. This belief is congruent with Buber’s 

notion of one-sided inclusion or mutuality (Smith, 1975); the nurse can truly include 

the patient in her full being, but this relation cannot be reciprocal.  

 Secondly, when considering NPI/NPRs, the author takes a stance of 

relational, rather than normative ethics. Normative ethics demands that we “impose 

on situations from the outside the basic values we as a society insist that health care 

respect” (Gadow, 1994, p. 5). Relational ethics allows the nurse to address 

individuals within their particular situation and model of the world and to discern 

the particular values and meanings that the individual himself or herself holds to be 

important. Relational ethics eliminates paternalism (or maternalism) and recognizes 

that no general, or normative, ethic can apply to every situation. 

 It is important to note, though, that normative ethics was applied in the 

implementation of this research. The ethical principles of beneficence, respect for 

human dignity, and justice (Polit & Hungler, 1991) applied throughout the research 

process. 



                                                                                                        

 

20 
 

 Beneficence includes freedom from harm, freedom from exploitation, and an 

acceptable risk/benefit ratio. Respect for human dignity involves the individual’s 

right to self-determination, for example, lack of coercion to gain participation and 

the right to full disclosure. Thus the true purpose of the study is revealed in the 

recruitment letter and information letter. Justice covers the notions of the right to 

fair treatment and the right to privacy (Polit & Hungler, 1991). At the time of the 

interview, an information letter was provided to each participant. Each person was 

given time to read the information, ask questions, and withdraw from the project, if  

so desired. The tape recorder was never turned on until the participant’s verbal 

consent to do so was obtained. No interviews were done until approval of the 

project by all pertinent human subjects and institutional review boards.  

Symbolic Interactionism 

 While the social theory of symbolic interactionism and philosophical 

hermeneutics do not appear to share a direct historical link,  there are interesting 

similarities  in the understanding of symbolic meaning in both fields. Heidegger 

believed that an important characteristic of understanding is that it always operates 

within a set of already interpreted relationships, a relational whole (Palmer, 1969).  

Mead (1934) and Blumer (1969, 1972) believed that human beings are constantly 

interpreting one another’s actions and that these interpretations are always based on 

previous experiences and the individual’s understanding of their world and these 

interpretations become part of a relational whole. For this researcher, the key link 

between hermeneutics and symbolic interactionism is the view of both philosophies 
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that human beings are constantly interpreting and seeking to understand their 

experiences and interactions. 

 Additionally, hermeneutics, along with symbolic interactionism is concerned 

with latent or hidden (i.e., symbolic) meanings. In hermeneutics, textual 

interpretation involves going from the manifest content and meaning to the hidden 

or latent meanings. Interpretation often involves reaching an understanding of  the 

symbols of myth, literature, or society itself (Palmer, 1969). Symbolic 

interactionism seeks to understand the symbolic meanings of human social 

interactions (Blumer, 1969). 

 While there are some philosophical incongruencies between hermeneutics 

and the whole of symbolic interactionism, this author’s world view has been 

influenced to some degree by both of these theoretical stances. Probably the greatest 

difference in the two philosophical views is that Blumer (1969) was intent on 

developing a scientific method for studying society, social issues, and social 

interactions, while Heidegger and Gadamer both found the basic premise of 

scientific method incongruent with true understanding (Palmer, 1969). Nonetheless, 

Blumer’s  understanding of the symbolism inherent in human social interactions 

provided essential grist for the researcher’s attempt to investigate interactions 

between nurses and patients. 

 The views of symbolic interactionism as explicated by Blumer (1969, 1972) 

rest on three basic premises. The first is that “human beings act toward things on the 

basis of the meanings that the things have for them” (1969, p. 2). In symbolic 
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interactionism the meaning that things have for an individual are central. To ignore 

the meaning of a thing or interaction is to ignore the essence of the behavior being 

studied.   

 The second premise is that these meanings arise out of the social 

interactions that individuals have with one another. Meaning does not emanate from 

the intrinsic makeup of the thing that has meaning, nor does it arise from “a 

coalescence of psychological elements in the person” (Blumer, 1969, p.4). Instead, 

meaning arises in the process of interaction between people. The meaning of 

something for a person grows out of the ways in which other persons act toward the 

person with regard to that thing. “Thus, symbolic interactionism sees meanings as 

social products, as creations that are formed in and through the defining activities of 

people as they interact” (1969, p. 5). 

Thirdly, these meanings are “handled in, and modified through, an 

interpretive process” (Blumer, 1969, p.2). Blumer was concerned that many scholars 

who putatively used a symbolic interactionist approach ignored the interpretive 

function of the individual. He noted that “it is necessary to see that meanings play 

their part in action through a process of self- interaction” (1969, p.5). 

Mead (1934) noted that there are two types of social interaction— 

non-symbolic and symbolic. Non-symbolic interaction occurs when one responds 

directly to the action of another without interpretation and is most apparent in reflex 

responses. Symbolic interaction occurs when an individual notes, interprets, and 

responds to another’s actions. When that action has the same meaning for both 
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parties, understanding occurs; but when it means different things to the two 

individuals misunderstanding takes place.   

Additionally, Mead believed that for understanding to occur during an 

interaction, it was necessary for the parties to “take each other’s roles” (Blumer, 

1969, p. 9). For Mead (1934), role-taking is the essence of intelligence. Role-taking 

is not role-playing, nor can it be considered synonymous with empathy or 

identification (Lauer & Handel, 1977). Role-taking involves putting oneself in 

another’s place, so as to be sensitive to the other person’s attitude during an 

interaction. As one does this, one understands the meaning of the symbols or 

gestures which express the attitude of the other person (Mead, 1934). 

From a nursing perspective, this writer would say that this is part of  

“modeling the patient’s world” (Erickson, et al., 1983), although modeling involves 

a deeper understanding than the interaction of the moment. It is important to note 

that the author does not believe that the patient has the responsibility or resources to 

model the nurse’s world or role-take in an effort to understand the nurse. Thus, the 

nurse has a double burden in the care giving interaction. She must interpret the 

meaning that the interaction has to the patient, and the nurse must verify the 

accuracy of that interpretation with the patient.  

An example of a failure to accurately model the patient’s world might be an 

interaction that I had with a young mastectomy patient some years ago. She was 

very morose and, in my interpretation, taking her situation far too seriously. In 

trying to cheer her up, I shared with her a humorous episode from a movie I had 
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seen about a woman coping with breast cancer. Not only did she find my humor 

markedly unfunny, but my failure to understand her interpretation of the meaning of 

losing a breast destroyed the possibility of establishing any sort of beneficial 

relationship with this patient. Therefore, seeking to understand the meanings that 

patients place on the interactions they have with nurses, requires some awareness of 

the symbolic importance of those meanings.     

Educating Reflective Practitioners 

 In order to fully explicate the worldview of this author, it is necessary to 

discuss her views on teaching those who would be nurses. Schön (1984; 1987) 

delineated the difference between technical rationality in professional practice and 

reflective professional practice. Technical rationality (which could well be called 

the science of nursing) demands intelligent practice as an application of knowledge 

to instrumental decisions, leaving little room for intuition and reflection to provide 

unique insight in unique situations. When talking about reflective professional 

practice, Schön would say that a reflective practitioner is one who approaches every 

patient as an n of one. This means that each time a nurse interacts with any patient, 

that interaction should be as rigorous as they would be if your patient was the only 

subject in a research study. 

   Although a certain amount of scientific, medical, and health-related 

knowledge must be internalized and a certain amount of task-related, mechanical 

functions must be learned by novice nurses, critical, higher order thinking skills and 

the ability to reflect and learn are far more important in today’s highly technical, 
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rapidly changing health care environment. Additionally, novice nurses need to be 

provided with an opportunity to learn to value their intuitive abilities and what they 

already know related to previous life experiences.  

Heidegger (1968) noted:  

Teaching is even more difficult than learning because what teaching calls  
for is this: to let learn. The real teaching, in fact, lets nothing else be learned 
than—learning. The real teacher, in fact, lets nothing else be learned than—
learning…. The teacher is ahead of his apprentices in this alone, that he has 
still more to learn than they—he has to learn to let them learn. (p. 15)   
 

This letting learn is an extremely difficult task for many teachers of nursing, 

because they tend to be very concerned with information and skills acquisition. 

While Dewey (1933, 1938/1963), Schön (1984, 1987) , and Mezirow (1981) might 

not have used the words letting learn, all three educators have a view of the 

teaching/learning process that is congruent with this hermeneutic viewpoint. 

 John Dewey’s thought and writing spanned almost a century. He was 

considered the most noted philosopher in the United States during the late 19th and 

early 20th century. His impact on American thought has probably influenced our 

society more than any other thinker of his day and more than we can realize or 

imagine (Neff, 1967). My father, who is in his 80s and attended college in the 

1930s, remembers studying Dewey in some of his classes. He noted (Cunningham, 

personal communication, December, 1996) that Dewey’s views on education were 

considered quite radical in the conservative, private college that he attended. 

 Similar to Heidegger, Dewey regarded the teacher’s role as that of one who 

guides the learning process. He said, “The teacher is a guide and director; he steers 
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the boat, but the energy that propels it must come from those who are learning” 

(1933, p. 36). He also believed that reflection is an essential part of the learning 

experience. He added that, while not all experiences are educational, experiences 

upon which a person reflects have the potential of yielding knowledge more general 

than the specific experience itself (1933).   

According to Dewey, there are three goals of reflective thinking. The first of 

these is to “direct our activities with foresight and to plan according to ends- in-

view” (1933, p. 17). The second goal is the conversion of impulsive action into 

intelligent action. The third is to enrich events with meaning. Dewey placed an 

unusual burden on the learner by demanding open-mindedness, whole-heartedness, 

and responsibility (1933). Dewey’s educational principles have generally been 

applied primarily at the elementary and secondary school levels, but Schön (1984, 

1987) has recognized and applied the principle of reflection in the practice and 

education of professionals. 

 Schön (1984) expressed thinking similar to that of Heidegger and Gadamer, 

when he criticized technical rationality as the primary basis for professional 

practice. He noted that technical rationality assumes a “routine application of facts, 

rules, and procedures derived from the body of professional knowledge”  

(pp. 33-34). He also noted that a large percentage of the cases or problems that 

professionals deal with are “not in the book” (p. 35). Schön viewed professional 

reflection as involving three overlapping thought processes. These are (1) knowing-

in-action, (2) reflection- in-action, and (3) reflecting on knowing and reflection-in- 
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action. He viewed this three-step process as having more importance and value in 

professional education and practice than technical rationality. 

 Knowing- in-action is the professional art—that tacit, intuitive knowing that 

we find ourselves at a loss to describe. Reflection- in-action usually occurs when 

technical rationality and/or knowing- in-action fail. There is surprise that what was 

being attempted did not work and on the spot experimentation (i.e., trying 

something a little out of the ordinary) may occur. Schön (1984) noted that “it is this 

entire process of reflection- in-action which is central to the ‘art’ by which 

practitioners sometimes deal with situations of uncertainty, instability, uniqueness, 

and value conflict” (p. 50). Reflecting on knowing and reflecting on reflection- in-

action involves thinking about events, interactions, and experiences and attempting 

to make sense of what occurred and reach some conclusions about the future 

ramifications of that event (Schön, 1984).   

 Schön (1987) noted that educating reflective, professional practitioners 

requires facilitation of learning, a teacher who is willing to function as a coach, and 

a dialogical relationship between student and coach. Carl Rogers’ views on teaching 

and learning strongly influenced Schön’s thinking. Schön noted that, while Rogers 

indicated that he had lost all interest in being a teacher, he had in reality reframed 

teaching in a way that “gives central importance to his own role as a learner”  

(p. 92). This way of thinking takes us back to Heidegger’s view of a teacher as 

being one who has the most to learn. 
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 Schön (1987) then observed that “Rogers believes that the most important 

things cannot be taught but must be discovered and appropriated for oneself”  

(p. 92). And it is only through reflection on our experiences that self-discovery and 

self-appropriation occur. Additionally, if this reflection includes a conceptual, 

theoretical knowledge base, the learner is beginning to use higher order, critical 

thinking skills. 

 Mezirow (1981) elucidated a theory of adult learning and critical thinking 

skills that identified various levels of reflectivity. Basic reflectivity simply involves 

becoming aware of specific perceptions we have and becoming aware of our own 

habits of seeing, thinking, and acting. Affective reflectivity involves becoming 

aware of how we feel about the ways we see, think, and act. Judgmental reflectivity 

involves becoming aware of our value judgments—good and bad, positive and 

negative. 

 Critical awareness or critical consciousness, which is a higher order thinking 

skill, involves becoming aware of our awareness and being able to critique that 

awareness. The highest level of critical consciousness, theoretical reflectivity, is the 

process that is central to perspective transformation. Theoretical reflectivity occurs 

when an individual is able to identify that an habitual or precipitant way of thinking 

or conceptual inadequacy is related to “a set of taken-for-granted cultural or 

psychological assumptions which explain personal experience less satisfactorily 

than another [newly learned] perspective . . .” (Mezirow, 1981, p. 13). Perspective 

transformation, then, is an emancipatory process in which an individual becomes 
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aware of the constraining forces of long held psycho-cultural assumptions, 

reconstitutes this structure to permit “a more inclusive and discriminating 

integration of experience” (Mezirow, 1981, p. 6), and acts upon these new 

understandings. 

 This can be illustrated through the experience of an undergraduate nursing 

student in one of the author’s clinical groups. This thirty-something-year old mother 

of two is a member of a non-American minority group that holds very judgmental 

attitudes toward homosexuality and views AIDS as a just punishment for deviant 

behavior. Nonetheless, she assigned herself to care for a very ill homosexual male 

with AIDS and advanced AIDS-related lymphoma. She began her care of this 

individual being very aware of  her attitude (i.e., judgmental reflectivity), but also 

having an intellectual knowledge of a nurse-patient interaction construct that 

required her to approach all patients with unconditional acceptance. 

 As she related her experience to me, she said, “When I started caring for 

him, I was just ‘acting out’ unconditional acceptance; I was wearing a mask. But, as 

I came to know this person, the unconditional acceptance became real. I was able to 

remove the mask.” In fact, she developed such an intense affection and concern for 

this client that even her career goals began to change.  She went home and told her 

husband about this man and his intense suffering, both physical and psychological, 

and tried to get him to understand the basis for her perspective transformation.  His 

response was, “What are they doing to you down at that school?” 
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 This author’s view is that all novice nurses need to be facilitated in 

opportunities where they might experience such perspective-transforming events in 

order to become truly artful nurses. While the science of nursing may be taught, the 

art of nursing, which is its essence, must be learned. 

Art of Nursing 

 As just noted, this author considers the art of nursing to be the essence, or 

heart, of nursing. When we try to answer the philosophical question “What makes 

nursing unique and essential among the health care professions?”, this author always 

thinks of the art of nursing—that ability to nurture healing, comfort in times of 

suffering, and to demonstrate compassion to the unlovable. These abilities can be 

facilitated and nurtured, but they cannot be taught in a textbook or in the classroom. 

 On an introductory page to Holistic nursing: A handbook for practice 

(Dossey, Keegan, Guzzetta, & Kolkmeier, 1995), the editors state that “the 

following words remind us of the essence of contemporary nursing” (p. iii).  They 

then quote a verse which is credited to Florence Nightingale: 

Nursing is an art; and if it is to be made an art, 

it requires as exclusive a devotion, as hard a preparation, 

as any painter’s or sculptor’s work; 

for what is the having to do with dead canvas or cold marble, 

compared with having to do with the living spirit—the temple of 

God’s spirit? 
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It is one of the Fine Arts; 

I had almost said, the finest of Fine Arts. 

 Johnson (1996) noted that it would seem that the art of nursing is 

“everything that the science of nursing is not” (p. 169). She then stepped away from 

that stance and undertook a scholarly, dialectical analysis of a tremendous amount 

of nursing literature dealing with the art of nursing either explicitly or implicitly. It 

would seem, based on the reading of this work and an earlier publication (Johnson, 

1994) that she stands with those who claim the art of nursing is “rational in nature” 

(p. 170).  She then equated the contrary position with those who support the notion 

of intuitive, holistic practice as being the art of nursing (Benner, 1984; Benner & 

Wrubel, 1982, 1989; Gadow, 1990). 

 It seems to this author that Johnson’s argument is specious, at best. Johnson 

(1996) frames rational, logical thought processes as being essential in practicing the 

art of nursing. She then claims intuitive, holistic nursing approaches as the contrary 

position, claiming that nurses who value that type of practice deny the value of 

rational, reflective processes in implementing the art of nursing. 

 Her argument has several distinct weaknesses.  First of all, the contrary 

position to the art of nursing as rational and logical would be the art of nursing as 

irrational or illogical. Certainly, no one would argue that such is ever the case.  

Secondly, her argument seems to deny the value of intuitive, almost ineffable, 

decisions that are often made by expert nurses who are truly artistic practitioners of  

nursing. Lastly, her argument harks back to Husserl’s stance that all meaningful 
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experience is objective and rational. That argument has been repeatedly rejected by 

such great thinkers as Kierkegaard (Sontag, 1979) and Bultmann (Ashcraft, 1972). 

 While Johnson (1996) stated that her goal is to stimulate scholarly dialog 

regarding the art of nursing, it appears her view is that nursing art is able to identify 

and replicate nursing decisions based on rational, logical, communicable thought 

processes. To this author that is the science of nursing and frequently appropriate. 

My stance is the contrary one, if we accept the contrary view as involving 

sometimes intuitive and almost always holistic, individualized nursing care as the 

art of nursing. If there is any implication, though, that these actions are at all 

irrational or illogical, it seems to this author that Johnson has truly missed the point. 

 In 1929 Stewart reminded nurses of the following: 

The real essence of nursing, as of any fine art, lies not in the mechanical 
details of execution, nor yet in the dexterity of the performer, but in the 
creative imagination, the sensitive spirit, and the intelligent understanding 
lying back of these techniques and skills. Without these, nursing may 
become a highly skilled trade, but it cannot be a profession or a fine art 
(cited in Donahue, 1985, p. 467). 
 

Nurses whose views mirror Johnson’s may be at risk of removing the 

professionalism and artistry from nursing. 

 Parse (1992) noted that “the art is the science creatively lived through the 

uniqueness of the artist” (p. 147). This art combines professional and personal 

knowledge with cherished beliefs. “The knowledge base of nursing resides in the 

schools of thought espoused through the extant nursing theories and frameworks.  
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The performing art of nursing is the creative life of the science; it is a unique 

contribution to the health care of people” (Parse, 1992, p. 147). 

Nursing Theories 

 As Parse noted (1992), as practicing artists it is essential that nurses 

implement their practice within extant nursing theories and frameworks. This author 

has investigated and rejected several well-accepted nursing theories as a possible 

basis for her own practice. Each of these, Caring, Orlando’s nurse-patient process, 

and King’s goal attainment model, is briefly discussed and the reason or reasons for 

rejection explicated. Then, the nursing theory that the author has adopted as the 

most useful for theory-based practice is described in greater detail, and its 

philosophical congruence with the author’s world view addressed. 

Caring 

 Nursing conceptualizations and theories of Caring are diverse and poorly 

developed (Morse, Bottorff, Neander, & Solberg, 1991). Morse and her colleagues 

(1991) also noted that “there is a lack of clarity in describing caring” (p. 124). 

Caring in nursing has been explicated in different ways by Leininger (1984; 1985b) 

and Watson (1985a; 1985b; 1994).  While Leininger and Watson have both 

identified caring as the essence and unifying domain of nursing (Cohen, 1991), 

Leininger focused on the cultural perspective and Watson on the philosophic and 

spiritual basis of caring. Morse and her colleagues (1991) noted that there are at 

least five basic conceptualizations of caring, that it is relatively undeveloped as a 
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concept, has not been clearly explicated, and often lacks relevance for nursing 

practice. 

 Leininger, a nurse anthropologist, has explicated a nursing theory that is 

sometimes referred to as Culture Care Diversity and Universality (Cameron & Luna, 

1996). Leininger studied nursing in a variety of cultures and identified human care 

as the critical and essential element of nursing (1985b). Several of Leininger’s 

views are very important to nursing and congruent with this author’s world view. 

 First of all, Leininger was probably the first nurse, if not the Western 

world’s first health care provider, to articulate the need for culturally congruent 

health care as essential for the facilitation of healing (1984, 1985b, 1988). Secondly, 

she has taken exception to the inclusion of ‘nursing’ in nursing’s metaparadigm 

(1991). She believes that since nursing is the phenomenon to be explained it cannot 

be a central concept in the metaparadigm of the discipline. While she would replace 

the concept of nursing with human care, this author would replace the concept of 

nursing with nurse-client relationship (Kim, 1987). Thirdly, she views qualitative 

methods as the paradigm most valuable for discovering the ontologic and epistemic 

dimensions of nursing (Leininger, 1985a).    

This author’s biggest problem with Leininger is her underlying assumption 

that “care is the essence of nursing and a distinct, dominant, central, and unifying 

focus” (Leininger, 1991, p. 44 ). While care, concern, and compassion are important 

components of nursing, it is a great leap to claim care as the “essence” of nursing.  
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Additionally, the confusion between Leininger’s theory of human care and 

Watson’s caring perspective remain problematic. 

 As with Leininger, Watson’s Theory of Caring (1985a; 1985b) has some 

components that are attractive to this author. First, her concern with the spirit, or 

soul, of human beings is important and refreshing. Secondly, her identification of 

nursing as an art, as well as a human science (1985a), is an important contribution.  

Additionally, the contribution of some of her followers to the notion of nurse as 

healing facilitator (Eriksson, 1994; Gaut & Boykin, 1994; Montgomery, 1993, 

1994) is extremely important. Also, Watson and her supporters have played an 

important role in identifying nursing as an art, as well as the expression of nursing 

as an art form (Chinn & Watson, 1994). 

 Five of Watson’s supporters are particularly attractive to this author.  The 

first is Gadow (1994), a nurse ethicist, who has had a tremendous influence on my 

view of nursing. The second is Montgomery (1993) whose views on healing 

communication have greatly influenced my thinking. The third is Locsin (1995a, 

1995b) whose views on NPIs are remarkably congruent with my own except for the 

language he uses. 

 The fourth Watson follower who is attractive and important to this author is 

Swanson (1991; 1993). Her research-based development of a middle range theory of 

caring contains important information for the researcher who is concerned with 

NPIs. Additionally, one of the nurses who approaches research within Watson’s 
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view of caring, Halldorsdottir (1991), developed a mid-range theory related to 

nurses as healers that is very meaningful to this author. 

 The researcher’s discomfort with Watson’s theory probably stems from its 

explicit congruence with New Age and humanistic philosophies. Her explication of 

caring occasions and transpersonal interactions in which the phenomenal fields of 

the nurse and patient merge, becoming a new phenomenal field (1985) are difficult 

for this rather conservative Christian to accept. As Watson explained that this means 

the nurse-person meeting the patient-person on level ground, she revealed that many 

of our beliefs are similar, but it is her language that creates internal dissonance for 

this nurse.  Also, her frequent use of coined concepts, such as carative factors and 

curative factors makes her theory unpalatable for me, because I prefer plain and 

simple language, whenever possible. 

 Afterthought. My discomfort with New Age and humanistic thinking and 

philosophies has greatly diminished during the process of writing this dissertation.  

I no longer have a problem with the phenomenal fields of the patient and nurse 

merging to become a new  phenomenal field. In fact, I now believe this is a very 

valuable way to think about beneficial NPIs. But, I now have a new discomfort with 

the idea that caring is the essence of nursing. 

 That new discomfort developed, when the researcher accidentally attended a 

‘caring conference’ that had been advertised as a ‘reflective thinking conference.’ 

During discussions about approaching patients with ‘the intent to care,’ I heard 

nurse after nurse make the following comment, “It doesn’t matter how strong my 
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intent to care is, I’m always making a mess of the relationship.” Further questioning 

led the writer to believe that the underlying problem was a failure on their part to 

learn anything about what that particular patient wanted or needed. These nurses 

were failing to model the patient’s world. The intent to care without assessing for 

the patient’s wants and needs and view of the world leaves the nurse trying to care 

without accurate information about nursing actions that could foster the patient’s 

health and well-being. 

Dynamic Nurse-Patient Process (Orlando) 

 In the 1950s Orlando (1961/1990) began investigating the nature of the 

nurse-patient relationship. She identified this relationship as a dynamic, interactive, 

ever-changing process and identified the importance of nurses’ actions and activities 

in establishing helpful or therapeutic relationships. Much of what Orlando 

discovered and wrote about beneficial NPIs is congruent with this nurse’s own 

philosophy and valued by this nurse. But, her language is a bit dated and her overall 

theory is not comprehensive enough to meet my personal practice needs. 

Goal Attainment Theory (King) 

 The author’s motivation to investigate King’s (1981) goal attainment theory 

came from a nursing professor (L. Walker, personal communication, 1995) who 

made the assumption that if one wanted to investigate NPIs and/or NPRs, this theory 

would provide the most obviously acceptable theoretical framework. Goal 

attainment theory is but a piece, albeit a large one, of King’s larger systems 

framework for nursing (Evans, 1991; Frey, 1996).   
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 Goal attainment theory is related to the personal and interpersonal concepts 

within the larger system. King (1981) delineated 16 assumptions within goal 

attainment theory. This author’s views are congruent with all of King’s 

assumptions, and several of them are particularly important and attractive. King 

(1981) noted the following: 

Perceptions of nurse and of client influence the interaction process;  
goals, needs and values of nurse and client influence the interaction  
process; individuals have a right to accept or reject health care; and  
goals of health professionals and goals of recipients of health care  
may be incongruent. (pp. 143-144)  

 
Additionally, King’s theory identifies that “decision making is a shared 

collaborative process in which client and nurse give information to each other, 

identify goals, and explore means to attain goals; each moves forward to attain 

goals” (King, 1989, p. 155).  

 Of the rejected nursing theories, perhaps the most attractive as a potential 

theoretical framework for nursing practice is King’s goal attainment theory ( 1981, 

1989). However, her rather objective, positivist approach to nursing is not congruent 

with the author’s approach. Her goal-oriented nursing record (GONR) (King, 1981) 

with its data base, nursing diagnosis goal lists, nursing orders, and so forth is 

evidence that her approach to NPIs is too logical and rational, and not artful enough, 

to be comfortable for this nurse. Additionally, King’s theory has been critic ized for 

its limitations for use with certain populations, such as preverbal infants and 

children and unconscious adults (Meleis, 1991). So, while King’s goal-attainment 

theory makes important contributions as one considers the issue of NPIs/NPRs, it is 
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not as philosophically congruent with the author’s view as the theory chosen to 

provide the sensitizing framework to inform my view of nursing. 

Modeling and Role-Modeling (MRM) 

 MRM (Erickson, et al., 1983) is a retroductive theory developed primarily 

by Erickson based on her nursing practice, life experiences, educational exposure, 

and worldview. MRM is not a role theory. The term role-modeling was chosen to 

reflect what nurses do in that intervention stage using this theory. Nurses learn about 

those roles, as we model the worlds of our patients. Thus, as we help them plan 

strategies that facilitate their growth and healing, we will always keep in mind their 

model of the world, their roles in that world, and how the two relate (Helen 

Erickson, personal communication, April, 2002). MRM is a holistic, practice-

oriented nursing theory that can be used to guide nurses in any area of nursing 

practice. It is firmly grounded in some widely accepted non-nursing theories. It has 

developmental roots that mirror the thinking of Eric Erikson (1963) and Piaget and 

Inhelder (1969). It also has roots in the  needs theory  of  Maslow (1968, 1970). 

Additionally, MRM  places great emphasis on Selye’s (1974, 1976) views  of 

stressors and stress being related to the development of illness (Erickson, et al., 

1983). Also of tremendous impact on Erickson’s world view and her nursing theory 

was her father-in- law, psychotherapist Milton Erickson (Helen Erickson, personal 

communication, 1994). 

 MRM theory is attractive to this author for a number of reasons. First of all, 

it is the only nursing theory identified as being essentially complete and 
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philosophically congruent with the author’s view of nursing. One of the underlying 

tenets of MRM is that in order to be effective, the nurse must establish a trusting 

relationship with each of her clients. My concern with the issue of trust was the 

starting point for this dissertation. It does not matter how much a nurse cares, unless 

she establishes a trusting relationship with her patients, NPIs are seldom, if ever, 

effective and beneficial. Another reason that this is a very attractive theory is that it 

can be understood and applied at several levels.  It can be utilized very superficially, 

but effectively, by the novice nurse who understands only the value and importance 

of modeling and accepting the client’s view of the world. Conversely, the theory is 

so rich and deep that the more one learns about it, the more obvious it becomes that 

even the expert nurse will never be able to grasp and apply the whole. 

 There are two important clusters of concepts within the theory of MRM.  

The first cluster of concepts is related to the authors’ (Erickson, et al., 1983) 

philosophical perspective of human nature.  Holism is the first concept addressed in 

this cluster of concepts.  In the MRM view of holism, “body, mind, emotion, and 

spirit are a total unit and they act together” (p. 45). Additionally, in the MRM view 

of holism there is an implication that the whole is greater than the sum of its parts.  

A second concept in this cluster is that of health. Health is viewed as a state of 

dynamic equilibrium among the subsystems of the individual; health is also seen as 

general well-being, not merely or necessarily the absence of illness. 

 Another important idea within this cluster related to the person is the notion 

of lifetime growth and development with an implication that continuing growth and 
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development throughout the life span is essential for health. A fourth concept that is 

unique to MRM is that of affiliated-individuation. This concept captures the 

individual’s need “to be able to be dependent on support systems while 

simultaneously maintaining independence from these support systems” (p. 47).  

Affiliated- individuation acknowledges the notion that each individual has a need to 

“feel a deep sense of both the ‘I’ and the ‘we’ states of being and to perceive 

freedom and acceptance in both states” (p. 47). 

 MRM also explicates the relationship between adaptation and 

maladaptation.  Adaptation occurs “as the individual responds to external and 

internal stressors in a health and growth-directed manner” (p. 47).  Maladaptation 

occurs when the individual’s efforts to cope with a stressor within one subsystem 

taxes another subsystem. A unique view of self-care knowledge, resources, and 

action is an integral part of MRM. This view states that at some level the individual 

knows what has made him or her ill and also what will make him or her well. It is 

then the nurse’s responsibility to assess for self-care knowledge and facilitate the 

enactment of self-care resources and self-care action. 

 Another cluster of concepts is related to the role of the nurse. In a nursing 

practice using the theory of MRM, the nurse is viewed as a facilitator, rather than as 

an effector.  The “nurse-client relationship is an interactive interpersonal process 

that aids the individual to identify, mobilize, and develop his or her own strengths” 

(p. 48). Nurturance is another concept in this cluster and implies that the nurse seeks 

to know and understand the client’s model of the world; the nurse then nurtures by 
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communicating her appreciation for the value and significance of that model of the 

world for the client. In implementing nurturance, the nurse “thoughtfully and 

purposefully role-models that world with the client so that the client can grow 

healthier” (p. 49). The last concept in this cluster is that of unconditional 

acceptance.  In order for the individual to be facilitated in developing his or her own 

potential, that individual must recognize that he or she is accepted as unique, 

worthwhile, valuable, and important. 

 This discussion leads us to the definition of nursing within MRM. MRM 

theory defines nursing as: 

The holistic helping of persons with their self-care activities in relation  
to their health. This is an interactive, interpersonal process that nurtures 
strengths to enable development, release, and channeling of resources for 
coping with one’s circumstances and environment. The goal is to achieve  
a state of perceived optimum health and contentment. (Erickson, et al.,  
1983, p. 49) 
 
Within MRM there are five aims for nursing intervention, each one based on 

a specific philosophical/theoretical principle (Erickson, et al., 1983). The first aim is 

to build trust. This aim is based on a principle that assumes the nursing process 

requires the existence of a functional, trusting relationship between nurse and client.  

The second aim is to promote the client’s positive orientation. The principle 

underlying this aim states that “affiliated- individuation is dependent on the 

individual’s perceiving that he or she is an acceptable, respectable, and worthwhile 

human being” (p. 170). The third aim of nursing intervention is to promote the 

client’s control. This aim recognizes that human development is dependent on the 
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individual’s perception that he or she has some control over his or her own life, 

while at the same time experiencing a state of affiliation. 

 The fourth aim of nursing intervention is to affirm and promote the client’s 

strengths. The principle underlying this aim notes that the nurse supports the 

individual’s innate drive toward holistic health through consistent and systematic 

nurturance. The fifth aim is to set mutual, health-directed goals.  This relates to the 

principle that “human growth is dependent on satisfaction of basic needs and 

facilitated by growth-need satisfaction” (p. 170). 

 While this overview of MRM is sketchy at best, it serves to provide the 

reader with some understanding of the author’s view of nursing. This view 

influences her interactions with patients, students, family, friends, and research 

participants and has served to frame her preunderstanding of  beneficial NPIs and 

NPRs. 

Facilitative Affiliation (FA) 

 FA is a conceptual construct (see Figure 1) of effective, beneficial 

NPIs/NPRs that has been retroductively developed by this author in conjunction 

with experienced nursing colleagues (Rogers, 1995a; 1995b; 1996). It has been 

noted that this conceptual model views these interactions from a nursing rather than 

a patient perspective. While the validity of this model needs to be addressed with 

patients, this research project was not designed to affirm or support that model.

 The concept of FA was developed in an effort to capture the essence of  

beneficial NPI/NPRs. Initially, the author was seeking to identify and analyze an 
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extant concept that captured this phenomenon. The concept of therapeutic alliance 

(Madden, 1990) was considered but rejected for a variety of reasons. One was that 

the term alliance has the connotation of a contractual relationship, which is often 

unrealistic in nursing and is philosophically incongruent with the author’s view of 

nursing. Secondly, according to Madden (1990), therapeutic alliance was possible 

and needed only with noncompliant patients. Another author (Hougaard, 1994) 

believed that therapeutic alliance could only occur in a relationship with a pleasant, 

friendly, compliant client. This incongruence seemed untenable, plus the author was 

seeking to identify a concept that applied to all client/patient populations.  

 

   

 

 

 

 

 

 

 

Figure 1. Conceptual Model of Facilitative Affiliation 

The concepts of therapeutic relationship and connected relationship as used 

by Morse (1991) were also rejected due to philosophical incongruencies with this 

author’s view. The therapeutic relationship was too task and patient oriented. The 
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connected relationship, while person oriented, assumed the need for long-term 

contact between nurse and patient. 

Since, by this time, the author had concluded that no existing concept 

captured the essence of an effective NPI, she decided to heed the words of Müller 

and Dzurec (1993).  They noted that nurses “either actively choose the names that 

will provide their perspective on knowledge, or they accept extant names by 

default” (p. 21).  Since an acceptable extant name was not identified, a name was 

thoughtfully chosen. 

Afterthought. In her presentations related to MRM, Helen Erickson refers to 

a functional trusting relationship to identify this notion of a beneficial NPI/NPR. 

This author even used that phrase as she presented the basic tenets of MRM. But, 

the identification of this phrase as conceptual did not occur until long after the FA 

model was developed. 

First, facilitation was identified as a primary nursing function. As noted 

earlier, in MRM facilitation is one of the primary roles of the nurse (Erickson, et al., 

1983). Also, since a wide range of nursing literature had been surveyed looking for 

this elusive concept, the author had begun to take note of how frequently the word 

facilitation was used in reference to a wide variety of nursing activities (Leininger, 

1985; Mallett, 1990; Walker, et al., 1993; Wilkinson, 1991). 

 Once it had been decided that facilitation is what nurses do, it was necessary 

to name the nature of the relationship. Alliance was considered but discarded 

because of the contractual connotation, which is often unrealistic in NPIs.  
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Affiliation is the act of bringing into close association (Random House, 1993). This 

relationship is much more congruent with that of nurses and patients, as often, 

neither individual has much, if any, choice in the encounter, but the client still has a 

need for a close, beneficial interaction. Koestner and McClelland (1992) noted that 

the need for affiliation motivates a great deal of human behavior. Helen Erickson 

(personal communication, September, 1994) took this a step further by pointing out 

that affiliation with others is a lifelong need of all individuals. 

 Thus, facilitative affiliation is now defined as any NPI in which the nurse 

assesses the patient’s needs based on that individual’s self-care knowledge and 

perceived resources and creates individualized interventions based on those 

identified needs. The relationship is then characterized by availability, nurturance, 

and advocacy on the part of the nurse and a sense of mutual trust between the client 

and the nurse. This construct is currently undergoing a metamorphosis in the mind 

of its developer, and, eventually, the conceptual model will look very different from 

the one presented here. 

 While the purpose of this dissertation research is not an effort to validate this 

model, it is impossible for the author to completely dismiss from her mind this 

nursing construct of a beneficial NPI/NPR. Thus it is important for her to disclose 

that view so that others may determine whether her research findings are biased in 

support of her preunderstanding of this construct. 
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Nursing as Facilitation of Healing 

 Although Florence Nightingale viewed nursing as the fostering of healing 

(Cusveller, 1995), it is only in recent years that nurses have explicitly re-recognized 

their role as healing facilitators. The science of psychoneuroimmunology has 

identified the potential that each individual has to activate the healing process within 

his or her own body, but, as Dossey  (1992) reminded us, many of our patients do 

not know how to activate that healing potential. She noted: 

Nurses have the ability . . . to assist patients in activating [this healing 
process]. Our challenge is to help them understand that body and mind  
are connected and that mind therapies, used in conjunction with  
traditional medical therapies, can intensify the healing process. (27) 
 
Until Descartes articulated the doctrine of mind-body dualism, Western 

healers, as well as their Eastern brethren, combined physical and psychological 

methods of healing. Symbolic and aesthetic healing treatments were regarded with 

as much respect as physical treatments (Frank & Frank, 1993). Nurses who wish to 

facilitate patient recovery and well-being have begun to recognize the value of 

symbolic and aesthetic healing strategies. 

 As can be seen from the conceptual model presented in the previous section 

(see Figure1) this author has posited that beneficial NPIs have the potential for 

facilitating healing. This does not always involve the use of mind therapies, as 

suggested by Dossey (1992), but also has to do with the everyday interactions 

nurses have with patients. Additionally, the words that nurses use during these 

interactions can have strong symbolic meaning for their patients. As Freud noted, 
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“Words were originally magic and to this day words have retained much of their 

ancient magical power” (cited in de Shazer, 1994, p. 3). Montgomery (1993) noted 

that both verbal and nonverbal communication have a significant impact on the 

individual’s ability to heal.  

 The plethora of literature currently available on nurses as facilitators of 

healing (Dossey, Keegan, Guzzetta, Kolkmeier, 1995; Gaut & Boykin, 1994; Geary 

& Hawkins, 1991; Hover-Kramer, 1996; Krieger, 1989; Oliver, 1990; Quinn, 1992; 

Rew, 1996) makes it evident that some nurses are beginning to acknowledge their 

role as participants in the healing process. Keegan (1996) noted that the “recently 

introduced term nurse-healer aptly describes the qualities of an increasing number 

of  clinicians, educators, administrators, and nurse practitioners. Today all nurses 

are awakening to the realization that they have the potential for healing” (p. v). 

Perhaps the first group of nurses in recent times who began to view 

themselves as healing facilitators were those who implemented Krieger’s (Finneran, 

1981; Heidt, 1981a, 1981b, 1991; Jackson, 1981; Krieger, 1975, 1979, 1987) 

therapeutic touch in practice and research. Other forms of touch that are currently 

being utilized by nurses to facilitate healing are therapeutic massage (Ferrell-Torry 

& Glick, 1993; Hill, 1993a, 1993b; Keegan, 1995), acupressure (Jackson, 1995; 

Keegan, 1995), and Shiatsu (Irwin, 1976; Keegan, 1995). A modality similar to, but 

more complex than, therapeutic touch, called ‘healing touch’, is being utilized and 

taught by Hover-Kramer (1996) and her colleagues. 
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As this author considers the role of nurse as healer, it is important to 

delineate the difference between healing and curing. Curing is ridding the body of 

the illness or disease for which an individual has sought treatment. Healing often 

involves helping the individual learn to accept the illness as part of life and 

encouraging the adoption of a healthy lifestyle and sense of well-being within the 

context of that illness. Healing can also occur as the nurse fosters a comfortable, 

fearless transition out of this current life and body. This author believes that all 

nurses in all their interactions with clients either facilitate or hinder the healing 

process. 

Halldorsdottir (1991) has explicated five basic modes of being with another 

that speak well to this last observation. She developed the construct, five basic 

modes of being with another, from a secondary analysis of two earlier qualitative 

studies that identified examples of caring and uncaring encounters in hospitals. Her 

first study involved interviews with nine former patients. The second study entailed 

similar interviews with nine former nursing students. The five modes that 

Halldorsdottir (1991) identified are (a) life-destroying or biocidic, (b) life-

restraining or biostatic, (c) life-neutral or biopassive, (d) life-sustaining or bioactive, 

and (e) life-giving or biogenic. 

 The biocidic mode of being with another is the most inhumane and is 

represented by all forms of violence. While any form of physical abuse belongs in 

this category, it also includes dominance and depersonalization. Also part of this 

mode is hardheartedness or cold-heartedness. The biostatic mode includes 
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insensitivity or indifference that results in discouragement or uneasiness in the 

other. It can involve imposing one’s will on another, fault- finding, anger, blaming, 

or just being unfriendly. 

 The biopassive mode of being with another is perceived apathy—inattention 

to patients and their specific, individual needs. While biopassive nurses may be very 

concerned with, and effective at, task performance, they express no concern for the 

patient as a person. 

 The bioactive mode “involves benevolence, good will, genuine kindness and 

concern, beneficence, and kindheartedness. It is protecting life, relieving suffering, 

keeping promises, respecting the other, and acknowledging the other’s humanhood” 

(Halldorsdottir, 1991, p. 43). The biogenic mode of being with another is the most 

cogent to this current discussion. This mode is “represented by healing love” (p. 44). 

The life-giving presence “restores well being and human dignity” (p.  44). It is 

hardly necessary to add that if all nurses were aware of their bioactive and biogenic 

presence with patients, all nurses could be healing nurses, even in the face of 

terminal illness. 

Religious/Spiritual Perspective 

 This nurse’s life view has been strongly influenced by her lifelong affiliation 

with a conservative, evange lical Christian denomination. Although she tends to 

consider herself a “refugee from Fundamentalism” (Fowler, 1979), which involves a 

distancing of oneself from the dogma of that individual’s foundational faith, it is 
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impossible to deny the impact of those foundational religious and spiritual tenets on 

the way this author believes people should interact with one another.    

Her life verse for many years has been Philippians 2:5. This verse says, “Let 

this mind be in you, which was also in Christ Jesus” (KJV) or “Your attitude should 

be the same as that of Christ Jesus” (NIV). To this author this means that a primary 

Christian responsibility is learning to think and act more like Jesus, everyday.  

Two attitude/action concepts that were exemplified by Christ and have had a 

particularly strong impact on her views are grace and servanthood.  Each of these 

concepts is discussed within the context of  an exceptionally meaningful sermon she  

heard related to each topic. 

Grace 

 Dr. Ed Stewart (personal communication, August, 1992) noted that grace is  

“the constant outflow of the undeserved favor of God.” Grace provides the needs 

that we have but do not deserve and cannot provide for ourselves. The good 

Samaritan gave the wounded man not what he deserved, but what he needed—grace 

in action. When Jesus said, “Love your enemies” he meant respond to their hatred 

with what they need rather than what they deserve—also grace in action. When the 

adulterous woman was brought to Christ, He could have cast the first stone, because 

He was without sin. But He gave what she needed (i.e., forgiveness) rather than 

what she deserved (i.e., condemnation)—more grace in action. 

 When Jesus Christ said “forgive them” from the cross, He exhibited grace in 

practice.  The lessons that Christ’s grace in practice teach us are as follows: 
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1. We have each been given a place of service through the grace of God. 

2. Grace is to become the principle by which we are to relate ourselves to 

others. Give others what they need—not what they deserve. When we 

put grace into practice in our relationships with others, we cause them to 

think of Jesus. 

Grace is seldom addressed in nursing literature, but for this nurse it provides 

an important underpinning for the way in which she approaches all interactions with 

clients. She seeks to always meet the needs of that patient or family member, rather 

than her own needs or the needs of the institution. While this approach is seldom 

appreciated and often criticized by supervisors and colleagues, it is almost always 

appreciated by the clients—a truly healing approach. 

Servanthood 

 The concept of Christian servanthood was eloquently delineated by David 

Griffin (personal communication, August, 1996). He presented the dramatic parable 

of Jesus washing the feet of his disciples as exemplifying servanthood. He noted 

that generally the washing of feet was a slave’s chore. But there was no slave at the 

Last Supper, and no one else volunteered, so Christ took on himself the role of a 

servant and washed the feet of those who were His closest followers. Lessons that 

we learn from Christ’s example are as follows: 

1.  Servanthood is both attitude and action. It is an attitude that results in 

action. Christ’s attitude as He washed the feet of his disciples was that  

of love, humility, and concern for others. 
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2.  Christian servanthood requires a sense of identity with Christ. Christ’s 

expression of Godhood was servanthood. As I know who I am in Christ, 

I can serve.  Our goals and ambitions are Christlike—a giving of 

ourselves to others that helps them fulfill their full potential. 

3.  Christian servanthood produces happiness and fulfillment. 

4.  Christian servanthood is a powerful change agent. When we willingly 

serve others, we unleash God’s power to bring about change in others. 

 It becomes obvious that the author’s view of nursing is one that requires 

religious commitment (Cusveller, 1995)  or a covenantal relationship (Cooper, 

1988), as opposed to the received ethical view of a social contractual agreement 

(Brock, 1980). Boykin and Schoenhofer (1993) noted that “the profession of nursing 

is moving from a social contract relationship toward a covenantal relationship 

between the nurse and nursed” (p. 13).   

 Afterthought. It was suggested that the author of this paper cite the words of 

some existential theologians related to the concepts of grace and servanthood. As a 

result of that suggestion, I have read considerably in the works of those great men. 

But, as I read and considered possible quotes, I decided that adding them in this 

section would be an artifice—something I was just doing to appear scholarly. So, 

this section has been left reflecting my own worldview without benefit of scholarly 

support.   
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Reflections on this Theoretical/Philosophical Perspective 

 Writing the pieces of this theoretical/philosophical tapestry has been an 

exciting, fulfilling exercise for the author.  Apparently disparate threads of study, 

experience, and thought began to weave themselves into an uneven, but meaningful 

piece. While talking to Frank Richardson, one of my committee members and an 

expert in philosophical hermeneutics (personal communication, June, 1996), about 

client-caregiver relationships, he recommended Jerome Frank’s book, Persuasion 

and Healing (1993). While investigating nurse as healer and healing in general, I 

found Frank’s book cited over and over. 

 While investigating higher-order-thinking and seminal thinkers in that field, 

I found very meaningful Heidegger quotes. Much of what I read cited Hannah 

Arendt (1994) and the essays she has written. While the author has not yet had an 

opportunity to read many of her essays, there is an awareness of her influence 

through the words of others. 

 As I read about qualitative research as an aesthetic endeavor, Eisner (1991) 

cited Dewey. As I read about hermeneutics, Richardson and Woolfolk (1994) cited 

Dewey. Dewey was cited and quoted in many different sources.  This was 

intriguing, as I often enjoy quoting Dewey, but found that a detractor, Max 

Eastman, declared that Dewey had “published 36 books and 815 articles and 

pamphlets—a pile twelve feet seven inches high—but if he ever wrote one 

‘quotable’ sentence it has got permanently lost in the pile” (cited in Larrabee, 1949).  

This statement does help to demonstrate what a tremendous, but often invisible, 
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impact Dewey’s thinking on philosophy, education, religion, psychology, and so 

forth has had on modern American society.  

 As I read and pondered, I truly experienced myself inside a hermeneutical 

circle (or spiral as it seemed to me), constantly discovering new and wonderful ideas 

that brought a coherence to the whole of my preunderstanding that I had never 

anticipated.  

 Afterthought. There are three thinkers, writers, scholars who have added 

some additional beautiful threads to this tapestry. The first is Buscaglia (1978; 1985; 

1986) whose writings about love, personhood, and becoming fully human have 

deeply affected my thinking and the way I am trying to live my life. The second is 

Buber. His little book, The Way of Man according to the teaching of Hasidism 

(1950/1994), has had a tremendous impact on my view of life, humanity, and the 

sacredness of interactions. I am still striving to achieve a novice understanding of 

his best known work, I and Thou (1923/1996). One thing I have begun to 

understand is the sacredness of all our human interactions. 

 The third person I will mention here is Rachel Naomi Remen, who has 

recently become fairly well-known because of two books she has published in the 

popular press (1997; 2001). Both of these books have blessed my heart and soul at 

the deepest levels. Even before that, though, I had discovered her medical book, The 

Human Patient (1980). What Remen communicated to physicians affirms that 

which I believe nurses need to understand. 
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 The weaving of this tapestry that has begun with this dissertation process is 

now a lifelong commitment. I cannot imagine a day without Buscaglia or Remen or 

Buber or Arendt or some other great thinker who can continue to direct me on this 

exciting journey that we call life. 

Chapter Summary 

The philosophical/theoretical perspective, which  sought to explicate the 

preunderstanding with which the researcher approached this study,  presented a brief 

history of hermeneutics and the philosophical underpinnings of a hermeneutic 

approach.  It also attempted to reveal  the ethical/moral value system held by this 

researcher that  influenced the research process and analysis (Richardson & 

Woolfolk, 1994). 

The theory of symbolic interactionism was addressed as a means of 

explaining why investigating  the meaning of NPIs to patients is imperative. The 

researcher’s thoughts on higher order thinking (Mezirow, 1981) and reflective, 

professional practice (Dewey, 1933, 1938/1963; Schön, 1984, 1987)  provided 

another window for viewing this author’s perspective on effective professional 

interactions with clients. Additionally, the art of nursing was explicated and 

contrasted with the science of nursing. 

Several nursing theories were presented. Three, Caring (Boykin & 

Schoenhofer, 1993; Gaut, 1984; Leininger, 1984; Watson, 1985), the Dynamic 

Nurse-Patient Process (Orlando, 1961/1990; 1972), and King’s goal-attainment 

theory (1981) were presented, so the author could address the reasons these widely 
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accepted nursing theories are insufficient to inform her nursing practice. MRM was 

presented in greater depth and the philosophical congruence of this theory with the 

author’s view of nursing was discussed. The author’s own construct of FA was also 

acknowledged and explained as a means of further explicating her perspective on 

NPIs.  

The researcher’s perspective on healing and nurse as healing facilitator was 

discussed in order to further clarify her perspective on the relationship between 

NPI/NPRs and patient outcomes. Lastly, the religious/spiritual perspective of the 

author was presented as an important aspect of her view of the world. Specifically, 

the concepts of grace and servanthood were explored in order to further clarify the 

life philosophical perspective driving this project. 

Consistent with my view of the importance of reflection in the pursuit of 

professional practice, I shared the results of my experience of explicating my world 

view and preunderstanding of positive/beneficial NPI/NPRs. This review of the 

author’s preunderstanding and world view provided the lens through which the 

researcher saw her research participants and her data. Afterthoughts revealed areas 

in which the researcher’s world view underwent substantial changes during the 

research process. 
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CHAPTER 3 

REVIEW OF THE LITERATURE 

 A comprehensive review of all the literature related to interactions and 

relationships between nurses and patients would be a daunting, if not impossible, 

task. Maxwell (1996) noted that the purpose of a literature review is to construct a 

conceptual framework that provides a basis for the proposed study. He warned the 

novice researcher to avoid the pitfall of getting bogged down in an overabundance 

of reading and then writing a review of the literature that “degenerates into a series 

of book reports. . .with no clear connecting thread or argument” (p. 26).This author 

sought to avoid that pitfall by reviewing only the most cogent literature and 

attempting to clarify the connecting strands of that literature. 

 This reviewer first examined literature that dealt with theoretical and/or 

philosophical issues related to NPI/NPRs. A brief review of the relationship of 

communication to NPI/NPRs is included in this section. Then research studies that 

have explored nurses’ views of these relationships are examined. Thirdly, studies 

that made an effort to compare the views of nurses with the views of patients are 

presented. Next, studies that focused on patients’ views of nursing care and nursing 

behavior are explored.   

Theoretical/Philosophical Perspectives Related to NPIs/NPRs 

 Although considerable research has been undertaken related to nurses and 

their interactions and relationships with patients, much of what is available in the 

nursing literature is theoretical and or philosophical in nature. Kim (1987) 
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considered the client-nurse domain an integral part of the typology of nursing. She 

viewed this domain as being related to all phenomena that arise out of encounters 

between client and nurse. She posited a need to develop theories related to client-

nurse interactions that can be used to influence client outcomes. While she 

recognized interaction as process, she also viewed the properties of the interaction 

as being an important medium through which the client’s health can be influenced. 

   In an informal poll of ethnically diverse graduate students, Rawnsley (1994) 

attempted to capture the commonality of nursing around the globe. In this group of 

students, representing 11 countries on six continents, the collective response was 

“When the nurse is with a patient, just the two of them, then that is nursing 

everywhere” (p. 190). 

Cooper (1988) noted that “throughout the history of nursing, the image of 

the nurse-patient relationship has served as the substantive basis from which to 

begin understanding the nature of nursing” (p. 50). The nature of the nurse’s role in 

this relationship continues to undergo refinement and change related to a variety of 

factors, including new ethical understanding and uncertainty and upheaval in the 

healthcare system. 

 In 1980 Smith identified three models of the nurse-patient relationship.  

These were (a) nurse as surrogate mother, (b) nurse as technician, and (c) nurse and 

contracted clinician. Brock (1980), as well as Smith and others at that time, were 

enthusiastic about the improved ethical underpinnings of the notion of nurse as 

contracted clinician. By later in that decade nurses had begun to question the 



                                                                                                        

 

60 
 

adequacy of this model, and Cooper (1988) eloquently espoused the notion of the 

NPR as being covenantal in nature. 

  The covenantal relationship is philosophically very congruent with this 

author’s view of NPRs. The notion of a covenantal relationship is grounded in the 

Judeo-Christian ethic. Covenantal relationships are mutually beneficial and based on 

underpinnings of responsibility, trust, and fidelity, or promise-keeping (Cooper, 

1988). While this model is appealing, research  needs to be undertaken to support its 

value for nurses and patients. 

 Recently, Henson (1997) suggested mutuality as an interaction style for 

providers and clients. Mutuality is located on a continuum between paternalism and 

autonomy. Mutuality encourages accountability on the part of the provider and the 

client. Henson identified the defining attributes of mutuality as (a) a feeling of 

intimacy and connection, (b) a dynamic process of exchange between individuals, 

(c) sharing in common a sense of satisfaction, and (d) this mutuality must precede 

attainment of agreed upon goals.  Posited consequences are as follows: 

(1)  increased sense of situational control for client and caregiver; 

(2)  increased ability for the client to be involved in self-care and personal 

health responsibility; 

(3)  increased provider accountability to the mutually involved client; 

(4)  a possible period of awkwardness as both parties adjust to the 

relationship, but energy conservation follows as struggle and 

dissatisfaction decrease; 
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(5)  increased satisfaction with relationship for both nurse and client; 

(6)  new creativity in professional practice; 

(7)  decreased threat of lawsuits and increased work satisfaction; 

(8)  increased empowerment, self-confidence, self-direction and pleasure in 

health care relationships; and 

(9)  positive growth outcomes related to shared, well-planned choices. 

Once again this is an attractive conceptual model that requires testing to determine 

the feasibility of its enactment and the reality of the projected outcomes. Lawler’s 

(1990) description of the process of mutuality sounds a great deal like affiliated-

individuation (Erickson, et al., 1983)—separate yet connected, independent yet 

related. 

 Lowenberg (1994) noted that most studies of the NPR tend to “focus on the 

composite elements of  ‘caring.’. . . [ These studies seldom] go beyond idealized 

conceptualizations to generate theory based on empirical research” (p. 167).  

Lowenberg then suggested that the five areas of the relationship that need to be 

examined are (a) affectivity, (b) specificity, (c) status differential, (d) placebo 

salience, and (e) trust. Rawnsley (1994) noted that Lowenberg erred by limiting the 

classification scheme a priori. While all of the relationship components delineated 

by Lowenberg are important, there may be others that also require investigation by 

nurse researchers. 

 The behavior and attitudes of nurses are often posited as having a strong 

influence on the quality of NPI/NPRs. Some of these that have been explored 
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conceptually are empathy (Forsyth, 1980; Morse, Anderson, et al., 1992; Morse, 

Bottorff, Anderson, O’Brien, & Solberg, 1992), ordinariness (Taylor, 1992a; 199b), 

advocacy (Gadow, 1980; Gaylord & Grace, 1995),  presence (Gardner, 1992; 

Pettigrew, 1990), and therapeutic listening (Kemper, 1992; Lekander, Lehmann, & 

Lindquist, 1993). Additionally, patient outcomes such as comfort (Kolcaba, 1992; 

Morse, 1992; Taylor, 1992b) and healing (Gray, 1995; Rogers, 1996) have been 

posited to be directly related to the quality of NPI/NPRs. While all of these ideas 

have impacted on the thinking of this author a detailed summary of this literature 

lies outside the bounds of the present literature review. 

 References to the essential nature of positive, beneficial NPIs and NPRs are 

ubiquitous in nursing literature. In spite of this, Hiraki (1992) noted a severe 

deficiency of guidance in this realm for novice nurses in four introductory nursing 

textbooks she reviewed. She noted that these textbooks favored a view of nursing as 

a technical endeavor. In these books, nursing practice is viewed as the application of 

technical knowledge. “Practical questions of nurse-client interactions are not 

addressed” (p. 6). One textbook did discuss the interactive skills needed by the 

nurse, but failed to discuss how client participation can be integrated into nursing 

process. Another book viewed objectivity as an asset for the nurse in establishing a 

professional relationship with the client. The book left unquestioned the notion that 

objectivity enhances nursing care. Another suggested that when value conflicts 

occur between nurse and patient, the patient is at fault and must adjust his or her 

values to fit the nurse’s view. While student nurses are exposed to a broader range 



                                                                                                        

 

63 
 

of literature than fundamental nursing texts, it is disheartening to note that their first 

exposure to nursing seems to omit this essential element.  

Communication 

 Kasch (1984, 1986) and Kasch and Lisnek (1986) identified interpersonal 

competence as a vital element of establishing positive, effective NPRs. They 

delineated interpersonal competence primarily as skillful communication that places 

the nurse in the role of communication strategist, listening, interpreting, and 

explaining and providing information in a way that meets the client’s needs. Brown 

(1992) also viewed communication skills as the primary strategy that expert nurses 

use to tailor individualized care. In a small observational study, she concluded that 

the nurse used speech strategies that encouraged the patient to engage in mutually 

productive discourse. When clients raised issues, they were discussed at length. The 

nurse used voice tones that expressed sincere interest and patients responded 

positively to this by openly sharing with the nurse. Montgomery (1993), too, viewed 

communication as the primary tool of nurses who wish to express a caring attitude 

and promote healing. 

 In a review article related to communication between nurses and patients, 

Garvin and Kennedy (1990) included some of the same studies that this author has 

addressed in earlier sections of this literature review. The authors implicitly revealed 

their bias that communication is the central component of NPIs. They noted that 

much of the current research is not clear about the interactive na ture of nurse-patient 
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communication and has not been designed to describe the process, content, and 

outcomes of NPIs. 

 The point being made in the above section is that wherever we look in the 

nursing literature, we can find explicit and/or implicit references to the importance 

of  beneficial NPIs. The dilemma seems to be that there is such a wide variety of 

ideas (or lack of explicated ideas) about what constitutes such an interaction or 

relationship.   

Nurses’ Views of Their Interactions and Relationships with Patients 

 Much of the research related to NPI/NPRs has focused on the views of 

nurses. There are probably at least two cogent reasons for this. One is that nurses are 

a readily available, nonvulnerable research population. The other is that the nursing 

perspective may more accurately reflect the expectations and limitations imposed by 

management, in particular, and the healthcare system in general. Nurses are 

probably more well-equipped to view the reality of the situation (e.g., time 

constraints rela ted to other responsibilities), while patients may be more inclined to 

contrast their expectations with the reality they experience without truly 

understanding the constraints under which the nurse provides care. 

 In a selected review of the literature and based upon her own earlier 

research, Davis (1984) noted that nurses tend to deal with types of people, types of 

behavior, and types of disease, rather than with individuals. May (1990) noted that 

while nurses apparently view relationships with patients as an important part of their 

nursing care, in practice the NPI is “profoundly limited” (p. 307). As a result of  an 
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in-depth review of the research literature, May reached several interesting 

conclusions. First of all, he noted that nurses maintain control over the NPI 

conversationally. They do this by asking questions that require only a yes/no 

answer, by presenting leading questions with a limited range of answers, by asking 

lots of questions in rapid succession without giving the patient time to answer, and 

by making direct statements. When patients asked questions or provided verbal cues 

that they were uncertain about something, nurses continued to control the NPI 

through vague replies or very general comments, by changing the subject, or by 

failing to acknowledge the question or cue. 

 May (1990) then came to three general conclusions about verbal NPIs.  

These are as follows: 

1. Nurses spend little time in verbal communication with patients and that 

when interaction does occur, it tends to be superficial and task oriented. 

2.  Nurses use a range of tactics to avoid communication. 

3.  Nurses attempt to control all interaction in order to limit the ‘quality and 

     depth’ of verbal communication with patients. (p. 308) 

 May (1990) continued that research revealed that nurses describe poor NPRs 

in terms of patient non-compliance. Nurses find it very important to have their role 

legitimized by patients who respond in a way that reinforces their position and 

present no challenge to their knowledge or authority. Patients who receive the most 

positive evaluations from nurses present no problems of legitimization or disruption. 
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 In a later study, May (1991) interviewed 22 staff nurses with at least two 

years experience. All of the participants agreed with the general proposition that 

involvement was an important aspect of their work. His findings indicated, though, 

that “what nurses mean when they speak about being ‘involved’ remains 

problematic” (p. 553). He noted that traditionally nurses have been encouraged to 

avoid becoming too close to their patients and to rely on professional distance to 

accomplish that task. Nurses viewed tasks and routine of paramount importance and 

felt that becoming involved with their patients as persons detracted and distracted 

from the work at hand. Respondents asserted that “distance is required to obtain a 

detached and objective view of the patient’s condition and needs” (p. 556). 

 May (1991) identified three models of the NPR. These were primary, 

demonstrative, and associational. A primary relationship is patient-oriented. An 

equilibrium is maintained between the nurse’s private aspirations and institutional 

role and objectives. It may enhance the delivery of care by giving the patient a sense 

of personal recognition. It also serves to make nursing care more satisfying for the 

nurse. A demonstrative relationship is nurse-oriented; an over-emphasis on 

reciprocity leads to problems in the nurse’s maintenance of appropriate roles.  

Quality of care received and perceived by the patient may be negative. An 

associational involvement is organization-oriented. While this works well from an 

administrative viewpoint, patients may feel alienated from nurses and perceive that 

they have received poor care, even though supervisors would consider the quality of 

care excellent. 
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 In another analysis of the same data set, May (1995) focused on the role of 

these nurses as they helped terminally- ill patients come to grips with the imminence 

of death. While the focus of nurses was task-oriented before the patients were aware 

of the seriousness of their situations, afterwards “talking and listening” (p. 557) 

became the central focus of the nurses’ work. Topics the nurses brought-up because 

they were aware of patients’ concerns were pain control and assurance that they 

would not die alone. One informant said:  

It’s our responsibility to make sure that the patient gets all the comfort they 
[sic] need.  They have to know that if there’s something that they want, we 
will organize it for them and that all the stops will be pulled out. (p. 557)   
 

Nurses did express uncertainty about knowing which patients wanted to talk and 

which ones did not. May noted that while the nurses were willing to sit and listen 

when patients wanted to talk, it is possible that patients needed to be made aware of 

the nurse’s concern and availability. One eloquent informant noted: 

To call it work somehow demeans it . . . . It’s like you’re down to a deeper 
layer, a deeper contact which isn’t just work, it’s about caring for people and 
wanting to make a difference—I don’t know, to help or heal or support—
I’ve lost track. (p. 560) 
 

 In another study (Morse, 1991),  45 nurses were interviewed, some of them 

more than once, for a total of 86 interviews.  In this study, Morse identified two 

broad types of NPIs—mutual and unilateral.  In unilateral interactions, there is 

asynchrony between the nurse and the patient, with one person unwilling or unable 

to participate in relationship development. Morse then identified four types of 

mutual relationships, which she called clinical, therapeutic, connected, and over-
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involved. Clinical relationships were superficial and task-oriented. The expectations 

of the patients were minimal and the nurse met those expectations quickly and 

professionally. 

 Most of the relationships were classified as therapeutic. According to Morse 

(1991), this type of relationship is considered ideal by educators and administrators. 

The nurse approaches the individual first as a patient and only secondarily as a 

person. In a connected relationship, the nurse maintains a professional perspective, 

but sees the individual first as a person and secondarily as a patient. The nurse is 

willing to break or bend rules to meet the individual’s needs. The nurse serves as 

advocate and is willing to go the extra mile. While Morse acknowledged this 

connected relationship can develop quickly in a crisis, there seemed to be an 

underlying assumption that this type of relationship can be developed only in long-

term situations. 

 Morse (1991) identified an over- involved relationship as one in which the 

connection between the nurse and patient is so great that the nurse lets her 

commitment to the patient over-ride her commitment to the treatment regimen.  

“There is a loss of objectivity which destroys the ‘team’ approach to nursing”  

(p. 459). 

 Morse (1991) noted that the level of relationship is implicitly negotiated in 

an on-going mutual assessment—patient of nurse and nurse of patient. She noted 

that nurses assess the patient’s needs in making a determination about whether or 
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not to make an emotional investment or to just do their job. As involvement 

increases, the patient decides to trust the nurse and relinquishes vigilance. 

 Nurses in this study (Morse, 1991) worked in a wide variety of specialty 

areas, but Morse noted some particular problems with nurses who work in 

psychiatry. She observed that establishing and maintaining a therapeutic relationship 

in this area seems to be especially difficult. She indicated that nurses in this 

specialty seemed to maintain distance from patients by “not trusting the patient, by 

always being vigilant, and by suspecting the patient of having an ulterior motive 

when they engage in behaviors designed to connect with the nurse” (p. 466). She 

then noted the irony of this in that this attitude on the part of the nurse may increase 

the patient’s pathology and paranoia. 

 Ramos (1992) undertook an exploratory study to answer the question, “How 

do nurses describe critical situations in which they experience a sense of connection 

with a patient?” (p. 498). She interviewed 15 nurse clinicians who worked in a 

variety of specialty areas and had varying degrees of preparation in the field of 

nursing ranging from LPN to MSN. A total of 67 critical incidents were related by 

the informants.   

Most of the nurses viewed the nurse-patient bond as a modified social 

relationship with liking being the stimulus for bonding. Congruent with May’s 

(1990, 1991) studies, the nurses expressed a need to control the direction and temper 

of the bond. Part of that control involved deciding how much and what kind of 

information to share with patients and families. The nurses also decided which 
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decisions could be shared with and/or delegated to the patient and family versus 

which decisions were professional in nature. One nurse stated, “being in control is 

OK if the patient is in the center of your decision making” (p. 500). 

The nurses in Ramos’ (1992) study identified three levels of relationship 

with patients. One was the instrumental level. This is a task-oriented interaction in 

which a job needs to be done and only a minimal nurse-patient relationship is 

developed. On occasion, nurses intentionally avoided connecting with some patients 

because of the intensity of emotion that such a connection would entail. 

The second type of relationship that Ramos (1992) identified was the 

protective level with an emotional component. In this bond, the nurses described 

beginning levels of cognitive and emotional involvement, but the nurse continued to 

maintain control of the relationship. Nurses were very specific in describing the 

development of this level of involvement. They said they “injected themselves into 

the situation cognitively and emotionally” (p. 502). They described trying to feel 

what the patient was feeling. The connection was purposeful and the assessment 

data collected by the nurses in this process was useful. Nonetheless, nursing actions 

were based on the nurses’ values, wishes, and knowledge. Some nurses related 

instances in which they tried to use their knowledge and expertise to establish a 

relationship at this level but the patient failed to acquiesce. Ramos called this 

situation a control impasse. Often the relationship remained uncomfortable and 

strained, but there were times that nurses were successful in establishing a mutually 

satisfying relationship even after going through a control impasse. 
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The third level of NPR that Ramos (1992) identified was that of a reciprocal 

relationship with resolved control issues. In this relationship a mutual, more relaxed 

bond emerged and was described as being “closer than what is needed for basic 

care” (p. 503). There were both cognitive and emotional identification with the 

patient. It is interesting to note that nurses found this level of relationship energizing 

and overwhelmingly positive. The nurses in this study “were consistent in saying 

that their relationships with patients are absolutely central to their professional 

satisfaction and health” (p. 504). 

Artinian (1995) investigated special relationships that oncology nurses 

develop with their patients and explored the differences between these and the usual 

NPRs. She interviewed 32 nurses who had worked on a cancer unit at least six 

months. While she did not define special relationship for the participants, their 

responses and comments indicated that they understood it to mean a relationship 

that went beyond the ordinary. Nurses who practiced this level of involvement 

generally chose to risk getting close to their patients, but some nurses developed that 

special relationship without really having that intention. 

Artinian (1995) noted that there was a selectivity in forming these 

relationships. One of the most important factors was a personal attraction between 

the nurse and patient. Other characteristics that fostered selection were age (either 

young or old), vulnerability, similarity to the patient, and initiation by the client.  

Once this special relationship had been established the staff saw the situation as 

beneficial to the patient and not disruptive to the unit. Once involvement was 
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established certain activities characterized the activities of the nurse. The nurse 

made minute observations, became vigilant in protecting the patient, made special 

considerations, modified personal schedules, and chose to participate in the patient’s 

death, even if it occurred during off-duty time. Consequences of involvement for the 

nurse included acceptance of sadness, physical responses, and maturity. 

At times nurses also resisted involvement (Artinian, 1995). Sometimes this 

occurred due to unresolved grief following a close attachment to a patient. Other 

nurses seemed to believe that involvement would decrease their job effectiveness.  

Once nurses had decided not to risk involvement, a number of strategies were used 

to limit involvement. These strategies included limiting contact, seeing all patients 

as equal, and keeping the patient in the patient role. Artinian concluded that nurses 

need to identify an intermediate level of caregiving between affective neutrality and 

special relationships. 

In an observational study, Hewison (1995) examined the way nurses used 

language and the effect this had on patients. He observed 175 interactions in a 24 

bed ward of a small hospital specializing in care for the elderly. Because the unit 

was of a Nightingale design, most interactions were between nurses and patients, so 

Hewison did not have to deal with the interactional complexities that occur when 

multiple varieties of staff are involved. 

Hewison (1995) noted several ways in which nurses used language to exert 

their power over patients. One was overt power, in which the patient was ordered to 

do something or verbally prohibited from doing something. The nurse was in charge 
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and set the parameters of acceptable behavior. There was an expectation on the part 

of the nurse, and agreement by the patient, that the nurse would be in control.  

“Nurses’ interactions with patients were brief, confined to physical care, and almost 

invariably initiated by nurses. Nurses used authoritative language to direct the 

actions of patients” (p. 79). 

Persuasion was the second way in which nurses exercised their verbal power 

(Hewison, 1995). Persuasion involved getting the patients to do things without 

resorting to direct commands. This often occurred when the patient refused to 

follow a direct order but was then persuaded to comply with the nurse’s demand.  

“Persuasion guided the interaction to an ostensibly amicable conclusion” (p. 79).  

Persuasion was also used to suggest desired courses of action. Interactions that 

involved persuasion generally clustered around ward activities such as meal times 

and medication rounds. Hewison noted that “nurses, because of their role, are the 

‘appointed’ arbiters of interactional power in the clinical setting: they use 

persuasion to ensure that patients fall in with their ‘understanding’ of appropriate 

behaviour” (p. 79). 

A closely related form of linguistic control was controlling the agenda 

(Hewison, 1995). This verbal interaction did not involve overt power or persuasion 

but directed activity through suggestion or question asking. “Would you like  

to . . .?”, meaning it was time to undertake the suggested activity. One patient noted, 

“I’m 94 next week and I still have to do as I’m told” (p. 80). Talking over the 
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patients was another way of controlling the agenda. “Controlling the content of 

interactions is a major way in which [nurses] exert power over patients” (p. 80).  

Terms of endearment were used to reinforce good behavior (Hewison, 

1995). This verbal style seemed to be an attempt to reconcile the caring approach 

nurses are expected to adopt with the controlling they actually perform. Overall, 

nurses use language in a variety of ways to exert control over patients. In this study, 

there were a few instances in which the patients exerted some control over their 

situation, but this was a rare occurrence. Implicitly, Hewison indicated that the 

patients were largely compliant and did not seem to mind the control exercised by 

the nurses, but he did not really address the effect that these interactions had on 

patients. 

An earlier, similar study done by Gibb and O’Brien (1990) in Australia, 

analyzed conversational interactions between nurses and elderly patients using hour-

long audiotapes recorded during the morning showering/bathing routine. While the 

speech analysis undertaken by the researchers is not cogent to framing the proposed 

study, some of their observations are. First, they noted that interactions that 

involved going to the shower allowed for more personal, mutually satisfying 

encounters than the interactions that involved a quick sponge bath at the bedside.  

Second, like Hewison (1995), Gibb and O’Brien noted some strident directiveness 

on the part of the nurses. The conclusion of these researchers was that negotiation 

and open inquiry would have taken more time and energy, as well as “posing a 

challenge to the protocol of the nursing home” (p. 1398).  
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A qualitative, hermeneutic study undertaken by Kahn and Steeves (1988) 

involved interviews with 25 nurses who were entering graduate school. Four major 

themes related to the caring NPR were identified. One theme consisted of categories 

related to the ideological context of caring. Over half of the informants indicated 

that caring is essential to the identity of the nurse. They indicated that caring 

requires seeing persons as unique individuals, that it requires compassion and 

empathy, and that caring relationships are therapeutic. Some participants indicated, 

though, that caring is limited by the need to maintain objectivity. 

A second theme centered around the relationship between liking and caring 

(Kahn & Steeves, 1988). More than half of the informants believed that caring is 

characterized by “fitting with” (p. 207) someone. It was also evaluated in terms of 

liking someone, friendship, and being reciprocated through personal recognition.  

Informants saw the absence of caring as being characterized by a mutual inability to 

“get along” (p. 207) and even animosity. 

The third theme dealt with praxis, or the actions of nurses in face-to-face 

encounters with patients (Kahn & Steeves, 1988). Participants felt that caring 

included a variety of nursing activities including communication, advocacy, and 

performing liaison activities. They saw the absence of caring in perfunctory 

performance of routine nursing tasks. 

The fourth theme consisted of attributions for caring—the reasons 

informants were or were not able to establish caring relationships (Kahn & Steeves, 

1988). Caring tended to be elicited when patients are in dire circumstances, have 
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multiple psychosocial problems, rely on the nurse, are alert and personable, or the 

nurse has time to invest in the relationship. Barriers to establishing a caring 

relationship were identified as lack of time, problematic patients, patients being 

unwilling to communicate, and poor self- image of patients. 

A small qualitative study done by Turnock (1989) involved interviewing ten 

Intensive Care Unit (ICU) nurses about their views on the psychological needs of 

their patients. These nurses indicated that they preferred performing physical and 

technical tasks over tasks that are more related to psychological needs. These 

informants also implied that when patients are very ill with a multiplicity of  

invasive tubing and electronics, protecting the patient from exposure and 

maintaining dignity are given very low priority. Also, the need to perform physical 

tasks and to communicate with other nurses were given a higher priority than the 

patients’ need for sleep. 

The nurses in Turnock’s (1989) study also talked about the NPR. One reason 

they enjoyed ICU nursing was being able to provide all the care for one patient.  

The nurses indicated that they were diligent in providing patients with information 

that would help them stay oriented, as well as providing information about progress 

and procedures. Nurses related using both verbal and touching strategies to comfort 

their patients and reduce distress. The nurses also described attempts to reduce the 

boredom of their patients by providing newspapers, television, or magazines. 

One disturbing finding in this study (Turnock, 1989) was that as the 

condition of  patients improved, nurses  apparently spent less time communicating 
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with them. These informants indicated that it was easier to meet the physical needs 

of acutely ill patients than to figure out how to communicate with the post-acutely 

ill patients. 

In an ethological study, Bottorff and Morse (1994) videotaped interactions 

between eight cancer patients and 32 nurses who had been assigned to care for 

them. The ethological method is used to identify complex behavioral patterns 

through systematic observation and description under natural conditions. One nurse 

who cared for each of the eight patients and six patients were interviewed following 

the videotaping. 

Bottorff and Morse (1994) identified four patterns of nursing behavior.  

These were doing tasks, doing  with, doing for, and doing more. In doing tasks, the 

nurse focused on the task to the exclusion of the patient. Doing with focused equally 

on task and patient. Doing for focused on the patient, but doing more focused on the 

patient as a person. The intent of the nurse doing more was to understand the 

patient’s experience of illness and/or treatment  In reviewing their findings, Bottorff 

and Morse reminded nurses that it is in the everyday routine tasks of nursing that 

nurses have the opportunity to interact with patients in such a way as to provide  

meaningful experiences for both parties.  

In a secondary analysis of the above data set, Bottorff and Varcoe (1995) 

used inductive methods to analyze the interaction dynamics of the videotaped 

episodes between nurse and patients. While identifying the four types of attending 

regularly enacted by nurses (Bottorff & Morse, 1994), the graduate research 
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assistants who were analyzing the videotapes became interested in the transitions 

that occurred from one type of nurse attending to another. Three patterns of 

transition were observed—weaving proficiency with presence, sensitive responses, 

and creating openings. When behaviors did not result in the expected pattern, the 

lack of transition was categorized as missed opportunity. 

Weaving proficiency with presence was the most common transition pattern 

observed (Bottorff & Varcoe, 1995). Most of the NPIs were in the context of 

treatment-related care and the transition consisted of a series of shifts back and forth 

between doing tasks and either doing for or doing with. While doing more was not 

identified in this transition pattern, it still provided a foundation for a therapeutic 

NPR. 

Sensitive responses were characterized by shifts to doing more from doing 

tasks or doing with (Bottorff & Varcoe, 1995). These shifts generally occurred as a 

result of patient cues, such as grimaces of pain, whimpering, vomiting, or shortness 

of breath. Occasionally, nurses anticipated distress before overt cues were exhibited.  

While there were no shifts from doing for to doing more observed in this 

interactional set, the researchers believed that this transition was also within the 

realm of possibility. 

Creating openings occurred when nurses explicitly provided patients with an 

opportunity to express their concerns, ask questions, or obtain assistance or 

information (Bottorff & Varcoe, 1995). Typically, this transition occurred within the 

context of the nurse preparing to leave the room. Unlike sensitive responses, these 
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transitions occurred in the absence of obvious patient distress. These openings 

furthered the development of a therapeutic NPR and ensured that leave taking was 

not premature. 

Missed opportunities were infrequent but there were obvious instances in 

which nurses missed or ignored cues that ordinarily would have resulted in a 

transition to another type of attending (Bottorff & Varcoe, 1995). Bottorff (personal 

communication, June, 1994) noted that these missed opportunities were very 

distressing to the nurse research assistants who were coding the videotapes; in fact, 

their frustration with missed opportunities led to the inclusion of this category.  

Often, these missed opportunities seemed to be a protective mechanism that nurses 

used to avoid dealing with uncomfortable issues or difficult questions (Bottorff & 

Varcoe, 1995) 

This study made it clear that nurses can and do use their normal work 

patterns to establish and foster beneficial relationships with the patients they care for 

(Bottorff & Varcoe, 1995). According to Bottorff and Varcoe (1995), while there 

were some missed opportunities, more often than not, types of attending and 

transitions from one type to another appeared to be appropriate for the situations. 

Overall, it appears that nurses believe that beneficial NPI/NPRs are 

important but it seems there is some degree of discomfort or anxiety associated with 

not being in control of the interaction or relationship. The nurse informants in 

Ramos’ (1992) study, noted the energizing effect of close NPRs but did not indicate 

that they pursued such relationships on a regular basis. It seems that nurses have 
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generally been socialized to distance themselves by maintaining professional 

objectivity, denying their own humanity, and denying the personhood of the patient.  

Additionally, nurses experienced a sense of constraint related to the expectations of 

management and their peers in the work environment (May, 1990, 1991; Morse, 

1991) 

Studies Making Comparisons of Nurses’ and Patients’ Views 

 Some research studies have undertaken the task of trying to assess the 

congruence of nurses’ and patients’ views on a variety of subjects that are 

interactional in nature. This section highlights several of those studies. 

 In an early study, White (1972) determined that hospitalized patients were 

more concerned than nurses about their physical care. Nurses had a greater concern 

than patients for satisfying psychosocial needs. 

 This conclusion was supported by two Q-sort studies in which Larson (1981, 

cited in Mayer, 1987) and Mayer (1987) compared cancer patients’ and nurses’ 

perceptions of nurse-caring behaviors. They used the Caring Assessment Report 

Evaluation Q-sort (CARE-Q). Mayer’s research was a replication of Larson’s earlier 

dissertation study. There was a significant overall correlation between the patient 

and nurse groups (r = .37, p <.01), although categorical and individual differences 

were evident. Patients ranked technical competence as the most important caring 

behavior, while nurses did not. It is possible that nurses take for granted a certain 

level of technical competence that patients do not. Consideration must also be given 

to the fact that a Q-sort is a forced choice instrument. One statistically significant 
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difference between the two groups was the perceived importance of cheerfulness in 

nurses. Patients ranked this behavior as extremely important, while nurses did not  

(p <.05). The most important behaviors identified by nurses in both studies were 

listening, touching to comfort, and allowing patients to express feelings. While not 

statistically significant, patients ranked their perceived importance of these 

behaviors considerably lower. 

 Von Essen and Sjödén (1991) also used the CARE-Q with hospitalized 

patients (n = 81) and nurses (n = 105) in a variety of specialty units. Their 

conclusions were similar to those of  other researchers. Patients ranked competent 

clinical know-how as most important, while nurses ranked expressive/affective 

behaviors as most important. In an unpublished variation of this reported study, von 

Essen and Sjödén converted the CARE-Q forced response format to a Likert-type 

free-rating-scale. Even with this change, patients valued the instrumental items more 

highly than the more expressive/affective items. The authors noted that nurses need 

to remember that efforts at intended caring may not always be perceived as caring 

by patients. Some nurse-caring behaviors may actually be more instrumental and 

task-oriented than some of us want to believe.  

 In a more recent study, von Essen and Sjödén (1995) had findings on the 

CARE-Q that paralleled their earlier findings. One practice implication that the 

authors explicated from this study was the need for nurses to validate the effect of 

their actions upon patients. 
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 In an elaborate, descriptive study, Tompkins (1992) attempted to compare 

the congruence of values between nurses and patients. The values of equality, 

freedom, and truth as viewed by nurses and clients were significantly different, but 

the instrument was not adequate to explain the sources of these differences. No 

differences in the value placed on altruism was noted between clients and nurses.  

Tompkins noted that the variation in value meanings suggested a rich area for 

qualitative study. 

 Herbert and Salmon (1994) compared nurses’ and patients’ perceptions of 

the elderly patients’ well-being. These elderly patients had a variety of physical 

problems for which they regularly attended a British day hospital. Patients’ 

perceptions of their well-being was strikingly unrelated to the nurses’ assessments.  

One interesting note is that patients who were more well satisfied with their lives 

were perceived by the nurses as being lonely. While the authors recommend caution 

in blindly accepting these findings, nurses need to recognize that nursing 

perceptions are often incongruent with the perceptions of their patients. 

 A unique study was undertaken by Appleton (1993).  In a 

phenomenological-hermeneutic approach, she combined data from nurses and 

patients in an attempt to understand how the art of nursing is experienced in this 

unique, dyadic experience. She interviewed six patients and five nurses separately 

and then brought each patient together with the artful nurse that had been identified 

by the patient so they could describe together the experience they had shared. All 

five nurses who were identified as providing artful nursing care had more than 10 
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years experience. Five metathemes of artful nursing had already been  identified by 

Appleton in her dissertation research (1991). These were (a) the way of being there 

in caring, (b) the way of being-with in understanding caring, (c) the way of creating 

opportunities for fullness of being through caring, (d) a transcendent togetherness, 

and (e) the context of caring. 

 In the way of being there in caring participants described the artful nurse as 

centering on the whole person, feeling compassion for the person in need, and being 

personally involved in helping through caring. Nurses expressed authentic concern 

for the patients. Patients were seen as being centered on needing care, feeling 

vulnerable at a time of need, and being personally involved in wanting help through 

caring. The nurses’ expression of caring made comfort possible for the patients who 

felt vulnerable. Nurses were viewed by the patients as competent and 

knowledgeable, but it was the nurses’ devotion that became critical to the patients’ 

willingness and consent to accept the help their nurses offered.  

 The way of being-with in understanding and caring  (Appleton, 1993) 

described the NPR that developed. The nurse shifted from just being there for the 

patient to connecting with the patient and attempting to understand the meaning of 

the experience for the patient. Empathizing and intuiting were the ways the nurse 

came to discover the person who was the patient. As the relationship deepened, the 

mutually shared experience became grounded in respect and trust. Patients noted 

that nurses created nursing by “taking more time to care and giving their very best” 

(p. 896). 
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 The way of creating opportunities for fullness of being through caring  

(Appleton, 1993) referred to specific interactions that occurred between the nurse 

and patient. These interactions involved preparing for well-being, making 

responsible decisions, and guiding self-expression. A transcendent togetherness 

“portrays the liberating process of an emancipatory relationship that develops in the 

art of nursing” (p. 896). Patients related having a feeling that they are part of 

something greater than themselves. They felt they could rely on the integrity of the 

nurse as a professional as well as a person. The context of caring viewed nursing as 

the primary source of caring and valued the art of nursing. 

 Appleton (1993) and her participants viewed the art of nursing in very much 

the same way as this author, although Appleton chose to frame her understanding of 

the art of nursing within the Caring paradigm. This is understandable, since she is an 

assistant professor at a school of nursing that is invested in that paradigm. Her 

findings and the implication of those findings are attractive to this author. 

 Most of the research reviewed in this section would lead us to believe that 

nurses do not understand what patients really want, expect, and perceive, but 

Appleton’s (1993) study helped relieve some of that concern. It is obvious that 

expert nurses who know how to connect with their patients are able to establish 

relationships that are meaningful to both parties. 
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Patients’ Views of Nursing Care and Nursing Behaviors 

 As noted earlier, this researcher identified very little in the literature that 

shed light on the understanding, interpretation, and meanings that patients gave to 

interactional encounters with nurses. Most studies focused on patients’ views of 

received nursing care or their perceptions of nursing behaviors. While these studies 

did not specifically answer the questions this author was interested in, much 

worthwhile information was inferred from such research. 

Drew (1986) used a phenomenological approach to study patients’ 

experiences with caregivers. She approached her study from a philosophical 

framework that focused on the concepts of exclusion and confirmation. This 

author’s framework placed the patients who felt excluded in a category of having 

experienced nonbeneficial NPIs. Likewise, confirmed patients had experienced 

beneficial NPIs. Patients talked about caregivers who made them feel excluded as 

“starchy, cold, stiff, mechanical, indifferent, bored, impatient, irritated, flip, close-

minded, superior, disinterested, dismissive, insensitive, and preoccupied” (p. 41).  

Patients indicated that these nurses made them afraid to ask questions and even 

noted that these interactions used energy that they needed for healing.  

   Patients who felt confirmed talked about feeling that nurses were “expending 

energy on their behalf” (Drew, 1986, p. 41). These confirmed informants viewed 

nurses who moved slowly and were physically relaxed as being warm and caring. 

Body language was an important aspect of being confirmed. The affective responses 

of these informants were “feelings of hope, comfort, confidence and assurance and a 
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sense of ease and relaxation” (p. 42). “The cognitive response was one of positive 

self-evaluation in which the participants perceived themselves as maintaining their 

individuality. They saw themselves as competent decision makers and as possessing 

the necessary strength to get well” (p 42). 

 Using the Caring Behavior Assessment (CBA) tool, Cronin and Harrison 

(1988) concluded that patients in a coronary care unit valued assessment activities 

and professional competence above other nursing behaviors. Prior to completing the 

CBA, participants were asked to respond to an open-ended question designed to 

elicit perceptions of care indicators. Cheerfulness was mentioned frequently enough 

that it has now been added to one of the CBA subscales. 

 While quantitative studies consistently indicated that patients were very 

concerned with the instrumental skills of nurses, when Reiman (1986) asked 10 

patients to describe caring and noncaring nursing behaviors, not one patient 

mentioned an ill-performed technical procedure as evidence of noncaring. Instead 

they focused on being belittled, ignored, and treated as objects. When asked to 

describe a caring and a noncaring interaction with a nurse, all 10 participants 

consistently and immediately described the noncaring interaction first. 

 In another qualitative study, Brown (1986) asked 50 acute care, medical-

surgical adult patients to describe an experience in which they felt cared for by the 

nurse. The eight care themes that she identified from these critical incident reports 

were recognition of individual qualities and needs, reassuring presence, provision of 
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information, demonstration of professional knowledge and skill, assistance with 

pain, amount of time spent, promotion of autonomy, and surveillance. 

 In a simulated clinical setting, Krouse and Roberts (1989) compared the 

reactions of undergraduate nursing students (i.e., pilot patients) to three styles of 

NPI.  Using a traditional approach, partial negotiation, or active negotiation, a 

treatment regimen was prescribed for a scripted health problem. Subjects who 

participated in the active negotiation type of decision-making expressed 

significantly stronger (p <.001) feelings of control over their treatment decisions 

than did subjects who were involved in the other two styles. The authors postulated 

that patients who are actively involved in decision-making and own their care will 

be more compliant and have a greater sense of satisfaction with health care 

providers. 

 In the Bottorff and Morse (1994) study discussed earlier, patients noted that 

they appreciated nurses that were willing to interact with them in the doing more 

style of attending. One patient said that this type of interaction helped him feel more 

relaxed and comfortable. 

 Sherwood (1993) asked 10 adult patients, “What is your response to 

demonstrations of nurses’ caring?” (p. 247). Sherwood categorized informants’ 

responses to nurses’ caring in the following ways:  (a) a positive mental attitude, 

which increased their ability to cope while enhancing well-being; (b) movement 

toward recovery, healing, or rehabilitation as a result of a personalized, coordinated 

care plan; (c) physical comfort brought about by competent, personalized 
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interventions;  (d) gratitude for safety, protection, and skillful actions;   

(e) reassurance provided by constant monitoring and attentive presence;   

(f) dignity and acceptance from being treated like a person;  (g) trust developed 

between nurse and patient; and (h) satisfaction from receiving quality care. This 

study supported the notion that patients respond in positive ways to beneficial 

interactions with nurses. 

 In a well-executed study that included observation and interviews, Fosbinder 

(1994) learned some important things from hospitalized patients. One interesting 

piece was that patients reported that personal sharing and kidding were central to 

the development of an effective NPR. This finding probably captures the importance 

of personal self-disclosure as a nursing intervention posited by Young (1988).  

Fosbinder’s patient participants also talked about nurses going the extra mile. In 

talking about this they used descriptors such as nurturing, mothering, and caring.  

These participants also indicated satisfaction with the NPI when nurses informed, 

explained, and answered questions. They also appreciated smiles and being looked 

directly in the eyes. 

 Thorne and Robinson (1988a; 1988b; 1989; Thorne, 1990; Thorne, 1993) in 

a series of studies and publications have made many interesting observations about 

relationships between healthcare providers and recipients of health care. In a 

combined data set from two different qualitative studies (Robinson, 1985; Thorne, 

1985), Thorne and Robinson (1988a) first delineated the evolutionary process that 

occurs between health care providers and recipients of that care. The three stages of 
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the process they identified were naïve trusting, disenchantment, and guarded 

alliance. Naïve trusting was based on the recipients’ assumptions that their 

perspectives were shared by health care professionals. They expected their 

experiences with illness would be understood, that family members’ involvement as 

day-to-day care providers would be respected, and that care would be collaborative 

and cooperative. Later, these health care recipients discovered that this trust was 

founded on naï ve assumptions and expectations. 

 Once this occurred disenchantment set in (Thorne & Robinson, 1988a).  

Disenchantment was characterized by dissatisfaction with care, frustration, fear, and 

even anger.  “As trust diminished and disenchantment ensued, the health care 

relationships often became adversarial and the family members came to view their 

sick member as vulnerable and in need of protection” (p. 297). Family members 

often became overly assertive or aggressive in their attempts to influence the illness 

experience. This was an extremely uncomfortable time for families because of the 

ongoing nature of the long-term, chronic illnesses with which they were dealing. 

 “Guarded alliance was accomplished through the reconstruction of trust on 

an informed, rather than naï ve level . . .” (Thorne & Robinson, 1988a, p. 298). This 

trust was limited to particular professional health care providers and did not result in 

a generalized trust of the healthcare system. While there was still some 

dissatisfaction with care and some relationships were still uncomfortable, family 

members had begun to actively choose strategies to humanize their relationships 

with health care professionals. 
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 In a continuation of this study, Thorne and Robinson (1988b) investigated 

the process that occurred in the development of reciprocal trust between health care 

providers and recipients of that care. Data from 77 expert witnesses familiar with 

health care relationships in the context of chronic illness (i.e., chronically ill patients 

or family members with a chronically ill relative) were analyzed. It became evident 

that trust was an essential element in satisfaction with health care relationships and 

that that trust had two components. Interwoven were the phenomena of the trust that 

recipients of care must have in health care professionals and the trust that health 

care providers must have in the patient’s or family member’s competence. The 

process involved in the development of reconstructed trust of client for health care 

provider has already been described (Thorne & Robinson, 1988a). 

 The process of developing trust by the health care providers in the 

competence of clients seemed to be somewhat more complex. Within the context of 

living with a chronic illness, patients and family members gained competence in 

aspects of care that would normally fall within a professional domain of practice 

(Thorne & Robinson, 1988b). These informants (i.e., patients and family members) 

made major health care decisions, which often took professional perspectives into 

consideration, but not always. Generally, the informants did not want to be 

independent decision-makers or totally control their own health care, but they did 

want to share in the decision-making process in such a way that their own best 

interests would be protected. These participants observed that being trusted by a 
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health care professional was an affirming and validating experience that increased 

self-esteem and improved the health care relationship. 

 Once patients felt competent and began to expect this competence to be 

recognized by health care professionals, they were creative in bringing this about 

(Thorne & Robinson, 1988b). Some shopped for a doctor until they found a 

physician who was comfortable with competent clients. Once a suitable doctor was 

identified, these expert participants (i.e., patients and family members) used several 

different strategies to foster a mutually trusting relationship. One strategy was 

providing to the physician the information they perceived as being most important.  

Another strategy involved demonstrating to the physician that they were informed 

and judicious users of the health care system. Others described selective 

information-giving. The final strategy described was an effort to reduce the status 

differential between themselves and the health care provider. This took the form of 

gift-giving, joking, asking about the professional’s health and personal life, and 

expressing concern for the professional’s working conditions. Thorne and Robinson 

(1988b) noted that we have much to learn from our patients about the development 

of reciprocal trust. 

 In the final phase of their ongoing project, Thorne and Robinson (1989) 

identified four types of guarded alliance. Guarded alliance has already been 

identified as reconstructed trust (Thorne & Robinson, 1988a; 1988b). This trust was 

reconstructed into four distinc t relationship types by the participants in this study 
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(1989). The relationship types are hero worship, resignation, consumerism, and 

team playing. 

 Trust reconstructed as hero worship involved a strong, trusting relationship 

with one health care professional (Thorne & Robinson, 1989). This relationship 

allowed informants to defer decision making to an expert but also produced a 

precarious dependence on a single health care professional. In relationships 

characterized by resignation, there was little evidence of reconstructed trust.  

Patients either withdrew from seeking health care for a time or went through the 

motions without expectation that anyone could or would really help. In resignation, 

clients felt helpless to change their situation. While despair and hopelessness were 

part of this negative relationship, for some it also represented a time of reprieve 

from intense health care involvement. 

 Consumerism-type relationships were seen when informants (i.e., patients 

and/or family members) participated in health care relationships for the single 

purpose of obtaining what they saw as essential services that could be obtained only 

by maintaining some sort of relationship with the healthcare system (Thorne & 

Robinson, 1989). The informants believed that health care professionals were 

unable to attend to their real needs, but that health care professionals could provide 

a particular service or meet a particular health care need. Informants in consumer-

type relationships recognized that receiving that service was dependent on 

conformity to roles and behaviors of patients that physicians expect. These 

informants (i.e., patients and/or family members) described themselves as 
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manipulative and noncompliant. Consumers relied on ingenuity to gain access to the 

services they needed for illness management and developed great confidence in 

their own abilities to make decisions and act in their own behalf. 

 Team playing featured a reciprocal and negotiated alliance between clients 

and  professionals (Thorne & Robinson, 1989). Team playing combined the more 

positive features of hero worship and consumerism. An essential ingredient of team 

playing was reciprocal trust. Shifts from one relationship type to another occurred in 

ongoing relationships and as new relationships were formed. Thorne and Robinson 

(1989) noted that no one health care relationship style is universally desirable. Thus, 

health care professionals must be flexible enough to vary their behaviors in 

accordance with the needs and desires of the clients. Additiona lly, sharing this 

model of relationship styles with clients has the potential for helping health care 

professionals in the development of satisfying relationships with their clients. 

“Because they [clients] seem to understand our perspective better than we do theirs, 

the onus is on us [healthcare professionals] to ask the questions” (p. 157). 

 As noted earlier (Thorne & Robinson, 1989), some informants (i.e., 

chronically ill patients and/or family members) reported their own noncompliant 

behavior. Thorne (1990)  analyzed the nature and meaning of this noncompliance.  

She noted that these informants clarified that noncompliance was not related to lack 

of understanding or forgetfulness but was a conscious, reasoned decision not to 

comply with professional advice. 
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 Several types of noncompliant behavior were described (Thorne, 1990). The 

first type involved minor modifications of a prescribed regimen without consulting a 

health care professional. This was generally done after an analysis of the relative 

benefits and drawbacks of strict adherence. Another type of noncompliance 

involved adherence to some aspects of the treatment regimen and rejection of other 

elements. This resulted when clients interpreted some recommendations as being 

more valid or constructive than others. The third style of noncompliance occurred 

when clients were trying to juggle conflicting recommendations from several health 

care professionals. Often noncompliance involved agreeing to a treatment plan with 

no intention of following through. 

 Noncompliance seemed to serve two purposes (Thorne, 1990). These were 

self-protection and maintenance of health care relationships. Some informants 

distrusted the decisions made on their behalf. Others viewed the issue as a matter of 

common sense prevailing over trust. Noncompliance protected the client from 

perceived problems related to the treatment without jeopardizing the relationship 

with health care professionals. 

 Participants interpreted this noncompliance as evidence of their confidence 

in their own competence to manage treatment decisions and a willingness to take 

responsibility for their own health (Thorne, 1990). This corresponded to a 

downward spiral in their trust of health care professionals. Patients came to realize 

that health care professionals practiced from a set of fixed beliefs that did not take 

into account the values, beliefs, and lifestyle of their clients. As confidence in health 



                                                                                                        

 

95 
 

care professionals diminished, there was also a growing awareness that the fault did 

not necessarily lie with individual professionals but that these professionals were 

enmeshed in a care system with political and economic considerations that often 

impacted on the care that was (or was not) provided. The informants also concluded 

that “the drastic limitations of medical science in the domain of chronic illness were 

largely unrecognized by professionals and the public alike” (p. 66). 

 Thorne (1990) noted that our health care system views noncompliance as an 

irrational response which tends to complicate a preexisting medical condition.  

Chronically ill clients, though, would rather live well than focus on the pathology of 

their condition. She concluded that “health care professionals have little to offer 

chronically ill people until they have discarded the assumption that they have the 

right answers about living decisions” (p. 68).  Thorne (1990) recommended that 

health care professionals view their role with the chronically ill as consultant to the 

expert who has the chronic condition. 

 Undoubtedly, issues related to trust are somewhat different for those who are 

chronically ill and those who are acutely ill. Jenny and Logan (1992) noted that in 

the process of ventilator weaning, when “nurses demonstrated their commitment to 

the patients’ concerns and comfort through knowing activities” (p. 255), they gained 

the patients’ trust. Montgomery (1993) also noted that in crisis situations patient 

trust of nurses (or a particular nurse) can develop very rapidly. 
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 The research in the above section revealed that nurses still have a great deal 

to learn from their patients. Many patients experienced satisfying, beneficial 

NPI/NPRs, but for some it was the negative interactions that characterized the NPR. 

Chapter Summary  

This review included literature that dealt with theoretical and/or 

philosophical issues related to nurse-patient interactions and relationships.  A brief 

review of the relationship of communication to NPI/NPRs was included in this 

section. From a theoretical/philosophical perspective beneficial NPI/NPRs are 

regarded as essential to nursing. 

  Research studies that explored nurses’ views of these relationships were 

examined. Results indicated that while nurses gave lip-service to the importance of  

beneficial NPI/NPRs, in reality, many nurses seemed to be more concerned with 

maintaining control of the interaction than in providing a beneficial experience for 

the patient (Gibb & O’Brien, 1990; Hewison, 1995; May, 1990). 

Studies that made an effort to compare the views of nurses with the views of 

patients were presented. These largely quantitative studies seemed to demonstrate 

that patients are more concerned than nurses with instrumental factors such as 

technical competence and expert knowledge. 

Next, studies that focused on patients’ views of nursing care and nursing 

behavior were explored. In these largely qualitative studies patients seemed to lose 

their concern with instrumental skills and instead valued the affective/emotional 

qualities that nurses say they value. 
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While considerable time and effort has been exerted in studying nurses’ and 

patients’ perceptions of the interactions they have with one another, virtually 

nothing has been identified that would elucidate the meaning that these interactions 

have for patients. It would appear that this dissertation study was justified to more 

fully inform nurses regarding the ways in which patients understand the interactions 

they have with one another.  
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CHAPTER 4 

RESEARCH METHODS 

 This chapter discusses the research methods that were used. This includes 

the research design, sample selection, and procedures for data collection. It also 

provides information about the instrumentation, pilot interviews, criteria used to 

satisfy the need for scientific rigor, and data analysis procedures. 

Research Design 

 Hermeneutics furnished a philosophical perspective which provided a guide 

for the researcher’s preunderstanding (Palmer, 1969),  support for explication of the 

researcher’s moral/ethical beliefs and how those beliefs affected the approach to 

conducting this study (Richardson & Woolfolk, 1994). Hermeneutics also supplied 

encouragement for phenomenological interpretation (Palmer, 1969). This 

researcher, though, did not find a specific hermeneutic template or methodology for 

approaching this research project. 

Thus, a flexible, qualitative methodology as suggested by Marshall and 

Rossman (1995) was used. Data collection  involved unstructured, in-depth, widely-

ranging interviews with recently hospitalized adults.   

 Qualitative methodology was chosen, not only because of the philosophical 

congruence with a hermeneutic perspective, but because it was the desire of the 

researcher to study the phenomenon of interest in depth, rather than in breadth.  

Patton (1990) noted that this is one of the chief benefits of qualitative methods. 

Additionally, the researcher’s personal, philosophical view is inconsistent with 
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reductionistic, quantitative methods. While she recognizes their value in bench 

research and in large sample human research, even in those cases, she is always 

looking at the outliers, wondering, “Why are they so far from the norm? What’s 

going on with this person?”. 

Sample 

 Recently hospitalized adults were solicited for participation in this study.  

Since the researcher was interested in all NPIs, reason for hospitalization and 

location of hospitalization were not included in the criteria for participation. 

Potential participants were recruited from recently hospitalized individuals known 

to the researcher and to individuals who were aware of the researcher’s area of 

interest.  The only criteria for participation were a hospitalization within the 

previous 12 months, being English speaking, between the ages of 18 and 100, and 

apparently cognitively intact. Eighteen recruitment letters were mailed, and 14 of 

these individuals responded positively and were interviewed. No one refused to 

participate; some just failed to respond to the recruitment letter. Data collection was 

suspended when it seemed that adequate data had been received to inform the 

research questions. 

Procedures for Data Collection 

 Following human subjects approval, the researcher solicited the assistance of 

friends and acquaintances who were apt to be aware of individuals who had recently 

been hospitalized. They were asked to have the recently hospitalized individua ls 

provide verbal permission for their names and addresses to be furnished to the 
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researcher. At this point the researcher mailed a recruitment letter to that individual. 

All 18 recruitment letters that were mailed, were mailed to individuals who had 

given verbal assent to have their names and addresses shared with the researcher. 

When no response was received, second attempts at recruitment were not made. 

 Since qualitative research “typically focuses in depth on relatively small 

samples” (Patton, 1990, p. 169) purposeful sampling is the method of choice. In 

quantitative research, “the logic and power of a truly random and statistically 

representative sample” (Patton, 1990, p. 169) permits generalization from that 

sample to a larger population. In qualitative research, the logic and power comes 

from purposeful selection of information-rich cases for in-depth study (Patton, 

1990). 

 Patton (1990) delineated 15 methods of purposeful sampling for qualitative 

research. This researcher began with opportunistic sampling. Opportunistic 

sampling “takes advantage of whatever unfolds as it unfolds” (Patton, 1990, p. 178).  

In this case, that unfolding involved the recruitment of individuals known to the 

researcher or known to others who were aware of her research effort. These other 

individuals  included members of her dissertation committee, relatives, and friends. 

Although it was anticipated that snowballing would occur, this did not happen.   

 Some theoretical sampling (Patton, 1990) did occur, as I began to seek out 

potential participants who had experienced nonbeneficial interactions with nurses. 

This was done because it seemed that participants who had experienced primarily 

beneficial interactions with nurses had few stories that illustrated these beneficial 
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interactions. But those who had experienced nonbeneficial interactions had eloquent 

stories that demonstrated this broken part of nursing. From those nonbeneficial 

interaction stories, ideas about what might have been more beneficial emerged. 

Potential participant s who indicated a willingness to be contacted by the 

researcher were mailed a recruitment letter and a stamped, self-addressed envelope 

in which to mail their response (see Appendix A). They were offered the option of 

calling the researcher or mailing their response. When responses were received in 

the mail, the researcher telephoned the potential participant in a timely manner. 

During this initial telephone contact with the individual, the researcher first 

ascertained that the individual met study criteria. If the person met all criteria, the 

purpose and demands of the study were explained. The researcher asked these 

potential participants how they had been feeling and if they perceived they had 

recovered adequately from their illness or surgery, so that a fairly lengthy interview 

would not be too tiring. All participants were feeling well and eager to be 

interviewed. At the time of this telephone contact, an appointment was made to 

meet at a mutually agreeable time and place for an interview. Because some of these 

individuals were very busy, it sometimes took several contacts to get the interview 

scheduled. 

Most participants elected to have the researcher come to their homes for the 

interview. One participant chose to come to the researcher’s home, one elected to 

meet at an office in the School of Nursing, and one had me meet him at his 

workplace. This last participant had arranged for us to be in a conference room for 
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the interview. One out-of-state participant was interviewed by telephone, using a 

telephone recording device. One participant was interviewed three times; one of 

those interviews occurred in a very quiet restaurant that the participant had 

suggested. This venue was more amenable to an interview than I had anticipated. 

 Fourteen individuals were interviewed. One informant was interviewed 

twice and another was interviewed three times for a total of 17 interviews. These 

follow-up interviews were done for different reasons. The participant who was 

interviewed twice is a paraplegic, who has had many experiences with the 

healthcare system, both as a patient and as healthcare support staff. At the end of the 

first interview, both of us felt that we had not tapped all of the stories she had to tell, 

but both of us had other obligations. Additionally, the first time I interviewed her, 

the tape recorder malfunctioned, so there were things that I had written down in my 

reconstruction of the interview that needed to be clarified. The informant who was 

interviewed three times was undergoing continuous treatment for breast cancer, so 

each interview focused on a new set of experiences and interactions. Additionally, 

these interviews were viewed by the participant, her friend who had suggested her 

for this study, and the researcher as therapeutic for this particular informant. 

 When meeting the participant for an interview, the researcher introduced 

herself, explained the study procedures, and provided the individual with a Letter of 

Information (see Appendix B). After the letter of information had been presented, 

the individual was asked if he or she had questions or concerns. Some participants 

read this letter, thoroughly. Others threw it aside with scarcely a glance. Whichever 
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way they reacted, each person who had agreed by telephone to be interviewed, 

continued with that agreement at the time of the interview. At that point, the tape 

recorder was turned on and the individual was asked to provide verbal consent to 

participate in the study and have the interview tape recorded (D. Kahn, personal 

communication, June, 1997). Demographic data were collected (see Appendix C) 

before the interview proper was initiated. This strategy was used because it provided 

the researcher and participant an opportunity to get acquainted with one another, 

and it also helped to relax the participant and accustom the individual to having the 

tape recorder running. As Spradley noted (1979), establishing rapport with the 

informant is essential for the free flow of information. One essential piece of 

establishing rapport is the process of getting acquainted. 

 The interview proper was unstructured in format, except for the grand tour 

question and one particularly valuable probe (see Appendix D).  The unstructured, 

in-depth nature of these interviews allowed participants to tell their stories in the 

way that made the most sense to them. Initially, the researcher had planned to begin 

each interview with the following “grand tour” request: “I am interested in learning 

more about the experiences that patients have with nurses when they are in the 

hospital. Could you tell me about some of those experiences that you have had?”.  

The purpose of this grand tour question was to stimulate story-telling and rich 

description (Spradley, 1979).    

 After doing two interviews, I realized that the original grand tour question 

was too stilted and tended to confuse the informants. So it was simplified to the 
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following: “I would like for you to tell me about some of the experiences you have 

had with nurses and other healthcare providers during your recent hospitalization 

and illness. I am most interested in the nurse stories, but I enjoy hearing the others, 

as well.” The term “other healthcare providers” was included in this grand tour 

question, because some of the participants seemed to require the flow of telling their 

entire story—not just the pieces related to interactions with nurses. 

As each story was shared by a participant, the researcher tried to use the 

following specific probe: “How did that make you feel?”. This question, too, was 

minimally effective in producing meaningful replies and also seemed to confuse the 

informants. It had been hoped that answers to this probe would provide information 

from which the researcher would be able to make inferences regarding meaning and 

understanding. While some of that did occur, most of the inferences regarding 

meaning and understanding had to be made from the way the story was told—tone 

of voice, words used, facial expressions, body language, and so forth. 

The researcher also encouraged participants to share a variety of experiences  

that occurred with different nurses during their hospitalization by asking them if 

different nurses interacted with them in different ways and by asking them to share a 

different kind of story than the one(s) previously shared. Additional general probes 

that had been planned in an effort to provide answers for the research questions 

were as follows: 

1.  In your mind, what is the most important part of a beneficial interaction 

between a nurse and patient? 
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2.  What was the most important thing that nurses said or did in establishing 

a positive relationship with you? 

3.  What could nurses do differently to improve their interactions with 

patients?  

In reality the most effective probe became the following question asked in a 

variety of different ways. That question was, “If I asked you to come talk to a group 

of student nurses, what would you tell them about providing good nursing care?”. 

This question varied a bit from participant to participant. For example, for the 

informant who had nightmarish experiences with labor and delivery nurses, I asked: 

“If you could talk to a group of labor and delivery nurses in a continuing education 

setting, what would you tell them?”.  For a woman with breast cancer who was 

frustrated with the lack of information provided to her family by healthcare 

professionals, including nurses, the question was, “If you could set-up an education 

program for family members of cancer victims, what would you include in your 

curriculum?”. In almost every case, this question provided answers that were 

valuable in trying to answer the research questions. 

Many of the questions the researcher asked informants could not have been 

anticipated. Paget (1983) observed  that in-depth interviewing is “a science of the 

subjective experience” (p. 67). She noted that the distinctive feature of in-depth 

interviewing is that “the answers given continually inform the evolving 

conversation” (p. 78). She also pointed out that the questions used during an in-

depth interview presume neither neutrality nor objectivity. Instead, the questions 
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asked by the researcher must reveal an interest on the interviewer’s part in events as 

perceived and experienced by the informant. Paget’s observations were very helpful 

to this researcher, as I often found myself saying things like, “Oh, that is a 

wonderful story.” Or, “My chair is going to think  I fed you that script.” 

Pilot of Interview Schedule 

The planned interview schedule was pilot tested on the first two individuals 

who were interviewed. After interviewing these pilot participants, the tapes were 

listened to by the researcher for the purpose of identifying lack of flow, missed 

probes coming out of the stories, and so forth. Refinements were made as necessary.  

These changes have already been discussed. None of these changes was major, so 

the data from these initial participants were included in the data analysis. 

Criteria for Scientific Rigor 

 “Scientific rigor is valued because it is associated with the worth of research 

outcomes” (Burns & Grove, 1993, p. 64).  In quantitative research, scientific rigor is 

related to precise measurement tools, a representative sample, and tightly controlled 

study designs (Burns & Grove, 1993).  Additionally, there is an implication of 

properly applied methods of statistical analysis and interpretation, as well as 

accuracy and truthfulness in reporting the results of a rigorously scientific study. 

 Early on, when nurses began undertaking qualitative research, attempts were 

made to impose the same sort of scientific rigor on qualitative work as on 

quantitative. It has become increasingly accepted, though, that different criteria for 

scientific rigor need to be applied when critiquing or undertaking qualitative work.  
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In a qualitative study, rigor is “associated with openness, scrupulous adherence to a 

philosophical perspective, thoroughness in collecting data, and consideration of all 

the data” (Burns & Grove, 1993). 

Sandelowski (1993) noted: 

The problem of rigor in qualitative research continues to arouse, beguile,  
and misdirect . . . . There is an inflexibility and an uncompromising 
harshness and rigidity implied in the term ‘rigor’ that threaten to take us  
too far from the artfulness, versatility, and sensitivity to meaning and  
context that mark qualitative works of distinction. (p. 1)   
 

She (M. Sandelowski, personal communication, 1996) noted she rued the day she 

published her first article related to rigor in qualitative research  (Sandelowski, 

1986) because she still sees it cited frequently as a template for rigor in qualitative 

research, even though she has changed her mind about and retracted much of what 

she said in that article.  

Van Manen (1990) observed that “rigorous scientific research is often seen 

to be methodologically hard-nosed, strict, and uncompromised by ‘subjective’ and 

qualitative distinctions” (p. 17). He contended, though, that a strong and rigorous 

document in the human sciences:  

Distinguishes itself by its courage and resolve to stand up for the uniqueness 
and significance of the notion to which it has dedicated itself. . . . This 
means that a rigorous human science is prepared to be ‘soft,’ ‘soulful,’ 
‘subtle,’ and ‘sensitive’ in  its effort to bring the range of meanings of life’s 
phenomena to our reflective awareness. (p. 18) 
 
Sandelowski (1996) indicated that “qualitative research is located at the 

meeting place between art and science, concerned with finding truths about and 

committed to representations that are true to its subject matter” (p. 55). She 
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continued that “we refuse the art by furthering efforts to scientize qualitative 

research only to make it more credible to those in the center of scientific tradition” 

(p. 55). 

One of the primary concerns in the demand for rigorous scientific research is 

the search for objective knowledge. Eisner (1991) observed that in scientific 

research objectivity falls into two categories, ontological objectivity and procedural 

objectivity. Ontological objectivity, or veridicality, implies an isomorphic 

relationship between claim and reality; what the researcher claims to have 

discovered, disclosed or supported is objective reality. 

“Procedural objectivity is the development and use of a method that 

eliminates, or aspires to eliminate, the scope for personal judgment in the 

description and appraisal” (Eisner, 1991, p. 44) of the measurement taken.  

Operational definitions are attempts to attain procedural objectivity. 

Subjectivity is often viewed as personal opinion or soft data with debatable 

or doubtful interpretation and/or conclusions. Most scientists hold objectivity in 

high esteem, while subjectivity seems to deserve no esteem (Eisner, 1991). 

Based on Dewey’s work (1938/1963), Eisner (1991) suggested an alternative 

to avoid the objective/subjective dichotomy. This alternative is what Eisner calls a 

transactive approach. A transactive approach acknowledges that what we know or 

disclose through research is a product of our subjective life and a postulated 

objective world. Eisner (1991) then provided three criteria for appraising transactive 
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accounts. These criteria are (a) coherence, (b) consensus, and (c) instrumental 

utility.   

Coherence has to do with whether the story makes sense and how 

conclusions have been supported. It also has to do with how well the study relates to 

what is already known about the subject at hand (Eisner, 1991). In implementing 

this study, analyzing data, and discussing that analysis, the author made a diligent 

effort to explicate the interview data that supported the conclusions that were 

reached. She also attempted to relate the findings of this study to what was already 

known about patients’ perceptions of the NPR. The burden as to whether the story 

makes sense lies with the readers. 

Consensus is somewhat related to coherence in that it refers to the notion 

that the readers, or other investigators, agree that the findings and/or interpretations 

are congruent with their own experience or with the evidence presented (Eisner, 

1991). During the process of this study, the researcher relied heavily on consensus 

from her committee members, particularly the dissertation Chair. Additionally, 

throughout the research process, she shared her study findings with nurses working 

in clinical settings and with other researchers. Also, current and reviewed nursing 

literature was read and reviewed. The researcher looked for disagreement as well as 

consensus. Overall, consensus was strong. 

She also kept in mind Eisner’s (1991) caveat that having received consensus 

on one’s work, “one should not think one has cornered Truth. What one has 

cornered is agreement” (p. 58). 
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Instrumental utility refers to the usefulness of a study. According to Eisner 

(1991), the most important test of any qualitative study is its usefulness. While 

Eisner explicated several types of usefulness, the type this study hoped to support is 

the usefulness of comprehension. In exploring an area in which further 

comprehension might be valuable, the qualitative researcher helps in the 

understanding of a situation that would otherwise be enigmatic or confusing. In this 

researcher’s mind, this is the state of current nursing knowledge regarding patients’ 

perceptions of NPRs. One of the goals of this project was to help provide nurses 

with an understanding of  patients’ perceptions of the interactions they have with 

nurses. 

While the above criteria for scientific rigor meet the author’s needs 

philosophically, there is a realization that other criteria need to be included to fulfill 

the requirements of the larger scientific community. Lincoln and Guba (1985) 

recommend the criteria of credibility and auditability. Credibility has been achieved 

through coherence, consensus, and instrumental utility. Auditability has been 

achieved through careful record-keeping and a thorough audit trail. Audio-taping 

and verbatim transcripts have served to maintain the integrity of the data and reduce 

the potential for researcher bias. As recommended by Burns and Grove (1993), all 

of the data have been considered, not just the data that were particularly congruent 

with the researcher’s preconceived notions of beneficial NPIs. The Chair has 

reviewed several of the transcripts for completeness and accuracy of the researcher’s 

coding scheme.   
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Data Interpretation 

 While scholars and scientists generally discuss the analysis of data, in using 

a hermeneutic approach it is more appropriate to discuss data interpretation than 

data analysis (Palmer, 1969). This interpretational analysis was guided using 

hermeneutic methods of dialogical interpretation (Benner, 1994; Richardson, 1996; 

Ricoeur, 1987). The data were listened to, read, and pondered. These data could 

have been interpreted looking through a variety of lenses.  

In this researcher’s mind, some of the work involved was analysis and some 

of it was interpretation. The initial coding, recoding, and further recoding was quite 

analytic in nature. The final synthesis and understanding are truly the interpretive 

piece. So, the writer will often use the word analysis in describing the early part of 

this effort. Analysis began with microanalytic coding (Strauss & Corbin, 1998), 

keeping the research questions in mind. As categories began to emerge during this 

process of microanalytic coding many changes were made and data were relocated 

to clarify the researcher’s understanding. More of this is discussed in the following 

chapter. 

No effort was made to identify or establish exclusive, non-overlapping 

categories. Many stories were coded into more than one category. In this type of 

qualitative research, that is the only way to retain adequate context for the stories. 

No import was given to how many participants said what how many times, as this 

would be philosophically incongruent with the methodology. There are a few times 

when I address the fact that “almost everyone” talked about a subject; and, there are 
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times when I indicate that only one or two or three participants addressed a 

particular issue. But the issue would not have been addressed in the analysis unless 

it seemed important. 

All interviews were audio taped and transcribed verbatim. There were a few 

instances when technical difficulties were experienced with the tape recorder. In 

these instances, the interview was reconstructed from memory, as soon as it was 

realized there had been a problem. Since I had also kept fairly extensive field notes, 

I think my reconstructions were quite accurate. While a transcriptionist was hired to 

do the initial transformation of taped data to print form, the researcher did thorough, 

extensive editing on every transcript. This editing was done in order to assure the 

accuracy of the transcriptionist’s work, as well as to capture as fully as possible the 

entire context of the interview, including body language, facial expressions, and 

other indications of the psychological/emotional impact of these experiences on the 

participants.   

Detailed process notes were dictated by the researcher immediately after 

each interview. These process notes included a physical description of the 

participant, the location of the interview, the ease with which rapport was 

established with the participant, and any other information that seemed cogent to the 

researcher at the time. 

Additionally, fairly extensive written field notes were kept. These field notes 

differed from the process notes in that they captured possible categories and 

references to stories that supported those potential categories. As soon as possible 
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after each interview, the researcher sat down and mentally reconstructed that 

interaction. I  then wrote down the things that had been said by the informant that 

really stood-out in my mind. These field notes were invaluable in the process of data 

interpretation. 

The voluminous amount of data contained in the transcribed interviews and 

field notes were handled using the computer program NUD•IST. NUD•IST was 

developed specifically for use by qualitative, social science researchers. As the 

researcher identified emerging themes and categories, these were coded accordingly 

and entered into the project indexing in the NUD•IST program. 

The interview transcripts were introduced to the project in NUD•IST, and the 

stories were stored in the appropriate categories (i.e., nodes). As the larger picture 

emerged, it was very easy to add new nodes, delete old nodes, and rearrange the 

data in a way that was understandable. While this program did not assist in the 

researcher’s thinking or interpretation, it did help greatly in dealing with large 

amounts of qualitative data and assisted in providing an accurate audit trail.   

Statement of Protection of Human Subjects 

The protection of the rights and privacy of participants and potential 

participants was an integral part of the design of this study. The researcher did not 

know the identity of potential participants until such time as they had given 

permission to the liaison person who was trying to recruit them. Those who did 

agree to participate in the study were assigned code numbers. No one but the 



                                                                                                        

 

114 
 

researcher had access to information linking code numbers to participant 

identification. Results are reported in such a way that no participant can be 

identified. Pseudonyms were used in reporting the data. Confidentiality has been 

guaranteed the participants throughout the study process. Additionally, participants 

were provided with a formal information letter that described the benefits and risks 

of participation in the study, as well as their right to withdraw from the study at 

anytime. 

Chapter Summary 

Research methods used were discussed in this chapter. Included was a brief 

sketch of a flexible, qualitative research design. Implementation of sample selection 

and recruitment was described, as well as  the procedures used for data collection. 

Also included were the planned and the actual instrumentation and reasons for the 

changes that were made in the instrumentation. The nature of unstructured, in-depth 

interviewing was described. Results of pilot interviews, issues related to scientific 

rigor and data interpretation procedures were also addressed.  
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CHAPTER 5 
 

STUDY FINDINGS: PATIENTS JUST WANT TO BE TREATED LIKE REAL 
PEOPLE WHO REALLY MATTER 

 
The findings in this chapter describe the sample and provide some answers 

for the four research questions that were asked originally, though they have been  

re-ordered from the original presentation in Chapter 1. These are as follows:  

(a) According to patients, what are the words, actions, and/or events that facilitate 

the establishment of a beneficial nurse-patient relationship? (b) How do patients 

understand and interpret the interactions/relationships they have with nurses?  

(c) What meaning do interactions and relationships with nurses have for patients? 

(d) According to patients, what is the essence of a beneficial nurse-patient 

interaction? 

The Participants 

Fourteen individuals participated in this study. Four men and 10 women 

were interviewed at least one time; Christina was interviewed twice, because we 

were not able to capture all of her stories in one interview; Joyce was interviewed 

three times, because the treatment associated with her breast cancer was ongoing, 

and she continued to have new stories. The mean age of these informants was 54 

with the youngest participant being 34 and the oldest 74. Three participants were in 

their 30s, 1 in the 40s, 6 in their 50s, 2 in their 60s, and 2 in their 70s. Only three of 

the recruitment letters that were mailed received no response. There were no 

outright refusals. All 14 individuals who participated were very willing; most were 
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even eager to make this contribution. All names used in this report are pseudonyms 

(see Appendix E). 

Answering the Research Questions 

Before approaching a formal interpretation of the data in an effort to answer 

the questions that were asked, this researcher needs to make one very important 

observation. That observation is that it is much more difficult to capture the 

“interactional” piece than she had ever imagined. Even in an in-depth, unstructured 

interview the focus tends to be on the patient or the nurse, seldom on both at the 

same time. Perhaps Bottorff’s (Bottorff & Morse, 1994; Bottorff & Varcoe, 1995) 

elegant studies using videotaping to capture nurse-patient interactions provided the 

best template for how studies of this nature should be undertaken. Nonetheless, 

because of having chosen a hermeneutic approach, the researcher was able to come 

to some interpretive understandings of the interactional piece. Also, some of the 

informants provided stories that guided that interpretation and served to support that 

understanding. 

Definitions 

 As discussion of the interpretation progressed, it became evident that the 

author was using at least two terms very frequently that might be unfamiliar or 

misunderstood, so prior to presenting the analysis have defined these terms. The two 

terms are biocidic and self-care knowledge. 
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Biocidic 

Biocidic is a word used by Halldorsdottir (1991). As previously discussed, 

Halldorsdottir identified five modes of being with another, particularly as it applies 

to the NPR. A secondary analysis of these data will look at the participant’s stories 

within the context of Halldordottir’s model. Halldorsdottir defined the life-

destroying or biocidic mode of being with another as “a mode where one 

depersonalizes the other, destroys joy of life, and increases the other’s vulnerability. 

It causes distress and despair, and hurts and deforms the other. It is transference of 

negative energy or darkness” (1991, p. 39). Because Halldorsdottir practices and 

does her research within a “caring” framework, she has identified the biocidic mode 

of being with another as demonstrating the greatest degree of uncaring possible in 

the NPR. 

Self-Care Knowledge 

This author uses the term self-care knowledge as it is presented in the MRM 

nursing theory. Those who practice nursing from the framework of MRM believe 

the following:  

At some level a person knows what has made him or her sick, lessened his or 
her effectiveness, or interfered with his or her growth. The person also 
knows what will make him or her well, optimize his or her effectiveness or 
fulfillment (given circumstances), or promote his or her growth. (Erickson, 
et al., 1983, p.48) 
 

While the nurse must often assess for and ask the right questions in order to tap into 

an individual’s self-care knowledge (H. Erickson, personal communication, 1995), 
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it is evident in some of the following stories that the participants were valiantly and 

loudly proclaiming their self-care knowledge to deaf ears.  

Research Question #1 

The first research question was: “What words, actions, and/or events 

facilitate the establishment of a beneficial NPR?”.  Implicit in that question is a 

second one that was not explicated. That second question is as follows: “What 

words actions, and/or events inhibit the establishment of a beneficial NPR?”. Even 

more specifically we might ask, “What words, actions, and/or events lead to the 

establishment of a nonbeneficial NPR?”. 

 During the initial microanalytic coding, 47 types of  interactional events 

between nurses and patients were identified. Initially, no attempt was made to 

separate beneficial from nonbeneficial types of events. It soon became apparent that 

a separation was needed. So, these events were recoded into separate categories of 

beneficial and nonbeneficial. Forty types of beneficial and 18 types of nonbeneficial 

events were identified.  

 Continuing synthesis of these data revealed an over-arching theme of 

personification versus objectification. While this theme emerged in the investigation 

of the meaning/understanding research questions, it was from the interactions with 

nurses that these meanings emerged. Interactions with nurses that were viewed as 

beneficial by these participants promoted their sense of personhood. Interactions 

that were viewed as nonbeneficial made them feel like objects that did not really 

matter. 
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 Along with this over-arching theme, two thematic threads were identified. 

The first of these threads, as verbalized by these informants, was that nurses should 

treat their patients like a beloved family member. The other thread was very similar, 

but just enough different to merit consideration. According to these informants, the 

nurse should picture herself in the patient’s situation and treat the patient like she 

would want to be treated. These thematic threads wove throughout the data that 

supported the over-arching theme. 

 Since the over-arching theme was identified as personification versus 

objectification, identified categories are also addressed in this beneficial versus 

nonbeneficial language. The four major categories that emerged in answering this 

first research question were constructive communication versus nonconstructive 

communication, caring versus lack of caring, presence versus nonpresence, and 

competence versus incompetence (see Table 1). 

Table 1 
 
Major categories related to words, actions, and/or events that facilitated the 
establishment of  beneficial NPRs 
Constructive 
Communication vs. 
Nonconstructive 
Communication 

Caring vs.  
Lack of Caring 

Presence vs. 
Nonpresence 

Competence vs. 
Incompetence 

 
Constructive Communication versus Nonconstructive Communication 
 

The perceived need of constructive, therapeutic communication between 

nurses and patients was apparent in the fact that almost every nursing program has 

content related to this issue. The amount of literature available on the subject was 
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overwhelming. While constructive communication is important in establishing a 

beneficial NPR, nonconstructive communication is often the very thing tha t 

sabotages the establishment of such a relationship.  

One of the most effective probes used by the researcher during interviews 

was to ask the informant what he or she would tell a group of nursing students about 

how to be an effective nurse. A large number of the participants indicated that good 

communication on the part of the nurse is the most essential ingredient in 

establishing a beneficial relationship with the patient. 

Lisa answered this question by saying, “Probably number one is good 

communication . . . at the level of the patient.” She also noted that at one point in 

her nightmarish hospitalization, she did have a student nurse caring for her. She 

shared, “She was kind of clumsy, nervous, green, wet-behind-the-ears, but she was 

also very professional. I could tell that she was developing some very good patient 

communication skills. And that makes a huge difference.” 

In this study,  four types of constructive communication versus 

nonconstructive communication were identified. These were timely provision of 

information versus lack of information, teaching versus lack of teaching, 

friendliness versus rudeness, and listening versus failure to listen (see Table 2). 



                                                                                                        

 

121 
 

Table 2  
 
Constructive Communication versus Nonconstructive Communication 

Timely provision of information 
    Opportunity to ask questions 
     What to expect 

Lack of information 
    Provision of inaccurate information 
    Dishonesty 
    Failure to provide needed information 

Teaching 
   How to communicate 
    Rationale  
    Discharge instructions 

Lack of Teaching 
   No discharge instructions 
    No instructions on PCA use 

Friendliness 
  Cheerfulness 
   Approaching activities pleasantly 
   Teasing 
    Making friends 
    Affirmation 
          Optimism 
          Encouragement 
    Respect 
    Appropriate personal self-disclosure 
    Use of humor  

Rudeness 
    Failure to act upon patient/family requests  
    Demeaning words and tone of voice 
     Unnecessary loudness 
     Unnecessary roughness 
     Pushing unnecessary pain medications 
     Inappropriate personal self-disclosure 
     Inappropriate chatting 
     Inappropriate conversations within 
        patients’ hearing 

Listening 
     Really hearing what the pt. has to say 
     Acting upon patient requests  
     Active debriefing 

Failure to Listen 
     Refusal to hear what the patient says 
      Refusal to act upon patient requests  

 
Timely Provision of Information versus Lack of Information. Virtually every 

informant specifically or inferentially noted that the timely provision of accurate 

information is an important piece in establishing a beneficial NPR. This timely 

provision of information included answering questions, either on the spot, or 

returning in a short time with an answer.  

Nancy indicated one of the things she really appreciated about the 

emergency room personnel, including the nurses, was that they kept her well-

informed at all times. Bob noted, “If I was wanting something like medication, they 

always told me, ‘This is such and such and this is for such and such a reason.’” 
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Joyce appreciated the nurse who cared for her during her chemotherapy, because 

she always provided information, such as blood counts, as soon as it was available. 

Becky talked about a nurse who sat down and chatted with her on a day that 

she was very weepy. “We talked about kids, and what life was about. Talking about 

my surgery, she said, ‘After your ovaries are gone. . .there’s nothing to make 

[hormones] anymore. You have nothing in your system.’” Becky was reassured 

when the nurse explained to her that when her new hormone pill took effect she 

would start feeling much better.  

Julio noted that when he asked his two favorite nurses a question, they 

would often reply, “I don’t know, but I’ll go find out.” He said, “They were prompt 

in coming back with an answer. That was not a problem. They knew that I was 

serious about wanting them to come back with an answer.” 

Lisa appreciated the nurse anesthetist who spent a good deal of time with her 

prior to her surgery. She explained what to expect and gave Lisa an opportunity to 

ask questions. Lisa also noted that the nurses in post-anesthesia recovery explained 

everything to her and made her feel like she was really receiving “individual care.” 

She said, “They were right there and they would tell me, ‘We’re going to give you 

this to make you comfortable.’ And telling me about trying to get me a room; they 

really talked to me.” 

An important aspect of timely provision of information included providing 

the patient with an opportunity to ask questions. Another beneficial strategy was 

asking the patient questions. Lisa told about one “good” nurse who asked her lots of 
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questions in an attempt to understand the reasons for her dissatisfaction. This same 

nurse was also careful to enlist Lisa’s cooperation and understanding related to 

hospital procedures. Lisa appreciated the fact that this nurse explained, “If by 11 

p.m., you are still not sleeping and you want to sleep, call me in and I’ll do your 

vitals then, and give you a sleeping pill, then you won’t be woken up [sic] ‘til 4.” 

Lisa felt like this nurse was telling her “we can work around anything to make you 

comfortable.”  

Lisa noted that this nurse came in at the beginning of the shift and told her 

what to expect. The nurse would say, “Well, this is the start of a new shift and I’m 

coming in at this time and this time and this time, and I’m going to do your vital 

signs at this time.” She would then add, “This is what your doctor has ordered. Is 

this what you want? Do you have any questions?” 

Lack of information occurred both with an absence of desired information 

and provision of inaccurate information. Provision of inaccurate information 

occurred when patients or their family members were told something by a nurse that 

they later determined was inaccurate. At times participants saw this as being put into 

a mold that, for one reason or another, they did not fit. At other times, inaccurate 

information was seen as outright dishonesty, or at the very least, indifference on the 

part of the individual who did not make an effort to establish the accuracy of the 

information they were sharing. 

 Lack of information also occurred when the patient perceived the nurse was 

refusing or failing to share information to which they had access. Often, this 
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occurred around the issue of lengthy delays related to test reports, procedures, or 

appointments. Sometimes, this lack of information was seen as a form of dishonesty 

on the part of the nurse. 

 Four of the individuals in this study had been hospitalized at the same world-

renowned teaching hospital. While they enjoyed the extra attention they received 

from interns and residents, all four of them expressed frustration with the fact that 

the nurses could not (or would not) share any information with them. Every time 

they asked a nurse a question, the standard response was, “I can page a resident for 

you,” or, “You can ask your staff physician that question when he comes in.” As 

Nancy noted, “By the time the physician comes in, you’ve forgotten what the 

question was.” When wondering why nurses so consistently answered questions that 

way, one respondent said, “I couldn’t figure-out whether they really didn’t know 

anything or whether they were just brushing me off—didn’t want to take the time 

necessary to answer a complex question.” Lisa, who was in a different hospital also 

noted that every time she asked a question of a nurse she was told, “You’ll have to 

ask your doctor.” 

 The researcher, herself, had this same experience when her mother was 

hospitalized at the same teaching hospital mentioned above. When the night nurse 

came on duty, I asked her if she had been there the previous evening when my 

mother’s seizures had started. She indicated that she had been. I said, “I know that 

you are really busy, right now, but when you have a minute, I would like to ask you 

a couple of questions about her seizures!” Her response was, “I’d be glad to page 



                                                                                                        

 

125 
 

the resident, if you have questions.” My response was abrupt and angry! I said, “Oh, 

come off of it! You’re the only one who can answer my questions!!! The resident 

doesn’t know diddly about the things that I need to know!” The nurse looked 

extremely startled and shocked, but she said, “What kind of questions do you 

have?” I wanted to know details about the seizures that only someone who had been 

present at the time could answer—prodrome, time and nature of onset, length, 

severity, and so forth. The nurse was able to answer my questions fairly well—

much better than the resident could have. This made it possible for me to later add 

my own observations about the seizures. When I shared with the neurologist my 

own observations combined with those of the night nurse, he was very grateful for 

this informative data. 

 When no one talked to Joyce about her surgery following her first 

lumpectomy, she thought, “They opened me up, and I was full of cancer.” In the 

sunroom on this oncology unit, she met another lady who was in there crying. She 

told Joyce that she had been there for two days and no one had talked to her about 

her cancer, and she knew she was going to die. “Nobody mentioned the word 

CANCER.”  

Timely provision of information included asking the patient questions, 

allowing the patient to ask questions and providing prompt, accurate answers to 

those questions. It also included providing information about a future event that the 

patient might not have enough knowledge or information to ask questions. Lack of 
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information occurred both with an absence of desired information and provision of 

inaccurate information. 

Teaching versus Lack of Teaching.  Patient teaching is a nursing 

respons ibility that receives a great deal of attention in research, education, and 

practice. This group of individuals strongly supported the notion that good, accurate 

teaching is one of the most important tasks of a nurse who seeks to interact in a 

beneficial manner with her patients. Lack of teaching was initially coded with lack 

of information, but it soon became apparent that participants viewed provision of 

information and obvious teaching that nurses needed to do as two very different 

activities. Lack of information was often related to questions that had been asked by 

the patient; lack of teaching more often had to do with things that the informants did 

not even know to ask about. 

Becky noted that 20 years ago when she had her first child, the nurses did 

such a good job of teaching that she felt like she could go out and turn around and 

teach someone else the same things. She said that they taught her how to cough and 

deep breathe, how to breast-feed, and how to care for her newborn infant. She said, 

“I feel like they taught me everything . . . . I had better teaching back then than 

now.” She noted that she really likes a lot of teaching, and does a lot of teaching 

herself, even though she is a CNA, rather than “a license,” as she put it. 

One rather unique strategy that Lisa’s particularly “good” nurse used was 

teaching Lisa how to communicate with her. The nurse told Lisa, “If you buzz me, 
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just say, ‘I really need you now,’ or, ‘It can wait, but I will need you whenever you 

are through.’ Let me know how urgent it is, 'cause I can probably break away.” 

Dick indicated that if a patient is reluctant to do something, be firm, but also 

explain why it is important to do it. He added: 

And don’t say that the doctor says to do it. Don’t give us that baloney!!!. . .  
I think the idolization of doctors is passé, as far as patients are concerned, 
anyway . . . . Give us a reason as to why we have to do it. 
 

 Lack of needed teaching frustrated these informants. Becky, a CNA, was 

frustrated because none of the nurses taught her how to use her patient controlled 

analgesia (PCA) pump following her surgery. She did not realize just how 

neglectful they had been until the next morning when her physician came in and 

spent some time with her teaching her how to use it more effectively. She realized 

that it was inappropriate for the physician to do the teaching that the nurses should 

have done. 

 Becky also went home with a Foley catheter, due to some complications 

following her surgery. She said, “They did not do any teaching with a Foley, and I 

was very disappointed in that.” Her physician told her that the nurses would come in 

and go over Foley care with her, but they never did. 

 Christina shared at length about the rehabilitation facility where she spent 

the summers when she was a teenager. She said that with all the self-care teaching 

they did at this facility, “NOBODY EVER addressed the issue of sexuality and 

living with a disability and still experiencing normal sexual growth and fulfillment.” 

She said it was like they forgot, or: 
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They seemed to believe that once you had a spinal cord injury, you  
forgot about sex . . . . If anything, it’s the opposite; you may become  
more concerned and more obsessed with how you are going to get these  
normal needs satisfied. 
 

 Joyce said that after her first nightmarish hospitalization, “There was no 

discharge nursing, no discharge counseling. Nobody told me how I could get a hold 

of a doctor . . . . It is impossible! I didn’t even know they had an Emergency 

Room.” 

Patients need and appreciate the teaching that nurses provide. This group of 

informants noted that lack of teaching was a real detriment during their hospital 

stays and to their recoveries. 

Friendliness versus Rudeness. Nursing studies indicate that friendliness and 

cheerfulness are attributes that patients greatly appreciate in the nurses who care for 

them (Cronin & Harrison, 1988; Fosbinder, 1994; Mayer, 1987). Esther indicated 

that being awakened with a friendly “good morning” was a very effective morale 

booster. June noted, “It’s so nice to see cheery faces.”  When asked what she would 

like to tell a nurse who had not been very pleasant or personable, June responded, 

“To come into a room cheerfully. And smile. And greet you cheerfully. And say, 

‘What do you need?’ or ‘How can I help you?’”. 

“Doing things in a pleasant manner” was an integral part of being friendly. 

June observed that when nurses are friendly and cheerful, “You know they’re doing 

it ‘cause they want to be here. . . .They don’t have to be here.” Dick noted the same 

thing about the nurse who bathed him most mornings. He said, “She’d come 
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bustling in and on top of the world.” He said she just seemed to be happy about 

everything and that brightened his day. 

In talking about her hospitalization during a holiday when the census was 

low, Ruth noted that she developed a friendly, easy going, teasing relationship with 

the nurses. She attributed some of this to the fact that they were unusually relaxed 

due to the low census. She added, “And they knew by then that I was kinda crazy!! 

There were none of them that were ever standoffish.” 

For some, this friendliness translated into “making friends.” Julio became so 

close to one young male nurse that this young man would spend his breaks with 

Julio learning a new card game.  

Nancy and Roger provided negative case examples related to this need for 

friendliness. Nancy said, “I’m just not a very chatty person. It doesn’t really matter 

to me whether the nurses are friendly or not. But, it’s really important to my 

husband.” Roger said, “I don’t need friendly. I just want calm, efficient 

competence.”  

Affirmation, respect, appropriate personal self-disclosure and the use of 

humor by nurses were other indicators of friendliness. Several informants indicated 

the importance of affirmation and encouragement in the healing process. Dick and 

June, who both had knee replacements, noted the enthusiastic affirmation of the 

nurses and physical therapists motivated them to work even harder, because they 

enjoyed this positive encouragement so much. June said, “When they praised me, it 

made me want to do even better.” She also noted that it boosted her morale. 
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Optimism was a beneficial type of affirmation that was mentioned by Dick. 

During one night when it seemed that he was going to die, he noted that the nurse 

who was caring for him was consistently optimistic. She would say things like, 

“You’re doing fine with that.” Even though he cannot remember what “that” was, 

he did find her words and manner reassuring during a very difficult time. 

Affirmation and encouragement were seen by the informants as being 

valuable constructive communication strategies used by nurses. Two participants 

even went so far as to indicate that positive affirmation had a beneficial effect on the 

healing process. 

The use of humor by nurses was an important piece of friendliness. Becky 

really appreciated the nurses who were cheerful and laughed with her. She said it 

made her feel like they came in and said, “Oh, I’m here at work! Let’s go ahead and 

make eight hours some fun!” 

Julio, a generally sober, somber person, learned a great deal about humor 

during his hospitalizations. He noted that nurses who used humor “just helped me 

not to be so focused on the pain and the trouble and all that stuff. Those hours 

seemed like days when you are so miserable!” 

Ruth particularly enjoyed sharing an “insider” joke with one of the nurses. 

During one hospitalization, according to the doctor’s orders, she could not have her 

head elevated more than 30°. But one day during lunch the physician came in and 

told the nurse, “She can’t eat like that! Get her up higher,” and he personally raised 

her head to a 90° angle. Ruth and the nurse giggled about that all day. 
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Ruth even looked forward to her visits to the cancer center where she 

received her radiation. She noted that everyone at this center treated each patient 

according to their individual preferences and needs, and that once they had figured-

out her outrageous sense of humor, everyone greeted her with jokes and teasing. 

Ruth shared, “You felt like when you went in there that they had a great deal of 

respect for you as a person; you were not just a number.” 

  Demonstrating respect to the patient is a part of friendliness that is 

sometimes taken for granted. This group of informants indicated that nurses who 

seemed outstanding demonstrated respect for them and their personhood.  

 Becky said, “When I talk to my patients, I give them a lot of respect. And 

then later they’ll tell me, ‘My name is Alice; can I call you Becky?’” She indicated 

that respecting the patient as a person is extremely important in establishing a 

beneficial relationship. In response to my theoretical question about talking to a 

class of nursing students, Christina replied, “Talk to the patients as a person, 

respectfully; guard their privacy; guard their modesty; don’t belittle them.” 

Friendliness was also exhibited when nurses practiced appropriate, 

purposeful self-disclosure. After her first breast surgery, Joyce was thinking “worst 

case scenario” because no one had talked to her about the operation. During the 

night, she was in a patient lounge talking with another patient. A nurse joined them 

who shared that she also had breast cancer. The nurse said, “I know how you feel.” 

Joyce related: 
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And it was like, “Oh! Somebody had opened a wall!!! Someone finally said 
that word!!!” It was like the breeze came in from the ocean. It was like she 
opened it up, and she made it possible for me to begin to emote my feelings 
and my fears. And I figured it was kind of like her saying—if she said cancer 
then I knew it wasn’t a big secret. 
 
Many of the informants mentioned they enjoyed chatting with the nurses 

about their families and outside activities. When told that nursing students are 

sometimes taught this type of conversation is inappropriate, the informants were 

mystified about this. To them, it seemed like a natural, beneficial part of their 

interactions with nurses. This group supported the notion that appropriate, 

purposeful, personal self-disclosure can serve as a constructive communication tool 

for the nurse who is seeking to establish a beneficial relationship with the patient. 

For the most part, these informants preferred nurses who were friendly and 

cheerful. The friendliness seemed to be beneficial in that it helped these patients 

relax in an unknown, uncertain situation. It also communicated to them that the 

nurses were doing more than just a job—they were doing what they really wanted to 

be doing. 

Rudeness was a nonconstructive communication strategy that seemed to be 

favored by a few of the nurses who were encountered by this group of informants. 

Rudeness expressed a lack of respect for the personhood of the patient and/or family 

members. 

 During labor and delivery, Angela was cared for by “Attila the Hun” – a 

nickname and descriptor used by this informant and her family when referring to 

this particular nurse. She was loud, clumsy, rough—unbeneficial in every respect. 
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Her rudeness surfaced even more, when she was asked by Angela and a family 

member to try to be quieter and less rough; instead, she became louder and rougher. 

Angela viewed this nurse’s treatment of her as evidence of rudeness and 

disapproval. 

 Christina talked about the consistent rudeness of one of the nurses at the 

rehabilitation facility where she spent her teenage summers. All of the residents 

referred to this nurse as Casket, because she was so dour and disagreeable. One 

night, after lights out, the girls had things they wanted to do and talk about, so they 

covered a light with a cloth, so they could continue with their activities without the 

light being seen. Apparently, after awhile, the light began to scorch the cloth and the 

odor reached the nurses’ station. Casket came tearing into the room looking for the 

miscreant who was smoking. Of course, the girls heard her coming and turned the 

light out before she arrived. She looked and looked for cigarettes to no avail, and 

never did figure-out the cause of the odor. But, her parting shot as she left the room 

was, “Well, you cripples better not be in here smoking because if this place caught 

on fire, we’d never get all you cripples out of here.” Christina noted that not only 

were this nurse’s words rude and demeaning but her tone of voice was extremely 

offensive. 

During one hospitalization when Christina was in ICU, she had another 

experience with a rude nurse. She remembered a nurse loudly hollering to another 

nurse at 0200. She noted:  
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And patients were supposed to be asleep! So, I said, “Do you have to yell?”  
and the nurse responded, “Right now I do!” And she snapped at me. But I  
thought it was inconsiderate to yell in the first place. And I have noticed  
that through the years, that in ICU it is SOOOO LOUD! Where patients  
are the sickest!” 
 
Lisa, more than any other informant, had a plethora of stories about the 

rudeness of nurses. In one of these stories, Lisa had received an enema and it had 

leaked all over the sheets. Lisa said that after waiting for two hours: 

She [the nurse] didn’t even want to change the sheets on the bed! She came  
in, and she got a cloth and soap and water and wiped it and wanted me to  
lay back down on the bed! And my mom told her, “You need to change the  
sheets; I don’t want my daughter on dirty sheets.” “FINE!” She ripped all  
that out, and I had the K-pad; she didn’t realize it was there; the water  
spewed all over the room. It was like a three ring circus in there. Then  
she got mad at that and was throwing stuff around the room, while we  
were standing there. So, she finally changed the sheets and said, “It will 
probably be another day before you get another K-pad.” 
 

This nurse’s rudeness continued as she refused to heed Lisa’s complaints of ever-

increasing abdominal discomfort and nausea. 

Roger experienced another type of rudeness. He felt that the nurses kept 

trying to push pain medication on him, when he was not experiencing any pain. One 

of the nurses who came in and told him that it was time for his pain medication, 

which he refused, made a “derogatory remark about me being macho. And that 

really wasn’t the case.” 

Another indication of rudeness for these participants was inappropriate 

communication. Inappropriate communication took two forms. One type was 

inappropriate, personal self-disclosure. The other was things that were said that 
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were not intended for communication to the patient, but either the patient or a 

family member overheard ill-chosen words.  

Esther noted that one nurse inappropriately talked to her about her marital 

problems and conflict with other staff members. Apparently, these comments were 

brief, but Esther saw them as rude, inappropriate and unprofessional. And Esther 

indicated in some of her other stories that she enjoyed appropriate, personal self-

disclosure.  

Angela had an interesting, inappropriate communication with her 

obstetrician’s office nurse. This nurse telephoned Ange la at home and asked her if 

she was putting her baby up for adoption. When Angela confirmed that she was, the 

nurse tried to talk her into letting her [the nurse’s] sister have the baby. Angela 

kindly told the nurse which adoption agency she was using and suggested that the 

sister contact this adoption agency. On her next office visit, Angela mentioned this 

conversation to the obstetrician, not realizing how unethical the nurse’s behavior 

had been. Apparently, the physician talked with the nurse about it, because after that 

she was very cool to Angela. 

Following her thyroidectomy, Joyce experienced the chattering of the 

Recovery Room nurses as inappropriate. She shared: 

I was coming out of anesthesia, and they were chattering. An anesthetic  
to me makes me NERVOUS! I am just on edge. I can’t take but a few  
words at a time. And they were talking about dating and their sex lives,  
and I couldn’t talk because I had no speech ability. And I thought,  
‘My God, I’m dying; listen to me!’ I don’t know where I am . . . . And  
they are chattering! And I was one of the few people—I don’t think  
there was another person in recovery at the time with me. It was traumatic.  
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It was traumatic! I could never get their attention. And if someone would  
have just touched me and just said, ‘I am here, now; you can go back to  
sleep.’ Just that contact that they knew I existed when I couldn’t breathe;  
I couldn’t talk; I couldn’t—I was on my back and my neck had been sliced 
open. 
 
Roger told about hearing one nurse: 

[Who was] bitching about having to work. That they had called her in to 
have to work. And how she didn’t want to work and how “by God she was 
gonna get off from work just the second she was supposed to.” I don’t  
know if she was my nurse or not, but I sure didn’t want someone with  
that kind-of an attitude taking care of me! 
 
Friendliness took many forms, including cheerfulness, use of humor, and 

treating the patient with respect. Informants viewed friendliness as a form of 

constructive communication that was effective in helping establish beneficial NPIs. 

On the other hand, rudeness and inappropriate communication on the part of nurses 

was viewed by these participants as counterproductive—counterproductive in 

establishing any sort of beneficial relationship and counterproductive to patient 

healing and well-being. 

Listening versus Failure to Listen. Listening was a nursing skill that was 

appreciated by this group of informants. In Lisa’s story about the one wonderful 

nurse in the midst of her nightmarish experience, she indicated that this was the one 

nurse who really listened to what she was saying. Also, as indicated earlier, Lisa 

received excellent preoperative care. She was concerned about anesthesia, as well as 

about the fact that nurses often have problems getting intravenous fluids started, 

because of her hard to find veins. But she indicated that in this situation the nurse 

anesthetist really listened to her. When she told them that in the past it would take 
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“8, 9, 10 times, for them to stick me,” she responded by saying, “We’re going to 

send in the champ.” Lisa then noted with some amazement, “And she got it on the 

first try!” Additionally, “the champ” reassured her by promising that if she was not 

able to access a vein with the first try, they would put her to sleep before they tried 

again. 

Becky, a CNA, indicated that listening to the family is one of the most 

important skills in her arsenal of “being a good nurse.”  She noted that often the 

family will share information that is extremely valuable in providing beneficial 

nursing care. 

One unique, purposeful listening strategy was shared by Ruth. At one point 

in her cancer treatment, Ruth returned to the hospital for intravaginal Cesium 

implants. During this hospitalization, she was in isolation because of the radiation 

hazard, and even the nurses could spend only limited amounts of time with her. 

After that hospitalization the radiation oncologist’s nurse sat down with Ruth and 

did a formal debriefing. Ruth indicated that the nurse did not have a particular set of 

questions that she wanted answered, but she came in and sat down: 

And we just started talking. And she would ask how this was or that was  
and did I feel neglected? Did I feel uncomfortable in the isolation? It was  
like a very casual talk, and she asked if there was anything that I could  
think of that would make things better. 
 
When Ruth was asked if the debriefing was beneficial for her, she replied, 

“Yeah, it kind of put things in perspective. I told her about the pre-op thing that 
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made me mad. That really bothered me.” The nurse responded, “The reason we do 

this is because we want to make sure that our patients are taken care of properly.”  

 Perhaps the most negative nonconstructive communication that these 

informants experienced was failure on the part of the nurses to listen to what they 

had to say. In the minds of the informants, this was a strong indicator that they were  

objects that did not really matter. 

 Becky tried to explain to her nurse anesthetist that she had scar tissue at the 

site where the nurse was trying to start the IV. She told the nurse, “This is really bad 

scar tissue, and I know it.” But the nurse insisted on doing it her way. Becky said 

the site turned black as soon as she poked it. The nurse said, “My gosh! I can’t get 

in!”  Becky felt that if the nurse had listened to her, the nurse’s job would have been 

much easier, and Becky would have been spared a considerable amount of pain. 

During the preoperative preparation for one surgery, Joyce had a frightening 

experience related to a failure to listen. This event occurred after Joyce had 

experienced an anaphylactic reaction to Reglan at another facility. The nurse came 

in to give her some medication. When Joyce questioned her as to what it was, the 

nurse replied, “It’s just a drug we give as a pre-op.” Joyce asked if it was an 

amnesiac. The nurse replied, “No, it’s not; it is just for your intestines. It’s okay.” 

When Joyce asked if it was Reglan, the nurse said, “Yes.” Joyce responded, “It’s 

right there on the front of my chart that I’m allergic to Reglan.” “Well,” the nurse 

said, “everyone has to take it before surgery.” Joyce said, “Even if they’re allergic 

to it?!! Please get your supervisor in here!” 
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 So, the nurse brought the nurse anesthetist in, and the nurse anesthetist, too, 

tried to get Joyce to take the Reglan. Joyce said, “But is says right there on the front 

of my chart that I’m allergic to it!” The nurse anesthetist responded, “Well, just 

what kind-of a reaction do you have to it?” Joyce assertively said, “You don’t need 

to know that! You just need to know that I’m allergic to it, that I can’t take it, and 

that I’m not going to take it!” Finally, the anesthesiologist came in and confirmed 

that Joyce was indeed very allergic to Reglan. Joyce realized this failure to listen 

could have been catastrophic, if she had been less knowledgeable and assertive. 

 Lisa repeatedly noted that most of the problems she had with the nurses were 

related to the fact that the nurses did not listen to what she was saying. Informants 

appreciated nurses who listened to what they had to say. They indicated, though, 

that when nurses failed to listen, they (patients and families) lost respect for the 

nurses. They also indicated that their frustration destroyed any desire they might 

have had to be cooperative.  

 According to these informants constructive communication, which included 

timely provision of information, teaching, friendliness, and listening, is a valuable 

strategy for establishing beneficial NPIs. Nonconstructive communication, which 

included lack of information, lack of teaching, rudeness, and failure to listen was 

viewed as a major roadblock in establishing beneficial NPIs. 
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Caring versus Lack of Caring 

 Caring has been identified by some theoreticians (Leininger, 1984, 1991; 

Watson, 1985a, 1985b, 1994) as the essence of nursing. This researcher does not 

agree with that stance, but she does believe that demonstration of a caring attitude is 

probably essential for establishing a beneficial relationship with a patient. This 

group of informants supported that notion.  

 Caring versus lack of caring was talked about in three dichotomous 

categories. These categories are kindness versus unkindness, meeting needs versus 

failure to meet needs, and going above and beyond what is required versus little care 

(see Table 3). 

Table 3 
 
Caring versus Lack of Caring 
Kindness 
    Compassion 
     Patience 
     Understanding 
     Love 
     Touch 
     Nurturance 
     Empathy 
     Gentleness 
     Acknowledgement of personhood 

Unkindness 
    Impatience 
     Lack of understanding 
           Disapproval 
     Lack of respect 
     Physical roughness 

Meeting Needs 
    Anticipatory care 
            No need to use call light 
     Having dignity maintained 
            Knock before entering room 

Failure to Meet Needs 
    Different agendas  
     Failure to relieve pain 
     Failure to provide comfort 

Going Above and Beyond 
     Being there for anything the patient needs 
      Thorough 
      Attentive 
     Extra effort to meet needs 
     Extra effort to provide comfort 

Little Care 
     Mediocre care 
     Benign neglect 
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Several participants talked about nurses caring in a general sense. Bob noted: 

Nursing is caring for people, and people are not machines. People have  
numerous facets to their being and one of those facets is their humanity.  
Their need to be around other human, caring people. I think it gives a nurse  
a real edge . . . if she has the ability to let the patient know that she is  
concerned about them other than simply have they had their pill, their  
shot, whatever their doctor had ordered and that’s it.  

 
 Ruth talked about caring as a comfort measure. In talking about the staff at 

the radiation center she said: 

Well, after you go every day, it got kind of like a family. Very relaxed,  
Very—I don’t know—pleasurable,  if something like that can be pleasurable.  
The technicians, the nurses were just very caring. You could tell that they  
knew they were in a real position to make people either very uncomfortable  
or very comfortable. 
 
Kindness versus Unkindness. Kindness and compassion were seen by these 

informants as attributes they observed in caring nurses. Angela said Holly 

demonstrated her kindness and compassion by being very understanding and by 

using a soothing tone of voice. She said, “You go in there with fear and anxiety to 

be admitted. [But the nurses were] so kind and congenial and compassionate and 

gentle.” 

Becky observed: 

You know, it’s not a business world. This is compassion. We need to  
remind nurses. Sit down! I mean, a call bell is ringing! I guarantee, you  
have more than one nurse out there that could just check on your patient! 
 
Becky told about having an unexpected seizure shortly after the birth of her 

first child. She said the nurse who was with her was very kind both before, during, 

and after the seizure. Particularly, after the seizure, she appreciated the compassion 
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this nurse demonstrated by explaining to her exactly what had happened. She 

referred to this nurse as an old-fashioned nurse and described old-fashioned nurses 

by saying, “They love you. They have compassion—I don’t care it’s not their 

patient. They’ll stop to say, ‘Can I help you, Becky?’” 

Christina, too, mentioned kindness as an essential attribute of a good nurse. 

When asked to explain what she meant by kindness, she replied: 

Empathy—to realize that if that was your mother there or yourself there,  
how would you want to be treated? I mean it kind of goes back to the  
golden rule—do unto others. If you were that patient, how would you  
want to be treated? And then treat this person that way. Which really all  
goes back to “what is the basic character” of that person who is doing the  
nursing? 
 

Christina also noted that comforting is an important part of kindness. 

Kindness is an attribute these informants felt indicated caring and 

compassion on the part of the nurse. Kindness, as described by these participants, 

was exhibited by nurses in a variety of ways. Kindness included patience, 

understanding, love, touch, nurturance, empathy, gentleness, and acknowledgement 

of the patient’s personhood. Unkindness was exhibited by impatience, lack of 

understanding, lack of respect, and physical roughness. 

Esther appreciated the patience of her nurses and physical therapists when 

she cried. There were times she was so frustrated with her surgical complications 

that she would cry. The nurses and physical therapists would tell her, “You have 

been through a lot.” “And,” Esther added, “they were real patient.” She also talked 

about one particular occupational therapist with whom she developed a close, 
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beneficial relationship by saying, “And she was always so patient, and I really 

enjoyed her.” 

In responding to the question about what she would tell student nurses about 

how to be good nurses, Nancy said: 

To be patient with the patient’s questions. And to elaborate a little bit, if  
they can. Because like—because I hadn’t had that much experience with  
nurses or being in the hospital; I really didn’t know always what to ask. 
And a lot of times they would elaborate a little bit, and I would tell them  
that I appreciated them telling me. 
 
Other participants briefly alluded to the need for patience on the part of 

nurses. Like Nancy, they felt that nurses were not always aware of just how 

“inexperienced” patients are and how little they know about hospital routine. 

Understanding was another indication of kindness mentioned by these 

informants. In talking about Holly, a nurse whom she had characterized as being 

kind and compassionate, Angela said: 

She was very understanding about the circumstances. Her tone of voice  
that she used with me, you know. And, if she came to a question that was  
kind of difficult, she said, “We can come back to that.” She didn’t press  
for an answer. 
 
The story about one nurse reassuring Becky on the day she broke down and 

cried because of her hormone deficiency has already been told. She followed the 

story by saying, “And that nurse, I thanked her. I said, ‘It’s so sweet for you to 

understand me.’” This nurse’s comfort and understanding helped Becky to 

understand herself and what was occurring in her own body. 
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Esther, also talking about discouragement and crying, noted that the physical 

therapists hugged her and brought her Kleenex in that situation. When asked how 

that made her feel, she responded, “Well, like you know they understood and that 

they really cared.” 

Following his first angioplasty, Julio was in severe pain from the necessary 

tape and uncomfortable positioning that he was required to maintain for many 

hours. Related to this, he talked about one nurse who “appreciated my pain so 

much.” He said that she was very sympathetic and “tried to help me live with it as 

much as she could. It seemed like forever; it seemed like the pressure would never 

be relieved. It just seemed like that six or eight hours seemed like an eternity.” But, 

when it was time to remove the tape, “She took such joy in coming to cut that tape 

off. She almost enjoyed taking that tape off more than I did!” Julio felt that this 

particular nurse really understood his pain and also understood the joy of relief from 

that pain. Expressing understanding was viewed by this group of informants as a 

strong indicator of kindness on the part of nurses.  

Love is a word that is seldom used by health care providers, but some would 

posit that love is a powerful healing agent. Becky said that she would tell student 

nurses, “Have compassion and love. Just pretend [this patient] is your mother.” 

Then she added, “Love them, and—it’s okay to cry.” She also talked about loving 

and reassuring the family members, as well. 
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Joyce talked about a wonderful male nurse who cared for her at a time that 

she was very sick. She said, “His was probably the most loving, caring nursing care 

I’ve had in a long time.” Then she told about having dry heaves, and he [the nurse]: 

Got a hot soapy washcloth and began washing my neck, my back, my  
shoulders, my arms. He said, “Just go ahead. You need to be bathed,  
anyway . . . . If you throw up it’s okay; we got all the soapy water.”. . .  
Very loving, very loving.  
 
In another interview Joyce said, “You know, if we can’t recognize that love 

and touching changes biochemistry, we’ve got a problem! Because I firmly believe 

that it does; I FIRMLY believe that it does!!!” 

Talking about the two young nurses who became very special to him, Julio 

said, “They were themselves; they were human . . .. The humanness came out and 

that was that warmth and friendliness. And their love. It was a warm, very loving 

kind of caring kind of spirit.” 

In telling about the student nurse who was a little green and awkward, but 

developing good communications skills, Lisa related: 

By that point I had had it with everyone and everything, and I was the  
nastiest b- i-t-c-h on the face of this universe, and yet she still displayed  
that very warm loving thing, like—“What do you need; do you need me  
to get you something? Do you need help out of the bed? Do you want me  
to . . .?” Very soothing. I told her I was really grumpy and wanted to be left 
alone, “Okay, just call me when . . ..” And even with that, she would come 
back every so often—you know, when you say “No,” but you really mean 
“Yes, I want you to check on me.” Well, she would come check on me every 
so often . . .. She saw right through me! 
 

These informants viewed loving as an attribute that demonstrated kindness and 

caring on the part of nurses.  
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The use of touch was also considered an indication of kindness on the part of 

the nurse. Joyce used the term “laying on of hands” several times. She said that 

nursing students have “got to want to be nurse; otherwise, be a doctor. The 

importance of laying-on-of-hands can’t be diminished. Tactile stimulation is so 

important, I think, to somatic health.” She noted that nurses have lost much of their 

therapeutic effect because they have quit doing bed baths and back rubs. Recently, a 

nurse shared with the researcher that she always gives her own bed baths. She said, 

“When you touch somebody, they can’t lie to you!” 

Becky also shared that the nurse who sat down and talked to her about her 

hormones, touched her hand and patted it. “And I think that’s important,” Becky 

added. Then, talking about the doctor coming in and touching her, Becky said, “I 

felt I heal better. I think everybody heals better; him coming in, even if he just 

touches you, it’s a healing process, also.” Becky noted her own style of caring for 

patients. “Listen to them. Feel them. Touch them. Hold their hand.” 

Lisa, the angry, frustrated informant, commented that when you are sick you 

need touch more than words. She said, “Like, I can’t remember the words my doctor 

said to me before or after the surgery, but I remember him holding my hand, so 

that’s what touches a patient. It’s not always the words.”  

Lisa also talked about a male nurse who had cared for her during an earlier 

hospitalization. She said that he came in and combed her hair, even though she was 

still sick enough at that point that she did not care whether her hair was combed or 
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not. But, she noted, “The touching, the gesture, and his concern were so nice.” She 

mentioned this same nurse several times because of his “caring and compassion.” 

Touch was viewed by these informants as an indication of kindness on the part of 

the nurse. They also saw kind touch as integral to the healing process. 

Nurturance was mentioned by only one participant, Becky, one of the CNAs. 

But, since the root word for nursing and nurturance are the same, her comment must 

be addressed. She was talking about the problems in nursing, today, and she said, “I 

feel like we [nurses] all need to get back down to nurturing.”  

Empathy is a concept that has long been used in the field of nursing to 

indicate a certain level of concern without over- involvement. In this study 

informants tended to use the words empathy and sympathy interchangeably, so, for 

the purposes of this analysis, the author will do the same. 

Julio indicated that the best nurses were “very professional with personal 

warmth.” When asked the components of that professionalism with personal 

warmth, he indicated, “Checking on me; answering questions; and expressions of 

sympathy.” He particularly noted the one nurse, who had been so concerned about 

his discomfort and took such great joy in removing the tape that was such a 

contributor to that pain. 

When asked what she would say to a continuing education class of labor and 

delivery nurses, Angela said:  

I would tell them to picture in their minds what it would be if they were   
in that bed in that condition. How would you want the nurse to speak to  
you? Would you want her to panic? Or, would you want her to come in  
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and say, “This is what’s happening. Let’s see what we can do about it.”  
I think their tone of voice matters, and I think they need to kinda be  
empathetic and sympathetic of the pain that they’re [the patient] in.  
You know. And say, “This may hurt a little bit, but we need to, we  
need to check you.” Instead of trying to force everything up you to  
find out. 
 

When talking about the need for nurses to be kind, she was asked by the 

interviewer, “What do you mean by kindness?” She replied, “Empathy—to realize 

that if that was your mother there or yourself there, how would you want to be 

treated?” 

In talking about her own empathetic practice as a nurse, Joyce commented: 

How many times did I go in the medicine room and cry my eyes out? A lot!  
How many times did I wheel a patient to the morgue and find the family  
standing down there, waiting, because they wanted to see the patient one  
more time. And somehow they found out where it was, where the patient  
was, and they were there. And DAMN IT!, if you can go through that and 
maintain professional distance, I don’t think you should be in nursing. 

 
Empathy and sympathy were recognized by these informants as an important 

component of kindness in their interactions with nurses. 

Gentleness on the part of nurses was mentioned in an appreciative manner 

by only one participant in this study, but this gentleness was so very important to 

her that it cannot be ignored. Angela said, “Whenever she checked to make sure my 

water was broken, she was very gentle. You know, I really didn’t feel a thing.” She 

contrasted this gentleness with nurses she had later, who were very rough.  

Another way of exhibiting kindness on the part of nurses mentioned by this 

group of informants was that of having their personhood specifically acknowledged. 

They noted that patients are first and foremost people, and when the nurses 
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interacted with them in recognition and acknowledgment of this fact, it was an 

acknowledgment of the nurse’s own humanness and a sign of respect for the 

person—not just the patient. 

Julio noted that when nurses dropped-by, even when he was not assigned to 

them as a patient, the message was “You matter to me as a PERSON—even when 

you are not my patient.” He added that humanness is essential for making a 

connection that makes a difference. 

In talking about one special nurse, Dick noted: 

The shift nurses were all fine, too. I mean, they’re good. But this one nurse  
stands out, partly I think, for the way she responded to everything in the  
hospital, and then we see her on the street every once in awhile, and she 
remembers us—remembers me, anyway. 
 

This indicated to Dick that he was seen as a person, not just a patient. 

In telling me the story about the one exceptional nurse, who really worked to 

connect with her as a person, Lisa said: 

I was lying in the bed at the time, and she took me by the hand, she got  
down on her knees, and she was a large woman, so it probably was not  
very easy for her to do. And even though I was very frustrated at that time,  
she kept saying, “I know you are very frustrated; let’s talk about it; let’s  
work through this”—very soothing, very caring. Even though I was being 
NASTY, she saw through that. She wanted to know what she could do. 
 

These informants agreed that they want to be treated like real people—not just 

patients. And, they appreciated it when they were able to see that same humanity in 

their nurses.  



                                                                                                        

 

150 
 

Overt unkindness is the broken side of kindness. Unkindness, according to 

these informants, was exhibited by impatience, lack of understanding, lack of 

respect, and physical roughness on the part of nurses. 

As has already been noted, patients appreciated patience on the part of their 

nurses. The fact that participants alluded to that appreciation as often as they did 

would indicate, at least implicitly, that they have also experienced impatience on the 

part of nurses. Ruth probably told the most evocative story about a nurse exhibiting 

impatience. 

 Ruth became very anxious in preoperative holding prior to her Cesium 

implant, because she knew she needed a douche and an enema before her surgery. 

She knew her surgery was scheduled for 1000, and she had been waiting since 0800. 

When the nurse finally brought the enema and douche at 0950, Ruth said: 

While I was trying to do all of this, which I had to do myself, she was  
standing there like she was in a hurry and impatient to get me gone,  
because she had somebody else to take care of. I thought to myself,  
“Lady, if you brought this in here about 20 to 30 minutes ago and told  
me I had to do this, I would have gotten up and I would have done it!” 

 
For Ruth, this impatience was not only evidence of inefficiency, but it seemed  

unkind as well. 

These informants indicated that understanding on the part of nurses is 

evidence of kindness; they also indicated that lack of understanding is at least 

implicitly unkind. Lack of understanding was often related to failure to listen, which 

was discussed under nonconstructive communication. Lisa repeatedly indicated that 
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the nurses failed to understand what was happening to her and what she needed 

because they were not really listening. 

One aspect of a lack of understanding is outright disapproval. Angela felt 

that Attila the Hun treated her so badly, because she disapproved of her out-of-

wedlock pregnancy. Angela also indicated that being treated roughly while she was 

in labor made her feel like the nurses did not really understand labor pain. “They 

don’t understand what the patient is going through.” 

Christina indicated in several of the stories she told that nurses and other 

health care providers do not seem to understand that paraplegics have no feeling, as 

well as no function, below the level of their injury. She said that nurses are always 

apologizing for hurting her, even when they are working in an area where she has no 

sensation. She also said that another thing that nurses do that drives her up a wall 

(and indicates a lack of understanding) is that they move her wheelchair away from 

her bed and fail to return it to the place where it was when they came in. She noted:  

At this point in my disability, I see my wheelchair as an extension of myself.  
And without that wheelchair in the right position at the side of my bed, I feel  
very unsafe. It’s a safety issue; I can’t even get out of bed and crawl, if there  
were a fire or some other emergency. When my wheelchair is not there, I 
have no mechanism for being able to get out of bed. 
 
Christina told one fairly humorous story that illustrated this exact lack of 

understanding on the part of a nurse: 

I was being discharged, and I had worked and worked to get my wheelchair 
positioned at just the right place by my bed, so that I could transfer out of the  
bed into the wheelchair. Just as I had gotten it into the right position, the 
nurse walked in, pulled my wheelchair away from the bed and said, “Now, 
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where is the best place for me to put your wheelchair so that you can get into 
it?” I told her, ‘Right back exactly where it was before you moved it. 
 

Christina’s experiences tell her that nurses are very insensitive to, and have a serious 

lack of understanding about, disability issues. 

Imelda noted this same lack of understanding on the part of nurses after she 

had spinal anesthesia during the birth of her baby. She said that the nurses kept 

telling her to move from the gurney onto the bed. She observed: 

You can’t feel anything, and they say, “Move over!” And it’s like, “What  
am I supposed to move?—My top’s going but my bottom’s not.” And they  
just look at you like, “Well, can’t you get it over?” And I’m like, “Well, no,  
I can’t! You know, I need some help!” 
 

When asked how this lack of understanding made her feel, Imelda replied, “Maybe 

they need to be in the same position I’m in.” 

 Joyce viewed her experiences with home health nurses as no less appalling. 

She said that none of them seemed to understand that they needed to wash their 

hands before they did anything for her. She had to tell each nurse, each and every 

visit, to wash her hands. In an incident that demonstrated this same lack of 

understanding of the basics of microbiology and of Joyce’s immuno-compromised 

status, one home health nurse took an ice pack out of Joyce’s freezer and applied it 

to her rectum. Joyce could not tolerate the cold in that sensitive area, so she asked 

the nurse to remove it. When she did, she returned the ice pack to the freezer 

without washing it or making any other effort to decontaminate it. When Joyce went 

ballistic, the nurse responded, “Well, it had a paper towel over it, when it was on 

your rectum.” That comment did nothing to mollify Joyce. She ended-up having a 
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friend come over to decontaminate her freezer. She told the friend, “Oh, God, take 

everything out!” She told the researcher, “I was just horrified!” 

Joyce also felt like the nurses failed to understand her, when, prior to a 

repeat hospitalization, she called the nursing unit and requested that a particular 

nurse be available to provide her care. They assured her that he would be, but then 

he was not. She shared: 

They gave me some song and dance about him being floated to another unit.  
But, if they had really understood how badly I needed him, they could have 
floated somebody else and let him stay and take care of me. 
 

Lack of understanding, often accompanied by a failure to listen, was experienced by 

these participants as evidence of a lack of kindness and caring on the part of nurses. 

These informants indicated they really appreciated being treated 

respectfully—that it indicated that nurses really cared for them as individuals. But 

they also indicated that it made them very unhappy when they were treated with a 

lack of respect.   

Angela interpreted the kindness, understanding, and gentleness of Holly as 

an indication of respect; she interpreted the roughness of Attila the Hun as a lack of 

respect. One disrespectful interaction with Attila the Hun that really frustrated 

Angela was when her physician came in to see her. Angela said, “I would try to talk 

to him, but she would interrupt. So, I never did fully get to finish visiting with my 

doctor.” When Angela was asked how that made her feel, she said it made her feel 

like the nurse was trying to take control of the situation. 
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Rudeness and lack of respect are closely related. Both of these types of 

interactions were experienced on the part of these participants as a mark of 

unkindness on the part of the nurse. 

Physical roughness, another aspect of unkindness, was viewed by these 

informants as abusive, demeaning, and intentionally and unnecessarily painful. 

Angela’s stories about Attila the Hun were perhaps the most vivid in capturing this 

concept, but Angela was not the only one who felt that some nurses actually took 

some pleasure when they inflicted pain or inflicted more pain than seemed 

necessary. 

Angela had one wrist that was very bruised from an intravenous stick, and 

she said, “Anytime she was checking my pulse, she would squeeze my hand right 

here where it was bruised, instead of doing this hand. She always did the bruised 

hand, right where the IV was.”  

Angela also believed that Attila intentionally inflicted pain, when she did 

vaginal exams. Here is the story as she told it: 

She would come in and she would yell and check everything. And check the  
vital signs. And there was one point she said, “Her blood pressure’s going 
up. I’m losing the baby’s heartbeat! We’ve got to get her on her side, right 
now!” And so she just pushed me over onto my side! And I said, “Do you 
mind speaking a little bit softer, and not being so rough?” “Well, we’ve got 
to do this! Your blood pressure’s going up!” And I said, “You’re the reason 
it’s going up!” So, finally, I got on my side. And she would come in, and she  
would check me again. And, I mean, it was like she stuck all of her fingers  
up me! And I was having very hard contractions. And, I mean, I had my 
head all the way up to the headboard! And I was literally screaming at her! 
Because she was so rough. And I said, “Why don’t you let Dr. A. come in 
and do this, because I don’t feel a thing when he does it. Do you have to be 
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so rough?” And after that, and I was having hard contractions, what did she 
do? She hit my bed! Walks across and hits my bed! 
 

Angela perceived that hitting her bed was an intentional component of this physical 

roughness. 

Later, talking again about Attila pushing her over onto her side, Angela 

noted, “She actually pushed me over to my side. That was very painful! It was like 

she tried to lift me up and just literally pushed me, instead of allowing me to roll 

over on my side on my own.” 

Angela experienced more physical roughness, not only from Attila, but from 

the anesthesiologist, as well, when they decided that it was time to insert the needle 

for her epidural. Angela related: 

The anesthesiologist came in and I was hurting pretty bad; I was just about  
at the point of tears. And I was on my side, and she [Attila] said, “Okay, 
you’ve got to scoot back to him!” And I lifted my head up [so I could scoot], 
and she said, “Oh, you’ve got to get your head down!” And she would push 
my head down to where I was like this, and raise my knees up, and I said, 
“This is very uncomfortable!” “Well, you have to do this to get the 
epidural!” And so, anyway, she said, “Let’s scoot toward him!” Well,  
when I tried to push toward him, she kept pushing my head down. “But  
you got to keep your head down for him to do this!” And then the 
anesthesiologist said, “Now you’re going to feel a little tingle and a prick, 
but don’t move!” I had never had an epidural before, so I really didn’t know 
what to expect at all. But, when they would say, “If you feel a prick, don’t 
move!” it’s like spanking a child and telling him not to cry. Well, this 
anesthesiologist poked me seven times in my back! And, she [Attila] said, 
“Now, you’ve got to be cooperative! He’s the best!” And I turned around 
and I said, “If he’s the best, I’d hate to see what the worst is! I was so  
mad! Normally I try to control my tongue, but I didn’t care what came out of 
my mouth! Anyway, he poked me seven times. And every time he poked 
me, “Don’t move! Don’t move! You’ve got to scoot toward him if you want 
this to work!” And then she literally picked me up off of my bed and got my 
knees up to my chin, and my head down! But I was trying to lever myself.  
I was hurting so bad, and trying to scoot myself toward him, but every time  
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I did, she would, she would hit me in the head, and push my head down 
farther! 
 

In this situation, Angela was doing her best to cooperate, but the nurse was making 

it impossible for her to do so. Angela indicated that the way Attila treated her and 

the fact the anesthesiologist stuck her so many times felt like physical abuse and an 

invasion of her personhood. 

During the final stage of labor, Attila’s behavior did not improve. Angela 

indicated earlier that Attila’s sense of panic when her blood pressure went up was 

very unsettling for her. During this last bit of labor, Attila continued to be rough, 

loud, panicky, and abusive. Angela remembered: 

In the midst of real hard contractions, she kept saying, “Push, push!” She  
would shake the bed, move the bed. And her panicking and trying to hurry, 
instead of being calm and gentle. . . . She was hollering at me to push, you  
know; I could hear her panicking and yelling at me, “You better push if you  
want this You better push!” . . . And, I even saw her fist come down on my  
stomach, but it didn’t hurt; I couldn’t feel it because of the epidural . . .. You  
know, it was like she was not allowing me to do it. 
 

Angela’s sister confirmed that Attila did indeed physically push down on Angela’s 

uterus, which can be very dangerous and certainly increased Angela’s sense of 

physical abuse and having her person invaded. 

Christina remembered how frustrated she became when her hands were tied 

down during the birth of her first infant. She said, “That was so degrading. It’s like 

you are going to slug a nurse; well, slug a nurse!” 

Before her first surgery, Joyce had to go to x-ray for a “needle loc.” While 

this is not a nursing procedure, nurses might need to be aware of this participant’s 
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response to a needle loc. This is a procedure where the location of the breast lump 

that is to be removed is identified radiologically and needles are inserted to identify 

that location. These needles remain in place until the surgery begins. Joyce related: 

I felt some warmth in my leg, and I looked down, and, my God, I was 
hemorrhaging from the breast. I was bleeding all over the floor. And I  
said, “Would somebody wipe up the blood, please?”  . . . Ron, my physician 
friend, came in about that time. He said later, “I’ve known about that 
procedure, but I’ve never seen it. I’m sorry; I’m so sorry! It’s barbaric;  
it’s just barbaric.” 
 

Joyce experienced this procedure as a physical assault and an inappropriate invasion 

of her body. Later, when someone suggested another needle loc on the other breast, 

she adamantly refused. 

Lisa was angry with the nurses for causing her unnecessary physical pain 

and emotional stress. She is a difficult intravenous stick, and her physician had 

asked one of the anesthesiologists to come up to the floor to restart her intravenous 

fluids. But, before the anesthesiologist arrived, the nurses insisted on sticking her 

six times before they would let the anesthesia people in. 

Nurses and other health care providers who were guilty of the actions 

discussed in this section were seen as mean, sadistic, and having a severe lack of 

understanding of what the participant was experiencing. The stories related to this 

physical demonstration of unkindness were some of the most emotionally laden in 

this study.  

Informants shared that kindness on the part of nurses demonstrated caring 

and compassion. Kindness was exhibited by nurses through patience, understanding, 
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love, touch, nurturance, empathy, gentleness, and acknowledgement of the patient’s 

personhood. Unkindness was exhibited by impatience, lack of understanding, lack 

of respect, and physical roughness. 

Meeting Needs versus Failure to Meet Needs. Meeting the patient’s needs, as 

perceived by the patient, is an integral part of the nursing theory of MRM (Erickson, 

et al., 1983). Participants did not talk a great deal about their needs being met by 

nurses, but those who did recognized how important this was to them. 

Imelda, one of the very quiet participants, noted that when she was admitted 

to the labor and delivery unit prior to the birth of her child, “I had one nurse to 

myself, and she took care of everything I needed.” One of her major needs at this 

juncture was to have her questions answered and to have her fears and anxieties 

reduced “because I had never had a child before.” Imelda noted that having these 

needs met was very reassuring. 

Lisa said that the one nurse who provided her with a sense of safety and 

security, asked her questions like, “What were you expecting?” Lisa said, “She was 

kind-of getting into what I was thinking, rather than that first nurse who was like, 

‘Well, you’re supposed to be doing this. This is how the rules are; the orders are 

working this way.’” This kind nurse not only assessed Lisa’s needs from her 

perspective, but did her very best to meet those needs. In a story already told, Lisa 

noted that the nursing student who took care of her for one shift also made a valiant 

effort to assess for and meet her perceived needs.  



                                                                                                        

 

159 
 

For Lisa, part of having her needs met, was having the nurses see that her 

nastiness was really fear and that she needed them to help her feel safe and secure. 

This was exemplified by the student who continued to check on her regularly, even 

though she had told her she just wanted to be left alone. “She saw right through 

me.” 

Lisa was one of the participants who noted that “it doesn’t take anymore 

time to find out what the patient really wants and really needs; it does not take a lot 

of time to find those things out.” And she noted the nurses’ job would have been 

much easier, if they had listened and attended to her needs just a little bit. 

Another way nurses met the needs of a participant in this study was by 

providing foods she could eat in a semi-reclining position. Ruth said the first 

evening she had to eat in that position, the dietary department sent spaghetti. She 

shared: 

Well, the tray is up here, and I’m down here, and the nurse—oh the girl  
[from dietary] brought it in and set it up; we kind-of worked on it—then  
the nurse came in, the RN came in, and she looked at that, and I’m laying  
there trying to eat spaghetti—she said, “Would you like for us to bring you 
something else that is easier to eat—finger foods?”. And I told her I would  
love it; I could not even see what I was doing. So she ordered me up a  
sandwich and finger-type food and that was wonderful. 
 

After that, Ruth received sandwiches and/or other finger foods for all of her meals 

except breakfast, which remained problematic throughout her hospital stay. She 

wondered why they could not have sent her toast instead of pancakes and scrambled 

eggs. 
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Joyce shared a very compelling story about a nurse who went above and 

beyond the call of duty, really listened to her needs, and then advocated to see that 

those needs were met. Because of multiple misdiagnoses, improper handling of lab 

and pathology samples and misreading of mammograms, Joyce had become very 

mistrustful of the entire healthcare system. One mechanism she used for coping with 

these problems was that of not letting her mammograms out of her hands for any 

reason. Since the mammograms had been misread by the radiologists at ABC 

Radiology, she requested that the radiologists at XYZ Radiology re-read her 

mammograms. When she took the films to XYZ, the director, who is a nurse, told 

Joyce that she would have to leave the films and the radiologists would get to them 

when they had time; she also told Joyce that there was a possibility that one or both 

radiologists would be from ABC. Joyce tried to explain the situation to her, but the 

nurse insisted that she would have to leave her films and take her chances. So, Joyce 

turned on her heels and walked out the door, taking her films with her. 

When that happened, the nurse followed her out the door and ran after her 

down the sidewalk, hollering her name. She said to Joyce, “What is it you need?”. 

And I told her. I told her what had happened:  

That I had had two years of misread mammograms—“I have breast cancer 
and I’m not going to let go of my mammograms! And I don’t want ABC to 
touch me.” “Oh,” the nurse responded. “We do need to get XYZ. I don’t 
have an XYZ radiologist here, right now, but I will call him.” . . . So, by the 
time I got home the phone was ringing and it was her. She told me to call Dr. 
B. So, I called him right away, and he said, “I will meet you over there 
anytime you want me to.” So we met the next morning at 8. 
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This meeting of needs, as exemplified by both the nurse and radiologist was more 

than appreciated by Joyce. It helped in the process of repairing her faith in a 

healthcare system that had failed her over and over again. 

Anticipatory care and having their dignity maintained were two other ways 

these participants talked about nurses meeting their needs. Several participants 

noted that it was really nice when nurses anticipated their needs, rather than waiting 

until they asked for something. Esther said, “Being awakened with a friendly ‘good 

morning’ and a warm washcloth was really nice.” Esther, as well as a number of 

other participants noted that it was especially appreciated when the nurses 

remembered to turn-off the overhead light at bedtime. Esther also said, “It just 

seemed like they [the nurses] knew what I was going to need before I asked for it.” 

Roger, one of the participants who had probably been labeled as difficult by 

the nurses, had only one positive story to tell. He related: 

Yeah, there was an older—I say older—55 to 60 black nurse there . . . on the  
ward that I was on. And she was absolutely magnificent—wonderful! And I 
couldn’t point to one particular thing that she did that stands out. It’s just 
that she seemed to—seemed like she was there whenever I needed things 
before I knew I needed them. She was just excellent. 
 

Roger made two interesting observations about this nurse. First, he hardly ever 

needed to use his call light, when this particular nurse was on duty, because she 

knew “I needed things before I knew I needed them.” Second, he noted that she 

seemed to have plenty of time in spite of the fact that “she had the same caseload 

everyone else did.”  
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Maintenance of dignity was an indicator of having needs met that the 

researcher had not anticipated. June, who had bilateral knee replacements, said, 

“They’d get these big guys to come pick you and you just have to lose all modesty. 

And they always act like it doesn’t mean a thing to them.” When asked if anything 

could be done to preserve modesty in this situation, June responded, “No, I don’t 

think so. No, I think that was just the way it was and something you just have to live 

with!” But, implicitly, her dignity was maintained by the fact that “it didn’t mean a 

thing” to the men who had to pick her up. 

Esther, who had a male nurse a good deal of the time that she was in the long 

term care facility, said that, for her, having a male nurse took a little getting used to. 

She really appreciated the fact that he always had one of the women take her off the 

bedpan. She noted, “There was one nurse in particular who would clean me up after 

I used the bedpan [for a bowel movement], who did it so matter-of- factly that I 

wasn’t at all embarrassed.” She added, “There were just some things that I preferred 

a lady to do.”  

Julio indicated that having female nurses care for him did not compromise 

his dignity. He said: 

I saw her—hey you got a job to do—who am I to tell you—you can’t do  
your job. That’s how I saw it. Sometimes, being a sexual thing, feeling  
more comfortable with a male, I guess those are issues that I didn’t really  
think about. 
 
Christiana was very emphatic about the need for maintaining the patient’s 

dignity. She listed always closing the door to the patient’s room and “KNOCKING 



                                                                                                        

 

163 
 

BEFORE ENTERING” as two things that were very important to her maintenance 

of dignity. She said: 

I would tell nursing students to always remember the importance of  
providing dignity for patients. Always knock on the door before entering  
the room. It can be just a soft knock—just a little knock to warn the person  
in case they are kissing their husband or doing something else that might 
somehow betray their dignity. Just a little knock gives a person just a few  
seconds to take care of whatever needs to be taken care of. 
 
Joyce, in talking about a nurse who “protected” her, said that this nurse was 

very vigilant about her comfort and her privacy. “She was very concerned about my 

body temperature; she wanted to be sure that I was comfortable and private and 

warm.” More will be said about protection later. Joyce also noted that 

confidentiality is an important part of having one’s dignity maintained. She viewed 

personal questions that were asked in the physician’s waiting room as a breach of 

that confidentiality. According to these informants, having their dignity maintained 

was an important measure of how effectively nurses met their needs. 

One aspect of nurses failing to meet the patients’ needs was that of the nurse 

having a different agenda than the patient. Several informants talked about this and 

indicated their belief that the patient’s agenda should take precedence unless the 

nurse could logically and convincingly persuade them that the nurse’s agenda made 

more sense. Roger and Dick both felt that the nurses tried to “push” unneeded pain 

medication on them. Both of them indicated they did not feel like they were having 

enough pain to justify taking medication they did not need. Roger said, “I wasn’t 

trying to be macho. But there is that tendency toward substance abuse that’s always 
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in the back of my mind. I’ll take it, if I need it, but if I don’t need it, don’t keep 

insisting.” Dick, an entomologist, said, “I think it’s kind-of like spraying pesticides. 

Don’t use them unless you REALLY need to.” 

Roger also got upset with the nurses the night after his anterior cervical 

fusion because they kept waking him up to turn, cough, and deep breathe. He knew 

he would only be in the hospital for the one night and the concern about developing 

atelectasis or pneumonia was minimal during that one night stay. He said, “It was 

obvious that the nurses had a whole different agenda than I did.” When he was 

asked about his agenda, he replied, “I just wanted to sleep; I was tired.” 

Christina talked about a home health nurse who had come to teach her stoma 

care following her bladder augmentation. Christina’s need was to have the nurse 

teach her how to care for her stoma, but the reality was: 

She was really good and really sweet, but she had a lot of ridiculous rules 
she had to follow, and she would apologize for them . . .. She had all these 
forms to fill out, which I know was already on the record, or she would not 
have been there. And we went through page after page of forms. And she 
had to tell me all this and that, it was just ridiculous stuff . . .. I think she  
was there probably an hour-and-a half; and half an hour was devoted to 
finding the proper bag and so forth. But the rest of the time was devoted  
to filling out forms and her going over the most ridiculous items with me, 
that I didn’t need. 
 

Christina felt like most of this visit was a waste of her time and of the nurse’s time. 

She believed that most of the information should have been obtained from previous 

records. The “ridiculous” information that she found so frustrating had to do with 

advanced directives, about which she was already very well- informed, due to her 

experience as a hospital chaplain. 
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Lisa was the participant who was the most upset by the failure on the part of 

nurses to meet her needs. Lisa related her story like this: 

The next day I got the nurse from HELL! My family was there, and they 
saw. I had asked her to change the sheets on my bed, because they hadn’t 
been changed. “I just don’t have time for that!” [participant using a very 
snooty tone of voice]. So my mother had asked her, “Well, where are the 
sheets? I’ll change my daughter’s bed.” “Ma’am, I just don’t have time to 
show you where that is, and really she can just wait.” [In this particular 
institution, sheets are in a server right outside the patient’s door. A cabinet 
door in the patient’s room opens, so nurses can grab clean linens without 
even leaving the room, much less having to run down the hall.] Well, by that 
time they had advanced my diet and were starting me on some solid food. 
Well, I kept eating my meals, and I kept thinking, “I don’t feel very well. 
My belly is starting to hurt.” The nurse said, “You’re just fine; I’m going to 
get you an enema.” I hadn’t had any bowel movement; so, she went and she 
got me an enema, and then it had leaked all over the bed. And I asked her to 
change the sheet. “I just don’t have time to do that, right now. I have other 
patients; we are short staffed because it’s the weekend!” My mom said, 
“Look, I don’t want my daughter laying down on this. Let me go and get the 
sheets.” “She’ll just have to wait!” [Exit left; nose in the air—indicated by 
participant ’s body language.] So, I had to stand for 2 hours waiting for her to 
come back to change the sheets! . . . And I was telling her that my belly was 
hurting. “You’re fine; let’s just get you some more pain medication; you’re 
gonna be okay.” Well, it happened; I developed an ileus. [Sometime later the 
nurses decided that Lisa’s pain was due to a full bladder, so they inserted a 
Foley.] They just shoved it in! And it was hurting me, and I asked them, 
“Please take it out! Please take it out!” “No, we can’t do that without a 
doctor’s order.” I said, “You put it in without a doctor’s order! Why can’t 
you take it out without a doctor’s order?” So, I was just—at that point I was 
screaming at the top of my lungs!!! You could hear me throughout that 
whole hospital. About 2:30 in the morning, they called my doctor. He 
ordered, of course, the catheter out, another IV put in, because he knew over 
the phone, he just knew that it was an ileus. “Hellooooooo!!!!” Why didn’t 
any of them realize that! And I really wanted to go home. I really and truly 
wanted to go home. 
 
In the light of day, we can say, “But Lisa really did not need to stand in the 

middle of her room for two hours. She could have sat down on a chair.” Yes, that is 

true in the light of day, but not in the middle of a nightmare. Lisa noted she kept 
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expecting the nurse to return with sheets any minute, so she continued to stand and 

wait and wait and wait. The nightmare continued: 

Well, when he [her physician] found out at 7:00 in the morning, when he  
came back in, he wasn’t happy with the nursing staff, either. Because there  
I was; I had 9 [IV] sticks in my arm. And the last stick that they had put in  
still wasn’t good. I had developed a pocket [infiltration] there. He had  
ordered heating pads for—the little hot packs. Of course, trying to get them  
to bring that to you was a nightmare. Until they actually ripped out the IV; 
nothing was left in my arm for them to put another IV in. And then they said, 
“Well, you are just going to have to plain go [sic] without [an IV] until your 
bowels kick in, because we are not going to call down to anesthesiology, 
again, and we are not going to wake the doctor up.” So, I took it upon myself 
to pick up the telephone and call the doctor on call, who was not my doctor, 
and I talked to her for a long time over the phone and she said, “They called 
me earlier, but they told me that you had had enemas and suppositories and 
that was the only reason you were having any kind of gas or anything like 
that.” I said, “No, that is not what has been going on. I’ve had nothing; I 
haven’t even had an ice chip for 2 days, and they yanked out my IV, and  
I have been sitting here with nothing for a whole day!” 
 
Apparently, the nurses failed to identify the onset of Lisa’s paralytic ileus. 

Although Lisa continued to complain of nausea and “feeling full up to her 

eyebrows,” the nurses continued to insist that she eat her meals. Several times Lisa 

asked them to call a physician. When asked about the shift change assessments, Lisa 

said: “I know what you mean, because that one really good nurse did them. She 

checked all my vital signs and listened to my heart and lungs and abdomen. But 

none of the other nurses did that.” 

At one point in time, the nurses requested a psychiatric consult for Lisa, 

because her behavior was so out of control. Lisa noted that this consult was very 

helpful because this physician was “very calming, very soothing, very helpful.” And 

he did write on her chart that all of her concerns had to do with therapeutic issues, 
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and that she had a right to be upset because her needs were not being met. But, even 

after this consult, Lisa felt that the nurses did not make anymore effort to work with 

her or to meet her needs than they had prior to the consult. This failure on the part of 

the nurses to meet her needs exemplified for Lisa a generally uncaring attitude 

among the nurses with whom she had interactions. 

Other indications of failure on the part of nurses to meet patients’ needs 

were those of failure to relieve pain and failure to provide comfort. While nurses 

tend to view pain relief as providing comfort, these informants viewed provision of  

comfort as something more than just providing relief from pain. But, these 

individuals did view unrelieved pain as one indication of the nurses’ failure to 

understand and meet their needs.  

Both Lisa and Imelda had experiences with nurses who were so slow in 

bringing medication for pain relief that they felt like their level of pain became 

unnecessarily intolerable. Lisa shared: 

I would practically have to scream for my pain medications. She said she  
had someone that was more important than me—someone had thrown-up.  
”We’re short staffed.” That was the wonderful thing! “We’re short staffed!”  
It’s like, “Well, why should I care? I’m sorry; that is not my problem.” 
 
Imelda talked about one hospitalization during which the nurses would not 

give her any pain medication. Initially, her doctor did not want her to have any pain 

medication, because he did not want her pain masked. But after 24 hours in the 

hospital having severe pain and not seeing her doctor (or any other doctor) Imelda 

was in tears. Imelda shared: 



                                                                                                        

 

168 
 

One of the nurses I work with came over to check on me, and I was just 
bawling. And, you know, “What’s wrong?” I said, “I haven’t had anything 
for pain. I can’t get anyone to get me anything for pain. They tell me that I 
can’t have anything for pain ‘til the doctor checks me.” No doctor ever 
would come and check me. One person didn’t know what the other person 
was doing. One doctor didn’t know what the other doctor was doing. One 
thought the other one was seeing me, when he should have been seeing me. 
 
Imelda’s nurse friend was able to get this problem sorted out fairly quickly 

with just a couple of telephone calls. When I asked Imelda how she felt about the 

nurses not having taken care of this she responded that she was angry and 

disappointed [in the level of care they did not provide]. She said, “You know, in that 

shape, would they want to hurt that long?’ 

As noted by Kennedy (1991) and Bottorff (1991), comfort is more than just 

the relief of pain. Jane talked about this lack of comfort in relationship to being 

positioned following her total knee replacement. She said that most of the nurses 

worked and worked to make sure that she was in a position of comfort; but one 

nurse would just position her and leave without assessing to be sure June was 

comfortable. June said, “I guess she fulfilled her job description, but that was  

about it.” 

Some of the nonbeneficial care Joyce received from her home health nurses 

has already been shared. As a nurse, though, Joyce was concerned with their failure 

to provide “good” care, as well as with the fact that they were providing egregiously 

“bad” care. She noted: 

Not ONE of them made any effort to institute ANY comfort measures when 
they were there. At one point in time, I had vomited on my sheets; they 
didn’t offer to change the sheets or even offer to cover the soiled area with a 
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towel. Even though I was heaving and heaving, they didn’t provide a cold 
rag for my neck or ice chips or a massage—or ANYTHING that might have 
been comforting. The nursing care provided by these nurses, such as it was, 
began and ended with carrying out the tasks they had been dispatched to 
perform. 
 
Imelda talked about one time when she had just had major pelvic surgery 

with spinal anesthesia. When she was ready to leave the recovery room, the nurses 

came to her with a wheelchair and told her she needed to get into the wheelchair to 

go to her room. She shared: 

And I’m like, “Okay?” Well, I started having a little feeling in my legs, but 
my stomach sure did hurt! But, they don’t explain to you how to get up and 
down. I mean [pants] you know, I had, that was major surgery, and I had 
never had major surgery like that! It just felt like—I stood up—I just felt  
like I was losing it all! You have to stand up and move and walk! And I’m 
like, “Oh!” “Time to get up, and get into the chair! So we can go to your 
room!” 
 

Imelda noted that in this situation, if the nurses would have just taken a few seconds 

to teach her how to move with an abdominal incision, her memory of this 

experience would be entirely different. 

Christina shared some little things that nurses could do to provide comfort. 

She observed that nurses are very bad about leaving lights on that should be turned 

off and about walking out of the room and leaving the door open. She added: 

I have even put signs on the door, “PLEASE CLOSE THE DOOR.” And  
then the next day, “THIS MEANS YOU, TOO!” And then the next day  
adding, “THIS MEANS YOU, TOO, NURSE.” Nurses seem to be very 
unconcerned with this. I might want to change a Kotex or lift my sheet  
to see if I have been incontinent, and I don’t want someone out in the hall  
to see me do this. Nurses seem to lose their sense of how important dignity  
is to people. 
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 This group of informants found that having their needs met by nurses was an 

important aspect of establishing a beneficial NPI. When nurses failed to meet their 

needs, it was difficult for these participants to see the nursing care they received as 

beneficial. 

Going Above and Beyond What Is Required versus Little Care. Going 

“above and beyond” or “going the second mile” was one of the strongest indicators 

for these informants of a caring attitude on the part of nurses. After mentioning 

nurses “going the second mile,” the researcher asked June what she meant by that 

phrase. She responded: 

They just were there for anything I asked. And they were always cheerful  
about it. Always smiling and cheerful . . .. They just seemed to want to make  
me comfortable and were willing to do anything to make me comfortable. 
 
Joyce shared a story about a whole medical team, but especially a nurse who 

went the second mile. She had been suffering from severe constipation, but then 

suddenly developed severe abdominal pain. She managed to get to a phone; she 

called the operator and asked to be connected to the Cancer Center. She reached a 

physician in whom she had great trust. He said he would get the medical team 

together and hung up. Then, she said: 

Anyway, that’s such an answer to prayer—within a second my phone rang  
and this nurse was saying, “Joyce,” and she was talking to me like she knew  
me. “I know where you live; I just need to know how to get into your  
apartment. Where is it?” I told her, “I think the top of the door is locked.”  
And she said, “OK; I’ll take care of that. Don’t worry about it. Just tell me  
what apartment number.” And I told her. And I thought, “Who is this?” She  
acted like she knew me. And the next thing I know, within seconds, the  
door—she called the night number here and said, “It’s an emergency!” And  
tells them, “I will call the police, also,” to be able to verify who she was.  
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“But I’ve gotta get in because we have a patient in there who needs help.”  
She was the head of our church nursing program. 
 
Perhaps Bob had one of the most dramatic experiences of having a physician 

go that extra mile. Late one night, Bob’s wife had taken him to a physician in a city 

30 miles from their home. The physician had given him some pain medication that 

had made him extremely drowsy. She asked Bob’s wife, “If I help you get him in 

the car, will you have someone at home who can help you get him into the house?” 

Bob’s wife indicated that she could probably call and wake up a neighbor or 

something. So, “the doctor drove from her office all the way to my house and 

assisted me getting into the house.” He was amazed that anyone would go so far out 

of their way to be helpful. 

Julio talked about one young nurse in this way:  

[She] just went out of her way to help me . . . . She was very thorough,  
very attentive to detail, very prompt in everything she responded to.  
Not so much that I saw others not doing or not responding, but with her  
it was noticeably different. Just the extra effort to take care of my needs. 
 
Other informants, too, made this distinction. They did not have anything bad 

to say about the nurses in general, or even one specific nurse, but they would often 

mention one that stood out above the others. These differences were very subtle, but 

at least part of it was “going above and beyond what is required.” 

In contrast, a lack of caring was demonstrated by little care. A lack of caring, 

as evidenced by little care, had two aspects. The first of these was seen when the 

nursing care provided was mediocre. Another aspect of little care occurred when 
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nurses were around and available, but seemingly allowed the patient to fend for 

herself. This aspect of little care has been labeled benign neglect. 

It has already been noted that some nurses are just “there to do a job.” This 

attitude on the part of nurses came across to participants when the nurse provided 

care that was only “so-so” or mediocre. 

June, whose global assessment of the nursing care she had received was 

glowing, did note that she had one nurse who was obviously “just doing her duty.” 

June elaborated by saying: 

And this is why I say the second mile is important. Because she would come  
in and do her duty, but she acted—kinda had an attitude like, “I don’t want 
to do this, but we’ll do it.” . . . She would come in and wouldn’t smile and 
say, “We’ve got to do so and so.” She didn’t make me feel like I was doing 
all I could do or that she was doing all she could do. 
 
After much probing, June finally figured out a major difference in the way 

this nurse cared for her compared to the other nurses. This was that this nurse would 

come in, help her with a position change, and leave. The other nurses, when they 

helped her with a position change, would stay until they assessed that they had truly 

helped her find a position of comfort—something that is not always easy following  

bilateral knee replacements. 

It has already been mentioned that Roger noted that with his “outstanding” 

nurse, he hardly ever had to use the call- light because “she knew what I needed 

before I knew it myself.” When asked how the other nurses responded when he did 

have to use his call- light, he said: “I think it was okay. I don’t think that it was 

anything—it wasn’t anything bad that I can think of. I think it was more a case of 
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feeling—of not emergency—but a feeling of being overworked.” Once again, the 

writer will mention that Roger noted that his outstanding nurse had the same patient 

load as the nurses who seemed overworked. 

Generally, these informants agreed that mediocre care, in most 

circumstances, is the best that can be expected and is preferable to no care at all. 

But, mediocre care was an indication to informants of an uncaring attitude on the 

part of the nurse. 

A few informants experienced what this researcher can only refer to as 

benign neglect. They really did not receive only mediocre care; they were just 

virtually ignored unless they asked for attention. This is being referred to as benign 

neglect, because the situations were not as critical as those that will be addressed in 

the discussion of serious, incompetent neglect. 

 Becky was the first participant to bring up this issue of benign neglect. She 

noted: 

I had good nursing care. But, I found out that if you know anything about  
nursing care, it’s sort of like they really don’t pay a lot of attention. I felt  
very, you know, I was the patient, and I felt their skills weren’t as good as  
I would have done. 
 
Benign neglect included failing to teach her how to use her PCA pump and 

failure to teach her how to care for her Foley catheter before she went home. It also 

included failing to have her turn, cough, and deep breathe after surgery, failure to 

ambulate her at the appropriate times, and failure to change her bed. Becky either 

had to change her own bed or have one of her family members do it. She even had 
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to do her own Foley care and empty the bag while she was in the hospital. She said, 

“If they would just have offered, I would’ve felt more secure.” 

She also talked about walking by a room and seeing another patient crying. 

“And I thought, ‘Why ain’t a nurse in there?!’”. She noted, too, that even though she 

had had rectal surgery, the nurses really did not check on her bowel function like 

they should have. Like Ruth, Becky was in the hospital during a slow holiday 

weekend, so the census was low and she perceived that the nurses were not busy. 

She noted that she really wanted to be treated like a patient, not a colleague. 

Imelda, another CNA, also experienced a great deal of benign neglect, but 

she did not connect it with her status as fellow health-care professional. She just 

thought it indicated a general lack of care and concern on the part of the nurses. She 

shared that she was admitted on a Friday and did not receive a water pitcher until 

Sunday. She said that she kept asking for Sprite, because she needed something to 

drink; “I guess they just assumed I was going to drink Sprite.” In fact, the nurses 

brought her a water pitcher only when she finally asked for it. She said that the dirty 

linens were allowed to pile-up on the floor of room, and, that one day, she had to 

ask her niece to change the bed. She added, “I felt like they should have done a 

better job.” 

Lisa experienced benign neglect when she went in at 0630 the morning of 

her surgery. She said that in similar situations in the past, she had been in a 

preoperative holding room, where there was a recliner and a television and other 

patients to chat with—a pleasant, homey environment. But, this time, maybe 
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because hers was the first case of the day, she was taken directly to the recovery 

room, seated on a stretcher, and given a gown and embolism hose to put on. She 

noted, “Embolism hose aren’t easy to put on period. But nobody offered to help me, 

and I found it very difficult perched there on that stretcher.” 

Benign neglect, like mediocre care, indicated a lack of caring and concern on 

the part of the nurses. Informants found benign neglect almost as frustrating as the 

outright neglect of incompetence. 

Nurses who went “above and beyond” were seen as caring. Participants 

viewed their relationships with these nurses as beneficial. Nurses who provided little 

care were seen as uncaring. While participants did not see these interactions as 

biocidic, they saw little of a beneficial nature in them. 

Caring on the part of nurses is demonstrated by kindness, meeting the 

patients’ needs, and “going above and beyond” that which is required. Uncaring is 

demonstrated by unkindness, failure to meet patient needs, and little care. 

Presence versus Nonpresence 

Presence is a concept that is frequently seen in the nursing literature—

particularly in the caring literature (Gardner, 1992). While study informants did not 

use the word “presence,” they did talk about the nurses who are “really there” in 

contrast with the nurses who are just there to do a job. In this analysis, presence, or 

“really being there,” versus nonpresence was identified in two dichotomous 

categories. These are surveillance versus lack of surveillance and centering versus 

rushing (see Table 4). 
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Table 4 
 
Presence versus Nonpresence 
Surveillance 
    Careful assessment 
     Dropping-by 
     Protection 
     Promptness 

Lack of Surveillance 
     Personal conversations instead of tending to 
           patient 
      Lack of needed intervention 
      No response to call light 

Centering 
     Leave your problems outside the door 
     Approach the patient with an appropriate 
         attitude 
 

Rushing 
     Lack of focus 
     Panic 
     Refer patient’s questions to other healthcare  
           providers 

 
Surveillance versus Lack of  Surveillance. Quantitative studies about NPRs 

indicate that patients view surveillance as an important nursing behavior (Brown, 

1986; Cronin & Harrison, 1988; Sherwood, 1993). Julio and Roger both talked 

about appreciating the fact that the nurses checked on them, even when they did not 

call for a nurse. Bob noted, “Even when I was coming out of anesthesia and was in 

ICU and was having such intense pain, I felt that the nurses were there.” 

Dick said that he would tell student nurses to be “optimistic, friendly, and 

‘appear’ to be involved—that’s the only way you can put it.” In other words, Dick 

believed nurses should act fully present, even if they are not. 

Although Joyce shared one unpleasant recovery room experience, she had 

another that she thought exemplified beneficia l nursing care. She said, “I know who 

the attendants are in the recovery room, but they TEND . . ..” In this use of the word 

“tend,” she indicated the actions and attitude of a fully present nurse. 

In Roger’s one positive story he observed: 

I just had the feeling that she was aware of what was going on. I never—it  
seemed like—well, maybe it was that when she was on duty it didn’t seem  
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like I had to use the buzzer every minute. She was in there enough to  
where—just looking in, checking out, seeing—that whenever she dropped  
by, if there was something, I didn’t have to call for her—she was there. 
 

Roger added: “I don’t need a friendly person. I need someone who is just exactly 

like she is. I knew when she was around, I was getting cared for. She didn’t need to 

be friendly.” 

In talking about a day surgery experience Ruth shared: 

You hear horror stories about day surgery, but the nurse was there from the 
time I went into pre-op to the time I was sent home. I could not have asked 
for sweeter, nicer nurses. They were attentive, they knew what they were 
doing, they were organized, but they never gave me the feeling that they 
were rushed. ‘You are here; you are my patient; I will take care of you.’  
And they were just really super-duper nurses! And I felt like, “Hey, this is 
pretty neat!” 
 
Becky talked about careful surveillance in her own practice as a nursing 

assistant. She said: 

I’m there for the patient. I am not there for you, any other person to like  
me . . .. When you shower [an elderly patient with fragile skin], you wash  
the toes and ears, and I think of fungus, and I think of diabetics. I think of  
ulcers. I think of bed sores . . .. I look for sores, red spots . . .. I was taught  
not only to bathe, but to do a thorough skin assessment. 
 
 “Right on top of it” was a phrase used by several participants in talking 

about surveillance and prompt action. Imelda noted that when she went into early 

labor, “They [nurses and physicians] got right on top of it. They got right on top of 

it, and were very concerned.” 

Joyce talked about beneficial interactions with one nurse during her “bad” 

hospitalization. She said, “He was really cute. And he checked everything. He told 

me how I was.” 
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Joyce also talked about her own stint as a nurse in surgery. She shared: 

We had to react [remain with them until the anesthesia wore off] our own 
surgical patients. If we scrubbed on a case, we had to react that patient.  
And that makes a big difference when you are with that patient all the  
way through. And it means a lot to the patient, too. 
 

Several other informants noted that seeing the same nurse both before and after 

surgery was comforting and reassuring. 

Julio talked a great deal about two of the young nurses who were so special 

to him. But, he also noted that there were two more mature nurses who exhibited a 

warmth that was a little different from what he had seen in some of the nurses. 

When asked to describe that warmth and that difference, he said: 

They would check on me. And take time to ask me questions about—more  
detailed questions about things. I don’t remember any particular thing. It’s  
just that they were very, very warm, very friendly, easy to talk to. One of  
them was the one that was concerned about the discomfort that I was having  
from the tape. 
 

Interpretively, the researcher believes that this “warmth” could be called presence.  

Later, talking about one of these more mature nurses, as well as the two 

younger ones, Julio added, “That thing that I remember about her—I remember how 

thorough she was! She really checked everything out! The others did their job, and 

I’m sure they did well, but, like I said, those particular people—it was obvious.” 

June, who had been in the same hospital as Julio, said: 

My sister came the day I had surgery; she came up from Houston, and she  
spent that night with me. But we decided it wasn’t necessary after that to  
have anyone, because the nurses were right there and in and out all night. 
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She added that the availability of the nurses contributed to making her hospital stay 

pleasant. “I have very pleasant memories.” 

Roger shared, “There was an instance when my heart beat became irregular 

and the monitor picked it up, and they were there before I was even aware  

that this was happening . . .. I was being taken care of.” This evidence of 

surveillance was reassuring at a time when he was concerned about one nurse who 

really did not want to be at work. 

Ruth experienced surveillance after two different outpatient surgeries. She 

said that someone called from the physician’s office each time to find out how she 

was doing. She said they asked if she had any questions, if she was having any 

problems, and whether they could do anything to help her. Even though she knew 

this was probably routine for the people who were calling, she found it reassuring. 

Ruth shared the following story related to an inpatient surgical experience: 

My doctor automatically ordered Compazine. So, the first thing I said when  
I was coming out was that I was feeling sick to my stomach, and the nurse  
told me not to worry, that they didn’t allow their patients to get sick! She  
already had it there by the bed, because she didn’t leave, and I think they  
had to give me about 2 or 3 whacks of it. But I didn’t get sick. 
 

Ruth noted that for reasons she did not fully understand, she was more concerned 

about the possibility of nausea and vomiting than anything else. So, she greatly 

appreciated the surveillance and preventive care this nurse provided. 

During the time Ruth was in isolation for her Cesium implant, she noted that 

the nurses went out of their way to check on her and try to keep her from feeling 

isolated. One of the nurses said: “Please don’t hesitate to call, if you have any 
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problem at all. We will check on you periodically—we may put our heads around 

the door and say, ‘Hello.’ We don’t want you to feel isolated.” In talking about these 

nurses, Ruth said, “They were used to this type of patient, and they knew what it 

took.” 

Dropping-by was a type of surveillance that was mentioned by several 

informants in the context of nurses or other health care providers “dropping by” at 

times when their job did not require them to do so. 

Bob talked about one particular nurse, originally from Scotland: 

Well, she was a delightful person. She would come by if I was reading  
or watching TV or something, even though I knew she had a lot of patients.  
She made me feel very special, and she was glad that she could talk with me  
for a few minutes, and I was glad to talk with her. 
 
Dick had fond memories of one particular nurse He shared: 

The nurse that I remembered the most was—when you’d punch a button  
for a nurse, she would be right there. Whatever it was, if she could provide  
it, she did in a very pleasant way. She would stop in and chat a minute if she  
had time—that kind-of thing. . . . I’m not sure that she was the head nurse  
in that particular unit, but she was mostly the day nurse, during that 8 days.  
She was on, I think, 5 of those 8 days. 
 
Esther, too, talked about the head nurse dropping-by almost everyday to ask 

her how she was doing. She would ask, “How are you doing in therapy?” and “What 

have you been able to do since I saw you last that you couldn’t do before?” 

Although she did not see the head nurse a great deal, her dropping-by assured Esther 

of her presence. 

Esther also told about one very special occupational therapist who took a 

special interest in her case. 
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She was the one who helped me with my back and helped me do my hair.  
And she was always so patient, and I really enjoyed her. And when she  
found out I was back in the hospital . . . she came to see me. She said,  
‘I heard you were back in and this is my last day.’ She had a four year  
old and she wanted to spend more time with her, so she was gonna become  
like an on call instead of on a regular basis. But she said, “I do want to come  
back and see how you are doing.” 
 

This young woman’s dropping-by and continued interest was very important to 

Esther. 

In talking about the two young nurses who were so special to him, Julio 

observed: 

One of the things that I remember kind of different about them, was that  
the nurses get assigned their patients. Each shift the nurses come in and  
say, “I’m going to be your nurse.” These guys did that, but even when they  
didn’t have me assigned to them, they would find the time to come and visit  
me. They would make the time, walk in there and check on me. To me that  
was—the others not necessarily; they didn’t stand out like that. These other  
nurses took care of things and all that, but tomorrow or the next day, if they  
didn’t have me, I never saw them. But Kim and Chuck, whether they were 
assigned to me or not, they came in to ask how I was doing and if they could  
do anything for me. That kind of thing. They had their own responsibilities.  
They didn’t have me. 
 
Lisa experienced that same sort-of presence from the student nurse who 

cared for her. Even though she had told this student that she just wanted to be left 

alone, she would still “drop-by” every so often to check on her. Lisa needed and 

appreciated this level of presence. Dropping-by was a manifestation of surveillance 

that was greatly appreciated and even needed by these study participants. 

Another aspect of surveillance was that of protection. Joyce told the first 

story that the researcher “heard” related to this nursing activity of protection. After 

making note of this “unique” nursing role, the researcher looked for protection 
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stories in other interviews and found that Joyce was not the only participant who 

appreciated the protective activities of nurses. 

Joyce’s protection story tha t first caught the researcher’s attention was that 

of being in a preoperative holding area where the nurse was “very sweet and 

comforting.” Joyce said that two men came, apparently from the OR, to get a patient 

for a procedure and mistook her for that patient. But, “The nurse stood between me 

and the men and said, ‘No, this is not who you need to be picking up!’ and she 

closed the curtain around me.” Joyce saw this as a protective gesture that indicated 

nursing presence. 

Other participants also commented on the protective role of nurses. Imelda 

noted that when she was first admitted to the hospital because of severe headaches, 

the nurses protected her from unwanted noise, visitors, and phone calls. They were 

careful to keep the door to her room closed. They also posted a sign on her door 

reminding visitors to maintain a quiet environment in her room. Additionally, they 

had all of her phone calls transferred to the nursing station; they would then tell 

callers, “She is fine, but she needs her rest.” 

Lisa, the unhappy, frustrated participant, who had one outstanding nurse, 

talked about the protective activities of that nurse. The nurse said, “I can see that 

you are already stressed; let’s see if we can de-stress you. Would this make you feel 

more comfortable?” The next evening, after she took Lisa’s vital signs and gave her 

a sleeping pill, she posted a sign on Lisa’s door that said, “Please Do Not Disturb 
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This Patient for Vital Signs Until 4AM.” This level of protection was something 

Lisa needed and appreciated. 

Ruth viewed the surveillance she received after both of her outpatient 

surgeries as having a protective quality. From her perspective, they were protecting 

her from potential complications. A cynic might say they were protecting 

themselves from potential lawsuits. Possibly, protection is a two-way street. 

Another aspect of surveillance that was important to this group of informants 

was promptness. It is safe to say, that promptness was one of the qualities 

mentioned by every participant who talked about a special or outstanding nurse. 

Dick said, “When you’d punch a button for a nurse, she would be right there.” Lisa 

and Roger also talked about the exceptional promptness of the nurses they identified 

as outstanding. And, both of them noted that these nurses carried the same load as 

the nurses who were less attentive and prompt.  

Imelda talked about promptness in a different way. She talked about prompt 

action in an emergency situation that required the attention of physicians and nurses. 

During her pregnancy, she went into labor preterm. She shared: “I went to Labor 

and Delivery, and they immediately stopped the contractions. They got right on top 

of it. They got right on top of it, and were very concerned.” Prompt responses on the 

part of nurses exhibited presence and indicated that these patients really mattered.  

Lack of surveillance by nurses was viewed by these participants as 

nonpresence. Joyce talked about lack of surveillance during one of her recovery 

room experiences when the nurses were talking about dating and their sex lives.  
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Joyce also told of a similar experience when she was receiving 

chemotherapy. She talked about both the biocidic effect of the environment and the 

lack of surveillance on the part of the nurses. She noted: 

They put me in this damn chair with 50 other people up and down, and I  
couldn’t do anything. I couldn’t think; I couldn’t—I was still really sick.  
And they were pouring two bags [of IV fluid] into me. And this man  
next to me said something to me about how this happened to him  
[dehydration from vomiting and inability to keep fluids down] and it  
made his kidneys shut down and now one of his kidneys was gone  
and—Oh, shoot!!! I mean, would somebody come along and help me!  
And there were nurses all over the place. 
 

In this situation, Joyce needed not only greater surveillance on the part of the nurses 

but protection from unsolicited information from a neighboring patient. 

Another episode of lack of surveillance was shared by Christina as she 

talked about the night that her call light went unanswered for 45 minutes. While her 

request, to have her overhead light turned-off, was rather insignificant, the fact that 

there was no response to her light for such an extended period of time became rather 

frightening. She shared: 

It was 45 minutes and nobody came. I kept pushing the buzzer and pushing  
the buzzer; nobody answered; nobody said, “Hello, may I help you?” Even  
if the unit secretary had answered I would have just asked her to turn off my  
light . . .. So, finally, I was really getting distraught, I almost—if I’d been 
real desperate—I would have taken the phone and called back into the 
hospital and talked to the house supervisor . . .. If it had been real critical,  
I would have called my husband at home. 
 

When a nurse finally answered the light, Christina, who can be assertive, was quite 

angry and even frightened. She continued with her story: 

I said, “You know, this is really ridiculous; I’ve been waiting 45 minutes.”  
And the nurse replied, “Well, we had to take a patient to ICU.” I said, “Did  
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it take everybody on the floor to take someone to ICU? Where was the  
charge nurse?” “Well, she was helping me get the patient to ICU.” “Well,  
what about the head nurse or house supervisor?” “Well, they were all 
helping take this patient . . ..” I don’t see how it can take that many nurses  
to take a patient to ICU; I don’t think it takes that many to do it. So, I told 
them, “I have had the buzzer on for 45 minutes; I am lying here with a 
bloodclot; I could have been having an embolism or anything and nobody 
came—I could have been dead by now!” And she said, “Well, if you don’t 
think the nursing care is adequate, then you need to hire a private duty 
nurse.” “Like I’m going to know ahead of time that the nursing care is not 
going to be adequate, so ahead of time I arrange for a private duty nurse? I 
don’t think so! And besides that, we are paying for the nursing care I’m 
supposed to get.” They didn’t appreciate that attitude.  
 

In spite of the minimal importance of Christina’s request, the lack of surveillance 

served to render her angry and distraught, as she thought about all of the possible 

things that could have gone wrong with her and/or with other patients on this 

telemetry unit.  

Surveillance indicated nursing presence; surveillance was demonstrated by 

careful assessment, dropping-by, protection, and promptness. Lack of surveillance 

indicated nonpresence on the part of nurses and caused these participants to feel 

abandoned and unsafe.  

Centering versus Rushing. Christina was the only informant who talked 

about centering, but she included it in the advice that she would give student nurses, 

and her comments were so incisive that it would be remiss of the researcher to omit 

them from this discussion. Christina said: 

I think attitude has a lot to do with it; to try somehow to leave your  
problems outside the door; and, as you go from room to room to leave  
in that room all of the burdens of that room. As a chaplain, I learned to  
do that; and I took the scripture about ‘shake the dust off your feet,’ which  
was a stretch to get to mean that [because she is in a wheelchair], but for me  
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it worked. If I’m in a room where there is a new baby and everybody is real  
joyful and happy, to be joyful with them. And then you go to the next call 
and somebody’s dying, you don’t carry the joy from that one room into the 
death room, because that’s offensive.  
 
Rushing, or appearing to be in a hurry, was mentioned as an undesirable 

nursing behavior by several informants. Rushing seemed to be indicative of a failure 

on the part of nurses to center on the patient who saw himself as a person who 

should have been the focus of a nurse’s care at a particular point in time. Angela 

talked about Attila the Hun rushing around all the time. In this particular situation, 

Attila’s rushing communicated panic and caused Angela to feel anxious and fearful. 

Becky noted that many of the elderly patients she cares for complain that the 

nurses and physical therapists rush them. They tell her, “And I can’t do it!” She 

indicated that when allowed to approach tasks at their own speed, they can do it, but 

too many health care professionals are in a hurry. 

Nancy felt that the nurses were rushing and brushing her off when they 

referred her questions to her physicians. She was reluctant to confirm this, but said, 

“I thought that they might be just too busy and want somebody else to . . .”  

Ruth shared a disturbing story about rushing that has been told elsewhere. After 

waiting in the preoperative holding area for two hours the nurse came “barreling in 

there” wanting Ruth to give herself a douche and an enema in ten minutes. “If she 

had just brought it to me [earlier], I would have—by the time she got through and 

rush, rush, rush. . . .This is not the way it is supposed to be done.”  
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These informants did not like to be rushed, nor did they appreciate it when 

nurses appeared to be rushed. Several of them indicated that it is possible to be in a 

hurry without communicating that to the patient. 

Presence, as exhibited by surveillance and centering, is a nursing action that 

was viewed as beneficial by this group of informants. In contrast, they viewed 

nonpresence as frustrating and nonbeneficial. 

Competence versus Incompetence 

In quantitative studies related to NPIs, study participants generally value 

competence above all qualities demonstrated by the nurses with whom they have 

interacted (von Essen & Sjödén, 1991, 1995). Competence, as seen through the eyes 

of patients, though, is an almost ineffable concept. Unless the patient is a healthcare 

professional or a “professional patient,” they have limited knowledge on which to 

base a judgment of competence. In this study, several participants were healthcare 

professionals and one referred to herself as a “professional patient.”  

According to this group of informants, competence versus incompetence on 

the part of nurses was exhibited in two distinct ways. First of all, professionalism 

versus lack of professionalism was a determinant of this category. Secondly, really 

knowing the patient versus failure to really know the person inside the patient was 

the other determinant of this category (see Table 5). 
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Table 5 
 
Competence versus Incompetence 
Professionalism 
    Calm, confident, unhurried 
     Realistic expressions of competence 
     Really know your field – both the art and 
           science of nursing 
     Keeping up with current trends 
     Be ready to be a patient advocate 
     Dependability 
     Warmth 
     Neat, well-groomed appearance 
     Good organizational skills  
     Excellence in communication skills,  
           especially listening 

Lack of Professionalism 
     Inappropriate dress and grooming 
     Inappropriate conversations within the 
          patient’s hearing 
     Failure to provide needed information 
     Serious neglect 
     Panic 

Really Knowing the Patient 
    Make contact with the person 1st and the 
           patient 2nd  
     Find out what is of primary concern and 
           importance to the patient 
     Find out everything possible about the 
           patient 
     Read the chart 

Failure to Know the Person inside the 
Patient 
     “Cookie cutter” approach 

 

Professionalism versus Lack of Professionalism. Roger indicated that for 

him calm, confident, unhurried competence on the part of the nurse was the 

essential ingredient of a beneficial NPI. Joyce shared that having a nurse who had 

confidence in her competence demonstrated professionalism. Joyce had an under-

the-skin venous port that was very difficult to access. Her favorite nurse, Beth, was 

the only one able to access this port, and even she had a great deal of difficulty the 

first time she tried to access it. Beth’s response to this difficulty was, “Your surgeon 

really did a lousy job of positioning this, and when I have trouble, it’s because the 

port is poorly positioned.” Joyce noted that Beth’s competence was related to her 
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many years of experience as an oncology nurse and her high level of knowledge; her 

expressed confidence was indicative to Joyce of a high level of professionalism. 

Another nurse who expressed confidence in her competence was Joyce’s 

parish nurse. Joyce had developed an intestinal obstruction, and the first one on the 

scene was this parish nurse. When she arrived, she telephoned Joyce’s oncologist 

and, according to Joyce, she said: 

I know what this is; I know what it is; it is an obstruction. I got another  
patient through it three weeks ago . . .. He had just finished chemo, and  
they had ignored his symptoms. If you would let me try, I’ve got the  
Castile soap—try to do a slow, slow infusion of a soapsuds enema, and  
let me see what the return is. Would you let me try this? 
 

The physician finally agreed, but he said, “If there is any, any indication, you must 

call an ambulance. Call EMT, right away; call 911.” Joyce finished this story by 

saying, “So she did, and she infused it over 45 minutes and it worked! And it 

worked!! I had no cramps, no pain, no nothing.” 

When asked what she would tell a group of nursing students, Joyce 

responded: 

I think that to be effective and competent nurses would be: number one,  
they have to want to be a nurse; they have to really want to do this. Number  
two, they have to understand the scientific principles behind procedures; I 
think that is very important. And that, again, is your microbiology, your 
bacteriology. Nursing arts are critical; and then staying abreast in their field. 
And reading. And I don’t think you can read too many journals! Because, in 
my field with perinatal education, if I was not reading everything I could get 
my hands on, on obstetrics, I could not have been one step ahead of the 
doctors. And I needed to be, because I needed to be able to cite references 
when they would tell me something . . .. I think nurses need to really think 
about the fact that they are professionals; they have got to want to be a 
nurse; otherwise, be a doctor . . .. Understand the scientific [principles] 
behind each procedure, because that’s what keeps your mind sharp. If 
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you’ve got a wet surface, I’m sorry; you’re contaminated. It’s not going to 
work. I mean, bingo! And then know why! Pathogens pass through a wet 
membrane easier than they do a dry one. Just know those things. And 
reading. 
 
In her imaginary talk to nursing students, Christina said: “First of all, really 

know your field. Be competent and don’t be afraid to ask and get he lp.” For Imelda, 

competence was demonstrated by “being on top of things”—promptly checking the 

physician’s orders and carrying them out in a timely fashion. 

Lisa recognized competence in her “outstanding” nurse based on the way 

she approached her start of shift assessment. Lisa noted: 

I mean, she came in with her stethoscope, she listened to everything; she was  
the one who took your vitals, not somebody else. And she would ask about 
my pain. ‘Do you want to try this or that? Do you want some more liquids? 
Are you feeling full? Are you not feeling full?’ You know, asking those 
questions. 
 
Advocacy is one form of professional competence that was noticed and 

appreciated by this group of informants. The nurse’s responsibility to advocate on 

behalf of the patient is a subject on which many papers have been written. Some 

writers even question the responsibility of the nurse be a patient advocate, but those 

writers tend to define advocacy in a very narrow manner. This author defines 

advocacy as any liaison action the nurse takes to see that the patient’s needs are met. 

This can range from calling the dietary department to request a specific food to 

negotiating with the physician for an alteration in pain management. 

While recognizing advocacy as an essential, important nursing behavior, the 

researcher had always assumed that this was one nursing role that patients tended to 
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be only minimally aware of. The results of this research would indicate that such is 

not the case. These participants were often aware when nurses advocated on their 

behalf.  

Angela asked her nurse sister to advocate for her in trying to get Attila the 

Hun “to calm down a little bit, and settle down, but, you know, it was like, they 

wouldn’t listen to her either.” Nonetheless, Angela found her sister’s presence and 

her attempts to advocate comforting and an indication of her sister’s professional 

competence. 

Christina talked about this role as patient advocate as she shared what she 

would tell nursing students: 

Don’t be afraid to tell the doctor something that you observe. I think a lot  
of nurses are so intimidated by the doctors that--they know that the patient  
has a certain need, and they are just afraid the doctor might yell at them or 
whatever. But if they can be an advocate for the patient, that is very 
important. 
 
Esther talked about a case manager for an insurance company who 

successfully advocated for her on at least two different occasions. At the time that 

Esther had her surgery, her husband had been downsized from his job and their 

COBRA benefits were nearing an end. Esther had proceeded with her surgery 

anticipating a normal postoperative course and recovery, but unusual, unforeseen 

complications hindered those plans. When it became obvious that Esther would still 

need significant medical care even after she reached the end of her COBRA 

benefits, this case manager advocated to have their benefits extended for an extra 

three months. Additionally, while Esther was in long-term care, this case manager 
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faithfully attended her weekly care conferences and repeatedly advocated to have 

Esther’s long-term care extended, knowing that adequate home care was probably 

not an option for this rather portly woman who needed daily physical therapy to 

assure a positive outcome. While Esther appreciated the efforts of this case 

manager, she did not fully understand the uniqueness of the extraordinary efforts of 

this case manager. 

As a nurse, Joyce, who also shared a story about an insurance company 

nurse case manager was fully appreciative of the “above and beyond” nature of the 

advocacy actions of this particular nurse. When a suspicious spot was discovered on 

the mammogram of her left breast, initially the radiologist recommended repeat 

mammograms every two months. Both her oncologist and psychiatrist opposed this 

plan, because they knew that she no longer had coping mechanisms in place to deal 

with this uncertainty. Her psychiatrist suggested she call the nurse case manager at 

her insurance company. He said, “You cannot willingly go through a trauma like 

that anymore. You’ve had too much, and I’m telling you, you are doing a real good 

job. You are trying so hard, but you can’t do it.” So, Joyce called the nurse case 

manager for her insurance company and received approval for a mastectomy.  

Joyce talked about a male nurse who advocated for her while she was in the 

hospital in the big city. When she fully awakened from her surgery, supper trays had 

already been served. He came in and asked her what sounded good for supper. She 

replied, “Whatever you have is fine.” He asked her if she would like some fried 

chicken, and she agreed that that sounded alright. He told her, “I’m gonna go get 
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you something. I’m going to come back and I’m going to take care of you, but I 

want to get the order in.” When he returned to her room he said, “I got you fried 

chicken, but I got you LOTS of mashed potatoes, ‘cause they’re easier to eat!” 

Joyce characterized this nurse as the only “fun, optimistic” nurse that she had during 

this hospitalization. 

Joyce told her story about the nurse who “blessed out” the surgeon for her 

port placement more than once. In one version of this story, the nurse reported her  

conversation with the surgeon to Joyce this way: 

[To the surgeon the nurse said] I’m gonna tell you what—you owe me a 
dinner, because this is the most ungodly thing I have ever seen; I’ve never 
been able not to access a port, and there is something wrong with the way 
this was put in. 
 

When asked how she felt about this advocacy on the part of the nurse, Joyce replied: 

I think that my most overriding feeling was respect—that she saw herself as  
an equal professional. That she just had different skills than the surgeon did.  
It wasn’t that they were any less important. And the surgeon cannot do what  
she can do. And that she didn’t care what the ramifications were; her patient  
was most important. 
 
Becky thought that professionalism was best exemplified by the nurse who 

thinks about what actions need to be taken before the physician is called. Can the 

nurse do something to resolve the problem without calling the physician? Are there 

further assessments that need to be done or other information that needs to be 

available before the physician is called about a problem?  

Dependability was another aspect of professional competence valued by this 

group of individuals. Several participants indicated that being able to depend upon 
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their nurse and what she told them was evidence of competence. Christina said, “If 

they say, ‘I’ll get back to you to change this IV’ to try to do it, or at least call them 

[the patient] and tell them you have been delayed.” Others made this same comment 

related to the fact that nurses will often say, “I will be back in 15 (or 30 or 

whatever) minutes,” and then it is hours before they are ever seen again. Returning 

at the prearranged time to do the planned care is a mark of dependability that these 

participants saw as evidence of competence. 

Bob believed that professionalism was demonstrated by one young female 

nurse who assisted with his care. He said: 

She was a young woman—well groomed. I had the feeling that she really  
knew what she was doing. She was also able to do things like 
catheterization, and things like that, that didn’t make me feel embarrassed; 
she was most professional. . . . She was a caring, trained professional. 
 
Bob also viewed the unit clerk as being professional in the way she handled 

her responsibilities. He noted: 

[She was] busy as all get out! She was answering the phones, she was  
taking notes, she was talking to the nurses, she was WOW! But when  
you would punch your call button, and she would answer you, it was  
professional; it was to the point, but it was never curt or rude. 
 
Referring to professionalism in nursing, Christina said: 

Well, I personally liked it when nurses wore caps; I just thought it gave a  
real professional look, and it let you know who was the nurse and who was  
the cleaning lady . . .. There should be a real—the ideal nurse, I think—there 
would be a beautiful blend of warmth and yet professionalism. 
 
Julio agreed that professionalism had to be combined with personal warmth 

before it could be beneficial. Actions that demonstrated professionalism with 
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personal warmth included checking on him, answering questions, and expressions of 

sympathy. 

Dick believed that professionalism in nursing was exemplified by the nurse 

who explained why something needed to be done in a certain manner, instead of 

saying, “The doctor said so.” He noted that this not only speaks well for the 

professionalism of the nurse but makes more sense to the patient. 

According to these informants, professionalism included warmth, a neat, 

well-groomed physical appearance, good organizational skills, dependability, a 

grasp of both the art and science of nursing, keeping up with current trends in 

nursing and medicine, and excellence in communication skills, particularly 

listening. These indicators of professionalism were also viewed as being indicators 

of competence. 

Another aspect of professional competence was seen in the nurses who were 

viewed by these informants as outstanding. Nurses who were identified as 

“outstanding” were seen as providing care that was especially beneficial to the well-

being and recovery of the patient. Almost every participant experienced interactions 

with one outstanding nurse, and often compared their experiences with other nurses 

against their interactions with this one “special” nurse. According to this group of 

informants, outstanding nurses listen and communicate well, are calm, competent, 

and intuitive, and are very thorough in the care that they provide.  

Incompetence is the broken aspect of competence, and this group of 

informants was astute at recognizing and eloquent in describing incompetence. 
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Incompetence was talked about within the contexts of lack of professionalism and 

failure to really know the person inside the patient.  

Lack of professionalism was exhibited in a number of different ways. Some 

of these were indicated by dress and demeanor, inappropriate conversations within 

the patient’s hearing, and failure to provide the patient with needed information. 

Other aspects of lack of professionalism that indicated incompetence emerged as 

serious neglect and panic. 

Serious neglect was considered by this group of patients to be one of  the 

strongest indicators of incompetence. Extreme anger was expressed by each of these 

participants who perceived that they had been the victim of serious neglect, even 

when the event had occurred years earlier and even when they realized that they had 

probably not been in any danger.  

Christina’s story of serious neglect is one that has been told earlier. She just 

wanted her overhead light turned off, so she could sleep, but she did have a very 

serious blood clot in her leg. It was 45 minutes before anyone responded to her call 

light. During this time she went through a gamut of emotions that ranged from anger 

to outrage, to mystification, to wondering just how long the nurses could ignore her. 

In the end, when she found out the unit had been devoid of personnel during this 

whole period of time, Christina was more concerned for the other patients than she 

was for herself. She was angry with the serious neglect demonstrated by this group 

of nurses, but her anger was directed at the nurses on behalf of other, sicker, needier 
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patients. She indicated that she viewed this neglect as egregious evidence of the 

incompetence of each and every nurse on duty on that unit that shift. 

Ruth’s story related to being ignored for two hours while she was awaiting her 

Cesium implant. This event was perceived by her as evidence of severe neglect that 

later resulted in complications that could have threatened that Cesium implant.  

Joyce’s story about serious neglect was told about the first postoperative 

night after her lumpectomy. Her daughter wanted to stay in the recliner next to 

Joyce’s bed, but the nurses relegated the daughter to the connecting family 

bedroom. Joyce continued the story like this: 

At 3:30 I woke up, and I thought, ‘Oh my God, I haven’t ambulated;  
I haven’t done anything. Nobody has turned me; nobody is talking to  
me!’ So, I got out of bed, and I made myself walk, because I was already 
short of breath, and I could see it was getting worse. . . . [The nurses were 
doing] nothing! Nothing! And I told them I was short of breath. No one was 
listening to my chest; no one was doing anything!!! It was like I was in this 
hotel. I could have stayed at the Anatol [local upscale hotel]! And had really 
good care!!!  . . . It was just awful! 

 
Joyce would later blame her pulmonary complications on the lack of surveillance 

and serious neglect on the part of the nurses during this first postoperative night. 

Lisa talked about one of the days when she experienced serious neglect on 

the part of the nurse who was supposed to be caring for her. In a sarcastic tone of 

voice, she said, “I’ll never forget her. She was just wonderful!”. Lisa noted that her 

physician wrote orders at 9:00 in the morning and that by 6:00 that evening none of 

the orders had been carried out. She said, “They didn’t let me shower, even though 
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he had put on there that I could shower and get my bandages changed; she wouldn’t 

come and do that. She didn’t bring me the K-pad.” 

Serious neglect was the most egregious and upsetting evidence of 

incompetence that these participants experienced. For these informants, serious 

neglect reflected egregious incompetence on the part of the nurses. 

Panic was another nursing action that spoke of incompetence. Angela was 

the only participant who experienced panic on the part of the nurses as evidence of 

incompetence, but for her panic indicated a lack of confidence and competence on 

the part of the nurse. Angela noted that she could have lost her baby as “a reaction 

to the nurse’s panic.” She also believed that the nurse was trying to make her 

(Angela) panic, as well. Panic was evidenced in the words, movements, and tone of 

voice of Attila the Hun. Angela noted that Attila’s tone of voice made her very 

nervous. Bits and pieces of the story as Angela told it follow: 

Seeing their nervousness, it made Mother [herself] nervous, you know . . ..  
She even jarred the bed when she put the stirrups up. I mean, in the midst  
of real hard contractions, she kept saying, ‘Push! Push!’ And she would  
shake the bed—move the bed. And her panicking and trying to hurry, instead  
of being calm and (thinking pause) gentle . . .. I mean, even when she was 
hollering at me to push, you know, I could hear her panicking, and yelling  
at me. 
 

Panic on the part of a nurse made this participant believe that the nurse was not 

confident or competent in her nursing abilities. Angela noted several times that calm 

gentleness in this situation would have created an environment which felt safer and 

more secure. 
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Knowing the Patient versus Failure to Really Know the Person Inside the 

Patient. Many of the participants in this study indicated that really “knowing” the 

patient is of paramount importance and evidence of competence. Christina 

emphasized this when she said, “Make contact with the person first and the patient 

second.” She added, “Discover what is of primary concern and importance to the 

patient. This can be done very quickly—in less than 30 seconds.” She also indicated 

that the expertise of the client in their own care should be acknowledged and valued. 

She said that nurses should find-out the patient’s preference, rather than making 

assumptions about that preference. 

Joyce talked about a nurse friend who knew her very well. Joyce had 

become severely dehydrated, but the physician said to focus on electrolyte 

replacement, rather than fluid replacement, because there was some concern about a 

possible intestinal obstruction. Because of her severe nausea, though, even taking 

small sips of Gatorade seemed impossible. According to Joyce, though, this friend 

was “really smart.”  

She had a little shot glass with crushed ice in it and poured Gatorade on top  
of it. And she came in and gave me the tip of the spoon, and she said, “You  
can only have a little taste, now.” Which was so much easier for me. Fifteen 
minutes later she came back and said, “You can have another little taste 
now.” [She did that] all that day and all that night. By morning [I was much 
stronger]. 
 
Angela talked about the nurse who truly knew her and her needs the best, her 

sister. Angela said that her soft-spoken tone of voice was one of the most helpful 

aspects of the care that she provided. Angela observed: 
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In her tone of voice. You know, that, I guess, the inferiority that you have,  
not knowing what’s going to happen. You know, like if the nurse came in 
panicking that my blood pressure was going up; that she was losing the  
baby’s heartbeat, you know. And just having the support there to know  
that everything was going to be okay. 
 
Becky noted that nurses need to find-out everything they can about the 

patient. She exclaimed, “Have your things ready! Read your Kardexes—please, 

please!!! Or whatever they use in different hospitals.” She added:  

And listen to them once in awhile. ‘I drink prune juice every morning.’  
Fine! Why don’t you just take time to put it on their diet? She’s had it  
for 20 years! And listen to the family; ask the family! 
 
Christina rather humorously talked about this from the perspective of a 

person who has been a paraplegic for 40 years. She said that more often than not, a 

nurse will come into her room on her first or second post-operative day and say, 

‘Okay now; it’s time to get out of that bed and ambulate!’ Christina’s response is, 

“Well, I’d just love to, if you can do that for me; it will be the first time in 20 years 

or 30 years or whatever!’ She added, “Don’t they read the chart?” 

Adding to this idea of truly knowing the patient and talking to nursing 

students, Christina said: 

First of all, I would tell them the most important thing to do is, the very first  
time you walk into that room, you need to connect with the PERSON that is 
in that bed; that person to person contact is more important than anything 
else. They may be the cancer patient in 328, but cancer may be the last thing 
on their minds right now. Because they might be dealing with a child who is  
having a substance abuse problem or some other issue that is really  
consuming them much more than the problem they’re in the hospital for. 
 

She added, “It only takes 30 seconds; it doesn’t take a long time to do this; you can 

do that in 30 seconds.” 
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Lisa contrasted the nurse who really got to know her with another nurse like 

this: 

[The beneficial nurse] kept asking questions like, “How are you feeling?  
What were you expecting? . . . So, you were expecting this. When are  
you expecting to be able to get up? How are you feeling?” She was kind-of  
more getting into what I was thinking rather than that first nurse who  
was like, “Well, you’re supposed to do this. This is how the rules are;  
the orders are working this way.” 
 

Lisa indicated over and over again that care must be individualized for each person. 

She said, “I just don’t fit into a cookie-cutter mold.”  

Ruth believed that nurses and other health care providers had gotten to know 

her when they realized how much she liked to joke and tease. She talked about one 

nurse who was taking her to the bathroom. Ruth shared: 

I went in to use the bathroom, and she had forgotten to put the seat down,  
and I sat down in the measuring cup!!! We were going down the hall  
giggling, and one of the nurses said, “What are you two giggling about?”  
And the other one told her she didn’t want to know! 
 

The nurse then turned to Ruth and said, “If it had to happen to somebody, I’m glad 

it was you.” Interpretively, Ruth seemed to accept this comment as affirmation of 

her personhood and the nurse’s acceptance of that personhood. 

Ruth was also very impressed with the staff at the cancer treatment center 

because they got to know each and every patient so well—not just her. She 

indicated that the people on this staff always interacted with her with warmth and 

humor, while they often interacted with sicker patients in a more serious, comforting 

manner. She concluded, “Everybody reacts differently to their treatment, and how 
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they feel about it. And I think the staff must be real astute at figuring out how to 

deal with each patient.” 

Knowing each patient as an individual was viewed by this group of 

informants as evidence of a high level of competence. In contrast, failure to really 

know the person inside the patient was objectifying and smacked of incompetence. 

One of the strongest indicators of incompetent nursing care was that of not 

taking the time or showing the interest necessary to really get to know the patient 

and his or her particular wants or needs. Several participants made comments to the 

effect that I jus t don’t fit in the same “cookie cutter” or “mold” that other patients 

do. 

In talking about a nurse who accidentally pulled her suprapubic catheter out 

during one hospitalization, Christina said: 

I think she just didn’t know—didn’t realize the seriousness of my  
situation . . .. I don’t think she had the comprehensive picture of what  
a serious situation [I was in]; she had her target of what she was to do. 

 
As we continued to talk, Christina indicated that this nurse was there to do a specific 

task, and did not understand that task within the context of her illness or even within 

the context of her as a whole person. 

Christina also talked about the nurses who sent her family home following 

her surgery during a much earlier hospitalization. She said, “That was a big mistake. 

I was really pretty mad. Because I needed them there. There are different 

personality types, but I’m the type that I need—I thrive on people. And I just needed 

someone there.” She went on to say that in this particular instance, she did no t need 
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emotional support as much as she needed someone there because she was so terribly 

thirsty. She noted:  

I felt like I was bothering them. I mean, I know I just had water 30 seconds  
ago, but I’ve just got to have it again! Again! So, I was so miserable, I 
needed a family member to stand there by the bed to give me a drink as  
often as I needed it. 
 
Christina also remembered one hospitalization when her children were 4 and 

9 years old. Hospital policy at that time forbade children visiting patients. Christina 

recalled:  

I couldn’t heal; I couldn’t rest—I wanted to see them so badly. And they  
wouldn’t let me see my kids. And I can’t heal if I could not be around my 
children; I couldn’t get well. And I was there for a long time. I just 
remember being so sick and wanting my babies . . .. I just remember  
being in a terrible mental state because I can’t get well if you separate me 
from my children. Finally one nurse said, “Well, if you want to see your 
children, then you have to go down to the lobby.” But I couldn’t go! I 
couldn’t sit up. There was no way that I could get down to the lobby. My 
husband worked at the hospital and he was concerned that he would lose his 
job if he snuck the children up to see me. But I finally did get him to do it a 
few times . . .. That just helped me so much! I felt like I improved during the 
hour I had my children with me. 

 
Christina needed her nurses to know that she needed to be with her children in order 

to recover. 

 Competence versus incompetence was evidenced by professionalism versus 

lack of professionalism and knowing the patient versus failure to really know the 

person inside the patient. Beneficial versus nonbeneficial interactions with nurses 

were categorized as caring versus lack of caring, presence versus nonpresence, and 

competence versus incompetence. 
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What Was Learned from the above Analysis? 

Words, actions, and events that facilitate the establishment of beneficial 

nurse-patient relationships overlap and interweave, as they should when dealing 

with interpersonal interactions. The same can be said for those words, actions, and 

events that prohibit or interfere with the establishment of such a relationship. In fact, 

there were times these nonfacilitative words, actions, and events led to the 

development of a relationship that was so nonbeneficial it was biocidic 

(Halldorsdottir, 1991). 

Many of the words that facilitated the establishment of a beneficial NPR 

were included in the category of constructive communication. Constructive 

communication included timely and accurate provision of information, teaching, 

words of affirmation, praise, and encouragement, friendliness with the appropriate 

use of humor, honesty, words of respect, and personal self-disclosure, and listening 

skills.  

Nonconstructive communication occurred when there was a lack of needed 

information and when the information provided was inaccurate. A lack of teaching, 

rudeness, and failure to listen were other indicators of nonconstructive 

communication. 

Actions and events that facilitated the establishment of a beneficial NPR 

were also overlapping and interwoven. Caring, presence, and competence facilitated 

the establishment of a beneficial NPR. Lack of caring, nonpresence, and 

incompetence inhibited the establishment of a beneficial NPR. 
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Indications of caring included kindness, meeting needs, and going “above 

and beyond” required responsibilities. A lack of caring was indicated by 

unkindness, failure to meet needs, and providing little care.  

Informants talked about presence within the contexts of surveillance and 

centering. They talked about nonpresence within the contexts of lack of surveillance 

and rushing. 

Competence was indicated by evidence of professionalism and really 

knowing the patient. Incompetence was evidenced by lack of professionalism and 

failure to know the person inside the patient. 

Summary 

In answering the question “What words, actions, and/or events facilitate the 

establishment of a beneficial NPR?,” four major categories emerged that seemed to 

provide the answer to this question. Those four categories were constructive 

communication versus nonconstructive communication, caring versus lack of 

caring, presence versus nonpresence, and competence versus incompetence. The 

specific words, actions, and events that were coded within the four basic categories 

were interwoven and overlapped within and among these four categories.  

Research Questions # 2 and #3 

The second research question asked, “How do patients understand and 

interpret the interactions/relationships they have with nurses?”.  The third one 

asked, “What meaning do these interactions and relationships with nurses have for 
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patients?”.  These two question will be considered and discussed together, since 

understanding, interpretation, and meaning are so closely intertwined.  

Already, in analyzing and discussing the data as it related to the first 

research question, it was difficult to avoid alluding to this issue of understanding, 

interpretation, and meaning. In fact, it was impossible to totally avoid it. But, in this 

section, the researcher will make an effort to explicitly tease out of the stories that 

have been told those understandings, interpretations, and meanings. 

Asking about feelings was used to probe for understanding, interpretation, 

and meaning. In the initial microanalysis 19 positive and 25 negative feelings were 

identified in the category that had been labeled feelings. As the researcher looked at 

the tree-display of nodes provided on NUD•IST, it became obvious that there were 

data that had been coded into other categories tha t also dealt with feelings. All of 

these data were reevaluated and recoded. All positive and negative feelings were 

coded into three basic dichotomous categories. These categories are feeling safe and 

secure versus feeling unsafe and insecure, feeling emotionally healthy versus feeling 

emotionally distressed and, feeling like a real person versus feeling like an object 

(see Table 6). Most often interactions that were seen as beneficial resulted in 

positive feelings that reinforced the personhood of the informant. Interactions that 

were seen as nonbeneficial resulted in negative feelings that made informants feel 

objectified. That being the case, this section of the analysis makes frequent 

reference back to the interactions that have been discussed earlier. 
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Table 6 
 
Feelings generated in participants by interactions with nurses 
Safe and Secure                                vs. 
     At ease 
     Comfortable 
     Trust in the nurse 

Unsafe and Insecure 
     Nightmarish 
          Anxiety 
          Fear 
          Anger 
          Active lack of cooperation 

Emotionally Healthy                        vs. 
     Little things mean a lot 
     Life-changing attitudes 

Emotionally Distressed 
     Frustration 
           Irritation 
           Feeling miserable 
     Feeling distraught 
           Upset 
           Agitated 
           Overwhelmed 
           Uncooperative behavior 
           Endless crying 
           Feeling crazy 

Like a Real Person                           vs. 
      Participatory Care 
           Nurse participates in pt’s struggle 
             Appreciative patients  
             Response to patient requests  
             Explaining & elaborating 
     Collaborative Care 
           Patient as complementary healthcare 
             partner 
             Patient active in all decision-making 
             Patient has “control” 
             Patient is empowered 
     Acknowledgement of the Patient’s 
     Personhood 
             Going the extra mile 
             Treating me like I am special 
             Encouragement & affirmation 
             Acknowledgement of the pt’s  
                   expertise 
            Look at the whole person—not just the 
                  disease 

Like an Object 
     Working from Different Agendas 
               Depersonalization/objectification 
                Frustration 
                Loss of control 
      Being Demeaned &/or Intimidated 
               Rough physical treatment 
               Unwanted audience 
               Failure to respond to patient requests  
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Feeling Safe and Secure versus Feeling Unsafe and Insecure 

Feeling safe and secure occurred when participants were at ease and 

comfortable and trusted their nurses. Participants felt unsafe and insecure in 

nightmarish situations. This led to feelings of anxiety, fear, and anger. These 

emotions in turn led to active lack of cooperation on the part of these patients.  

The need for feeling safe and secure in the unfamiliar hospital setting was 

mentioned by several participants. Roger was surprised at how safe he felt when he 

was being cared for by the one truly calm, competent nurse that he encountered. 

Becky also talked about calmness on the part of nurses being essential in 

establishing a feeling of safety for patients. In one story, she noted how calm her 

nurse had remained during an emergency situation, and how safe she had felt 

because of that calmness. Becky vividly remembered the nurse saying, “Don’t 

worry; I’m going to stay right here with you; I’m not going to leave you.” The 

feeling of safety that comment engendered 20 years ago still influences the care that 

Becky provides to her patients, today. 

Dick felt very safe during the night that he expected to die because of the 

constant presence and reassurance of one particular nurse. Dick never saw this 

nurse, again, and he tells the story about this nurse in such a way as to indicate he 

wondered whether this person was a nurse in the physical sense or whether she was 

a spiritual being. Either way, her constant presence and the words of reassurance 

and comfort that she spoke provided Dick with a strong sense of being safe, whether 

he lived or died. 
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Joyce and Ruth noted that when nurses are able to remain with patients 

throughout their surgical experience—admission to O.R., the surgery itself, and 

recovery—patients feel safer. In talking about this, Joyce asked, “Why don’t all 

nurses do this for all patients?”.  

Feeling safe and secure was also facilitated when nurses took time to 

establish a trusting relationship with their patients. This issue of trust was addressed 

by a large number of the participants in this study. Feelings of trust were stimulated 

by many different actions in many different situations. 

Bob talked about trusting a nurse who checked on him frequently, even 

though she was very busy and “running herself to death.” Bob finally told her, 

“Look, I have a button right here that I can press, and the people that respond are 

quite knowledgeable and quite competent, and you don’t have to come every time 

you turn around. I’m alright!”  

Establishing trust was an important ingredient in helping these participants 

feel safe and secure. Trust was established in a variety of ways including, but not 

limited to, careful listening, purposeful self-disclosure, and evidence of competence 

through word or deed. Participants who felt safe and secure felt more at ease and 

comfortable. Feeling at ease seemed to be related to having fears, anxiety, or 

nervousness relieved. 

Angela noted that purposeful self-disclosure on the part of one nurse, Holly, 

was what made her feel at ease. Angela was being admitted for delivery of an infant 

that she was giving up for adoption. Holly shared that she had recently adopted a 
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baby, and that she admired Angela’s courage in making the decision that she had 

made. Angela also noted that Holly’s sympathy and understanding made her want to 

be cooperative. 

Nancy talked about the technician who did her ultrasound putting her at 

ease: “She was good. She put me completely at ease. Never having one [an 

ultrasound] before, I didn’t know what to expect. She chit-chatted and was very 

upbeat, and I really like her—really like her.” When asked about the chit-chat that 

helped put her at ease, Nancy responded: 

Oh, gee, I don’t know! I mean, she told me where my organs were! Which 
 I didn’t know! It had been a long time since I had biology! She was just 
good. She asked if it hurt, or, if it hurt, she knew she was in the right area. 
And, she said that some of the staff got upset with her sometimes because 
she took so long. That night she had three other patients waiting. She told me 
they would have to wait, because she wanted to be very thorough and do it 
right the first time! 
 

This technician helped Nancy feel at ease (safe and secure) by her friendliness, her 

provision of information, her thoroughness, and her obvious competence. 

Comfort was another aspect of feeling safe and secure. The word comfort 

was used by these participants in two different ways that sometimes overlapped in 

meaning. The first meaning for comfort was relief or distraction from pain. The 

second use of the word comfort had more to do with soothing actions and words on 

the part of the nurse. In both uses of the word, comfort provided a sense of safety 

and security. 
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Julio noted that when the nurses used humor it helped distract him from his 

pain. Julio also observed that he felt safe and secure, because one of the nurses 

understood his pain and took great joy in providing comfort. 

Bob shared that the nurses were very careful in evaluating his level of pain, 

explaining the pain medication options available to him, and letting him make the 

decision about which medication he would take. He noted, “Frequently I would take 

the lesser of the two, and after 30 minutes or so, if I wasn’t asleep, I’d punch the 

button again, and they knew what I wanted.” This provision of comfort and sense of 

control helped Bob feel safe and secure. 

In talking about the excellent nursing care she received following bilateral 

total knee replacements, June noted that a concern for comfort, working with the 

patient until a position of comfort is reached, along with a pleasant willingness to do 

this work is a mark of “going the second mile.” She was also impressed that the 

nurses frequently asked her if she was comfortable.  

Lisa and Roger both shared that having one’s needs met without having to 

use the call light was very comforting. Lisa said, “It speaks well for the nurse’s level 

of competence and for her intuitive knowing.” She also noted that she felt 

comforted, safe and secure with the nurse anesthetist because she was relaxed and 

spent a lot of time with her, explaining everything and answering her questions. 

After surgery the anesthetist asked her if she was in pain; if she needed pain 

medication. The individualized care that she received in post-anesthesia recovery 

also provided Lisa with a sense of comfort. She said, “They really talked to me.” In 
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talking about the one beneficial nurse she had on the floor, Lisa indicated that she 

provided a great deal of comfort by asking the right questions.  

Lisa observed the fact that this nurse did a thorough assessment, even taking 

her own vital signs, both evenings she cared for Lisa, helped Lisa feel safe and 

secure. Also, the fact that this nurse was not married to “The Rules” like the other 

nurses seemed to be, was very comforting to Lisa and increased her feelings of 

safety and security. 

Imelda talked about one nurse who was “very, very nice.” When asked what 

she meant by nice, she responded: 

The little special things that they do . . .. She helped me turn over. You know  
that first night I was sore. She would help me turn over, and a little fluff of 
the pillow that I had never had before. I just felt like I was a queen!” 
 

These little thing were comforting and provided Imelda with a sense of safety and 

security. Additionally, these little things made her feel like she really mattered as a 

person—“like a queen.” 

As a CNA, Imelda also mentioned that part of comfort is having things just 

the way the patient wants them. She shared: 

Once I meet a patient, it may take me a day, but the second day, if I have 
them, I know exactly where they want their Kleenex box, or how they want 
their leg repositioned, or how they can tolerate being moved. I know it! And  
I can make them comfortable. 
 

Imelda was somewhat mystified that so few of the nurses she encountered during 

her hospitalization were concerned with these little things that she knows are so 

important. 
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Joyce, an R.N., talked about comfort a great deal during the three interviews 

that she provided. She noted that she first experienced this comforting aspect of 

nursing when she had polio as a child. When asked to talk about being comforted, 

she indicated that nurses can provide comfort only when they really know their 

patients. 

Becky, a CNA, talked about the use of nursing arts as essential to providing 

comfort, but she called it “old-fashioned care.” She also noted that the comforting 

presence of a pastor or chaplain increased her feelings of safety and security. 

Roger was comforted by the nurse who provided him with such calm, 

competent care—knowing what he needed before he knew it himself. I asked Roger 

if this nurse was friendly. He indicated that she was not especially friendly and 

added, “I don’t need a friendly person. I need someone who is just exactly like she 

is. I knew when she was around, I was getting cared for. She didn’t need to be 

friendly.” 

Ruth experienced physical and emotional comfort from the nurse who taught 

her how to use her PCA pump. She said that the nurse was very emphatic that she 

USE it. “It won’t overdose you, so don’t be afraid to use it!” In contrast, Becky’s 

nurses never taught her how to use her PCA pump. After a painful night, it was her 

physician who had to teach her how to use it and explain that she could not overdose 

herself. 

Ruth, an R.N., observed and was amazed that the nurses and other healthcare 

providers at the radiation center did such an excellent job of providing comfort to 
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every patient who came through their doors. She noted that sometimes this was done 

through the use of humor, sometimes it was done through the use of purposeful self-

disclosure (sharing stories about their own lives and experiences), and sometimes 

through expressions of care and concern—depending on the individual and what 

they needed. She illustrated this by saying: 

You know, after a couple of weeks, well, it’s, “Hi there, Ruth. Come on  
back.” And you could tell the way they interacted with the other patients.  
Now, they had some there that were coming in on stretchers that were  
just—one guy was green. And you could tell how they changed. I was  
watching them, because I was curious. But you could tell how they changed  
their personalities. They became very, not serious, but very comforting. . . . 
I just made it a point to watch and see how each of them reacted. They could  
go, just like that, they would go from someone really, really sick in the 
hallway, where they had the stretcher, to coming in to you, and they changed 
their approach. 
 
Christina shared that comforting is an important part of the kindness that she 

believes is essential for all healthcare providers. She shared: 

[It is very important] to be comforting. And, of course, I relate so much to 
scripture, and there is a verse that says, ‘Comfort others with the same  
comfort wherewith you have been comforted.’ So, if you have been through 
something, and you—and I have even told people, ‘As you go through this,  
don’t let it all be wasted. Remember what is comforting you, because 
someday God will use you to comfort others.’ 
 

So, Christina posited that the use of purposeful self-disclosure is a powerful tool in 

comforting those who are in a time of distress. 

Comfort provided by nurses included both physical and emotional comfort. 

Provision of comfort was an essential element in helping patients feel safe and 

secure. Physical comfort was provided by timely and appropriate administration of 

pain medication, teaching patients how to use their PCA devices, and careful 
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attention to assessment and positioning. Emotional comfort was provided by asking 

the right questions and responding appropriately to the answers given. Sometimes 

emotional and physical comfort were provided through the use of humor and 

sometimes through verbal and physical expressions of concern and compassion. 

Appropriate, purposeful self-disclosure was also recommended as a tool for 

providing comfort. 

Feeling safe and secure during healthcare interactions was extremely 

important to this group of informants. These participants indicated that when they 

felt safe and secure, they were more apt to be cooperative. Feelings of safety and 

security were facilitated by nurses when they worked to establish a trusting 

relationship, when they helped put the person at ease by addressing fears and 

anxieties, and when they provided comfort.  

In contrast, feeling unsafe and insecure was an unsettling experience. Many 

of these experiences were considered nightmarish by these informants. Feelings of 

anxiety, fear, and anger arose from these interactions. Several informants indicated 

they became actively uncooperative when they felt unsafe and insecure.  

Joyce referred to her hospitalization experience in the big city as one long 

nightmare. Talking about the big city hospital, Joyce said: 

They tell you every patient has a suite, so the family can stay in it. A  
private bedroom and a private kitchen and a private lounge and then the  
patient’s room and all this stuff. I could have cared less. And my family  
could have cared less. However, I would say from the time of admitting to  
surgery it was a nightmare! All the way through it. [Lots of sighs as she  
talked about this experience.] 
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Joyce also talked about her experiences with home health nurses as a 

“nightmare.” Some of these events have been shared. Suffice it to say that Joyce 

said about this nightmare, “I have NEVER seen such bad nursing care in my life!” 

This “bad nursing care” caused her to feel unsafe and insecure in her own home. 

Lisa talked about almost all of her hospital experience as a nightmare. This 

researcher has had students on the unit Lisa was on, and she and her students would 

be glad to testify about similar nightmares they have had on this unit. As one 

example, while this facility’s labor and delivery floor was being renovated, this unit 

served as a post-partum unit for healthy newborns and their mothers. One of the 

patient rooms had been turned into an interim nursery. One day, the nursery nurses 

took the babies out to their mothers for feeding and then took a break off the floor. 

One of my students ran out of a room screaming, “The baby’s choking! The baby’s 

choking!” I looked at the nurse who was standing there, and she said, “We just take 

care of the mothers. We don’t have anything to do with the babies!” She then 

walked away expressing an attitude of disinterest in this choking infant.  

Fortunately, the student and I were able to successfully intervene in this mini-crisis, 

but the overall attitude was distressing.  

A feeling of abandonment was another kind-of nightmare that a number of 

these informants mentioned. For this researcher, a sense of abandonment on the part 

of participants was one of the most interesting issues to arise from this study. Esther, 

the very first participant in this study, had an experience that caused her to feel an 

overwhelming sense of abandonment. An interesting component to this story is the 
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difficulty the interviewer had in eliciting the complete story. After mentioning this 

overwhelming sense of abandonment as the most negative event in her illness 

experience, she really did not want to talk about it. I had to redirect her back to this 

event several times before she was willing to tell the whole story. Part of this 

reluctance may have been the physical and emotional pain related to this experience. 

But a big part of that reluctance was her unwillingness to lay blame for her 

overwhelming sense of abandonment, and, at heart, she was blaming her husband 

and/or her surgeon, and she really did not want to blame either one of them. 

Now, to the story itself. Esther was in the hospital for a total knee 

replacement. The surgeon who did this procedure is young but very capable and 

competent, and he has done this procedure many times. But, when he opened 

Esther’s knee there was a “pocket” in the femur just above the knee. As soon as 

Esther was reacted from her anesthesia, her surgeon explained to her that the 

surgery went well, except for the discovery of this one little abnormality. He 

indicated that he had reinforced the area and did not anticipate that it would cause 

any problems—but it did! 

One evening, as a nurse was trying to help Esther onto the bedpan, Esther 

experienced excruciating pain in her upper leg above the knee replacement. The 

pain was so severe and abnormal that the nurse immediately called the surgeon. A 

portable x-ray was done and revealed a lengthwise split in the femur, which 

originated in that abnormal “pocket.” The surgeon indicated to Esther that they 

would need to do emergency surgery to repair this major complication in the 
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morning. He had the nurses reinsert her Foley and ordered strong pain medications 

as often as needed. He also explained a few things about the anticipated surgery 

before he left. 

After that, Esther told her husband that he needed to go home, telephone 

their children, and get a good night’s rest. Esther noted: “There was no sense in 

keeping him up there all night . . . . And, he has leg problems and everything, and he 

needs to stretch out.” 

So Esther was left there alone with her pain and her worries. She shared: 

I’d wake up, and I’d think of these things. I’d think, “Oh my gosh! They  
are gonna have to put that back in my back [the epidural that had just been 
removed that day]. How am I gonna roll over to do that? How’re they gonna  
get that in me?” You know, without killing me. And things like, you know,  
the unknown, I guess, is what was bothering me. 
 

At this point, Esther changed the subject, again, and began talking about a local 

Sausage Fest. After letting her ramble for a bit, I said, “I’m still not ready to let go 

of this abandonment.” She replied: 

I guess it was just that things were so unknown to me that I didn’t know,  
you know. What about the plate [that was going to be inserted the next  
morning]? And I’d wake up, and I’d think of these things and my stomach  
would just sink! . . .  And I got that [sinking feeling] several times that night. 
And it’s about like, you know, if it had  been daytime you could have talked 
to somebody about this maybe, you know? But it was nighttime, and you 
would just sorta be left alone, or I was, with my thoughts . . . . [And I] just 
had a real lot of questions about what this is gonna be like. How long was I 
gonna be in the hospital? And knowing—another thing that bothered me was 
I knew, you know, that we were coming off of COBRA, pretty soon. And, 
“Oh my gosh! How much will this set things back?” You know, to where 
we, maybe won’t be able to get the therapy I need—as much as I need it. 
And, not knowing, of course, if they were gonna extend it for us later. But, 
you know, just so many things rush in on you. And not, you know, really I 
planned the operation at that time of the year, because I thought it would be 
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a lull. I wasn’t counting on it being that much of a lull. And it wasn’t 
anything any nurse did or anyone did consciously; it was just I had so  
many fears and everything. 
 
After Esther had completed her story, I said, “The nurses were in and out all 

night giving you pain medication.” She agreed that was true. I said,  “Well, what if 

one of them had sat down and said, ‘You must really be scared. Would you like to 

talk about it?’”. She agreed that would have been very helpful. Unfortunately she 

added, “Do nurses do things like that?”. For Esther this was truly a long, dark night 

of real soul despair, and while the nurses were faithful in their efforts to keep her as 

physically comfortable as possible, they did nothing to alleviate her feelings of 

abandonment. 

Esther had multiple questions running through her mind, a sinking feeling in 

the pit of her stomach, and an overwhelming sense of abandonment. She wanted her 

husband to go home and call their children, and she wanted her surgeon to go home 

and get a good night’s sleep, but she needed someone to sit down and talk with her. 

The nurses who were in and out all night checking on her and administering pain 

medication could have done that, but, Esther didn’t know nurses “did things like 

that.” Since she did not know that nurses do things like that, Esther did not think to 

ask one of them to stop and answer her questions. 

Later, Esther asked her surgeon why he had not remained and done the 

emergency surgery that night. Esther shared that he supplied several reassuring 

answers. According to Esther he said: 
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Well, several reasons. One thing, in school [they teach you], “Think twice;  
cut once.” A deal like this needs to be planned; and I wanted to talk it over  
with Dr. B., because he was going to be assisting me. I wanted to make sure  
that we had a good plan as to what we were gonna do when we got in there.  
I didn’t want to rush into anything. I just wanted to have a chance to think 
about it and study the x-ray a little bit more and not rush. Plus, I knew I 
could get a better team together in the daytime than I could on short notice  
at night. And, I wanted certain people to help, and that’s why I waited. 
 

While this explanation was reassuring to Esther, after the fact, it could not erase the 

overwhelming sense of abandonment she had experienced that one long, lonely 

night. 

Christina told a story of feeling abandoned, when a nurse left her on a 

bedside commode and failed to leave the call light within reach. Christina started 

feeling like she was going to pass out, and couldn’t reach her call light, so she 

started calling for help. She said: 

And I’m yelling, “Help! Help! Somebody help me!” And I heard them  
standing outside my door talking. “Well, that patient’s certainly yelling  
for help.” I said, “You! Quit talking about it and come in here and help  
me!” Somebody hollered—never even stuck her head in the door—“Well, 
we’ll tell your nurse.” On and on and on. I was screaming and nobody came.  
I was screaming, finally—and, of course, that energized my lungs to where  
I didn’t pass out. But, anyway, I was asking them to please help me, and I  
can hear them talking about me to each other, 2 yards outside my door, and 
nobody would come in because, “I’m not your nurse.” [This last said in a 
sarcastic tone of vo ice.] 
 

In this situation, Christina initially felt abandoned by her own nurse, who had failed 

to leave her call light within reach. But that sense of abandonment escalated when 

the nurses available right outside her door would not help because “they were not 

her nurse!”. 
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Another kind of nightmarish experience occurred when participants felt like 

victims of intentional cruelty. Intentional cruelty on the part of nurses and other 

healthcare professionals engendered strong feelings of being unsafe and insecure on 

the part of these participants.  

Angela talked a great deal about the cruelty she suffered at the hands of 

Attila the Hun. It has already been shared that Attila insisted on taking her pulse on 

a sore bruised wrist, rather than the other wrist, over and over, again. Angela 

interpreted this as intentional cruelty on Attila’s part. This repeated evidence of 

“cruelty” caused Angela to feel unsafe and insecure.  

Angela also interpreted her experience with Attila and the anesthesiologist as 

further evidence of intentional physical cruelty. This whole situation escalated and 

snowballed to the point that Angela was uncooperative and verbally abusive toward 

the nurse and physician. Angela shared that if they had come in, done a careful 

explanation, and allowed her to position herself, the whole scenario would have 

played out so differently. Instead, they came in with no introductions or 

explanations and began to physically manhandle her—just like an object. She noted 

that since she was already frightened and angry and feeling abused, this whole 

situation only served to increase her feelings of being in an unsafe situation. 

Joyce talked about several different times when she felt that she was the 

victim of intentional cruelty. The first was when she went to radiology for a “needle 

loc” prior to her breast surgery. The horror that both Joyce and one of her physician 

friends experienced as a result of this “inhuman, barbaric” procedure has already 
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been shared. The cruel and unusual nature of this procedure, and the lack of care 

and concern she received from radiology technicians and nurses during and after the 

procedure initiated Joyce’s feelings of being unsafe and insecure in this facility. 

Another event that Joyce interpreted as cruel was the manner in which 

chemotherapy was administered in a group setting. She shared: 

Lining patients up in recliner chairs—to me it’s barbaric. It isn’t at all  
considerate of the patient. I realize they have to watch the patients, but it  
is the same as a nursery. We found out the best thing to do was have  
the baby in the mother’s room, and have a glass partition where you could  
see the mother’s room. A circular nursery was the answer. And you hear  
each patient’s story and what they are going through. And I think the 
oncology practices have got to change what they are doing . . .. I think  
this lining up, I’m not the only one that has equated it to Auschwitz. You’re 
bald, you’re vulnerable, because once you lose your hair you are vulnerable. 
And that shows your vulnerability, because it shows . . .. And I think the 
doctors’ goal is just get the patient the medication, and, I mean, that’s their 
goal. I’m not saying that negatively, but I want to put one of them in those 
chairs! 
 
Nightmarish experiences elicited feelings of being horrified and appalled. 

Several participants and family members used these words to express how they felt 

during unsafe and insecure situations. Angela’s sister used the word horrified to 

express how she felt when she overheard Attila complaining at the nurse’s station 

about how unappreciative they were when “she had worked SO HARD to help 

them.” Of course, Angela, her sister, and the whole family felt that everything Attila 

had done was biocidic. So, Angela’s nurse-sister was horrified to think that this 

nurse saw herself as helpful! 
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Joyce was horrified with the preoperative care she received prior to her first 

breast surgery. We have been to radiology with her, where she left dripping blood 

from her needle loc. She continued the story like this: 

They put the gown back on me; now, mind you, by this time the gown was  
damp. Wheeled me back. I don’t know what time I got back to the cubicle,  
but my family and friends were there. And I couldn’t move, because every  
time I moved the gown hit the needles and it HURT! So, I am in bed and  
every time I had to void—I had an I.V.—every time I had to void, I had to  
get up and go to a PUBLIC RESTROOM!!! It was the restroom used by the 
waiting room and by the patients. And I was getting upset about this. And I  
said to the nurse that “I really don’t think it is wise. I have a wet gown on.  
I’m going into a restroom that has a stench that is overwhelming, and I’m  
not going back there!” And my daughter said, “We’re not going back in 
there; we’re not taking my mother back in there until it is cleaned!” I don’t 
remember—it wasn’t clean; it had not been cleaned. 
 

A British nurse finally went and got a dry gown and blanket for Joyce, which 

brought a fleeting sense of security. But this was just one more scenario that 

contributed to Joyce’s feelings of being unsafe and insecure at this facility. 

Christina was horrified when the nurse pulled her suprapubic catheter out 

and did not even bother to notify the physician. Christina shared: 

Well, what she said was, “Oh, it must have been loose anyway, or it was  
probably about ready to come out or something.” I had a concern that there  
were some stitches inside, so I told my doctor the next day, and he went and  
asked her, and she said, “Oh, all the stitches came out with it.” But how 
would she know how many stitches were in there? It made me—how do  
I feel about the nurses? I was just horrified at the incompetence. 
 
Most of Lisa’s horror stories have already been shared, but one more needs 

to be inserted at this point. Lisa related: 

“Please call my doctor.” “We can’t do that; it’s too late.” My mom was still  
sitting right there; she just could not believe . . .. And then I started getting  
really cold; started having these really cold spells. And my Mom asked if  
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she could get another blanket for me. “Well, we’d have to walk all the way  
down to the end of the hall to that closet, and whenever we can get to it, we  
will get to it.” And my Mom goes, “Well, where is it? Can I go get it?” “You  
can’t go down there; you are not allowed!” . . . I couldn’t—I mean—it was 
SOOOOOOO horrible!!!! Then, they called up the doctor; it was like 
midnight. He was the doctor on call. He goes, “Well, if she doesn’t like it 
there, she can just leave!” 
 
Participants who felt unsafe and insecure developed feelings of anxiety, fear, 

and anger. Anxiety was an emotion mentioned by participants as an outgrowth of 

little worries that went unaddressed. Ruth talked about the anxiety she experienced 

during the preoperative wait prior to her Cesium implant. No one came in the room 

to acknowledge her presence or tell her what was going on. Ruth shared that the 

anxiety that she experienced during this time became almost intolerable. Ruth said, 

“They had come in and done the lady in the room with me, but they never 

acknowledged my presence. They just took her out and we sat there.” When asked 

how that made her feel, Ruth responded, “It was kind-of almost scary. Because your 

first thought is, ‘Am I really here on the right day?’”. 

In talking about the nurses who provided her with a lot of “benign neglect,” 

Becky noted their failure to assist her when they should have and to answer her 

questions in a straight- forward manner made her nervous. When she told the nurses 

that she was having a problem with her left leg, she shared: 

I woke up; I couldn’t pick up my leg, and it scared me. But I couldn’t get  
the nurses to say yes or no, or she said, “Well, that’s just blah, blah, blah.”  
It was just their attitude I didn’t care for. Now, I know for a fact they had  
very few patients; they weren’t overworked. . . .The medications I was on, 
morphine, drip-type thing, PCA thing. And that kinda made me nervous,  
because they really didn’t give me a good, uh, they didn’t explain nothing.  
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Becky noted that she even had to be responsible for her own ambulation and deep 

breathing, because the nurses were not even seeing to those basics of postoperative 

care, and this made her very anxious. Worries that led to anxiety were seen as 

counterproductive to recovery by those participants who had these experiences. 

An outgrowth of anxiety is the emotion of fear. According to these 

informants, fear had an even more negative impact on their recovery than anxiety.   

Lisa shared that she feared for her life during the time she was receiving 

such nonbeneficial nursing care following her pelvic surgery. She said, “And I 

really wanted to go home. I really and truly wanted to go home.” Later, when the 

tape recorder had been turned off, I asked Lisa why she wanted to go home so 

badly. She looked at me like I was really obtuse and very matter-of- factly replied, “I 

thought they were going to kill me.”  

Fear is a biocidic emotion that, according to these participants, interfered 

with the healing process. An unsettling number of these 14 participants experienced 

some level of fear during their interactions with nurses. 

Anger has already been alluded to and is a feeling that many of these 

subjects shared as a result of feeling unsafe and insecure. When Attila the Hun 

continued to become louder and rougher in spite of requests to the contrary, Angela 

became angry. Angela noted that the anger related to this made her less willing to 

cooperate. It made me just want to get my hand and just go “wacko!” 

[demonstrating a balled-up fist, hitting Attila in the nose]. As this situation 
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snowballed and escalated, Angela’s anger was also directed toward other healthcare 

professionals. 

Christina eventually became angry the night her call light went unanswered 

for 45 minutes. What began as mild irritation escalated and escalated until it became 

full-blown anger. Christina felt that she and all the patients on that unit had been 

abandoned. She knew that this was inexcusable neglect that truly smacked of 

malpractice. Her anger rose to new heights the next day when she shared her stories 

with others and they shrugged their shoulders and said, “We hear stories like that 

about this unit all the time.” 

Another issue that causes Christina repeated bouts of annoyance and anger is 

the failure of healthcare professionals, particularly nurses, to respect her self-care 

knowledge related to her paraplegia. She said nurses often chide her because she 

doesn’t shift her body position in her wheel chair often enough. But, she has learned 

over the years that, for whatever reason, she is not prone to developing pressure 

sores. So, it annoys her and even makes her angry when people tell her she 

“shoooooould” do something when there is no reason for that should. Another 

“should” that annoys and makes this participant angry is when people tell her she 

“should be more careful not to develop foot drop.” He response is, “I’m never going 

to walk, again. Why should I care whether or not I have foot drop?!?” Christina 

stressed that nurses and other healthcare providers need to be especially cautious 

about respecting what the patient knows in chronic, long-term conditions. These 
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individuals know far more about themselves and what works and does not work for 

them than anyone else. 

Anger and frustration were the two emotions that Lisa experienced the most 

often during her nightmarish hospitalization. Much of her frustration and anger 

revolved around the demeanor of the nurses, rather than what they actually said or 

did. Her perception of most of her nurses was that they were dogmatic authority 

figures who were not interested in listening or helping. One nurse, who sat on Lisa’s 

bed, swinging her legs and smacking her gum and reading her the “riot act” about 

the physician’s orders and “how we do things around here,” set the pattern for most 

of the interactions that followed. 

Lisa also expressed anger, because the nurses were not listening to her as she 

explained her self-care knowledge to them related to the pain medication she 

needed. She said: 

I’m not a big drug person, and I don’t think that they were even listening  
to realize what type of pain I was in. It was more like, “Okay, this is what’s 
ordered, and we can give you that.” It was actually too much, and I fought  
against that. And it got down to a point where, near the end, I was just 
calling my doctor at his office from the hospital and saying, “No, this is the 
type of pain that I’m in; this is what I need.” 
 

So, her physician ended-up having to telephone the nurses with specific orders each 

time Lisa needed something for pain. The medication they were giving her was too 

strong; she needed the less strong pain medication more often, but the nurses 

refused to listen to her about this.  
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Roger expressed anger about the nurse whom he overheard “bitching” 

because she did not want to be at work. When asked how this overheard 

conversation made him feel, it took Roger a long time to select the right word. He 

finally said, “I was really [long pause] angry about that.” When asked why that 

made him angry, he responded: 

Well, it was real evident that she had her own agenda on her mind, and the 
way it looked, it didn’t much include me, and I was the one that was the 
patient in there . . .. [It was] VERY, VERY [inappropriate for her to express 
herself like this within my hearing] . . .. As a matter of fact, my wife 
commented on the same thing, and I had not said anything about it. But she 
definitely, she didn’t need to be there working. It was just like she said, “She 
needed to be somewhere else!” 
 

In this case, the loudly expressed complaints of a nurse made this patient angry and 

left him feeling unsafe and insecure, because if this woman was his nurse, her 

concerns were with herself and her needs rather than with the needs of her patients. 

Anxiety, fear, and anger are negative emotions that these participants 

presented as being counterproductive to their recovery. Several participants 

indicated that these negative emotions caused them to be actively uncooperative, 

particularly with the nurses who triggered those feelings. 

Angela was the participant who talked the most about becoming actively 

uncooperative when she felt unsafe and insecure. But, we can certainly see in Lisa’s 

stories how her willingness to cooperate diminished as she felt more and more 

unsafe and insecure. Roger, too, indicated that when the nurses had an agenda that 

was different from his, he “just dug in his heels.” And, we can infer from other 
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participant’s stories, that being difficult and uncooperative escalated and  

snowballed with feelings of being unsafe and insecure.  

Feeling Emotionally Healthy versus Feeling Emotionally Distressed 

Other feelings reported by this group of informants were those of feeling 

emotionally healthy versus feeling emotionally distressed.  The positive feeling of 

emotional health and well-being was often imparted to them through beneficial 

interactions with nurses. Negative feelings of emotional distress were sometimes 

imparted by nonbeneficial interactions with nurses, although there were instances in 

which this emotional distress was part of the overall gestalt of the illness experience. 

In those situations, mildly nonbeneficial interactions with nurses became extremely 

nonbeneficial. In this category, the sub-categories are not dichotomous. Informants 

talked about feeling emotionally healthy in two contexts. The first of these was 

within the context of little things meaning a lot; the second had to do with life-

changing attitudes that developed as a result of the illness experience. They talked 

about feelings of emotional distress within the contexts of frustration and feeling 

distraught. 

Several of the participants mentioned that it is really the little things that 

make a difference between beneficial nursing care and nonbeneficial nursing care 

and provide a feeling of emotional well-being as opposed to feelings of emotional 

distress. Most of these stories have already been told, but it is essential to reiterate 

that many of the interactions and events that made a real difference were little 
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things. Shutting down the noise for Bob and fluffing a pillow for Imelda were little 

things that meant a lot to these individuals. 

One little thing that meant a lot to several participants was the help they 

received in turning the corner to recovery. One example was the elderly man whose 

wife I encountered at a concert. She said, “That day the student took care of him, 

was when he finally turned the corner.” Yet another example was the verbal 

affirmation and encouragement that Dick and June received as they recovered from 

their total knee replacements. Becky said having the hospital chaplain come 

everyday was very beneficial. She shared, “[Having him come] really helped my 

spirits.” She added that she thought there was healing power in the touch of his 

hand. When I asked her about the touch of a nurse’s hand, she said, “I think there’s 

healing power there, too.”  

For Esther, turning the corner to recovery involved being reconnected to 

meaning in her life. Because of her serious complications, Esther’s recovery from a 

total knee replacement was much longer than normal. During much of this time, 

Esther was in a long-term care facility. She became somewhat discouraged and 

depressed about her situation and the fact she had nothing constructive to do. One 

day one of her co-workers mentioned how much they missed Esther’s free- lance 

contributions to the local newspaper. She said they were shorthanded and it was 

really tough having to do the columns Esther usually provided. Esther said, “Well, if 

I had a laptop, there isn’t any reason I couldn’t do that from here.” The newspaper 
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provided Esther with a laptop and one of the nurses found Esther an extra table on 

which she could keep the laptop. She shared: 

He found me a table. And none of them were ever too busy to plug it  
in, because I couldn’t reach the plug, either from my chair or from  
the bed. I couldn’t do that, and so they’d come and plug it in. 
 

While finding this table and willingly plugging in the computer whenever Esther 

needed to use it seem like small things, Esther observed: 

When I was able to get back to work it made all the difference in the world 
to my recovery. I love [the newspaper], and I love computer work. I like 
what I do for them, and it gave—it was something to do, and I really felt 
useful. 
 
Some participants talked about turning the corner in the context of  keys to 

recovery. For some this had more to do with their own spiritual faith and internal 

and external resources. Christina had much to say about her own keys for healing. 

Some of these keys for healing were facilitated by nurses. We noted earlier, that 

when she was young, she needed to be with her children in order to heal. She also 

shared that a person-to-person connection, preferably with the nurses, is essential 

for healing. She noted, too, that healing requires quietness and rest. “Loud talking 

among nurses is avoidable and extremely counterproductive in the healing process.” 

Joyce talked about “laying-on-of-hands” as being an essential key to 

recovery. She talked about this spiritually, but not religiously. She referred to some 

of the “lost” nursing arts, such as warm, soothing bed baths and back rubs. It was 

already mentioned that one of her most healing experiences occurred when a young 
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male nurse insisted on bathing her with warm, soapy water in spite of her severe 

nausea and dry heaves. 

Joyce also shared that an individual’s own attitude is an essential key to 

recovery. One particular attitude that she had adopted that was very useful for her 

was thinking in terms of “the” cancer instead of “my cancer.” She shared: 

THE this instead of MY this. This virus got me. And I’ve got to love myself  
and get strong to let this—get this out of my body. I think there is a real  
important element in that. And, I think if you can get to that point, it is  
easier to progress along and maybe even accept other complications. And 
acceptance as it comes along, you know. “The damn thing has done this 
now.” 

 
Joyce viewed this as an important strategy nurses could teach to patients. 

Julio talked a great deal about the healing power of humor, both during 

episodes of intense pain and during cardiac rehabilitation. Julio noted: 

Even visitors that had, if they stayed very serious and somber, I seemed  
to do that, too. But, if they made light of things—sometimes people 
misinterpret when we make light of things; maybe they feel like maybe  
these people just don’t care. They don’t realize how bad things are, or they 
don’t realize how serious this is, and that’s why they make light of stuff. But 
I have come to appreciate that; I really have . . .. I saw how good it was for 
me. I know how to get serious; I know how to get super down and focused 
on all the negatives. I know how to do that! In fact, I know how to do that 
better than the other. So, when I saw how this different approach to those 
difficult times [really works, it left a real impression on me]. 
 
According to these participants, it was important for nurses, as well as 

friends and family, to facilitate patients in turning the corner to recovery by helping 

them use some of these keys for recovery. These little things were important factors 

in feeling emotionally healthy for these acutely ill adults. 
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Another aspect of little things that mean a lot that was important to some 

informants was that of feeling like family. Several participants shared that they 

became so close to some of their nurses, that the relationship was “like family.” 

Julio really enjoyed becoming a father-figure to several of the young nurses, 

particularly one of the young, male nurses. He also noted that the cardiac 

rehabilitation nurses and all the patients who were going through rehabilitation at 

the same time, became one big, happy family. For him, these relationships were 

integral to his emotional well-being. 

Esther said, “Oh, listen, I cried when I left TCU [the long-term care unit]. 

And I cried for a day-and-a-half! I told one of the nurses, ‘I wish you’d take me 

back.’ It was like home.” Esther shared that everyone who worked up there had 

become like family, but she talked the most about one very young CNA. Esther said 

that this girl was so sweet and provided her with such good care that she became 

like a granddaughter to her. Esther even attended this young woman’s high school 

graduation. 

Being treated “like family” was a little thing that meant a lot to some of the 

participants in this study. This helped them retain a sense of emotional health and 

well-being. 

Several participants talked about feeling emotionally healthy  within the 

context of permanent attitude changes about life and its meaning. These changes 

were often related to the illness experience, per se, but interactions with family, 

friends, nurses, and other healthcare providers had an impact on these life changes. 
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Perhaps Dick and Julio had the most evident changes in their attitude about 

life. Dick indicated he had become a much more spiritual individual since the night 

he was cared for by the angel/nurse. In talking about her Dick said: 

My recollection of that night was, of course, lots of flashes. But every time  
that I have a recollection of it, she was there. And it was almost as though  
there was a halo around her, because there was no other light in the room  
except a low table light just off to the side. It just kind of made her GLOW! 
 
At the end of the interview, I asked Dick if he had any thoughts about this 

nurse. He said, “Well, my wife and daughter think she was an angel,” and he 

seemed to think there was a strong possibility they were right. Dick also noted that 

he has done a great deal of reprioritizing about what is really important and what is 

not so important as he lives his life. 

After telling the earlier story about how serious he tended to be and how 

beneficial humor had been in his recovery, I asked Julio, a professional counselor, if 

he had changed his own professional approach at all. Julio indicated that he had and 

told about it like this: 

I have a tendency, now, yeah, a little bit more—taking things a little bit  
more lightly. Even with my peers—especially with my peers. I think that  
they are saying, “There IS a funny side to this guy; he can be funny; he can 
appreciate humor.” Because they have always seen me as a very serious,  
focused person. I’m trying to get the job done, the best and quickest way  
possible. Even in therapy sessions, in group sessions, I was one—I didn’t  
want to waste any time. Let’s get down to business and take care of things.  
But this experience, my own personal experience going through this medical 
treatment, I came to appreciate humor in a way, perhaps, that I didn’t realize  
how helpful it could be. In the emotional healing, the mental, from the 
feelings of anguish—it is just better. And people at work were surprised. 
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Julio relished his personality change and the fact that his colleagues were so 

surprised by it. 

An attitude change for Joyce was that she had to learn that it was alright to 

receive as well as to give. As a nurse and single mother, she has always been the 

doer and the giver, and learning to accept help was difficult for her. She said, “I 

have to remind myself that others are receiving blessings by doing things for me!” 

Feeling emotionally healthy was related to those little things that nurses did that 

meant a lot and to life changing experiences that were an overall part of the illness 

experience. 

Feeling emotionally distressed was discussed in the context of feeling 

frustrated or distraught. Frustration was a word used by almost every participant at 

one point or another in their interviews. Frustration ranged from being a fairly mild 

emotional distressor to being the immediate precursor to more serious emotional 

distress. 

Ruth and Angela were frustrated with situations that caused them 

embarrassment. Ruth was embarrassed when she had an incontinent bowel 

movement. After mentioning her embarrassment, I asked her about any other 

implications of this event following a Cesium implant. She shared: 

It’s the way the thing is put in. It is very easy for it to get contaminated. And  
also because you are not supposed to move with it; you are supposed to lay  
flat on your back. And I mean FLAT on your back! Well, you can raise up  
about 30 degrees—your bed. But basically, you are not supposed to turn 
over; it [the implant in the vagina] can come out rather easily. I don’t see 
how it could come out, but they tell me it could come out! I was 
embarrassed, and I was upset, because I knew the reason it happened was 
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because [my preoperative prep] had not been done properly. . . . In fact,  
they had to call the doctor and tell him what had happened. Which didn’t 
make me feel any better. I told the nurses how sorry I was, but they said not 
to worry about it. But they did have to call the doctor and tell him, because 
we needed to find out if we needed to do anything special to—if there was 
any feces on the packing, what we needed to do. He said, ‘Oh, it happens!’ 
Of course it does, but I didn’t want it to happen to me!!! By the time they 
had me all cleaned up, they had stayed past the time they were allotted to  
be in there [because of the radiation]. But they were very kind and very 
reassuring. They did not give you the impression—she told me that they  
had to hurry with the cleanup because of the time factor, ‘But if we hurt  
you or anything, let us know. We are going to do this as fast as we can.’  
She told me why she was hurrying. And I understood that. And that was 
okay. 
 
Angela was embarrassed by a nurse following the birth of her baby. Angela 

told the story like this: 

I had a room full of company, and I wasn’t nursing or anything, ‘cause I  
was putting her up for adoption. She [the nurse] walked in my room, and  
I—she knocked on the door, and I said, ‘Come in.’ She goes, ‘Okay, it’s  
time to bind your boobs up.’. . . With a room full of company! And, in fact,  
I had the adoptive father in there, and he got up and started to walk out the  
door, you know, like she was going to come in and do it. . . . But that’s kind  
of embarrassing, you know. I thought, “You could at least say, ‘ Can we 
bind your breasts up, since you’re not nursing?’” But, ‘It’s time to bind your 
boobs up?!?’  
 

Both of these embarrassing incidents were directly related to the words and actions 

of nurses.  

Irritated was a word used by a number of participants to identify a mild, but 

discomfiting, frustration with a situation. Joyce was irritated by the male nurse who 

was offended when she asked for a female to accompany her to the bathroom. 

Nancy was irritated by the number of times she had to answer the same 

questions at the teaching hospital where she had her gallbladder surgery. She noted: 
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Of course, they wanted to rule out heart first of all. I can’t remember 
specifics, but they did an EKG and asked me 10 million questions!  
Fourteen times!!! . . . After awhile I got to thinking, “Don’t you all talk  
to each other? Don’t you write this down? Share it with somebody else?” 
 

Nancy really did understand why so many different people were asking her the same 

questions over and over again, but she was not feeling well, and providing answers 

to the same questions repeatedly was taxing. 

Nancy was also irritated when the nurses worked and worked and worked to 

start a new IV site without success. Finally, one of the nurses said, “Let me call the 

doctor before we call the Life Flight nurse [the resident expert in difficult sticks]. 

She called the doctor and he ordered oral antibiotics for her. He indicated, “We 

really don’t need the IV access for anything else.” Nancy wondered why the nurses 

had not thought about this before using her for target practice. Her frustration and 

irritation were mild and did not impact upon her recovery, but had she been a Lisa, 

she would have been livid. While irritation is a mild form of frustration, it is a 

negative emotion these informants would have liked to avoid. 

In Lisa’s early tales about her nightmarish hospitalization, she used the word 

frustration, but that unrelieved frustration soon led to outright anger. That anger has 

been addressed at length in the section on feeling unsafe and insecure. 

Talking about the one outstanding nurse who worked so hard to relieve her 

emotional distress, Lisa indicated that “beginning to get nasty” was evidence of her 

increasing frustration. She shared: 

She saw how frustrated I was and how much pain I was in that—I was  
really getting nasty at that point. I was turning into one of those nasty  
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patients. And she calmed me down; she called the doctor and asked if  
I could have extra pain medication and a sleeping pill at night, because  
I didn’t get much rest during the day. She immediately got me my pain 
medication; everything was just wonderful with her!  
 

This nurse recognized and addressed the fact that some of Lisa’s frustration and 

increasing nastiness was related to unrelieved pain and sleep deprivation. She 

addressed those two problems and “everything was just wonderful!”  

Frustration sometimes occurred when participants felt miserable. Feeling 

miserable indicated a physical condition that had overtones of emotional distress. 

Being miserable occurred when a negative situation continued on and on without 

relief.  

Christina talked about being miserable the night she could not get her thirst 

relieved. She hated to keep asking the nurses for a drink of water, but, “I was so 

miserable. I needed a family member to stand there by the bed to give me a drink as 

often as I needed it.” She also talked about being “soooooooooo” miserable when 

she was damp from multiple leaking tubes. 

Lisa, too, talked about feeling miserable after she had developed her 

paralytic ileus. She shared: 

I couldn’t see my feet; my staples were starting to pull out; I was miserable!  
I asked her to call the doctor. ‘There’s nothing wrong with you; you’re just  
fine; let me go get you a cup of tea.’ Refused to call the doctor. It got to the  
point where I was not having bowel movements, my stomach was bloated 
out, and then she brought me dinner and fussed at me because I didn’t eat 
my dinner. 
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At this point, Lisa’s resources were so diminished that she no longer had the energy 

necessary to express her anger. But, physically, she was miserable, and for her the 

emotional overtones seemed biocidic. 

Being miserable was talked about as a dismal physical and emotional 

sensation that some participants experienced as a result of illness and related 

complications. Each of these participants, though, who reported feeling miserable 

seemed to believe that this state of physical and emotional discomfort could have 

been  ameliorated by nursing comfort measures. Frustration, whatever the 

underlying cause, is an emotional distressor that, for some of these participants, 

snowballed into the more serious form of emotional distress referred to as being 

distraught. 

Like frustration, being distraught had multiple levels and multiple causes. 

Some participants who were distraught were very upset. Some of them truly felt like 

they were losing their minds. 

Angela used the word upset and agitated in tandem as she talked about some 

of her experiences with Attila. She shared the following: 

They [the nurses] wouldn’t listen to her [Alice, her soft-spoken nurse sister], 
either. You know, and even though my sisters were around my bed, and  
would speak softly to me. And Alice knew how agitated I was at this nurse,  
and the pain I was in. She stood at my bed and prayed. 
 

But even in this quiet, prayerful setting, Attila’s treatment of Angela did not 

improve.  
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Christina talked about being upset many years ago when she had been asked 

if she would allow a student nurse to catheterize her. This paraplegic lady needed to 

urinate, but did not need to be catheterized. Nonetheless, in the spirit of helpfulness, 

she agreed. Christina continued the story like this: 

I was being discharged, ready to go home . . . .The nurse said, “We’ve gotta  
get report.”. . . So, my husband came in; he needed to get back to work; we  
had children staying with friends; we needed to get back at a certain time  
from [the city where I was hospitalized] to [our home town, many miles 
away] to pick them up; and I can’t sit up all that long after that surgery.  
And I kept calling and calling, “Somebody, please come get me dressed;  
help me go to the bathroom; I’ve got to leave.” And them saying, “Well,  
we are in report; we are in report.” And they didn’t come for like an  
hour-and-a-half, and my husband is so agitated because he needs to get  
back to work, and I didn’t blame him at that time. Finally, he helped me  
get up and go to the bathroom and get my clothes on and all this stuff. And 
we are ready to leave, and the nurse comes in with the student nurse and she 
wants to do the Foley. I said, “No.” She said, “But I have to teach this 
student how to do it.” “Well, I’m sorry, I have been begging for 2 hours to 
get somebody in here. You didn’t come in 2 hours and now you expect me to 
get undressed, delay my departure, so that you can teach this student? I don’t 
think so!” 
 
The researcher’s transcriptionist was offended by the patient in this story. 

She did not seem to “get” the point of concern for this patient. As a “professional 

patient” herself, all she could see was a demanding patient who was screaming at 

the nurses to do something her husband could have done for her as soon as he 

arrived. Christina, though, made it clear that she waited as long as she did only out 

of a desire to accommodate the student nurse and her instructor. 

Nancy talked about being upset when her family was sent home the night 

following her gallbladder surgery. She said, “This aggravated my daughter a lot!” 

Nancy told the story, much like the one that was told by Christina: 
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When the doctor came to talk to the family after I got out of surgery, he  
told them to go on home, because I would be asleep, and there really wasn’t 
anything they could do for me. So, my husband and daughter went on,  
but Mom and Dad [who are elderly] stayed. And, they stayed until about  
4 o-clock in the morning. And I was really glad they were there. Because  
I knew that the nurse couldn’t stay right there with me, and I was awake a  
lot. If I wanted anything or needed anything, well, Mom was there to get the  
nurse for me. So they left about 4, and then my husband and daughter got  
there about 8 or 8:30. I wasn’t there very long by myself. But, when my  
daughter found out that Mom and Dad had stayed and that I had been awake,  
she was UPSET!!! Because she wanted to stay with HER MOM [instead of 
having the elderly grandparents take that responsibility]! 
 

Being upset is a distressing emotion that seems to be a precursor to feeling 

distraught. 

 Feeling overwhelmed was described by these participants as the initiating 

factor in feeling truly distraught. Esther and Joyce were the two participants who 

shared the most about feeling overwhelmed with their illnesses and healthcare 

experiences. Esther talked about this in relationship to the rehabilitation she had to 

go through following complications related to her total knee replacement.  She 

shared: 

I’d have a good day, you know, and for no reason that I was ever able to  
figure out—maybe the next morning, I’d get up. I’d feel nauseous and  
sometimes it was all right. I felt real wobbly on my walker and like, they’d  
say, ‘Now we want you to get down the hall a ways with that aide.’  I’d look 
down the hall, and it was like two million miles down there.  
 
Esther compared her recovery this time to her previous hospitalizations. She 

said, “I had babies like nuthin’.” And even when she had a hysterectomy her 

recovery had been rapid, with each day being better than the previous one. But, this 
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roller coaster, up and down, experience, overwhelmed Esther emotionally. She 

noted: 

The therapist, well everybody, they all told me, they’d say, ‘You can’t  
compare tissue surgery with bone surgery. It is different, and it’s harder  
to get over. Bone surgery is. And you have been through a lot.’ And they  
were real patient—sometimes I would cry. 
 

Esther appreciated these explanations and also appreciated the fact that they always 

had a box of tissues handy. But Esther does not cry easily, and the unexpected 

complication and prolonged rehabilitation continued to be a source of emotional 

distress for her. 

One of Joyce’s stories of being overwhelmed and distressed by a home 

health nurse has not been told. Joyce described this nurse as follows: 

She was giddy; she was always dressed up; always had nail polish; always  
looked nice, beautiful. But talked incessantly. From what I understand, she’s  
well respected, highly regarded, but she hadn’t got a CLUE! . . . She told me  
that she had a patient just like me. And she said, “She’s a patient just like 
you, and she’s going into her last round of chemo, and they told her that 
there was nothing more they could do for her.” And I said, “WHY did you 
tell me that? What purpose did that serve? Why did you even talk about 
another patient?” 
 

This information about a patient “just like her,” inappropriately shared by a nurse, 

overwhelmed Joyce, making her angry and despondent. For Joyce, this seemed like 

some sort of embedded command that she was destined to do as poorly as this other 

patient “just like her.” 

Distraught itself was a word used by every participant who had nightmarish 

experiences. Lisa became increasingly distraught with the nurses who were 

supposed to be caring for her. We can look back and see in some of her stories how 
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her increasing level of emotional distress seemed to lead to increasing nonbeneficial 

behavior on the part of the nurses. Why did they refuse over and over again to tell 

her mother where the sheets and blankets were? Why did they react angrily when 

her soiled sheets needed to be changed? Why did they refuse to listen to Lisa? Why 

were they so reluctant to help Lisa? Lisa traced her severe emotional distress and 

ever snow-balling difficult behavior back to nurses who refused to listen and who 

seemingly became increasingly dogmatic and “rule-bound” as she became more and 

more upset and difficult. 

Joyce talked about being distraught after the radiologist told her there had 

been a suspicious spot in her left breast prior to her reduction mammoplasty on that 

side. Because of that surgery, though, they could no longer identify the location of 

that spot. While this interaction did not involve a nurse, Joyce’s description of 

feeling distraught is so evocative it must be shared. Joyce said: 

Anyway, I was fine. I got out in the car; I was just fine. I got in the car and  
started to cry. I cried, cried, cried, cried. I cried, cried, cried, cried. I think  
I cried for 11 hours. 
 

While Joyce’s experience and response were extreme, it provided an exemplar for 

this type of emotional distress. Joyce said, “I was gone; I was just out of my tree!” 

But, she had one friend, a nurse, who just kept expressing understanding and 

affirmation. She reassured Joyce that her extreme emotional distress was 

understandable under the circumstances. This sympathetic response helped restore 

Joyce’s feelings of sanity. 
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Joyce also talked about feeling crazy when she returned to her home town 

after being in the big city. She noted, “I got back home. I couldn’t breathe. I thought 

I was going out of my mind!” At one level, Joyce thought her shortness of breath 

was a surgical complication, but at another level, she was convinced that it was 

psychosomatic and that she was losing her mind. 

According to this group of informants, being distraught was a biocidic 

emotion that interfered with healing and recovery. Being distraught was evidenced 

by uncooperative behavior, endless crying, or feelings of craziness. These 

informants believed there were times when nurses stoked the fires of frustration 

until they were truly distraught. They also shared that a lack of care and concern on 

the part of nurses had the power to make a seriously ill patient distraught.  

Feeling Like a Real Person versus Feeling Like an Object 

Being treated like a real person, not as a room number or diagnosis, was 

another aspect of positive feelings reported by this group of research participants. 

Once, again, after starting with 10 categories under this heading, recoding revealed 

three major action categories that helped patients feel like a real person. While this 

section is related to feelings, it was the actions on the part of nurses that were 

significant in helping patients feel like real people. The first action category is 

participatory care and the second action category is collaborative care. While these 

sound very much alike, there is an important difference. Participatory care occurred 

when the patient sensed that the nurse was willingly becoming a part of his or her 

life, personhood, suffering, and recovery. Collaborative care occurred when the 
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patient was recruited, viewed as, or insisted upon being a collaborative partner in his 

or her own health care. The third action category is verbal acknowledgement of the 

patient’s personhood. 

Participants talked about feeling like just an object in several different ways. 

One type of objectifying interaction occurred when the patients and nurses were 

working from different agendas; this created feelings of a lack of control on the part 

of the informants. Participants also felt objectified when they were demeaned or 

intimidated; this caused offense and made them feel like they really did not matter 

to the nurses who were caring for them. 

Participatory Care 

These participants felt that their personhood was validated by participatory 

care. As noted above, participatory care occurred when the patient sensed that the 

nurse was willingly becoming a part of his or her life, personhood, suffering, and 

recovery. Participatory care was always appreciated and provided a sense of 

personhood for patients. Dick was the participant who talked about the nurses being 

“participatory” in his care. A participant is a member, a partaker, or an accomplice 

(Microsoft 2000). To participate means to contribute, chip in, take part, join, involve 

yourself, or share (Microsoft 2000). To participate in means to engage in, take part 

in, or tackle. Dick was saying many of these things with his use of the word 

participatory.  

 Participatory care was experienced by these subjects in a variety of ways. 

Dick felt that he would have died of peritonitis one night had it not been for the 
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excellent nursing care he received. In expressing his appreciation for this nursing 

care, Dick shared: 

At no time did I feel like I was alone. Even when I had no relative there,  
it seemed like there was a nurse close by. And they were all so friendly  
and helpful and concerned and [long pause—looking for the right word]  
participatory almost. That I just had great feelings about what was being  
done for me. 
 

It seemed that Dick was saying that he appreciated the fact that the nurses were truly 

involved in his suffering—partakers of his suffering with him. In the larger context 

of this story, he truly saw the nurses as tackling or taking part in his battle against 

death. Dick was especially amazed because one of these wonderful, participatory 

nurses even remembered him when she saw him on the street many months later. 

Both Roger and Ruth experienced participatory care in the amount of time 

that a particular nurse or group of nurses spent with them. Roger was surprised by 

the nurse who provided such excellent care; he did not expect participatory nursing 

care. Appreciation was expressed by both Roger and Ruth and is the word most 

often used by these informants to express their feelings related to receiving 

participatory care. 

Nancy and Imelda both expressed a great deal of appreciation for 

participatory care from E.R. nurses. Nancy’s appreciation was related to the fact that 

they kept her well- informed at all times. Imelda’s appreciation had more to do with 

unconditional acceptance and understanding on the part of the E.R. staff. She was in 

one facility’s E.R. frequently because of severe migraine headaches. She noted that 

the nurses were always caring and concerned and never made her feel like they 
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thought she was a hypochondriac. Becky, who experienced a great deal of benign 

neglect from her nurses, experienced participatory care from, and expressed 

appreciation for, the one nurse who sat down with her, held her hand, and explained 

to her why she was feeling so weepy. 

Bob talked about one night when he was in the neurological ICU. He said 

the noise level was really high, and he was tired and needing to sleep. He alluded to 

the noise by saying something to his nurse like, “Y’all must be awfully busy.” She 

indicated that they “were just swamped.” About 2300 when the noise had still not 

abated, Bob asked for the charge nurse. When she responded: 

I said, “I realize that y’all are very busy, but I really want to sleep, and there  
is so much noise. Is there any way that you can close these doors or maybe  
you all could work in another section for awhile? I’m very tired, and I would 
really like to sleep.” And she was very sympathetic to my request. It was as 
if they had just shut the thing down! The noise stopped shortly. I don’t know 
whether they  moved to a different area or what, but I woke up about 3 hours  
later and it was quiet as a church. 
 

When asked how he felt about the nurses’ responsiveness to his request, Bob 

replied: 

Most appreciative. I felt like they were very attentive. In fact, it was more  
than I expected. I mean, they have work to do. And I was one of many  
patients. And most of the patients in ICU, I think, were a lot sicker than  
I was. 
 

When Bob said that the nurses did more than he expected in providing a quieter 

environment, he was talking about participatory care. 

Lisa received participatory care from the one beneficial nurse that cared for 

her during her hospitalization. Nancy talked about participatory care being when the 
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nurses explained things to her and elaborated on what they told her. She said, 

“Because I hadn’t had that much experience with nurses or being in the hospital, I 

really didn’t always know what to ask.” 

For Esther the nurses in the long-term care facility practiced participatory 

care. In her situation a laptop provided by the newspaper and a table and plug- in 

provided by participatory nurses made her feel like a real person because all of that 

reconnected her to meaning in life. According to this group of informants, nurses 

who willingly involved themselves and became an accomplice or partaker of the 

patient’s personhood, reinforced that personhood and facilitated the patient in 

feeling like he or she was a real person. 

Collaborative Care 

Collaborative care occurred when patients were recruited to or insisted on 

being a complementary partne r in their healthcare decisions. When participating in 

collaborative care, patients felt like they had more control over their situation, felt 

empowered, and became more cooperative. 

Joyce, an R.N. who had completed many hours of cellular biology 

coursework, understands more about her breast cancer at a cellular level than many 

physicians. When not allowed to participate as a full member of her healthcare 

team, she fired that team and assembled a new one, even though it delayed her 

beginning treatment for several crucial weeks! Joyce noted repeatedly that one way 

of knowing that you are really a collaborative partner on your own healthcare team 

is when the other members of that team really listen to you. 



                                                                                                        

 

249 
 

Joyce told about creating her own collaborative healthcare team. She said: 

I was asking questions of every doctor. And I asked them each the same 
questions, so I wouldn’t misjudge them based on my previous mistake. I  
did that to the plastic surgeon. I did it to the oncologist. I was thorough; I 
wanted to create a team. “But,” I told them, “I have to be an equal member 
of this team. And I have to trust you so much that if I can’t function, I know 
you will function for me.” And I already had all my legal papers, my 
instructions to physicians, my living will, I had everything and everyone got 
one. And I told them, “I’m doing my part, but you have got to do your part.” 
And I was, I realized, running out of time; I was on the clock by this time. 
 

The collaborative team that Joyce assembled was very effective and played a great 

part in restoring her personhood after she had been through a series of 

dehumanizing experiences.  

Joyce shared: 

My oncologist knew I had to be part of the team. And I had to know  
what was going on; and I had to be told what he was told. When he heard it,  
I wanted to hear it. And he’s always done that. 
 

This faithfulness to Joyce’s collaborative role on the healthcare team continued to 

bolster her feelings of being viewed as a real person. While this team that Joyce 

assembled was primarily a team of physicians, nurses were invited to join her 

collaborative care team as she moved through her illness experience. 

Lisa, a strong, intelligent, assertive woman with long-term, chronic pain 

problems, needed to be a collaborative member of her healthcare team, but most of 

the nurses she encountered were not willing to allow her this role. She noted that it 

seemed to her this was a “control” issue, and that the nurses exerted their control 

and authority by failing to “really” listen and by refusing to call the physician when 

she needed them to do that. 
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Esther talked about collaborative care within the context of the weekly 

planning sessions at the long-term care facility. She shared: 

They happen for everybody; every Wednesday, mornings are pretty much  
devoted to planning sessions. They take everybody in turn; they start at one  
end of the hall and just work their way back. You get told in advance what  
time your session starts, so you husband, your child, whoever you want to be 
there can come . . .. And everybody’s there; you go in this conference room 
and sit around a big table. And they’ve got the head nurse, the therapists, 
both OT and PT, that have been working with you. The dietician comes up, 
and then they usually have a fairly comprehensive note from the doctor . . .. 
And then your insurance person [case manager]. And so then you go, and 
they talk with you. They say, “Okay, now.” Then they go around the table 
and get everybody’s assessment of how you’re doing. And then they’ll say, 
“And, now, how are you feeling? Do you feel ready to go home on maybe 
such and such a day, or do you feel like you need some more therapy—one 
kind or another? And, how are you feeling?” And so it’s really a nice give 
and take; I enjoyed the planning; that was helpful. I like hearing a rundown 
of what everybody else that’s involved in the case thought—how they 
thought it was going. 
 

Esther’s experience with formal collaborative care made her feel like a member of 

the team and like a real person. 

The issue of who was in control was an important piece of collaborative 

care. One reason Joyce “fired” her first healthcare team was that she felt that she 

had lost control over the situation.  

Along with control, empowerment was a piece of collaborative care that 

increased the individual’s feelings of being a real person. Joyce talked about an 

event that empowered her. It happened when she returned home from the big city 

and her primary care physician’s nurse affirmed and confirmed her perceptions 

related to the neglect and abuse that been visited upon her. Joyce noted, “It 

acknowledged the seriousness of my situation. And I realized I had to get medical 
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care fast. Also, it gave me the strength and determination I needed to assemble a 

new team under pre-established conditions.” According to this group of informants, 

collaborative care, in the sense of including the patient as an equal member of the 

healthcare team, was an important ingredient in helping them feel like real people 

who really matter. 

Acknowledgment of Personhood 

The third nursing action that helped patients feel like real people was verbal 

and/or nonverbal acknowledgement of their personhood. This was accomplished in 

a number of ways. 

Several participants mentioned that when a healthcare professional “went the 

extra mile” for them, they felt special—more like real persons. Christina said 

whenever possible she asks to be admitted to labor and delivery in the hospital she 

uses, although her problems have nothing to do with obstetrics or gynecology. But, 

the nurses on that unit treat her like she is special, and that helps her maintain her 

personhood. 

We have already mentioned that Imelda felt “like a queen,” when one nurse 

fluffed her pillow. Ruth shared that having fun and sharing laughs with the nurses 

made her feel special. When asked to compare this type of situation with the one in 

which she was virtually ignored for several hours, Ruth said: 

You feel acknowledged. That you are not just stuck there; you’re not  
just a number or somebody in room 262. You feel validated. The fact  
that they appreciate you as a person, that you are important, that your  
time is important. 
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Both Dick and June, who had total knee replacements, felt validated as 

human beings by the encouragement and affirmation they received from nurses and 

physical therapists during the time they were going through rehabilitation. Both of 

them, as well as the researcher’s mother, had virtually identical observations about 

this affirmation. They each said something to the effect of, “I don’t know if I was 

really doing as well as they said I was, but it sure did make me feel good. And it 

made me want to work that much harder.” 

Christina, a paraplegic for 40 years, emphasized that the expertise of the 

patient should always be acknowledged and valued. She shared examples of both 

sides of this coin, but stressed that especially with those who have been dealing with 

a health problem for many years, they are much more the expert on their own care 

and needs than any healthcare professional could ever be. This acknowledgement 

and valuing of what the patient knows is an important ingredient in helping them 

maintain their personhood. 

At one point in her second interview Christina said, “I think it’s important to 

look at the whole person, not just their disease.” In a rather confrontational tone of 

voice the researcher asked, “What does that have to do with it?”. Christina 

responded: 

Because it validates the person. And when you are validated, you just—I 
think it [pause] probably helps your immune system. I don’t know!! That’s 
just my theory, but to be a person instead of a disease. When I was taking 
my chaplain training, we used to hear how nurses would say, “Well, the 
gallbladder in 222, and the stroke in 315.” We were told to always avoid 
that—labeling people according to the disease. 
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Christina noted that after she began working as a chaplain, she realized that 

sometimes diagnosis and room number provided an easy shortcut to 

communication, but she felt that nurses (as well as chaplains) need to focus on the 

whole person, rather than just a diagnosis and/or room number. 

Verbal and nonverbal acknowledgement of an individual’s personhood on 

the part of nurses and other healthcare providers is an important piece of helping 

patients feel like real people. Feeling like a real person was facilitated in three 

different ways. The first was participatory care, the second was collaborative care, 

and the third was verbal and/or nonverbal acknowledgement of the patient’s 

personhood.  

Feeling Like an Object 

In contrast, feeling like just an object indicated a sense of depersonalization 

and loss of personhood. One type of objectifying interaction occurred when the 

patient and nurse were working from different agendas; this created a feeling of lack 

of control on the part of the informant. Informants also felt objectified when they 

were demeaned or intimidated; this caused offense and made them feel like they 

really did not matter to the nurses who were caring for them. 

When a nurse and the patient were working from different agendas, and the 

nurse refused to listen to or consider the patient’s agenda, the patient felt like a 

nonperson or an object. In talking about this general feeling of depersonalization or 

being treated like “just an object,” Lisa shared: 
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My fists come up, because it’s like, “Hey! I don’t fit into any of those 
rules!!! In the best of circumstances, I don’t fit whatever your mold is.  
And this is not the best of circumstances, and I’m sure not gonna fit into 
your mold.” It just sets you off, and it sets the pace for [the whole 
hospitalization]. 

 
Lisa needed the nurses to recognize her agenda, rather than expecting her to abide 

by the agenda they used for other patients. 

Roger talked about these differing agendas in light of being asked to deep 

breathe during the night and having pain medication “pushed” on him—both after 

neck surgery. We have already explored Roger’s reluctance in taking pain 

medication; he was not hurting and he has a substance abuse history. But, perhaps 

even more frustrating to Roger was the fact that the nurse kept “bugging” him to 

deep breathe all night. He said: 

There was a nurse all night long, it seemed like, trying to get me to do  
deep breathing. Or something like that. And I didn’t want to do it—and  
I didn’t do much of it . . .. [R: “You were not very cooperative with that.”]  
No I wasn’t!!! [The researcher is laughing out loud at this, but the informant 
is just barely grinning; he really does not think it is very funny. R: “How did 
it make you feel when she kept bugging you about that?”] Well, I was—
she’s asking me to do something I really didn’t much want to do. I had 
other—it seems like I had other concerns. And, I guess what the deal was, 
was it was never explained to me why this was necessary. [R: “Okay. Do 
you think your attitude might have been different if she had explained to you 
why it was important?”] Probably not. . . . Because I don’t think that 
anybody could have explained to me why breathing had anything to do with 
my neck operation.[R: “Okay. What was on your agenda at that point?”] 
Sleep. . . . I really needed some rest. [R: “So, just kind of generally speaking 
how do you respond as an individual when somebody’s trying to impose a 
plan on you that is different than the one you have?”] Rebel! Dig in my 
heels!   
 
Much of the frustration associated with working from different agendas is 

the feeling of losing control. Several informants recognized that some of the 
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nonbeneficial interactions they had with nurses resulted from their own need for 

control. It seemed to these participants that many nurses wanted to be the authority 

figure and maintain control of all aspects of patient care. For many individuals, this 

loss of control was frightening and biocidic. 

Joyce noted that many of her problems in the big city resulted from her 

feelings of loss of control and disempowerment. She mentioned a number of times 

that she really needs to be in control. Many of Lisa’s problems were also related to 

her feelings of loss of control. This loss of control made her feel like her well-being 

did not really matter to the nurses. 

Angela also felt a of loss of control when Attila the Hun would not allow her 

to carry on a conversation with her physician. Angela clearly experienced Attila’s 

frequent interruptions as a control issue. Angela noted, “It was like she was trying to 

take control. It was obvious that she thought she mattered more than I did. She was 

trying to run the whole show in there, and she knew it.” The fact that Attila viewed 

herself as more important than Angela made Angela feel like an object that did not 

really matter. 

Participants also felt objectified when they were demeaned or intimidated by 

nurses. This caused them to feel offended and like they really did not matter to the 

nurses who were caring for them.  

Feeling demeaned and intimidated by nurses took several forms. Angela felt 

demeaned when Attila tried to physically turn her on her side, rather than asking her 

to turn herself. She also felt demeaned in the way Attila approached vaginal exams. 
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She compared Attila several times to other nurses who approached this procedure in 

a kind, compassionate, unpainful manner. Angela combined the words demeaning 

and unnecessary several times. Angela believed that it is never necessary to demean 

a patient; any patient should always be treated like a person—never an object. 

Christina felt demeaned and degraded when she had an audience, without 

her permission during the birth of her first child. She noted: 

It was during the delivery for my son, who is now 30, so it was some time  
ago. But I remember it! If they had said, “You’re unique; it would be 
wonderful if you would allow us to let nurses watch this—students watch 
this,” that would have been one thing. But just to bring them in! 
 
When patients were demeaned by nurses, it made them feel like they really 

did not matter to the nurses. Lisa felt like she did not matter to the nurses during 

most of her nightmarish hospitalization. She felt like she did not matter when it took 

a full day for physician’s orders to be implemented, when two hours elapsed before 

the nurse came to change her wet and dirty sheets. She felt like she did not matter 

when the nurse wanted her to lie down on dirty sheets, rather than change her bed. 

She felt like she did not matter when the nurses would not tell her mom where to get 

clean sheets or where to find a blanket. She felt like she did not matter when the 

nurse turned her room into a three-ring circus—throwing things around and 

breaking the K-pad and causing water to spew all over the room. She felt like she 

did not matter when the nurses would not listen to her, and when she had to scream 

for her pain medications. She felt like she did not matter when she developed an 

undetected paralytic ileus. She felt like she did not matter when her complaints were 
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not recognized as a problem by administration. Lisa just felt like she did not 

matter!!! 

Lisa also felt like she did not matter, when she was discharged with a 

paralytic ileus without any discharge instructions. She noted: 

See, that was another thing. I never got any discharge instructions. With  
all my other surgeries and my other hospital stays, I always got discharge 
instructions . . .. Not only a form, but usually you get that little instruction 
sheet that’s about 2 pages that says, you know, “Don’t bathe” or “bathe after  
this point” or “don’t lift anything. Change bandages. Or even something 
about the ileus.” . . . Just stuff like that; I got nothing! “Just sign for your 
belongings and boot her out the front door!” 
 
In this situation, when Lisa felt objectified, like she just didn’t matter, she 

also felt like she was using much of the energy she needed for healing in self-

defense. She said, “When a nurse treats you like, ‘We have this set of rules that 

everybody goes by,’ it raises your defenses.” She added, “Getting so far out of 

control really hurt me.”  

Informants indicated that when a patient is made to feel that he or she does 

not matter as a person (or even as a patient), it is objectifying and depersonalizing. 

When these participants felt like they did not matter, they felt like an object—not a 

person. 

Answering Research Questions # 2 and # 3 

The second and third research questions asked, “How do patients understand 

and interpret the interactions/relationships they have with nurses?”; and “What 

meaning do these interactions and relationships with nurses have for patients?”. The 

feelings these informants experienced revealed the understanding they had and the 



                                                                                                        

 

258 
 

meanings they attached to their interactions with nurses. Generally speaking, 

unbeneficial actions on the part of nurses led to negative feelings on the part of 

patients and beneficial actions on the part of nurses led to positive feelings on the 

part of patients. 

One of the categories identified in this section was feeling safe and secure 

versus feeling unsafe and insecure. When these participants felt safe and secure, it 

meant they could trust the nurses to meet their needs and look out for their best 

interests. Feeling safe and secure also meant that they could be at ease and 

comfortable; they did not have to be anxious and worried about what was going to 

happen next. Feeling unsafe and insecure occurred during nightmarish experiences 

with nurses, which included feeling abandoned and intentional cruelty. This led to 

feelings of anxiety, fear, and anger and produced an active lack of cooperation on 

the part of patients. 

Another category was that of feeling emotionally healthy versus feeling 

emotionally distressed. Feeling emotionally healthy was often triggered by small 

nursing actions—little things that meant a lot. Emotional health was also identified 

as being related to illness experiences that resulted in life-changing attitudes. 

Emotional distress was talked about as feeling frustrated and miserable. At another 

level it was referred to as feeling upset, overwhelmed, and distraught. 

The third category that served to inform these questions was that of feeling 

like a real person versus feeling like an object. Patients felt like they were able to 

retain their personhood when the nurses engaged them in participatory or 
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collaborative care. Collaborative care provided informants with a sense of control 

and empowerment. Verbal acknowledgement of the patient’s personhood also 

served to make the individual feel like a real person who really mattered. Informants 

felt objectified and depersonalized when the nurses failed to acknowledge and abide 

by the patient’s agenda. This made the participants feel an extreme lack of control. 

Informants also felt objectified when they were demeaned and/or intimidated. This 

made them feel like they did not really matter to the nurses. 

Research Question # 4 

 This question asked, “According to patients, what is the essence of a 

beneficial NPI?”. The answer to this question is that patients just want to be treated 

like real people who really matter. Some of the participants in this study wanted 

their nurses to be friendly and cheerful, but at least two of them did not especially 

care about friendliness or cheerfulness on the part of their nurses. Roger said, “I just 

want a nurse who is calm and competent.” For him competence seemed to be 

epitomized by the nurse “knowing what I need before I know it myself.” 

 A large number of these participants indicated that good communication 

skills on the part of the nurse is the most essential ingredient in establishing a 

beneficial relationship with the patient. The definition of good communication skills 

varied from informant to informant. For some it meant establishing a person-to-

person connection. For others it just meant having their questions answered and 

minimal needs met in a timely fashion. 
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 Thus, the essence of a beneficial NPI or NPR is different for every patient. 

But, one constant is the human desire to have one’s needs met; the difference was in 

the perceived needs of each informant. Some had minimal needs; others had 

tremendous unmet needs. Several of the participants indicated, “I don’t care what 

everyone else does,” or “I really don’t care what the rules are” because “I am not 

just like everyone else—I just don’t fit into their cookie cutter mold.” 

 According to these informants the essence of beneficial nursing care is being 

treated like a real person who really matters. And, when nurses treat patients like 

real people who really matter, nurses will find out what their patients want and need 

before imposing the nurses’ expectations on the patient. 

Chapter Summary 

Patients just want to be treated like real people who really matter was the 

kernel of wisdom found in this lengthy, hermeneutic, qualitative analysis. In order 

to reach this conclusion, the researcher examined participant’s stories related to their 

interactional experiences with nurses.  

The researcher first examined those stories for words, actions, and/or events 

that facilitated or hampered the establishment of a beneficial NPR. Forty beneficial 

and 18 nonbeneficial actions were initially identified. Each of these actions was then 

subsumed into four larger categories. These were constructive communication 

versus nonconstructive communication, caring versus lack of caring, presence 

versus nonpresence, and competence versus incompetence. 
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Constructive communication was exemplified by timely provision of 

information, teaching, friendliness, and listening. Nonconstructive communication 

included lack of information, lack of teaching, rudeness, and failure to listen. 

Caring actions identified by these study participants were kindness, meeting 

needs, and going above and beyond what is required, which included making a 

personal connection. Kindness was exhibited by nurses through patience, 

understanding, love, touch, nurturance, empathy, gentleness, and acknowledgement 

of the patient’s personhood. A lack of caring was evidenced by unkindness, failure 

to meet needs, and little care. 

Presence was exhibited through careful surveillance and centering. 

Nonpresence was exemplified by lack of surveillance and rushing. 

Competence was often talked about in a general, global sense, but there were 

also some specific nursing behaviors that demonstrated competence for these 

participants. These were professionalism and really knowing the patient. 

Incompetence was described as a lack of professionalism and a failure to really 

know the person inside the patient.  

Words, actions, and events that facilitated the establishment of beneficial 

NPRs overlap and interweave. The same can be said for those words, actions, and 

events that prohibited or interfered with the establishment of such a relationship. At 

times these nonfacilitative words, actions, and events led to the development of a 

relationship that was so nonbeneficial it was biocidic (Halldorsdottir, 1991). 
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After looking at the words, actions, and events that facilitated or failed to 

facilitate a beneficial NPR, the researcher investigated the feelings, understanding, 

and meaning in these relationships for the participants. Feelings that were identified 

included feeling safe and secure versus feeling unsafe and insecure; feeling 

emotionally healthy versus feeling emotionally distressed, and feeling like a real 

person versus feeling like an object.  

Participants noted that when they felt safe and secure, emotionally healthy, 

and like a real person, they were willing and able to cooperate. They believed this 

enhanced their healing and recovery.  

Informants indicated that when they felt unsafe and insecure, emotionally 

distressed, and like an object, they became actively uncooperative. They noted that 

the energy they used in being angry and uncooperative was energy they needed to 

enhance their healing. 

Participants were particularly grateful when they were treated like a real 

person. Three actions on the part of nurses facilitated this feeling of being a real 

person. These were participatory care, which occurred when the patient sensed that 

the nurse was willingly becoming a part of his or her life or personhood; 

collaborative care, which occurred when the patient was recruited or viewed as a 

collaborative partner in his or her own healthcare; and verbal acknowledgement of 

the patient’s personhood. Participants did not like being made to feel they were just 

an object. This depersonalization or objectification happened when they and the 
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nurses were working from different agendas and when nurses interacted with them 

in ways that were demeaning and/or intimidating. 

In answering the last research question, which is the quest that motivated 

this dissertation, treating the patient like a real person who really matters was 

identified as the essence of beneficial nursing care. And, when nurses treat patients 

like real people who really matter, nurses will find out what their patients want and 

need before imposing the nurses’ expectations on the patient. 
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CHAPTER 6 

DISCUSSION AND IMPLICATIONS 

Introduction 

The discussion portion of this chapter focuses on integrating the unique 

findings of this study with other research and literature related to human 

interactions. In discussing these findings the author provides nurses with a 

framework for thinking about their interactions with patients. The following themes 

provided the structure for this framework: (a) the nature of personhood; (b) patients 

are people, too; (c) participatory care; and (d) collaborative care (see Table 7). 

Implications for practice, education, and research are discussed. 

Additionally, some implications for healthcare recipients are presented.  

Discussion 

The central finding of this study was the notion that “patients just want to be 

treated like real people who really matter.” Thematic threads that wove through the 

study findings were “treat me like you would treat a loved one” and “treat me like 

you would want me to treat you, if our roles were reversed.” Discussion of these key 

findings is framed within the idea of personhood, the fact that patients are people, 

too, and the value of participatory and collaborative care as beneficial stepping 

stones for helping patients feel like people who really matter (see Table 7). 
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Table 7 
 
Interactional framework to facilitate beneficial NPIs 
 

Nature of 
Personhood 

Patients Are 
People, Too 

Participatory 
Care 

Collaborative 
Care 

Individuality of other 
& self is sacred in our 
interactions 
 
Our understanding & 
knowing of one 
another has much to 
do with our own 
previous experiences 

Preservation of “self” 
is a basic human need 

Nurse becomes part 
of pt’s suffering & 
recovery 
 
Interpersonal 
competence 
 
Presence 
     
Meeting the patients’ 
needs 
 
 
 

Patient as 
complementary 
partner in healthcare 
 
Feelings of mutuality/ 
reciprocity between 
patient & nurse 
 
Patient must truly be 
known 
 
Facilitates  
    Patient empowerment 
    Patients’ feelings of  
           control 
    Cooperation 

 
Facilitating the Personhood of Patients 

 
In the 1960s Esther Lucille Brown (1962, 1964) encouraged nurses to view 

patients as people. Her focus, though, dealt with sociological and cultural issues. 

Although this provided a starting point for thinking of patients as people, it was 

much too broad. Even when socioeconomic and cultural/ethnic backgrounds are 

similar, each patient is a unique individual with unique circumstances and needs. 

The nursing theory of MRM (Erickson, et al., 1983) addressed this 

uniqueness of the individual by urging nurses to model, accept, and validate each 

patient’s view of the world. There are some mid-range concepts or constructs visible 

in this particular study that could provide nurses with a simple framework for 

thinking about their interactions with patients.  
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Personhood 

Since the beginning of recorded history, scholars and philosophers have 

discussed the nature of mankind and personhood. It was not the purpose of this 

study to delineate these ideas in any depth, but study findings made it necessary to 

take a scholarly look at the idea of personhood.  

Scruton (1998) noted that the concept of the person has been derived from 

Roman law and is fundamental to all our legal and moral thinking. The concept of 

person is one that “is employed everyday as the concept through which human 

relations are brokered. Our relations to one another are . . . personal, and our rights 

and duties are those which only a person could have” (p. 66).  

Thinking about the nature of person and personhood brings into perspective 

the ways in which some nurses and, sometimes, the healthcare system, reflected in 

the stories of these participants, failed to respect the fundamental nature of person.  

Scruton (1998) added, “The concept of the person exists because we relate to each 

other as individuals, and because the individuality of self and other is sacred in our 

dealings” (p. 69). 

Nonetheless, there are problems with knowing and understanding the person 

inside our patients. Tournier (1957) noted that when we meet a patient our 

understanding and knowing of that patient has as much to do with ourselves and our 

own experiences as it has to do with what that patient tries to reveal about himself or 

herself. He also observed, “One of the dangers of an age which puts a premium on 

science and technology is that doctors may lose this sense of the person” (p. 27). 
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It does seem that in this age of science and technology, some physicians and nurses  

have lost some of  that sense of person that existed before technology became an 

integral part of healthcare. 

Patients Are People, Too 

Perhaps since the beginning of time, medicine and healthcare have been  

hierarchical undertakings. Most common in our thinking of this hierarchy, the 

physician is at the top, nurses and other healthcare providers somewhere in the 

middle, with the patient routinely occupying the bottom rung of this social 

hierarchy. In recent years, health maintenance organizations (HMOs) and other 

healthcare management systems have sometimes supplanted physicians on the top 

rung of this hie rarchy. Nevertheless, nurses usually remain somewhere in the middle 

of this hierarchy and patients are often left on the bottom. 

While this hierarchy has been fairly consistent through the ages, it seems 

that prior to the current proliferation of technology both nurses and physicians more 

often interacted with patients as though they were “real people.” The physicians 

were somewhat paternalistic and the nurses were somewhat maternalistic, but still 

the personhood of the patient was often recognized. As technology has made 

amazing strides, it seems increasingly problematic that both medicine and nursing 

are focusing on machines, disease processes, pieces and parts, and bodies on beds. 

A patient’s personhood, personality, and individuality are in danger of being lost as 

he or she enters the healthcare system. 
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Professional nurses have expressed concern about this turn of events. Locsin 

(1995b) noted that nursing must keep its focus on caring even in this age of machine 

technologies. He observed that, while nurses must be technologically competent, 

that competence must be framed within the caring focus of nursing. He summarized 

by saying, “As nursing professionals become more and more technically adept, they 

will find new and improved ways to build strong, healing connections with patients” 

(p. 203).  

In writing about the four types of nurse-patient relationships, Morse (1991) 

made an interesting observation about person. She noted that in a therapeutic 

relationship, which is considered ideal by most educators and administrators, the 

nurse approached the individual first as patient and only secondarily as person. But, 

in a connected relationship, the nurse maintained a professional perspective, but saw 

the individual first as a person and secondarily as a patient. In this relationship, the 

nurse served as advocate and was willing to go the extra mile; she was even willing 

to bend or break rules to meet the patient’s needs. 

In her phenomenological study dealing with exclusion versus confirmation, 

Drew (1986) noted tha t when nurses were warm, friendly, and interested, patients 

experienced confirmation of their personhood. When nurses were “starchy, cold, 

stiff, mechanical, indifferent, bored, impatient, irritated, flip, close-minded, 

superior, disinterested, dismissive, insensitive, and preoccupied” (p. 41), patients 

felt excluded and objectified. 
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Several nurses have written about the strong will individuals have to 

maintain their personhood or “self.” Perhaps Morse and Carter (1995) first 

addressed this issue in the nursing literature in a grounded theory analysis in which 

they interviewed patients who had survived traumatic injury. They concluded that 

“protecting the self” and “reformulating a sense of self” (p. 47) were two of the 

strategies these individuals used in coping with their injuries and enduring the 

lengthy process of recovery. 

Sparkes (1996, 1998) noted this same struggle for preservation of self in a 

strong athlete whose career was prematurely terminated by illness. Sparkes 

observed that this individual’s self was so invested in the athletic body that learning 

to think of self in a more mundane manner was truly a serious struggle.  Boydell, 

Goering, and Morrell-Bellai (2000) found that homeless individuals struggled to 

maintain their self- identity and that they reframed that identity in their efforts to 

cope with homelessness. Charmaz (1983; 1987; 1991) noted that loss of self was 

part of the suffering experienced by individuals diagnosed with a chronic illness.  

Charmaz (1991) noted that for some individuals diagnosed with a chronic 

illness a sense of victimization was ever present. For these individuals: 

Illness and disability stay in the foreground—ever present and ever vexing.  
For such people, illness and disability affront self. Beliefs that life would be 
perpetually positive, progressive, and productive promise control over one’s  
self, one’s life, and one’s fate. Yet these people had become ill. To them, 
their illness means more than an insult to the body; it represents an 
unwarranted, illegitimate attack upon the self . . .. For them, illness has 
recast their self-concepts as well as their bodies and lives. (p. 79) 
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She also noted that many individuals who had a chronic illness identified a past self 

and a present self. 

Two recent investigations have highlighted this issue of preservation of self 

among older adults. Beltz (1999), in interviewing the oldest old (i.e., age 85 and up) 

who were still community dwelling, discovered that preservation of self was the 

primary daily task of each of these elderly individuals. Some of these individuals 

preserved their selfhood by accepting help from family or friends. Others preserved 

their selfhood by refusing most or all proffered help from family and friends. In 

either case, their choices helped them sustain their sense of independence and self. 

Yauk (2001) found a similar thread of preservation of self in the dialog of 

individuals with dementia of the Alzheimer’s type. Through sharing memories that 

were still accessible, these individuals reconnected with and preserved their 

selfhood. 

The identification and preservation of self is a primary life task. According 

to the stories told by the informants in this study, that task was not suspended during 

illness and/or hospitalization. Interactions with nurses that facilitated preservation of 

self were viewed as beneficial. Interactions with nurses that denied that self and 

personhood were viewed as objectifying, nonbeneficial, even biocidic. These 

findings suggest that nurses may have a role to play in helping patients maintain a 

sense of self and personhood.  
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Participatory Care 

As defined by the researcher, participatory care occurred when the patient 

sensed that the nurse was willingly becoming a part of his or her life, personhood, 

suffering, and recovery. A participant is a member, a partaker, or an accomplice of 

an undertaking (Microsoft 2000). In the stories told in this study, that undertaking 

was to be a part of the patient’s illness experience. To participate as a nurse meant 

to contribute, chip in, take part, join, involve one’s self, or share in the suffering of 

the patient. To participate meant to engage in, take part in, or tackle with the patient 

his or her efforts toward recovery. Participatory care included any and all of these 

things. 

In the healthcare literature, participatory care generally refers to involving 

the family in the care of a patient (Hammond, 1995; Steefel, 1998), but this is not 

the meaning of participatory care that emerged from this study. As noted above, 

participatory care referred to the nurse actively joining in the patient’s suffering and  

efforts toward recovery. Participants talked about participatory care as being 

exemplified by interpersonal competence, presence, and having one’s needs met 

(see Table 8). 

Table 8 
 
Participatory Care: 
Nurse joining in the patient’s life, personhood, suffering, & recovery 
Interpersonal Competence Nursing Presence Having One’s Needs Met 

Active listening 
Ordinariness 
Purposeful Self-disclosure 

Empathy 
Provision of Comfort 
Surveillance 

Little Things Mean a Lot 
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Interpersonal competence. Interpersonal competence was discussed by 

Kasch (1984, 1986) and Kasch and Lisnek (1986) as an essential attribute for the 

provision of beneficial nursing care. Interpersonal competence placed the nurse in 

the role of communication strategist, listening, interpreting, and explaining and 

providing information in a way that met the clients’ needs. Brown (1994) also 

viewed communication skills as the primary strategy that expert nurses used to tailor 

individualized care. Montgomery (1993) wrote about communication as the primary 

tool of nurses who wished to express a caring attitude and promote healing. This 

support for nurses with interpersonal competence was echoed many times in the 

words of the participants in this study. 

Three specific components of communication or interpersonal competence 

are specifically addressed. Active listening, ordinariness, and appropriate personal 

self-disclosure were aspects of interpersonal competence seen as beneficial by the 

informants in this study. 

Active listening is defined by this researcher as listening with an intent to 

take action based upon what was heard. Active listening was a beginning step in 

getting to know the patient, as both a person and a patient. Active listening was an 

essent ial ingredient in providing beneficial nursing care. Perhaps active listening 

was best illustrated in this study by the nurse who truly listened to Lisa’s many 

concerns and did her best to meet Lisa’s needs. 
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Looking at this example, it would seem that active listening involves asking 

the right questions and then listening to the answers with an intent to take 

appropriate action. This particular nurse asked Lisa lots of questions: “What did you 

expect? What can I do? Tell me what’s going on.” According to Lisa, most of the 

other nurses she encountered read to her from a pre-determined list of rules, 

regulations, and physician’s orders. According to her, they never asked her what she 

wanted or needed, and they refused to listen when she tried to tell them. 

Other nurses have noted the need for active listening as a strategy for 

providing beneficial nursing care. Ruhl (1999) noted that active listening was 

essential if the nurse wanted a patient to take an active role in his own care and 

maintain independence. Antai-Otong (1999) noted that active listening in the 

hospital setting was an essential element in improving communication skills. Eckes 

(1996) also identified active listening as an essential ingredient of a beneficial NPR. 

In a small, qualitative research study related to managing spiritual distress in 

patients with advanced cancer pain, Georgesen and Dungan (1996) noted that 

“presence, caring, genuine concern, and active listening facilitated the therapeutic 

relationship and were the hallmarks of nursing modalities” (p. 376). Mickley and 

Cowles (2001) identified active listening as an essential ingredient in helping cancer 

patients deal with their illness.  Klagsbrun (2001) identified active listening and 

focusing as two essential elements of holistic communication. Stories told by the 

participants in the current study supported the value of active listening on the part of 

nurses and other healthcare providers. 
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Ordinariness was another aspect of interpersonal competence that was 

alluded to by informants. Taylor (1992a; 1992b) posited that when the nurse 

approached the patient as an ordinary human on level ground, the beneficial effects 

of this approach were profound. In one article related to this idea, Taylor (1992a) 

emphasized the need for the nurse to reconceptualize herself as human, rather than 

authoritative expert. Implicit in this reconceptualization was the notion that the 

patient was already human. In another article reporting on this phenomenological 

study, Taylor (1992b) noted that ordinariness on the part of the nurse provided 

comfort to the patient. Stories told by the participants in this study, supported the 

notion that nurses and other healthcare providers who first presented themselves as 

human were often the individuals who were perceived as providing the most 

beneficial care. 

Informants in this study appreciated nurses who shared their humanness 

through the use of appropriate personal self-disclosure. Some nursing faculty still 

teach their students, “Never talk to your patients about yourself, your family, your 

personal life, your hopes and dreams. Do your tasks; listen to the patient; and get 

out of there.” (W. Van Horn, personal communication, 1995; D. Clayton, personal 

communication, 2001). The participants in this study heartily disagreed with that 

philosophy. 

In making a recent presentation, this author asked a group of nurses why 

some faculty still warn nursing students against self-disclosure. Initially, the 

responses were congruent with those given by the instructors who teach this to their 
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students. Then, one nurse bravely raised her hand and said, “I don’t agree with any 

of those reasons. I think it is a control issue.” I asked her to explain more about what 

she meant. She said, “Well, if I come into your room, and I know everything the re is 

to know about you, and you don’t know anything about me, who do you think has 

all the control?”  

This notion of purposeful self-disclosure as a therapeutic tool was first 

brought to my attention by an oncologist with whom I worked. One day I was 

ribbing him a bit. I said, “Your patients know more about you and what’s going on 

in your life than I do.” He looked at me with great seriousness and responded, “How 

can I expect my patients to tell me about themselves and what’s going on in their 

lives, if I don’t first open-up about my own life?” (J. Brittell, personal 

communication, 1983). Psychologists argue about this issue at length, but Young 

(1988) is one of the few nurses who has raised and supported the use of purposeful, 

therapeutic self-disclosure by nurses. A recent search of the literature revealed that a 

few more nurses are beginning to talk about this controversial communication issue. 

Laubach (2000) espoused the use of purposeful self-disclosure with seriously ill 

patients, and Beggin, Bazzoui, Sullivan, and Harmon (2000) have supported its use 

by nurses caring for psychiatric patients. 

Young’s (1988) thesis is similar to Dr. Brittell’s. She argued that patients are 

more likely to be open and honest if you first tell them something about yourself. 

Additionally, purposeful self-disclosure seems to have other therapeutic benefits. 

Some anecdotal stories from student nurses lend credence to these ideas. One 
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student cared for a post-partum patient in the recovery room. This patient was very 

anxious and upset about the complications she was having. It so happened this 

particular student had suffered from similar complications after having one of her 

children. She tried and tried to reassure the patient to no avail. Finally, she shared 

her own story. The student noted, “I know I shouldn’t have done this, but once she 

had heard my story, she finally started to calm down.” In this event of purposeful 

self-disclosure, the nurse revealed her own participation with the patient in her time 

of fear and suffering, restoring a sense of calm reality to the patient. 

Another nursing student and her patient bonded strongly and therapeutically, 

because they were able to share their stories about the trials and tribulations of 

college life. Eventually, this patient shared with the student that she knew her 

physical symptoms were caused by stress related to family expectations that she was 

unwilling or unable to meet. Had this student “followed the rules,” the patient would 

have receive adequate hands-on care, but since the student did not follow the rules, 

she was also able to open up a therapeutic dialog with her patient. 

Fosbinder (1994) noted that participants in her study viewed personal 

sharing and kidding from their nurses as being central to development of an 

effective NPR. This perception on the part of patients is supportive of the value of 

purposeful self-disclosure. 

Participants in the current study appreciated purposeful self-disclosure and 

the use of humor on the part of nurses. They noted that the human give and take of 

sharing stories—talking about children and grandchildren, learning the life story of 
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a nurse from another country, just connecting to another person on a human-to-

human basis was an important element in the establishment of a beneficial NPR. 

Interpersonal competence, including active listening, ordinariness, and purposeful 

self-disclosure, was an essential ingredient in providing participatory care. 

Presence. Presence is a concept that has come out of Buber’s (1923/1970) 

work. Presence, as a concept, has been defined and analyzed by Gardner (1992) who 

noted that presence on the part of the nurse is “really being there” (p. 191). It almost 

seems that all other elements of participatory care could be subsumed in this idea of 

presence. Presence as talked about by the informants in this study included empathy, 

provision of comfort, and surveillance. 

Erickson (2001) recently talked about presence as the element that makes the 

difference between beneficial nursing care and mediocre and/or nonbeneficial 

nursing care. She defined presence as a three-fold entity. She noted presence 

includes the following: (a) “approaching an individual in a way that respects and 

honors his or her essence. (b) relating in a way that reflects a quality of ‘being-with-

in-collaboration’ rather than doing to, and (c) entering into a shared experience.” 

 Empathy is an aspect of presence that has been written about a great deal in 

nursing literature (Forsyth, 1980; Morse, Anderson, et al., 1992; Morse, Bottorff, 

Anderson, O’Brien, & Solberg, 1992). Empathy is usually understood as “the ability 

to subjectively experience and share in another’s psychological state, emotions, or 

intrinsic feelings” (Morse, Anderson, et al., 1992, p. 274). Empathy also includes 

“the caregiver’s intuitive sensing and response to the other’s plight” (Morse, 
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Bottorff, et al., 1992, p. 810). While Morse and her colleagues argued in both of the 

above articles, that empathy, pro forma, as practiced in psychology is a poor fit for 

nursing practice, empathy as understood in the definitions above fits well with the 

experiences of participants in the current study. 

Empathy, without its deeper psychological underpinnings, includes 

compassion and commiseration and even sympathy. Since this is the way in which 

most nurses (and their patients) understand empathy, it remains an essential 

ingredient in beneficial NPIs and in  providing participatory care. 

Provision of comfort is another action of the fully present nurse. According 

to informants in this study, provision of comfort on the part of nurses was a 

component of what the author is referring to as participatory care. As noted by 

Kennedy (1991), Morse (1992), and Cameron (1993), comfort is more than just the 

absence of pain. Using an interpretive interactionist approach, Kennedy (1991) 

found that when informants’ perceived needs were not met, there was no comfort 

experience. Morse (1992) argued that comfort rather than caring was the essence of 

nursing. She noted that when our paradigm view shifted from caring to comfort the 

focus shifted from the nurse to the patient. 

In a grounded theory study, Cameron (1993) discovered that comfort was a 

strengthening process for weakened individuals (the patients). The nurses’ 

participation in facilitating comfort and strengthening ultimately assisted the patient 

to a fuller recovery. She noted that both competent physical care and attention to 
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psychosocial needs were necessary to provide the comfort needed for healing. 

Cameron noted: 

Comfort is not just a soothing activity. Comfort is a process whereby  
an individual strengthens the individual self, and that individual  
determines appropriate health care action and personal growth action,  
and that individual works toward self-determined goals of health and 
healing. Nursing as a profession can assist individuals to mobilize their 
unique resources while moving along their personal comfort continuum.  
(p. 434) 
 
Many of the stories told by the participants in this study either explicitly or 

implicitly supported the ideas posited by Kennedy (1991), Morse (1992), and 

Cameron (1993). Several participants bemoaned the lack of comfort provided by 

their nurses; and they were not just talking about pain relief. They were talking 

about the need for understanding, loving touch, and active measures to soothe and 

comfort. These informants talked about the comforting process in a similar way to 

that described by Cameron. They noted that when they were comforted, they were 

strengthened and provided with energy that could be used for the healing process. 

Morse, Bottorff, and Hutchinson (1994, 1995) also noted the beneficial 

impact of comfort for the patients they interviewed. They argued that enhancing 

comfort and easing and relieving distress is central to the role of nursing. 

Dick, the study participant who noted the importance of participatory care, 

mentioned comfort and comforting as a part of this model of care. In a 

phenomenological study related to the lived experience of being comforted by a 

nurse, Bottorff (1991) reached several interesting conclusions. One of these 

conclusions was that comfort provided a bridge to the world. Bottorff noted, 
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“Through the experience of comfort we become connected to the world again. It is 

our bridge to life, to living” (p. 250). 

Bottorff also concluded that to be comforted is to feel cared for. She noted: 

The nurse who comforts responds to the weakness and vulnerability she  
sees within us. We let her come close to see, we open up with the hope  
that she might see more. Yet if she does not care to relieve our discomfort,  
it is multiplied tenfold. But how does this stranger (the nurse) care?. . . .To  
care means to feel concern for, to love; however, the one who cares must be 
prepared to suffer with other in their sorrow and anguish. (p. 251) 
 
The participants in this study expressed agreement with Bottorff’s 

conclusions in the ways they talked about comfort and comforting. The notion that 

the uncaring, uncomforting nurse’s actions are “multiplied tenfold” (Bottorff, 1991, 

p. 251) was seen in many of the stories told by this particular group of participants. 

Some of the stories that were told about nonbeneficial interactions with nurses, do 

not seem so nonbeneficial when examined in objective isolation. But, when these 

stories are  contextualized as part of the whole illness experience their nonbeneficial 

nature becomes more obviously nightmarish. For these participants, comfort 

provided by nurses was one more essential element of participatory care. 

Surveillance is another aspect of nursing presence. Surveillance referred to 

the patients’ awareness of the fact that the nurse was checking in frequently, even 

when they had not used their call light. Several participants noted, “When you have 

a nurse like that, it seems that you never need to use your call light.” A nursing 

student, who had spent a good deal of time in the hospital as a patient, made some 
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very cogent observations. After she returned to the hospital for her clinical 

experience, she shared: 

I made frequent checks [of my patients]. If I walked down the hall or close 
by,  I would stop and ask if they needed anything. I tried to make sure the 
little things like keeping their rooms neat and where things were easily 
accessed [were taken care of]. I found that you could tell a lot more about 
the patient, and that they were more willing to tell you of their discomforts, 
if you checked on them more frequently and asked specific questions. (J. 
Norton, personal communication, May, 2001) 
 
Cronin and Harrison’s (1988) study using the Caring Behavior Assessment 

tool discovered that patients valued assessment activities on the part of nurses. 

Brown (1986) also found that patients appreciated surveillance as a nursing activity. 

Sherwood’s (1993) participants were reassured by constant monitoring and attentive 

presence on the part of nurses. Surveillance on the part of nurses was viewed by 

these informants as an importance piece of the level of NPI/NPR that has been 

labeled participatory care. 

Protection was one aspect of surveillance talked about by study participants. 

The idea of nurse as protector was a novel one to this researcher. When it was first 

mentioned by Joyce, I thought her story would be unique. But, other participants 

also talked about ways in which nurses protected them. 

Sherwood (1993) noted that the ten informants in his study expressed 

appreciation for safety, protection, and skillful actions on the part of nurses. They 

viewed these actions as demonstrations of nurses caring. 

Health literature contains many examples of nurses’ concerns with 

protection. We try to protect the elderly from falls (Freeman, 2000; Gillespie, 
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Gillespie, Cumming, Lamb, & Rowe, 2001). We are concerned with protecting the 

skin of patients (Rutledge, Donaldson, & Pravikoff, 2000). We are also concerned 

with a variety of child protection issues (Karolys, 1999; Robinson, Whitehead, 

Wadeson, & Price, 1999; Stanley, Manthorpe, & Talbot, 1998). We discuss 

consumer protection (Smith, 2000) and environmental protection and infection 

control (Daschner, Garcia, & Barnard, 2000). But, protection in the more generic, 

holistic sense in which it is viewed in this study is not a nursing role that has been 

adequately considered or discussed. 

Having One’s Needs Met. Another aspect of participatory care mentioned by 

informants was that of having one’s needs met. They talked about having their 

needs met in several different ways, but perhaps the most important thing nurses did 

in meeting needs were those little things that mean a lot. “Little things” indicated 

caring actions on the part of nurses that made participants feel they “really 

mattered.” Unknowingly, a nursing student eloquently addressed this issue. She 

said, “I realized that something that seems small to me can make a big difference to 

someone else. . . . It helps me to understand that I alone can make a difference” (S. 

Cooper, personal communication, June, 2001). She had spent an hour helping an 

elderly lady eat her breakfast. This patient said, “Usually I don’t get to finish my 

meals, because I don’t have time to eat.” Granted an hour is a lot of time, but there 

might be friends, family, or hospital volunteers who would be willing to assist the 

patient in accomplishing this task.  
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Imelda noted that having her pillow fluffed by one nurse made her “feel like 

a queen.” Imelda also noted that having the patient’s room neat and tidy and placing 

items just where the patient wants them is one of those “little things” that makes a 

big difference.  One of the most significant interventions for Esther was carried out 

by the nurse who found an extra table on which she could leave her laptop. For 

Esther, this event was a significant turning point and an important key to her 

recovery.  

Ruth found that having fun with the nurses and sharing laughs made her feel 

special. She said: 

You feel acknowledged. That you are not just stuck there; you’re not  
just a number or somebody in room 262. You feel validated. The fact  
that they appreciate you as a person, that you are important, that your  
time is important. 
 
In a study related to patterns of nurses’ work, Bottorff and Morse (1994) 

identified four categories of NPIs. They referred to these as types of “nurse 

attending patient” (p. 53). The types they identified were doing more, doing for, 

doing with, and doing tasks. Except for doing tasks, examples given for all three 

types of attending included examples of little things that meant a lot. In 

exemplifying doing more, Morse and Bottorff shared an event in which a nurse was 

rubbing powder on the neck of a patient who had radiation burns. This action, as 

well as the lengthy conversation that accompanied it was seen as doing more, but it 

could also be viewed as a little thing that meant a lot.  



                                                                                                        

 

284 
 

Doing little things that mean a lot is a major part of that all but lost art of 

nursing. Doing little things that mean a lot does not require intensive, time-

consuming interactions, but the comments made by this group of informants 

indicated that these little things impinged on their consciousness and perceived 

well-being more than technical competence. This is not to say that technical 

competence on the part of nurses is unimportant; rather, it makes an assumption 

about the technical competence of all practicing nurses. 

Interpersonal competence, presence, and meeting patients’ needs are 

essential ingredients of participatory nursing care. As nurses become an accomplice 

or partaker of the patient’s personhood, they reinforce that personhood and facilitate 

the patient in feeling like he or she is a real person. 

Collaborative Care 

Collaborative care, as defined by this researcher occurred when patients 

were recruited to or insisted on being a complementary partner in their healthcare 

decisions. When participating in collaborative care, informants felt empowered, felt 

they had more control over their situations, and indicated they became more 

cooperative with the recommended medical or nursing plan of care. In order for 

collaborative care to occur, there must be a feeling of mutuality and reciprocity 

between healthcare recipient and provider. Additionally, the healthcare provider 

must extend his or her assessment in order to truly know the patient—his or her 

wants, needs, fears, and any other facet of  life experiences or personhood that 

might impact on recovery (see Table 9). 
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While participatory care may at times overlap with collaborative care, 

collaborative care infers a more active role in the planning and decision-making 

process for the patient. Collaborative care, as defined here, involves the patient as an 

equal partner in his or her own health care. 

Table 9 
 
Nurse Facilitation of Collaborative Care: 
Patient as complementary partner in healthcare 

Nursing Actions Results 
Mutuality/Reciprocity 
     Mutual trust 
     Honesty 

Facilitates patient empowerment 

Know the patient as a person 
     Wants, needs, fears 
     Impact of previous 
          experiences 
     Any facet of life that might affect 
          recovery 

Facilitates patients’ feelings of control 
 
Promotes patient cooperation 

 
Generally speaking, in nursing and other healthcare literature, collaborative 

care refers to interdisciplinary or multi-disciplinary care of patients. More often than 

not, this collaborative care involves some sort of case management and/or one-size 

fits all clinical pathway (Buckley, Bramwell, & Maguire, 1998; Foster & Harrison, 

2000; Jenkins, 1999; Ling, 1998). While the patient was viewed as the focus of the 

team, he was not generally considered a member of the team. There are exceptions 

in which the patient and/or family were truly considered members of the team, and 

the term collaborative care was used to express this partnership (Dinwiddie, 1998; 

Stubblefield & Murray, 1999; Taylor, Terry, et al., 1999). At times, the term 
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collaborative care referred to care that a patient shared with family members (Geden 

& Taylor, 1999). 

In the realm of nursing literature perhaps Erickson, et al. (1983) and 

Robinson and Thorne (Robinson, 1985, 1994; Thorne, 1985, 1990, 1993; Thorne & 

Robinson, 1988a, 1988b, & 1989) make the strongest cases for the type of 

collaborative care defined by this author. This definition of collaborative care makes 

the patient and/or family complementary healthcare partners with the nurse or other 

healthcare provider. This patient and/or their family share in all decision-making, 

planning, implementation, and evaluation of required healthcare. 

Erickson, et al. (1983) viewed the client as the primary source of information 

related to his or her illnesses and interventions needed for recovery. They also 

viewed the client as co-planner and decision-maker. In their model, nurses do not sit 

outside the patient’s room and design a plan of care. They sit with the patient and 

significant family members and facilitate designing a plan of care. 

Robinson and Thorne (1984), Thorne (1985, 1990, 1993), Robinson (1985), 

and Thorne and Robinson (1988a, 1988b, 1989) made many interesting observations 

related to this issue. Robinson (1985) noted that parents of hospitalized, chronically 

ill children were not considered competent to provide the care for their children that 

they did every day at home. Nurses planned and implemented the care according to 

the hospital’s procedures and protocols, even though parents made an effort to share 

their normal home routine with the nurses. Thorne (1985) had similar findings 

related to adult cancer patients. 
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In looking at the type of care that is being referred to as collaborative care, 

participants stressed a number of ideas. For the purposes of this discussion, the 

nursing actions of mutuality/reciprocity, including  mutual trust and honesty, and 

knowing the patient will be addressed. The results of patient empowerment, 

increased feelings of control, and increased cooperation on the part of the patient 

will also be addressed. 

Mutuality/Reciprocity.  Mutuality is defined as “having the same 

relationship, each to the other” or “reciprocity.” (Random House, 1993, p. 880). In 

the way it is used here, the word mutuality, or reciprocity, infers that the patient and 

healthcare provider have mutual concerns and mutual goals. While the words 

mutuality and reciprocity may have slightly different meanings, they are so often 

used interchangeably, that for the purposes of this discussion, the potential 

conceptual differences are ignored. Mutual trust and honesty will also be addressed 

within this discussion of mutuality. 

Henson (1997) suggested mutuality as an interaction style for healthcare 

providers and clients. He noted that mutuality is located on a continuum between 

paternalism and autonomy. His findings related to mutuality are very congruent with 

findings in the current study.  

Thorne and Robinson (1989) noted that patients entered the healthcare 

system naively assuming that this mutuality would be an integral piece of the care 

they received. Unfortunately, they were almost always disabused of this notion 

fairly rapidly. The patients soon discovered that the healthcare provider was more 
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concerned about time and cost restraints, rules and regulations, and so forth, than 

they were with the health and well-being of the patient. They discovered that their 

own agenda and the agenda of the healthcare provider were two different things. 

Roger noted these differing agendas a couple of times. One time he was tired 

and wanting to sleep, but the nurse kept waking him to cough and deep breathe. 

Another time, the nurses kept pushing him to take pain medication, although he was 

not experiencing pain. In both of these situations, we might infer that the nurses 

were looking-out for Roger’s health and well-being. But that is not how he 

perceived the situation. His perception was that the nurses were being overly 

officious in following the rules, and that they were trying to push him into a 

predetermined mold into which he did not fit. 

Roger experienced mutuality with one nurse “who knew what he needed 

before he knew he needed it himself.” This nurse’s apparent agenda was meeting 

Roger’s needs. Thus, there were no conflicts in the two agendas. This whole idea of 

mutuality as a piece of collaborative care subsumes the notion of mutual trust 

between patient and healthcare provider. 

Mutual trust infers that the patient is able to trust the healthcare professional 

and the healthcare professional is able to trust the patient. Trust of the patient for the 

healthcare professional is absolutely essential for true collaborative care to occur. 

Honesty is an essential element of establishing this trust. This was exemplified by 

Joyce’s stories. When she lost trust in her physicians and nurses in the big city, she 

became actively mistrustful of all healthcare providers for awhile. As she 
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interviewed physicians and assembled a new team, she gradually developed some 

feelings of trust, what Thorne and Robinson (1989) called “guarded alliance”  

(p. 154). Over time, Joyce truly did become fully trusting of her new healthcare 

team. In this “reconstructed trust” (Thorne & Robinson, 1989, p.155), Joyce was 

able to see herself as a team member. 

In studying “reconstructed trust,” Thorne and Robinson (1989, p.155) 

referred to reciprocal trust, as they talked about the concept that I have called 

mutual trust. They defined reciprocal trust this way: “Informants had to be willing to 

place some trust in a health care professional. In return, health care professionals 

had to trust the competence of their patients to make valid decisions on their own 

behalf” (p. 156). Thorne and Robinson (1989) noted that while this reciprocal trust 

was highly valued by patients, it required a high degree of commitment and 

consumed a great deal of energy on the part of both the patient and the healthcare 

provider. 

While mutual trust assumes some level of patient trust in the healthcare 

provider(s), it also contains an ingredient that is very difficult for many healthcare 

providers to accept. That ingredient is that they (the healthcare provider) must trust 

the patient’s competence and self-care knowledge. 

Thorne and Robinson (1988b) noted that it is imperative that the healthcare 

provider trust the patient’s competence in caring for his or her own illness. The 

authors described that competence this way: 



                                                                                                        

 

290 
 

The competence described by informants was not equivalent to independent 
decision-making or assuming total control of their own health care. Rather, it 
reflected their capacity to make, share, or delegate decisions in such a way 
that their own best interests were protected. Since different circumstances 
demanded different ways of making decisions, it became clear that 
competence involved flexibility with decision-making . . . .The informants 
emphasized that trust from health care professionals was an especially 
meaningful and powerful component in shaping their illness experience. 
Being trusted by one’s health care professional was described as an 
affirming and validating phenomenon, one which promoted self-esteem and 
fortified the health care relationship . . .. This trust was explained not as a 
generalized respect for others or a global attitude toward humankind, but 
rather as a specific belief held by a professional that this patient had skills 
and competencies with regard to illness management . . . . It was precisely 
because these affirmations were context-specific and individualized that they 
held such meaning for the informants. (pp. 784-785) 
 
In the current study, Joyce and Christina best exemplified this type of 

consumer competence and healthcare providers’ responses to that competence. 

Joyce’s stories can be used to exemplify the positive side of this mutual trust, and 

Christina’s stories can be used to exemplify the negative side of mutual trust. 

Joyce explicitly told about building a healthcare team she could trust. Part of 

this trust was their trust in her competence to make appropriate decisions related to 

her own healthcare. In fact, as she neared the end of her rigorous chemotherapy 

regimen, she told her family, friends, and healthcare providers, “I am going to be 

telling you, ‘No! I don’t want to do this.’ But you can’t listen to me!!! You must 

finish this process for me!” 

Joyce’s building of a mutually trusting healthcare team is congruent with 

what Thorne and Robinson (1988b) and G. Guffy-Cadena (personal communication, 

1996) called doctor-shopping. This is the process by which a patient: 
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actively sought a physician who was comfortable with competent patients. 
When interviewing potential health care providers, many informants 
described making their expectations regarding the health care relationship 
explicit. While some informants attempted to change existing health care 
relationships, others chose to search until they found an individual health 
care provider who already demonstrated the capacity to trust the competence 
of patients. (Thorne & Robinson, 1988b, p. 784) 
 
Joyce went through this process several times. First, in identifying an 

oncologist; then, in identifying a surgeon, psychiatrist, and radiologist. Eventually, 

this process led to the identification of nurses she could trust and those she could not 

trust. More often than not, this related to a willingness on the part of the healthcare 

provider to engage in a relationship of mutual trust. 

Christina shared several evocative stories that illustrated the reluctance of 

some nurses to engage in mutually trusting relationships with their patients. The 

first of these stories occurred when Christina was a relatively new paraplegic. The 

first year that she attended a summer-long “camp” at a rehabilitation center, the 

routine bowel regimen consisted of a laxative in the evening and an enema in the 

morning. This evening laxative caused many “accidents” that were extremely 

embarrassing to this teenage girl, as well as to the other camp attendees. 

When Christina went home and was facing the prospect of going back to 

school, she shared with her mom her fear that she would have such an accident at 

school and be humiliated. So, she and her mom developed their own bowel regimen 

that eliminated the use of laxatives. Christina would rise early in the morning insert 

a suppository deep in her rectum and later, when the suppository had begun to act, 

she would use a gloved finger to extract all of the stool that could be reached. (It is 
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interesting to note that this is now a standard bowel regimen for many individuals 

with severe spinal cord injuries. I asked Christina if she thought she and her mom 

invented this regimen. She said, “Well, at least in our part of the world we did.”) 

This bowel regimen worked so well for Christina that when she returned to 

“camp” the following summer, she refused to resume their regimen. This refusal 

required a great deal of strength and assertiveness on her part, because it just was 

not “proper” to be doing all that touching in that part of her anatomy. Plus, it was 

not “the appropriate protocol.”  

As other spinal-cord-injured camp attendees recognized the efficacy of 

Christina’s method, they wanted her to teach them her regimen. Of course, she was 

perfectly willing to do so, and this caused major unhappiness among the nursing 

staff. While this event occurred four decades ago, the “appropriate protocol” 

problems have not changed. 

Christina told another story about nurses’ lack of trust in her competence. 

She was often asked to come talk to the nursing students about caring for 

individuals with spinal cord injury. She did this with great enthusiasm, partly 

because she wanted to communicate the competency of individuals with chronic 

conditions in their own care. But then, when she would be hospitalized for some 

acute condition, these same nurses treated her as if she was totally ignorant about 

caring for herself. They would insist that she use a foot board, even though her own 

attitude was, “I’m never going to walk, again. Why should I care whether I have 

foot drop or not?” And, even though she iterated and reiterated the fact that she had 
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no feeling in the paralyzed parts of her body, the nurses constantly apologized for 

hurting her when they gave her an injection or carried-out some other painful 

procedure on that part of her body. This issue continues to be a great frustration for 

Christiana. She asked, “Are nurses just not taught this, or do they just not get it?” 

Trust in the patient’s competence could also be called trust or respect for the 

patient’s self-care knowledge (Erickson, et al., 1983). The term self-care 

knowledge, as it is used in MRM, contains an assumption that at some level the 

patient knows what has made him or her ill and what will facilitate recovery. 

Although some of the participants in the current study made an effort to share their 

self-care knowledge with their nurses, most patients will not share this information 

unless asked (Erickson, 1990). 

In her descriptive study related to self-care knowledge, Erickson (1990) 

made the following observations: 

1. An individual’s perceptions of factors associated with his or her personal 
health problems are rarely obvious to the health care provider. 

2. The individual’s perceptions of what is needed to help him can best be 
defined by that person. 

3. A nurse’s role is to facilitate clients to articulate what they perceive to be 
associated with their problem and what can be done to help them feel 
better. 

4. Another nurse’s role is to assist the clients in resolving their problems in 
ways that meet their personal needs in a health and growth directed 
manner. (p. 186) 

 
This kind of mutual trust seems to be a valuable tool in facilitating the 

cooperation and recovery of patients. The informants in the current study indicated 
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they were more likely to trust their healthcare providers when their healthcare 

providers trusted their competence and self-care knowledge.  

As already mentioned, honesty is an essential element in the 

mutuality/reciprocity required by collaborative care. Lisa, Joyce, and other 

informants insisted that honesty on the part of the nurse, physician, and/or any other 

healthcare provider provided the bedrock of establishing a collaborative care 

relationship. Joyce believed she was betrayed and lied to repeatedly, causing her to 

lose faith in the healthcare system. Part of Lisa’s distress had to do with the fact that 

she perceived that her nurses were lying to the physicians as well as to her and her 

family. Ruth observed that when her radiologist was bluntly honest with her, she 

would have known that he was lying if he had tried to be more optimistic.  

Knowing the Patient as a Person. According to the informants in this study, 

in order for collaborative care to occur, the nurses and other healthcare providers 

must truly know the patient. They should make a point of assessing for the patient’s 

wants, needs, fears, previous experiences, and other facets of life that might impact 

on recovery. Lisa and Roger both indicated that inappropriate interventions by 

nurses occurred, because the nurses did not really try to get to know them. Christina 

urged nurses to get to know the “person” before they worried about getting to know 

the “patient.” Joyce, too, echoed this theme. 

McIntyre (1994) explored the question, “What does it mean to be understood 

by a nurse?” She discovered that patients often felt that they were not understood. 

Not being understood resulted in patients feeling isolated and alienated from others 
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and prevented them from seeking help even when they needed it. The need to be 

understood is congruent with the idea posited by these study participants that it is 

beneficial for nurses to know their patients. 

The question arises, what did the informants in the current study mean when 

they said that nurses really need to know their patients? Certainly part of that 

knowing is understanding. Perhaps empathy could be subsumed into this knowing. 

But, it seemed what these informants were trying to say is, “I want the nurses to 

know and understand how I am different from the other patients for whom they are 

caring.”  

Roger said, “I want the nurses to realize that a person with a history of 

substance abuse needs to use pain medications judiciously.” Dick indicated, “I want 

the nurses to realize that I have a high pain tolerance and just don’t need much pain 

medication.” Imelda shared, “I want the nurses to realize that having my 

environment clean, neat, and organized is very important to me.” Christina stated, “I 

want the nurses to know and understand more about caring for a paraplegic.” Lisa  

said, “I  want the nurses to know that I just don’t fit into their ‘cookie cutter mold.’” 

Each informant contributed his or her statement to this litany. 

Getting to know and understand the individual patient is not normally a part 

of the nursing assessment that is done at the beginning of each shift. This group of 

informants made a case for the importance of knowing the patient so individualized 

care can be the rule rather than the exception. 
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Results of Collaborative Care 

Patient Empowerment.  Patient empowerment, as generally addressed in the 

healthcare literature, refers to providing patients with information, so they can make 

informed decisions related to their healthcare. It is often viewed as a strategy for 

encouraging and facilitating patient autonomy (Elliott & Turrell, 1996; Martin, 

1998). 

In this study, empowerment was viewed by participants as a necessary 

stepping stone for the relationship that is being referred to as collaborative care. 

Empowerment, as these participants experienced it, made them feel like 

complementary partners of their healthcare team. Joyce felt empowered when her 

physician’s nurse was outraged at the medical and nursing care she had received in 

the big city. She also felt empowered when her psychiatrist said, “We aren’t ever 

going to let this happen to you, again.” As well as this strong statement, he 

empowered her with strategies for asserting herself and getting-out of negative 

situations. 

Empowerment of patients is viewed by some as providing too much control 

and autonomy in the patient’s hands, leaving physicians, nurses, and other members 

of the healthcare team at the mercy of poorly informed patients who do not have a 

knowledge base adequate to provide a full understanding of the available choices 

and their own needs (MacStravic, 2000). The participants in this study, though, 

would argue that as they were empowered, they became more apt to listen to and 

heed the advice received from their healthcare providers. As Joyce indicated, she 
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did not want all the decision-making responsibility, but she did want to be an equal 

member of the team that was making those decisions. 

Increased Feelings of Control. The issue of who should be in control of an 

individual’s healthcare is an interesting one. Early in my master’s programs, it 

seemed to me that many of the ICU nurses that I was observing in a clinical 

practicum insisted on being in control. I was so struck by this observation that I 

contemplated doing a concept analysis on the concept of control. I decided not to do 

that, though, because I was so sure there would be nothing in the literature about 

“control.” Of course, I was wrong about that. Control is an issue that has been 

widely discussed in the nursing literature. 

Control, as addressed by the participants of the current study, addressed the 

issue of patients wanting to maintain a modicum of control over their healthcare and 

decisions related to that healthcare. Holloway, Smith, and Warren (1998) found that 

one control issue experienced by hospitalized patients was lack of control over their 

time. Their informants felt their personal time was lost, the ir normal lives disrupted, 

and ordinary events suspended. Breeze and Repper (1998) found that mental health 

patients who had been labeled as difficult were struggling to gain or retain a notion 

of control over their own lives. In the above study, when nurses demonstrated 

respect and a willingness to give these patients some control, patient anger was 

reduced. This study was discussed within the conceptual framework of  “power over 

and power to (p. 1301).” 
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Participants in the current study indicated that feeling like they had some 

modicum of control over their healthcare was an essential element of the 

relationship being referred to as collaborative care. We can also see from their 

stories that feeling “out of control” was a distressing emotion. Lisa felt out of 

control when she could not get the nurses to listen to her and try to meet her needs. 

Feeling out of control stimulated frustration, anger, and active, intentional lack of 

cooperation.  

Promotion of Patient Cooperation. As indicated above, feeling “in control” 

and being willing to be cooperative (and compliant) are closely linked. Participants 

in this study were uniform in their understanding that they were most likely to be 

cooperative when provided with adequate information and allowed at least an 

illusion of some control. 

Lisa is our best positive and negative case example related to this issue of 

cooperation. First, the positive case. When her one excellent nurse got down on her 

knees, asked the right questions, and did her best to meet her needs, Lisa was 

pleasant and actively cooperative. This nurse told Lisa, “I will take your vital signs 

at 11, see if you think you need something to help you sleep, and then I won’t 

bother you again until I take your vitals at 6.” That night, Lisa slept well and had no 

need to ask the nurses for anything. 

In the negative case, when the nurses were unwilling to listen to Lisa’s 

complaints and expressions of her perceived needs, the whole situation escalated 

into a nightmare. In this situation, Lisa became actively and intentionally 
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uncooperative. She yelled, she screamed, she used her call light unceasingly, she 

made phone calls. She argued with the nurses about her pain medications; she 

phoned the physician; she tried to phone the hospital administrator; she did 

everything in her power to make everyone else as miserable as she was. And she did 

this all day and all night. 

Let us compare these two situations. The nurse who engaged in collaborative 

care by listening, getting to know her patient, meeting needs, and provid ing choices 

and options had a happy, pleasant patient and a quiet, easy night. The nurses who 

apparently refused to listen and tried to get Lisa to adhere to their “cookie cutter 

mold” had an unhappy, angry patient and a night of nonstop efforts coping with this 

“difficult” patient. Lisa was the first to say, “I was a real B-I-T-C-H!” Angela and 

Roger also indicated they became actively uncooperative when nurses failed to meet 

their needs. 

Cooperation on the part of these study participants appeared to be a direct 

outcome of the situation in which they found themselves. If they were provided with 

care that assessed for their needs and tried to meet those needs, even including them 

as a co-member of their healthcare team, they were willing to be cooperative. On the 

other hand, when faced with what they perceived as rigid, paternalistic rules and 

regulations that made no effort to distinguish patient A from patient B, the 

participants in this study became actively uncooperative and even mean and unruly. 

Collaborative care was an essential aspect of helping patients feel like real 

people who really matter. Within the context of collaborative care, the patient’s self 
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and personhood are preserved and strengthened. Actions that contributed to patient-

centered collaborative care were mutuality/reciprocity and really knowing the 

patient as a person. Beneficial results of collaborative care were feelings of 

empowerment of the part of patients, facilitation of patients’ feelings of control, and 

an increased willingness on the part of the patients to be cooperative. 

Summary of the Proposed Framework 

There were words and actions on the part of nurses and other healthcare 

providers that helped patients feel like real people who really mattered. First of all, 

participants appreciated nurses who recognized and acknowledged and respected 

their personhood. They noted that preservation of self was essential for their 

recovery and well-being. Secondly, participatory care and collaborative care are 

posited as a means for communicating this kind of person-centered care. 

Participatory care focused on the nurse joining in the suffering and recovery of the 

patient. This was done through interpersonal competence, presence, and meeting the 

patients’ needs. 

Collaborative care built upon participatory care, but in the collaborative care 

situation, the patient was truly regarded as an equal member of the healthcare team. 

Actions essential to providing collaborative care were mutuality/reciprocity, 

including mutual trust and honesty and truly knowing the person inside the patient. 

This level of care resulted in patients who felt empowered, who had increased 

feelings of control and who were more willing to be cooperative. 
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Implications for Nursing and Healthcare Recipients 

This section focuses on implications for nursing practice, nursing education, 

and nursing research. Additionally, some implications for healthcare recipients will 

be addressed. 

Implications for Nursing Practice 

Implications for practice gleaned from this study are patients would like for 

nurses to recognize and acknowledge the personhood of each individual. The 

participants in this study appreciated nurses who facilitated them in their 

preservation of self. Inferentially, it is possible that nurses could help them identify 

the new self that is emerging from the illness experience. Nurses can facilitate this 

preservation of self through participatory and/or collaborative care. 

Personhood.  A recognition of personhood could be built into the assessment 

forms that nurses routinely complete on admission and at the beginning of each 

shift. This would include asking questions related to the patients’ wants, needs, and 

fears. One effective question that has been built into the assessment form used by 

the researcher’s students is, “What can I do with you today to help you feel better or 

get better or accomplish a particular task.” Students are consistently amazed at the 

answers they receive to this question. They are even more amazed when they see the 

outcomes that occur when they meet the expressed need.   

Preservation of self seems to be a high priority for most patients. According 

to this group of participants, facilitation of that goal by nurses would result in more 

satisfied, cooperative patients. 
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Participatory Care in Practice.  Partic ipatory care occurred when the nurse 

joined with the patient in his or her suffering and efforts toward recovery. While the 

patient was not viewed as a full- fledged member of the healthcare team, the care 

provided was patient-centered and every effort was made to assess for and meet the 

patient’s needs. This type of care resulted in beneficial NPIs. Participatory care 

included interpersonal competence, presence, and meeting patients’ needs. 

Interpersonal competence included active listening, ordinariness, and 

purposeful self-disclosure. Skills-related competence and technological competence 

are currently given pride of place in nursing. While lip service is given to the value 

of interpersonal competence, in many nursing programs little time is given to 

teaching and encouraging this skill. But, when a nurse sees himself or herself as 

communication strategist, who plays a major role in providing appropriate 

information to patients, families, physicians, and other healthcare providers, that 

nurse will have the opportunity to realize how important the nursing role is in 

providing quality care to patients. Participants in this study expresses a greater value 

for interpersonal competence (i.e., good communication skills) than they did for 

knowledge and/or hands-on skills. 

Interlinked with interpersonal competence are active listening, ordinariness, 

and purposeful self-disclosure. Sometimes, nurses can tell you what a patient has 

said, without really understanding what the patient was saying. Active listening has 

two important, almost inseparable components—reading between the lines and 

listening with the intent to meet the patient’s needs.  
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In one of Lisa’s stories, a student nurse read between the lines of what Lisa 

said. Lisa told the student, “I just want you to leave me alone.” What Lisa meant 

was, “I just want you to leave me alone unless you can give me the kind of care that 

meets my needs.” And that is exactly what that student did. Lisa said, “She saw 

right through me.” Actually, the student’s interpersonal competence/active listening 

skills allowed her to read between the lines of what Lisa was saying. 

Listening with the intent of meeting the patient’s needs is another important 

element of this discussion. Once again, let us think about the nurse who asked Lisa 

all the right questions and really listened to her answers. She was listening with the 

intent of assessing for and meeting Lisa’s needs. She could have asked Lisa all the 

same questions with all the caring intent in the world, but if she had not listened and 

made a real effort to meet Lisa’s needs, Lisa would not have viewed her efforts as 

beneficial.  

In enacting ordinariness, nurses reveal their own humanity and personhood 

to their patients. While nurses have access to a very specialized body of knowledge 

and competence in many skills, they are just people, too. As we reconceptualize our 

patients as people, we, too, need to reconceptualize ourselves as ordinary, human 

people, and we need to allow our patients to see that humanity in us. Sue Baier 

(Baier & Schomaker, 1995) noted that during the total paralysis of Guillian-Barre 

Syndrome, her happiest moments occurred when nurses shared pieces of their 

personal lives with her. 
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Mentioning the value and/or appropriateness of purposeful self-disclosure 

can be a springboard for heated discussion and strong disagreements. But, the 

participants in this study supported the notion that appropriate, purposeful self-

disclosure can have great value. Esther did share one story about inappropriate self-

disclosure. In this situation, a nurse (probably a nursing assistant) was complaining 

about her family life, her co-workers, and her supervisors. Not only did Esther see 

this as inappropriate and unprofessional, but she was just not feeling well enough to 

listen to this person’s complaints. Roger, too, talked about hearing one of the 

nursing staff complaining about the fact that she had been called into work. He said, 

“I sure didn’t want her taking care of me, if she didn’t want to be there.” While the 

staff person did not purposefully disclose these feelings to Roger, the fact that he 

overheard them impacted his feelings of safety during that shift. But these examples 

were the exceptions. 

Most of these participants found that having nurses share stories about their 

own personal lives was validating to their own personhood and to the humanity of 

the nurse. Participants enjoyed sharing stories about grandchildren, trips, and life in 

general.  

Bob particularly sought-out that person-to-person connection with each of 

his nurses. He told me about one of his nurses who had emigrated to the United 

States from another country. It was obvious that she had shared with him detailed 

stories of her childhood, her family, and the things that motivated her to leave her 

country of origin. When I said to Bob, “You know, many nurses are taught not to 
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share things like that with their patients,” he first looked surprised, then bemused. 

He asked, “Why not?” He went on to say that for him getting acquainted with the 

nurses at that level was the only thing that made being in the hospital tolerable. 

According to this group of participants, another value of purposeful self-

disclosure on the part of healthcare providers is that it levels the playing field. It 

takes the authority out of the hands of the nurses (or physicians) and says, “We are 

in this together.” Additionally, it says to the patient, “I understand something about 

where you are coming from.” Also, as noted in a story related by a nursing student, 

it can have therapeutic benefit, helping patients realize that they will be able to 

survive and come out on the other side of their current illness experiences. 

Interpersonal competence, including active listening, ordinariness and purposeful 

self-disclosure, have the potential for being valued tools in our kit of nursing 

competencies. 

The second aspect of participatory care is that of nursing presence. Presence 

in nursing seems to be an important element for healing, well-being, and 

preservation of self. Presence is manifested through empathy, provid ing comfort, 

and surveillance. 

It is interesting and encouraging to note that presence can be learned. 

Erickson (2001) talked with one nurse that she identified as having “presence.” This 

nurse indicated that, for her, presence was a learned behavior. She said that she did 

this by really examining her own values, learning to listen carefully, and working to 
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connect with her patients. Presence is a nursing attribute that is part and parcel of 

participatory care. 

Empathy is a construct that includes caring, compassion, sympathy, 

kindness, and gentleness. Empathy, as described by the participants of this study, 

included expressions of sympathy, compassion, and understanding. It was a piece of 

joining in the patient’s struggle for recovery. Empathy occurred when the nurse 

expressed joy when the patient was joyful, and sorrow when the patient was 

sorrowful. Empathy was not expressed as an “objective” form of sympathy; it was 

very subjective in nature and was expressed in the words and bearing of every nurse 

who provided participatory care. 

  As already noted, comfort was more than just the absence of pain. Comfort 

required comforting actions on the part of the nurse. June may have illustrated this 

the most effectively. She offered a negative story about one nurse. In telling this 

story, she compared this nurse with the other nurses. June shared, “She would come 

into my room to reposition me, but she wouldn’t stay long enough to make me 

comfortable. I guess she was fulfilling her job description, but she wasn’t getting me 

comfortable like the other nurses did.” She then told how the other nurses worked 

and worked to make sure she was comfortable; they would move pillows, fluff 

pillows, reposition her and her legs until they were certain she was truly 

comfortable. This story illustrated the difference between repositioning, as ordered, 

and really working to make the patient comfortable. As noted by Bottorff (1991), 
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“Only when a nurse wants to come to know and share our suffering can she be 

moved to offer the tender gestures that we come to know as comforting” (p. 251). 

Surveillance is the third aspect of nursing presence. Having a nurse drop-by 

to check on one without needing to use the call light provided these participants 

with a sense of safety and security. With the heavy patient loads that most nurses 

have currently, “dropping-by” seems like an unimaginable luxury. But, if we really 

look at what our informants said, there may be another solution. 

Nurses do, indeed, drop-by to see their patients several times a day. They 

drop-by to do an assessment at the beginning of each shift; they drop-by to give 

medications; they drop-by to do procedures. So, if, each time a nurse dropped-by, 

she made eye contact, connected with the person/patient, and asked, “Is there 

anything I can do for you while I am here?” would patients feel more looked after? 

The study participants indicated that this was one of the important ingredients in 

beneficial versus nonbeneficial nursing care. 

One aspect of surveillance is that of protection. In this study, participants 

viewed some of the nurses as protecting them from potential harm. Joyce observed 

that one nurse stood between her and the men who were trying to take her to 

surgery. 

 It is good that as nurses we are already concerned with skin protection, 

protection from falls, protection from abuse, and so forth. But maybe we might 

rethink just how important this role of protector is. Maybe from doctor’s 
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handmaiden, we need to shift our thinking to knight in white shining armor—not to 

do battle, but to protect from harm. 

Currently, the media has made the public more and more aware of suffering 

and deaths related to medical and other healthcare errors. Needless to say, some of 

these errors are made by nurses, but each of us can tell at least one story in which a 

nurse protected a patient from harm by refusing to carry-out a physician’s order. 

Maybe it is time for us to make our role as protector one that is more evident to 

ourselves and to others. 

  The third aspect of participatory care is that of the value of meeting the 

patients’ needs. Often it was little things that meant a lot to this group of informants. 

The little actions on the part of nurses that meant a lot to this group of informants 

were not time-consuming or onerous. It seems that very often it is the very smallest 

things nurses did that made the biggest difference to participants in this study. A 

warm washcloth before breakfast or having the overhead light turned-off at bedtime 

were viewed as very beneficial actions on the part of nurses. Nurses might rekindle 

their enthusiasm for doing little things that mean a lot if they were to realize how 

important this is to the patients they care for. 

Collaborative Care in Practice. Nurses facilitated collaborative care through 

mutuality and reciprocity and making an effort to really know the patient. These 

interactive strategies resulted in  patients feeling empowered, having increased 

feelings of control, and an increased desire to be cooperative.  
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This is not the first study in which mutuality/reciprocity between nurse and 

patient has been identified as a potentially beneficial interactional style. Henson 

(1997) noted that interactions focused on mutuality between nurses and patients 

may involve a period of awkwardness as both parties adjust to the relationship. 

After adjusting, though, energy conservation occurs as struggle and dissatisfaction 

decrease. In Hewison’s (1995) study, this mutuality provided both nurse and patient 

with increased satisfaction, and provided nurses an opportunity for more creativity 

in professional practice.  

Including the patient as a complementary member of the healthcare team is 

not the same as patient autonomy. In fact, quite the opposite. It seems, based on the 

experiences of these informants, if the patient is included as a complementary team 

member, he or she will not have the need to function autonomously. He or she will 

seek out and trust the recommendations of other team members. It is when the 

importance of mutuality is not recognized in our interactions that patients seem to 

find it necessary to engage in “constructive noncompliance” ( Thorne, 1990, p. 62). 

Constructive noncompliance is a deliberate action on the part of the patient to ignore 

or modify a recommended healthcare regimen. Interactional events that allow for 

mutuality/reciprocity serve to diminish the perceived need of patients to be 

constructively noncompliant. Mutuality/reciprocity is an important underpinning in 

that relationship being referred to as collaborative care.  

Additionally, while the nurse works to establish a trusting relationship with 

the patient, it is essential that the nurse communicate the mutuality of that trusting. 
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Assessing for self-care knowledge could  be built into patient assessments, and, then 

nurses would need to learn to trust the individual’s self-care knowledge. This leads 

to an understanding that what worked well for patient A may be counterproductive 

for patient B. 

So, even the most basic interpersonal skill preferences are highly 

individualized, and beneficial nurses will identify and facilitate as many self-care 

needs as possible. Mutual trust is an important element of mutuality/reciprocity. 

Participants in this study felt acknowledged as persons when nurses made 

efforts to really get to know them. For some informants, this “getting to know each 

other” took on a distinctly social element. For others, it just meant that the nurses 

assessed for, and did their best to meet, their needs and facilitate their self-care 

knowledge. Really getting to know the patient need not be a lengthy, time-

consuming effort. More often than not, just asking the right questions while doing 

the routine shift-change assessment is adequate. Occasionally, with patients who 

have been labeled “difficult” or patients who are especially vulnerable, more time 

may be needed to assess for and meet that individual’s needs.  

As we seek to really know our patients, what we sometimes learn is that 

some patients require very little from us. Some may even want privacy and solitude. 

As noted earlier, the nurse who made a sincere effort to get to know Lisa had 

nothing to do for her all night, once she had ironed-out some unhappiness. But the 

other nurses, who apparently refused to listen to Lisa’s complaints had a very 
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difficult night. Making an effort to really know the patient increases patient 

satisfaction and makes the work of the nurse less onerous.  

Enacting collaborative nursing care leads to patients feeling empowered, 

increased feelings of control, and an increased desire to be cooperative. 

Empowerment refers to more than just providing information so that a patient can 

make intelligent, informed decisions. Neither is empowerment meant to facilitate or 

encourage patient autonomy. Empowerment does mean that nurses can facilitate the 

beneficial feelings that patients experience when they are complementary partners in 

their own healthcare team with ultimate decision-making authority. 

Nurses empower patients when they provide encouragement for progress 

already made. They empower patients when they reassure them they are ready for 

the next big step, whatever that might be. They empower patients when they reduce 

a task to doable steps. Joyce’s nurse friend did this for her, when Joyce was  

dehydrated. She put some ice in a shot glass, poured Gatorade over the ice, and said, 

“Now, you can’t have anymore until this is gone!” A normal-sized drinking glass, 

even a juice glass, was more than Joyce had the ability to drink. But a shot glass 

brought the task at hand down to a reasonable size.  

Powerful words were empowering. When a nurse expressed outrage at 

nonbeneficial interactions that has been experienced by a patient, that was 

empowering. Nurses empowered patients when they put a hand on the patient’s 

shoulder and said, “You are safe here.” Nurses empowered patients when they said, 

“I’m with you all the way. We can get through this together.” 
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Feelings of control are closely linked to feelings of empowerment. In 

empowering patients, nurses hand them control. In letting them know they do have 

some control, patients are empowered. Several  participants suggested a novel idea. 

In fact, the idea was so novel, that I had trouble believing that this suggestion was 

posited by more than one participant. 

Here is that suggestion: 

When a nurse answers your call light, why doesn’t she provide you with  
some choices? Like, “I can just give you a couple of minutes, right now,  
but if you are willing to wait, I could probably spend 15 minutes with you.”  
Or, “I am kind-of tied-up, right now. Could you wait 30 minutes and then  
I would be able to spend more time with you.” 
 

This suggestion is simple. Yet informants believed this sort-of decision-making 

choice provided them with some sense of control over their situations. 

As participants were empowered and allowed a modicum of control over 

their situation, their willingness to be cooperative increased. Several of these 

informants indicated they became actively uncooperative as a result of the manner 

in which nurses interacted with them. Generally speaking, when informants were 

treated like real people who really mattered, they were actively, willingly 

cooperative. When they were treated like objects or like patients who did not really 

matter, their willingness to be cooperative declined. Collaborative care focused on 

mutuality/reciprocity and making a real effort to know the person inside the patient 

results in cooperative, satisfied patients who feel empowered and in control of their 

healthcare situation. 
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Implications for Nursing Education 

Implications for nursing education mirror the implications for practice. If 

nursing students were taught participatory and collaborative care as outlined above, 

it seems their interactions with patients would be more consistently beneficial. But, 

there are some other very specific educational implications evident in this study. 

This discussion focuses on technology, knowledge, and skills versus personhood 

and interpersonal competence, distancing and objectification versus 

mutuality/reciprocity, and purposeful self-disclosure as a beneficial nursing skill. In 

addition, some ideas about using student-enacted skits to compare and contrast 

interactional events between nurses and patients will be presented. And, lastly, the 

almost forgotten art of nursing is discussed. 

Technology, Knowledge, and Skills versus Personhood and Interpersonal 

Competence 

Today’s nursing faculties have the desire to prepare nurses who are 

technologically sophisticated, possess a high level of nursing knowledge, and are 

ready to take on the care and management of patients requiring complex care. 

Students, educators, and hospital staff are extremely concerned that each student be 

highly competent in starting I.V.s, inserting all manner of tubes and catheters, using 

and trouble-shooting all sorts of machines, and interpreting and “critically thinking” 

about a plethora of diagnostic tests. 

One day, when talking about one particular school’s focus on these medical, 

technological, scientific, knowledge- laden, skills-oriented issues, one of my fellow 
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faculty said to me, “But we have a responsibility to the public as well as to our 

students.” If I could reply to that comment, today, I would say: 

But the public values, and has a right to expect, interpersonal competence, 
along with a modicum of the above listed abilities. All of these are needed, 
but I fear that we are failing to communicate the importance of interpersonal 
competence to our students. 
 
It is essential that nursing students graduate with a knowledge base that 

makes it possible for them to practice as safe and competent nurses. It is also 

essential that they know how to interact with patients in beneficial, rather than 

nonbeneficial or counterproductive ways. This implies a need for an increased focus 

on interpersonal competence and a recognition of the patient as person. 

Distancing and Objectification versus Mutuality/Reciprocity 

Many nursing students have shared with this researcher that they are still 

hearing the message that they need to maintain a “professional” distance from their 

patients and remain “objective” in all their interactions with patients. According to 

the informants in this study, distancing and objectification are counterproductive in 

providing what was viewed as beneficial nursing care. 

According to these participants, particularly Angela and Lisa, distancing 

made nurses appear to be authoritarian, rule-bound, inhuman, and inhumane. 

Participants in this study indicated a lack of desire or motivation to be cooperative 

with nurses who maintained a “professional distance.” Distancing took humanity 

and personhood away from the nurse, as well as the patient. 
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And look at the root of the word “objective.” If we remain objective in 

viewing our patients, we truly see our patients as objects, rather than human beings. 

Once again, this robs nurses and patients of their humanity. If nursing faculty were 

to focus on teaching mutuality and reciprocity, young nurses could be educated to 

value the personhood of the patient and their own humanity. This mutual 

personhood/humanity has a potential for being beneficial for both patients and 

nurses. 

Purposeful Self-Disclosure 

While the potential value of purposeful self-disclosure has already been 

discussed at some length, I do think it needs to be addressed, again, with specificity, 

in this section on implications related to nursing education. Some nursing students 

continue to hear the message that it is inappropriate to share personal information 

with their patients. But, as Dr. Brittell and Young (1988) noted, how can we expect 

patients to open-up to us about themselves and their lives, if we refuse to share with 

them the barest biographical details of our own lives. 

As nursing educators begin teaching appropriate, purposeful self-disclosure 

to nursing students and to nurses who are already in practice, one caveat must be 

added. Students must understand the difference between appropriate and 

inappropriate self-disclosure. The story about the inappropriate complaints that 

Esther heard from one nurse has been told. The fact that this nurse complained 

about her marriage, her co-workers, and her supervisors was inappropriate. It must 
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be made very clear and distinct to students the kinds of self-disclosure that can be 

beneficial, as opposed to those that are inappropriate and nonbeneficial. 

Comparing and Contrasting Interactional Styles Using Student-Staged Skits 

McCall and Becker (1990) have posited performance science, or dramatic 

presentation, of qualitative research findings as a valuable dissemination tool. This 

author has already used a variation of that presentation modality successfully with 

one group of students. 

I wrote several simple skits of nurse-patient interactions taken directly from 

the raw data of this study. The skits were paired. In the first skit, the students acted 

out a nonbeneficial NPI; in the second skit, the students acted out a similar, but 

contrasting beneficial NPI. The power of these skits was surprising, even to the 

author. 

It was amazing how much passion and sheer acting ability the students put 

into these skits. They added words, left out words, used emphases that were not 

apparent in the script, but they really got the message across. As they began their 

presentations, I emphasized that these were real experiences gleaned from my 

research data. But, these skits were much more powerful than just telling the stories 

would have been.  

One interesting side note on the power of these skits came from my friend 

who recruited the students. She later told me: 

I was very dubious about one of the young men who volunteered, because he  
was just a real problem student. He had a real “attitude,” and he just didn’t  
have the heart of a nurse that we like to see in our students. But he was a  
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different nurse, and a different person, after participating in those skits  
(D. Clayton, personal communication, October, 1999). 
 

Art of Nursing 

Sometimes it seems that nursing has become so caught-up in its quest for 

acceptance as a profession, for acceptance as part of the scientific community, for 

this profession to be seen as a set of complex, rational, logical actions based on 

critical thinking skills, that valuing the art of nursing has become all but lost. But, if 

there is any truth in what this group of informants has shared, the art of nursing 

needs to be respected and enhanced as complementary to the science and technology 

required by 21st century nurses. 

We need to return to Stewart’s (1929) reminder: 

The real essence of nursing, as of any fine art, lies not in the mechanical 
details of execution, nor yet in the dexterity of the performer, but in the 
creative imagination, the sensitive spirit, and the intelligent understanding 
lying back of these techniques and skills. Without these, nursing may 
become a highly skilled trade, but it cannot be a profession or a fine art.  
(cited in Donahue, p. 467) 
 
Anecdotal experience informs us that nursing students who learn to value 

their intuitive knowings and to be creative in devising holistic, individualized 

nursing care have a transformational experience which often leads them to say, 

“Now I know what nursing is all about.” This is the “art of nursing” in the language 

of the 21st century. As students learn and value the idea that “the performing art of 

nursing is the creative life of the science; it is a unique contribution to the health 

care of people” (Parse, 1992, p. 147), they begin to define nursing as a truly 

autonomous profession that cares for people rather than diseases. 
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Without the art of nursing, nursing tends to become nursing- implemented 

medical interventions. And, as the scientific focus of nursing becomes increasingly 

medicalized, we are at risk of losing much that is unique to nursing. Additionally, 

the adoption of the medical model in our thinking as nurses seems to leak-over into 

our behavior. Stories told by this group of informants tell us that nurses failed to 

comfort the suffering, nurture the sick, and demonstrate compassion to the 

unlovable, because “critical thinking skills” have not taught them the importance of 

these actions. But, these are the beneficial actions that make a difference in the lives 

of the people nurses care for and a difference in the world we live in.  

Summary 

In this section, nurse educators have been encouraged to adopt the 

perspectives of participatory and collaborative care as they teach nursing students 

about beneficial interactions with patients. Nurse educators have also been 

encouraged  to focus on teaching and supporting interpersonal competence, which 

includes active listening and purposeful self-disclosure. The use of student-enacted 

skits was also suggested. Additionally, a plea has been made for returning the art of 

nursing to our curricula. 

Implications for Nursing Research 

The primary finding of this study is that patients just want to be treated like 

real people who really matter. Based on the stories told by this particular group of 

informants,  some conclusions have been made about the interactional styles of 

nurses that facilitate this sense of personhood. These conclusions need to be 



                                                                                                        

 

319 
 

scrutinized more closely using videotaped, ethological methods such as those used 

by Bottorff and Morse (1994). In these future studies, researchers could specifically 

seek to identify nurse-patient encounters that support or deny the conclusions 

reached in this dissertation. 

Secondly, as I thought about this primary finding and personhood, this 

notion of preservation-of-self as a lifelong growth-directed task for all human 

beings seemed to assume greater and greater importance. First extant psychosocial 

literature should be carefully reviewed to discover what has already been written 

about this topic. With a clearer picture of this human task, efforts could be directed 

at learning to validly measure this drive. Then, many populations need to be 

sampled to see if this is indeed a lifelong growth-directed task, or whether it is only 

an issue when personhood is threatened. Lastly, the nursing implications of those 

findings need to be analyzed and disseminated. 

Additionally, this study supports the need for further research on the value, 

or lack thereof, of purposeful, personal self-disclosure on the part of nurses as they 

interact with patients. Also, a concept analysis of this notion of protection needs to 

be done, possibly using a hybrid analysis approach (Schwartz-Barcott & Kim, 

1993). Following that process, a descriptive-observational study of nurse as 

protector could be undertaken and further implications for research be drawn from 

that study. 

There are several secondary analyses that the raw data from the current study 

could support. First of all, this data set provides a valuable tool for investigating the 
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congruence between the facilitative affiliation (FA) construct and the interactional 

experiences of patients with nurses. Data from the interactional experiences as 

described by patients could be used to revise the nurse-generated model of FA. 

Implications for Patients 

Books have been written about what patients should do when they visit their 

physician or go to the hospital, and there may not be a lot to add to what those 

books have said. But, I would be untrue to my co-researchers, the participants in this 

study, if I failed to share some of the wisdom they shared with me. 

As for visiting your physician—Be a competent healthcare recipient. 

Remember, the physician’s time is truly limited and controlled by someone else. Be 

focused. Make a list of questions and of the problems that are of primary concern. If 

you really feel that you cannot receive the care you need and deserve from your 

current physician, find another one who is more comfortable with competent 

patients. 

About going to the hospital—Be an involved healthcare recipient. Take a 

notebook and pen or pencil and write down the time and nature of all interactions 

and events. Christina noted, “The nurses will take better care of you, if they know 

you are writing things down.” Write down medications received, treatments given, 

doctors’ visits, nurses dropping-by, and so forth. Make notes about information that 

is provided to you. If you are not able to do this, enlist a friend or family member 

who will do this for you. 
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If at all possible, do not spend the night in the hospital without a friend or a 

family member there with you. Resources are scarcer during the night, and a 

friendly, helping hand is a good safety net. Ruth shared that having a sports bottle to 

drink from really helped, since she had to remain in a semi-reclining position. The 

nurses thought this was a great idea. 

Make an effort to be a pleasant patient. Smile when a nurse comes into your 

room. Ask for a name and remember it. If the nurse shares some personal tidbit with 

you, remember it, so you can ask about it later. Remember, nurses are people, too, 

and if you validate their personhood, maybe they will validate yours. [Personally, I, 

the researcher, do not believe that this is the patient’s responsibility, but my 

informants found this to be a valuable coping strategy and wanted me to share it.] 

Joyce wanted shared the notion that your own attitude as a patient is an 

essential key to your recovery. She noted that one  particularly beneficial attitude 

that she had adopted was thinking in terms of “the” cancer instead of “my” cancer. 

She shared: 

THE this instead of MY this. This virus got me. And I’ve got to love myself  
and get strong to let this—get this out of my body. I think there is a real  
important element in that. And, I think if you can get to that point, it is  
easier to progress along and maybe even accept other complications. And 
acceptance as it comes along, you know. ‘The damn thing has done this 
now.’ 
 
Christina, Joyce, and Lisa would want me to remind patients that it is alright 

and often appropriate to be assertive. Do not be afraid to ask for what you need; do 

not be afraid to ask and ask, again. Even Imelda who is very quiet and seldom 
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assertive said she had to remind one nurse “how to call the doctor!” Last of all, 

remember the telephone by your bed. If things get too bad, you can always call 911. 

Conclusions 

This chapter focused on integrating the unique findings of this study with 

other nursing research related to NPIs. In discussing these unique findings a simple  

framework was provided for thinking about nursing interactions with patients. This 

framework, based on the findings of this study, was as follows: (a) the nature of 

personhood; (b) patients are people, too; (c) participatory care; and (d) collaborative 

care. 

The participant s in this study indicated that all that they really wanted from 

their nurses and physicians, other than an assumption of competence, was to be 

treated like real people who really matter. 
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APPENDIX A 

RECRUITMENT LETTER:  NURSE-PATIENT INTERACTIONS:  WHAT 
DO PATIENTS HAVE TO SAY?  
 
Dear [insert name]: 
 
As you may already know, I am a doctoral student at The University of Texas at 
Austin School of Nursing.  For my dissertation, I would like to find out more about 
the experiences that recently hospitalized individuals have had with nurses, 
particularly during their recent hospitalization.  I believe that in learning more about 
the patients’ perspectives of these interactions, we can learn to be more effective 
nurses.  I am eager to hear your stories about good, bad, and indifferent interactions 
with nurses during your hospital stay. 
 
If you decide that you are interested in participating in this study, you will be asked 
to share your stories via audio-taped interview.  It is anticipated that one 90 minute 
interview will usually provide adequate information, but I may need to contact you, 
later, to clarify your perceptions.  The interview will be conducted at a time and 
place that is convenient for you, after you are feeling well enough for a rather 
lengthy conversation. 
 
You were identified as a potential participant because I am personally acquainted 
with you or we have a mutual acquaintance who has asked for your permission to 
allow me to contact you.  
 
I am not a staff member or officially affiliated with any hospital in this area in any 
way.  Your identity and confidentiality will be protected at all times.  Your 
participation or lack of participation will not affect your future care at the institution 
where you were hospitalized in any way, nor will it alter any relationship that you 
might have with The University of Texas at Austin. 
 
If you have any questions or would like to enroll in the study by telephone please 
call me at 512-930-4543.  This is a metro-Austin number, but if you are calling long 
distance, please feel free to call collect.   If you prefer to contact me by mail, 
complete the attached response form and mail it in the enclosed stamped, self-
addressed envelope.   
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Additionally, if you have any concerns about this study or recruitment letter, you 
may contact my Dissertation Chair, Alexa Stuifbergen, PhD, RN at The University 
of Texas School of Nursing, 512-471-7311.   Thank you very much. 
 
Sincerely, 
 
 
 
 
Sharon Rogers, RN, MSN 
Doctoral Student 
 
 
   Yes,  I would be willing to participate in your study ___________________. 

    Name ________________________________________________________ 

   Phone Number 

 
If you return the above attachment to me, I will contact you in the near future to set-
up an appointment for an interview.  
 
In the event that you have misplaced (or I have forgotten to enclose) the stamped, 
self-addressed envelope, my address is: 
 
  Sharon Rogers 
  30301 Oak Tree Drive 

Georgetown, TX 78628 
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APPENDIX B 
 
LETTER OF INFORMATION:  NURSE-PATIENT INTERACTIONS:  
WHAT DO PATIENTS HAVE TO SAY?  
 
You are invited to take part in a study of  patients’ perceptions of the experiences 
and interactions they have with nurses while hospitalized within the past year.  I am  
a doctoral student at The University of Texas at Austin, School of Nursing.   This 
study is my dissertation research.  I hope to gain a better understanding of the 
patient’s perspective of nurse-patient interactions in order to help nurses become 
more effective in those interactions.  You were selected as a possible participant 
because of your recent hospitalization, and because you indicated your interest in 
this study by contacting the investigator. 
 
If you decide to participate, you will be asked to share your experiences in an audio-
taped interview.   This interview will be scheduled at a time and location that is 
convenient for you.  The interview will last about 60 to 90 minutes, and you will be 
free to share any stories or experiences that you believe will help inform nurses 
about the patient’s view of interactions that they have had with nurses.  You will 
also be asked to supply some background information about yourself (age, 
education, etc.) and the reason for your recent hospitalization.  You may choose not 
to answer any question.  If you become tired at any point, the interview can be 
discontinued and finished at a later time. 
 
Known risks or disadvantages associated with your participation include the 
investment of time necessary to answer the questions and the possibility of fatigue.  
If you do become tired, we can suspend the interview and reschedule it for a later 
date.  If for any reason you become upset by the questions or material discussed in 
the interview, I will be able to refer you to community resources that can help you 
deal with your concerns.  Participants  will bear the cost of this assistance.  There 
are no direct benefits to you, although some individuals find talking about their 
experiences beneficial.  Any information that is obtained in connection with this 
study and can be identified with you will remain confidential and will be disclosed 
only with your permission.  The audiotapes will be coded so that no identifying 
information is on the cassette.   The tapes will be kept in a locked filing cabinet and 
will be heard only by the investigator and a transcriptionist.  The tapes will be 
transcribed using only the code numbers.  No names or personally identifying 
information will appear on the transcripts.  The master list linking names to code 
numbers will be kept in a locked file.  Your name will not appear in any report.  All 
tape cassettes will be erased after the research is completed. 
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I will be interviewing about 15 adults who have recently been hospitalized.  I 
identified  you as a potential participant through being personally acquainted with 
you or from information provided by a mutual acquaintance or by someone who has 
already participated in this study. 
 
Your decision about whether or not to take part in this study will not affect your 
relationship with The University of Texas at Austin or any future medical and/or 
nursing care that you might require.  No direct financial compensation is offered, 
and you are under no obligation to participate.  If you decide to take part in this 
study,  you are free to discontinue your participation at any time by notifying me or 
my Dissertation Chair.  You will be offered a copy of this form to keep. 
 
If you have any questions, please feel free to ask them at any time.  If you have 
additional questions later please feel free to contact: 
    

Sharon Rogers, RN, MSN, Doctoral Candidate 
   The University of Texas at Austin, School of Nursing 
   1700 Red River, Austin, Texas 78701 
   Phone:  512/930-4543 
 
    OR 
 

Dissertation Supervisor:  Alexa Stuifbergen, PhD, RN 
The University of Texas at Austin, School of Nursing 
1700 Red River, Austin, Texas 78701 
Phone:  512/471-7311 

     
Thank you for your interest in this study.  Your time and participation are 
appreciated. 



                                                                                                        

 

327 
 

APPENDIX C 
DEMOGRAPHIC DATA 

1.  Age ______ 

2.  Gender:  Male      Female 

3.  Marital Status:  Single    Married    Living with Significant Other    Divorced    

Separated          Widowed 

4.  Ethnicity _____________________________ 

5.  Educational Background 

____________________________________________________ 

6.  Job Status:   Employed (full-time)    Employed (part-time)     Unemployed    

Retired     

If unemployed, why ______________________________________________ 

7.  Career/Job Background 

________________________________________________________________ 

8.  Reason for Hospitalization 

________________________________________________________ 

________________________________________________________ 
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9.  How much of the time that you were in the hospital did you have a friend or 

family member there with you? 

_________ All of the time 

_________ Most of the time 

_________ Quite a lot of the time 

_________ Occasionally 

_________ Seldom 

_________ Never 

10.  How important was it to you that you have a friend or family member present 

during your hospitalization? 

________________________________________________________________ 

11.  Number of  Previous Hospitalizations ______________ 

12.  On a scale of 1 to 10, how would you characterize the interactions you had with 

nurses while in the hospital? 

1________________________________________________________________10 
not beneficial                                                                                        very beneficial
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APPENDIX D 

INTERVIEW SCHEDULE 

Grand Tour Request:  I would like to hear about the experiences you had while 

you were in the hospital. I am most interested in your stories about nurses, but I 

would really like to hear any of the stories that you are willing to share. 

General Probe: 

If you could talk to a group of nurses (or nursing students), what would you like to 

tell them about being a good nurse? 
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APPENDIX E 

The Participants and Their Stories 

Fourteen individuals participated in this study. Four men and 10 women 

were interviewed at least one time; Christina was interviewed twice, because I was 

not able to capture all of her stories in one interview; Joyce was interviewed three 

times, because the treatment associated with her breast cancer was ongoing, and she 

continued to have new stories. The mean age of these informants was 54 with the 

youngest participant being 34 and the oldest 74. Three participants were in their 30s, 

1 in the 40s, 6 in their 50s, 2 in their 60s, and 2 in their 70s. Only three of the 

recruitment letters that were mailed received no response. There were no outright 

refusals. All 14 individuals who participated were very willing; most were even 

eager to make this contribution. All names used in this report are pseudonyms.  

 This was a highly educated group. Dick had a Ph.D.; June and Julio both had 

Master’s degrees; several others were college graduates. All participants had some 

kind of post-high school education or vocational training. Julio and Roger were both 

licensed substance abuse counselors; Julio was also certified as a family and 

marriage counselor; Christina had also done a great deal of counseling, especially 

with women having marital problems. Ruth and Joyce both had backgrounds as 

Registered Nurses (R.N.s), although Ruth was currently working as a preschool 

educator and Joyce had most recently worked in financial development for a major 

university. Imelda and Becky were both currently employed as certified nursing 

assistants (CNAs). Bob was retired, but his background was in x-ray technology 
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and, later, working to establish an effective emergency medial system for a 

southwestern state; both his wife and daughter are R.Ns. Lisa and Nancy both had  

bachelor’s degrees. Lisa worked as a medical transcriptionist and Nancy worked as 

an administrative assistant. Esther was a journalist by education and profession. 

Angela had a high school education and worked as a teacher’s assistant for her local 

school district. 

 Although highly educated, the individuals in this group were very different 

from each other in their ability to be informative and articulate.  June, Nancy, and 

Imelda were, by nature, very quiet, soft-spoken ladies. Their observations about 

nurses tended to be quite global; they had very few specific stories to share. June 

was a retired missionary/school teacher who had been hospitalized for bilateral knee 

replacements. Nancy was currently employed as a church secretary and was in the 

hospital for a cholecystectomy. Because of complications, she had to have a large 

abdominal incision. Imelda had been in the hospital for evaluation of severe 

headaches. 

My interview with Roger was unique. As with everyone, when I telephoned 

to make an appointment for the interview, I had given him some idea of what to 

expect. When I met him at his place of employment, he had reserved a conference 

room that was not in use for our interview. He had four stories to tell me and that 

was all he had to tell me. Three of the stories were negative and one was extremely 

positive. No amount of probing would elicit anything other than the stories that he 

had already told. Roger had had two hospitalizations within the previous year, and 
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he shared experiences from both of those. The first time he was hospitalized for an 

anterior cervical fusion. The second time he was experiencing severe chest pain and 

had a coronary balloon angioplasty with placement of a stent. 

Bob and Julio were both very friendly, talkative men who had many stories 

to tell about their health care experiences. Bob had been hospitalized for a ruptured 

cerebral aneurysm and the ensuing surgery.  Julio had been hospitalized three times 

during the previous year. The first time he was experiencing severe chest pain and 

was treated with a balloon angioplasty; the second time was for evaluation of 

continuing chest pain; the third time was for another balloon angioplasty, this time 

with placement of a stent. 

Dick was thoughtful and quiet, but he was very articulate in sharing his 

experiences. The hospitalization that qualified him for this study was a knee 

replacement, but he had many more stories to tell from a hospitalization a few years 

earlier, when he nearly died from peritonitis related to a ruptured appendix.  

Becky, Joyce, and Ruth were three of the most articulate informants, and 

they told their stories from the perspective of health care professionals who knew 

how things should be done. Becky, a CNA, had been hospitalized for a total 

hysterectomy. The friend who recruited her for this study shared with me that Becky 

is so outstanding in her skills as a CNA that patient care on the unit where she 

works suffered markedly during her absence. Becky was very interesting as she 

shared with me some of the strategies she used to get the licensed personnel to do 

their jobs more effectively than they would without her prodding. Her strategies 
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ranged from indirect suggestion to reminding coworkers of times she had helped 

them to outright coercion.  

Joyce, an R.N., was undergoing treatment for breast cancer. From a medical 

standpoint, she perceived her diagnosis and treatment had been badly mishandled. 

Consequently she was dealing with a great deal of frustration and anger. Her stories 

about her interactions with nurses were very rich in detail, so many quo tes in the 

reported data came from her. 

Ruth, another R.N., who attended nursing school in the 1960s, had just 

completed many months of treatment for uterine cancer. She also perceived that her 

diagnosis and treatment had been mishandled medically, but she did not have the 

frustration and anger that Joyce did, because her physician was as upset about the 

situation as she was. Ruth’s stories were also rich in detail and humor.  

Christina and Esther were also extremely articulate. Christina shared her 

stories from the perspective of a knowledgeable health care professional—she has 

worked as a hospital chaplain for many years. She also refers to herself as a 

“professional patient” because of long-term paraplegia and repeated 

hospitalizations. Christina has been a paraplegic since the age of 13; she is now in 

her 50s. For many years she was a very strong paraplegic, but because of another 

neurological disorder, she is now close to being a functional quadriplegic, although 

she is still very active and independent. Christina’s most recent hospitalizations 

were related to bladder augmentation surgery, complications, and then more surgery 
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to fix that which had not been done correctly the first time. But, she had a lifetime 

of stories to share, which she did with great generosity. 

Esther shared her stories with the articulateness and observational skills of a 

journalist. She had initially been hospitalized for a knee replacement, but, because 

of an unexpected femur abnormality, she had complications that kept her in the 

hospital and/or a long-term care treatment facility for a period of months. Esther’s 

experience with an “overwhelming sense of abandonment” motivated the researcher 

to look for feelings of abandonment among other informants. 

Perhaps Lisa and Angela had the most traumatic, negative hospital 

experiences of any of the informants. Both of them were angry and articulate in 

recalling these experiences. Angela, who had been recruited by her sister who is a 

colleague of the researcher, was delivering a baby that she was giving-up for 

adoption.  

Lisa was recruited for this project by a graduate student. During a class, I 

had shared with the student that I was still looking for participants for my 

dissertation study, and, because of theoretical issues needed another participant or 

two who had had nonbeneficial experiences with nurses. Lisa had been hospitalized 

for gynecological surgery and was perhaps the most methodical storyteller. She 

worked hard to relate events in chronological order. She noted that her preoperative 

and immediate postoperative nursing care were fine, but that “the nightmare began” 

when she was transferred from the Recovery Room to the nursing unit.  
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 Lisa and Joyce both indicated that they benefited from participating in these 

interviews, because talking about their experiences with the researcher gave them an 

opportunity to ventilate some of the anger and frustration that they were still feeling. 

It also provided an opportunity for the researcher to validate for them the 

appropriateness of that anger and frustration. Following the third interview with 

Joyce, she said, “This has been the best day I’ve had since my diagnosis.” Lisa, too, 

indicated several times that participating in the interview had been very beneficial 

for her. 

 Every interview with each participant enhanced this study. Each individual 

had something important and unique to add to this investigation. True saturation of 

data would not have been possible in this study, because each participant’s 

perspective was so individual and unique. 
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